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Abstract

Within Asia, HIV prevalence is highest in Thailand, including thousands of children and adolescents. Care for
children born with HIV [perinatal transmission of HIV (PHIV)] will need to focus on adolescents for the
foreseeable future. Thai PHIV adolescents experience significant mental health and psychosocial challenges,
including treatment adherence. Yet, few, if any, comprehensive interventions for them exist. CHAMP+, an
evidence-based intervention adapted for Thailand, was evaluated with a pilot randomized control trial at four
HIV clinics. Eighty-eight dyads of 9- to 14-year-old PHIV young adolescents/caregivers were randomized to
CHAMP+ or standard of care (SOC). Eleven cartoon-based sessions were delivered over 6 months. Parti-
cipants completed baseline, 6-month (postintervention), and 9-month surveys, measuring youth outcomes
(e.g., mental health and adherence), contextual factors (e.g., demographics and caregiver factors), and self-
and social-regulation factors (e.g., HIV knowledge and youth-caregiver communication). Multi-level mod-
eling to account for clustering within individuals was used to assess longitudinal changes within and between
groups. All families randomized to CHAMP+ completed the intervention. Although the study was not
statistically powered to detect differences in treatment effects, the CHAMP+ group significantly improved at
6 months in youth mental health and adherence, HIV knowledge, youth-caregiver communication, inter-
nalized stigma, and HIV-related social support, with most improvements sustained at 9 months and signif-
icantly better improvements than the SOC group on a number of outcomes. High levels of baseline viral
suppression highlight the importance of reaching these young PHIV adolescents at a period of lower risk
before adherence and other challenges emerge. Designed to be delivered with limited cost/resources,
CHAMP+ Thailand holds scale-up potential.
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Introduction

Globally, the pediatric HIV epidemic is evolving into
an adolescent one, as expanded antiretroviral therapy

(ART) access has both dramatically reduced perinatal
transmission of HIV (PHIV) and increased life expectancy of
babies born with HIV. Many are aging into adolescence and
beyond; 2.1 million children under 15 currently living with
HIV will reach adolescence, indicating an adolescent epi-
demic for years to come.1 Most children and adolescents with
PHIV live in sub-Saharan Africa, but a sizeable understudied
group resides in Asia.1 Thailand has the highest HIV preva-
lence in Asia at 1.1%,2 including 9700 adolescents 10–19
years old and thousands more children soon to enter ado-
lescence.1 Mother-to-child transmission of HIV has been
virtually eliminated in Thailand, such that PHIV care will
need to focus on adolescents for the foreseeable future.3

PHIV youth enter adolescence with vulnerabilities beyond
those experienced by other adolescents. Born with a stig-
matized chronic illness when optimal treatment was often
unavailable or inaccessible, many experienced multiple
hospitalizations, missed normative childhood experiences,
and suffered developmental delays. Moreover, in many
parts of the world, PHIV youth experienced trauma and
adversity related to parental/family illness/death, mental
illness, and/or substance use and to living in impoverished
communities with low resources for education and care.4

Among PHIV youth in both high- and low-and-middle-
income countries, mental health problems are common,
and some PHIV youth engage in high-risk behaviors,4–7

including substance use, sexual risk-taking, and inconsis-
tent condom use.8–10 ART adherence rates among PHIV
adolescents are also lower than among adults and younger
children living with HIV,11 increasing risk to individual
health and of HIV transmission to others.

Studies focused on Thai PHIV adolescents—particularly
young adolescents—are sparse, but studies of older PHIV
youth and young adults and studies that include both peri-
natally and behaviorally infected youth reveal substantial
psychosocial needs, including limited knowledge about
family planning, reproductive health, and sexually transmit-
ted infections.12,13 Rates of sexual activity and drug use were
relatively low in most studies, but among the sexually active,
inconsistent condom use has been reported,12,14 and alcohol
use is prevalent, especially among older PHIV adoles-
cents.13,14 Other studies have found high levels of clinically
significant mental health problems and psychosocial prob-
lems, including poor health attitude and self-care, life skills,
communication skills, adherence, and self-value.15,16 De-
pression and history of double parental loss have been asso-
ciated with poorer adherence in PHIV youth between 13 and
21 years old.17 Our previous qualitative work in Bangkok
found older PHIV adolescents and their caregivers struggled
with medication adherence, effective communication, deep
societal stigma and discrimination, and HIV disclosure.18

A number of articles have called for culturally-tailored
comprehensive interventions for HIV+ adolescents, as well as
increased psychosocial support and counseling.19–21 However,
few evidence-based interventions exist, and the very few
published studies on interventions with Thai PHIV youth are
largely limited to older youth/young adults and focused on
changes in HIV knowledge and attitudes only.19,22 Given that

early prevention of risk behavior and promotion of health
behaviors are significantly more effective than efforts to in-
tervene once behaviors are established,23 there is an urgent
need for risk prevention and health promotion interventions
for younger adolescents. There is increasing evidence that
intervening with adult caregivers or family members is nec-
essary to promote mental health and adherence and reduce
youth sexual and substance-related risk-taking behaviors.24

Yet, we are unaware of any comprehensive psychosocial
interventions for Thai PHIV young adolescents; few exist
anywhere in the world.

The Collaborative HIV Prevention and Adolescent
Mental Health Program

Originally developed for HIV-negative early adolescents
in Chicago, United States, the Collaborative HIV Prevention
and Adolescent Mental Health Program (CHAMP) is a
multiple family group-based intervention to promote mental
health and prevent sexual and drug use risk behavior, before
risk behaviors emerge, while youth are still connected to
families.25 The CHAMP model was subsequently adapted to
address the many unmet needs of PHIV early adolescents and
caregivers in New York in a program called CHAMP+ that
retained the focus on family strengthening, but also included
HIV-related content such as medication adherence, feel-
ings about HIV and identity, disclosure, and stigma.26 Using
community-based participatory research methods, the
CHAMP model has since been adapted with HIV-negative
and PHIV youth across multiple contexts, including New
York, South Africa, Trinidad, and Argentina.26–30 All itera-
tions of CHAMP/CHAMP+ are grounded in a modified Social
Action Theory (SAT)31 (Fig. 1) which posits that youth out-
comes are influenced by (1) context (e.g., stressors and re-
sources); (2) self-regulation (motivation and capabilities);
and (3) social regulation (e.g., family resources, relation-
ships, and stigma). The programs engage youth-caregiver
pairs in *10 sessions combining learning and discussion to
strengthen parent–child communication, adolescent problem-
solving and peer negotiation skills, and support within and
between families.

CHAMP+ interventions are designed to be delivered by
existing staff in settings where youth receive HIV care. In
South Africa, a cartoon-based curriculum was used to address
literacy concerns and difficulty discussing sensitive top-
ics.28,32 Trials of CHAMP/CHAMP+ have shown significant
improvements in HIV knowledge, family communication
and youth monitoring, youth mental health, and reduced risk
behavior, with high levels of acceptability and improved
ART adherence.26–29 To date, it has not been used in any
Asian country, where cultural factors may significantly in-
fluence family-based programming.

Given the documented needs of Thai PHIV adolescents
and the lack of evidence-based comprehensive interventions,
a group of Thai and US care providers and researchers, in
collaboration with PHIV children and caregivers, adapted
CHAMP+ in Thailand using SAT, in a process that has been
detailed previously.18,33 The present study has two primary
aims: (1) to evaluate the short- and longer term impact of a
pilot randomized control trial (RCT) of CHAMP+ Thailand
on a range of behavioral (e.g., ART adherence), health (e.g.,
HIV viral load), psychosocial (e.g., mental health), and family
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(e.g., youth-caregiver communication) factors and (2) to ex-
amine the feasibility and acceptability of the intervention.

Methods

Participants

A pilot RCT of CHAMP+ was conducted from May 2015
to March 2016 with families at four HIV clinics in Thailand:
HIV-NAT, Bangkok (n = 26 families; 29.6%), Khon Kaen
University Hospital (n = 12 families; 13.6%), Khon Kaen
Hospital (n = 21 families; 23.9%), and Phetchaburi Hospital
(n = 29 families; 32.9%). Eligibility criteria included: PHIV
child, 9–14 years old, aware of HIV+ status, and currently
taking ART. Clinic providers recruited eligible families.

Procedures

Following informed consent by caregivers, child assent,
and completion of baseline measures, families were ran-
domized within each site using permuted block randomiza-
tion with mixed block size 4 and 6 to receive the intervention
or to continue in standard of care (SOC). The final sample
included 88 child-caregiver dyads, with 45 randomized to
CHAMP+. Study procedures were approved by the IRBs at
New York University, Chulalongkorn University, Khon
Kaen University, Khon Kaen Hospital, and Phetchaburi
Hospital. Families received stipends for completion of as-
sessment measures and funds to defray the cost of transport.

Intervention condition. The Thai version of CHAMP+
(called ‘‘Walking Together’’ or ‘‘CHAMP+ Thailand’’) was
delivered one weekend per month over 6 months, led by a
social worker/counselor from Bangkok, using a structured
facilitator’s manual. CHAMP+ Thailand retains the cartoon
format used in South Africa to address concerns about liter-
acy and reluctance to discuss difficult topics (see Mellins
et al.32 for description of South African curriculum). The
story follows a young adolescent boy, Tam, recently diag-
nosed with HIV, as he navigates issues such as HIV stigma,
treatment adherence, disclosure, grief/loss, puberty, social
support, and communication (See Pardo et al.33 for full de-
scription of intervention and its development). Each of the
curriculum’s 11 sessions begins with an ‘‘ice breaker’’ ac-
tivity then guides participants through a chapter of Tam’s

story and related follow-up activities and discussion ques-
tions, done both in separate youth and caregiver groups and
together. Topics include concerns about growing up with HIV,
communication within families, HIV stigma, HIV treatment
and adherence, coping with loss/bereavement, risk behavior
and responding to peer pressure, puberty and sexual relation-
ships, future goals, and social support. With the exception of
the final session, two sessions were delivered in the same day;
the group ate a meal together between sessions.

SOC condition. The SOC condition consisted of routine
health education and practice offered to the child and families
by clinic staff at regularly scheduled medical appointments,
including reviewing medications, as well as guidance re-
garding maintaining overall health and psychosocial support.

Measures

Youth and caregivers individually completed interviewer-
administered surveys informed by SAT at three time points:
baseline, 6 months later (immediately postintervention), and
9 months postbaseline; data were recorded electronically.
Medical chart data, including HIV RNA viral load, were also
collected for each participant pre- and postintervention.
Measures are described below with baseline inter-item reli-
ability Cronbach’s a in our sample in parentheses. Unless
otherwise noted below and in Table 2, all measures are coded
such that higher scores indicate a more favorable outcome.

Youth outcomes. Youth mental health was assessed us-
ing two measures. First was the caregiver-reported Strengths
and Difficulties Questionnaire (SDQ; Cronbach’s a = 0.73),34

a widely-used brief mental health screening tool that
measures behavioral difficulties and prosocial strengths in
3- to 16-year-old children. It has been translated/adapted into
multiple languages, including Thai.35 Scoring results in five
subscales and a total difficulties score (higher score indicates
greater difficulties). Clinical cutoff ‘‘borderline’’ and ‘‘ab-
normal’’ scores based on a British sample indicate probable
mental health problems.36 An international review of the
SDQs psychometric properties found them sufficient across
contexts.37 However, higher mean and median scores have
been reported in some low- and middle-income countries,
resulting in use of the total difficulties score as a continuous

FIG. 1. Modified social action theory.
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score or recommendations for different cutoffs.38–40 In a large,
nationally-representative Thai sample, Woerner et al. found
that the SDQ had adequate psychometric properties, but re-
commended higher borderline and abnormal score cutoffs.41

Second, youth self-reported depressive symptoms using the
short form of the Children’s Depression Inventory42 (a= 0.62).
This widely-used 10-item rating of depression symptomatology
in the past 2 weeks has excellent reported psychometric prop-
erties and has been effectively used as a screening tool in
Thailand with general populations and with PHIV youth.43,44

Total score with higher scores indicating more depressive
symptomatology was used.

Youth ART adherence was measured using widely-used
individual youth- and caregiver-report items used in several
large pediatric clinical trials and in the CHAMP+ pilot in
South Africa.9,29,45,46 Respondents answered questions re-
lated to number of days youth missed medication in the past
month, when they last missed medication, and how well they
took medication overall in the past month.

Contextual influences. Demographic items included age,
gender, child grade in school, caregiver relationship status and
educational attainment, and caregiver HIV status. All were
self-reported. Caregiver mental health was measured using the
20-item Center for Epidemiologic Studies Depression scale47

(CES-D; Cronbach’s a = 0.89), which includes questions about
depressive symptomatology in the past week and has shown
strong psychometric properties;48 it has been used in multiple
studies in Thailand over the past two decades.17,49,50 Higher
scores indicate more depressive symptomatology.

Social and self-regulation

Both youth and caregiver knowledge of HIV transmission
and treatment were assessed based on responses to 18 true/-
false questions51 [Cronbach’s a = 0.68 (youth) and 0.63
(caregiver)]. Transmission-related items asked whether HIV
is transmissible through routes such as mosquito bites,
holding hands, or unprotected sex. Treatment-related items
included statements such as, ‘‘If the viral load is ‘undetect-
able,’ this means there is no virus left in the body.’’ Response
options included ‘‘true,’’ ‘‘false,’’ and ‘‘not sure.’’ The cor-
rect answer was coded as 1, adding to total scores, and the
incorrect answer and ‘‘not sure’’ were coded as 0. We have
also used this measure in previous CHAMP studies.26,29

Family supervision was measured using an instrument
completed by both youth and caregivers that was developed
and used as part of previous trials of CHAMP/CHAMP+ in
the United States and South Africa26,28,29 (Cronbach’s
a = 0.64 for youth and 0.53 for caregivers). The caregiver and
youth versions include 17 and 14 questions about rules and
tracking children’s whereabouts, respectively.

Youth and caregiver communication was measured with
two scales focused on communication frequency and com-
fort, respectively (Cronbach’s a = 0.77–0.88). Each includes
seven topics that may be hard to discuss, including drugs/
alcohol, puberty, sex, sexually transmitted diseases (STDs),
and HIV/AIDS. Caregivers and youth rate their frequency of
discussion and their level of comfort discussing each topic.
The scales have been used in previous CHAMP and CHAMP+
programs with good psychometric properties.28,29,52

Caregivers and youth completed a measure of both exter-
nalized and internalized stigma related to HIV/AIDS that was

adapted from a measure originally developed for pediatric
epilepsy-related stigma53,54 and used in United States and
South Africa versions of CHAMP+26,29 (Cronbach’s a = 0.56–
0.80). It contains eight items regarding personal feelings about
HIV and perceptions about how others feel about HIV.

Comfort with HIV disclosure was measured for both youth
and caregivers using a four-item scale about level of comfort
discussing one’s own/one’s child’s HIV with a variety of
people such as teachers, relatives, friends, and romantic
partners. Caregivers reported on social support related to
their children’s HIV; questions asked about the frequency of
help, advice, comfort, or other support received in the past
month from people in their lives.54

Analysis

We compared baseline frequencies and means of demo-
graphic variables and all outcome variables of interest by
treatment group and intervention location using Pearson’s
chi-square testing for binary/categorical variables and two-
sample t-tests for continuous variables. To compare change
in scores over time between the intervention and SOC groups,
we used a multi-level modeling approach. The statistical
model included a random intercept to account for clustering
of observations within individuals, treatment group indicator
(vs. SOC), time indicator for each time point (vs. baseline),
and group-by-time interaction terms. Because randomization
was stratified by site, recruitment site was also included as a
fixed effect covariate. The regression coefficient corre-
sponding to the interaction term measures the difference in
change over time on the outcomes and represents the effect of
intervention. Continuous outcomes were modeled using the
identity link function with the Stata ‘‘meglm’’ command,
while binary outcomes were modeled using logit link func-
tion with the ‘‘meqrlogit’’ command. Analyses were com-
pleted using Stata/MP 15.1 (College Station, TX). We
declare findings as statistically significant if their corre-
sponding p values were no greater than 0.05.

Results

Participant baseline demographics

Baseline demographics are presented by treatment group
in Table 1. Overall, 49% of youth were female, mean (SD)
child age was 12.28 years (1.41), and 90% had HIV viral
loads of less than 50 copies/mL. The vast majority (89%) of
caregivers were female, including 45% mothers and 32%
grandmothers. The proportion of families receiving grants to
support their children/families was greater in the SOC
group; no other significant demographic differences were
found between the two groups. Demographic findings were
similar across sites with one exception: caregiver HIV status.
Using data from the 65% of caregivers willing to share
their own HIV status, virtually all (94%) caregivers at one
site reported living with HIV, compared to 61–76% at other
sites. The inclusion of treatment group and site variables in
our statistical models effectively controlled for all significant
differences.

Attendance and feasibility

All enrolled participants in the CHAMP+ group com-
pleted the intervention, and the vast majority of participants
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(89%) attended all intervention sessions. No participants
missed more than two meetings; the proportion of partic-
ipants attending all sessions ranged from 64% to 100% by
site. All participants completed assessments at all three
time points.

Youth outcomes (ART adherence
and youth mental health)

Table 2 shows baseline means (for continuous variables)
or odds (for binary variables), change from baseline to 6 and

Table 1. Selected Baseline Characteristics of CHAMP+ Thailand Pilot Sample by Treatment Group

Total (N = 88) CHAMP+ (N = 45) SOC (N = 43)

paN (%) N (%) N (%)

Study site, n (%)
HIV-NAT, Bangkok 26 (30) 13 (29) 13 (30) 0.998
Khon Kaen University Hospital 12 (14) 6 (13) 6 (14)
Khon Kaen Hospital 21 (24) 11 (24) 10 (23)
Petchaburi Hospital 29 (33) 15 (33) 14 (33)

Child characteristics
Gender, n (%)

Boy 45 (51) 25 (56) 20 (47) 0.40
Girl 43 (49) 20 (44) 23 (53)

Age in years, mean (SD) 12.3 (1.4) 12.3 (1.4) 12.3 (1.5) 0.79b

Grade in school, n (%)
Third to sixth 38 (43) 19 (42) 19 (44) 0.84
Seventh to ninth 43 (49) 22 (49) 21 (49)
Not in school 7 (8) 4 (9) 3 (7)

Age of child diagnosed with HIV, n (%)
1–5 years old 13 (15) 5 (11) 8 (19) 0.60
6–10 years old 33 (38) 18 (40) 15 (35)
11 years old+ 42 (48) 22 (49) 20 (47)

HIV virally suppressed (<50 copies/mL) 78 (90) 42 (93) 36 (86) 0.244
Caregiver characteristics

Gender, n (%)
Female 78 (89) 41 (91) 37 (86) 0.45
Male 10 (11) 4 (9) 6 (14)

Age in years, mean (SD) 48.2 (12.5) 47.8 (12.8) 48.5 (12.4) 0.67b

Relationship to the child, n (%)
Mother 40 (45) 22 (49) 18 (42) 0.53
Father 4 (5) 0 (0) 4 (9)
Stepmother 3 (3) 1 (2) 2 (5)
Stepfather 1 (1) 1 (2) 0 (0)
Grandmother 28 (32) 14 (31) 14 (33)
Grandfather 2 (2) 1 (2) 1 (2)
Aunt 6 (7) 3 (7) 3 (7)
Uncle 3 (3) 2 (4) 1 (2)
Older sibling 1 (1) 1 (2) 0 (0)

Education level, n (%)
No schooling 4 (5) 2 (5) 2 (5) 0.88
Some primary school 23 (29) 11 (26) 12 (32)
Completed primary school 23 (29) 12 (29) 11 (30)
Some high school 17 (22) 9 (21) 8 (22)
Completed high school 12 (15) 8 (19) 4 (11)

Employment, n (%)
Unemployed 21 (24) 8 (18) 13 (30) 0.38
Employed 46 (52) 25 (56) 21 (49)
Intermittently employed 21 (24) 12 (27) 9 (21)

Relationship status, n (%)
Married/in relationship 59 (67) 34 (76) 25 (58) 0.20
Widowed 17 (19) 5 (11) 12 (28)
Divorced/separated 9 (10) 5 (11) 4 (9)
Single (never married) 3 (3) 1 (2) 2 (5)

Family receipt of any grants, n (%) 60 (68) 26 (58) 34 (79) 0.032*
Any food insecurity in past month, n (%) 11 (13) 6 (13) 5 (12) 0.81
Caregiver HIV+, n (%) 41 (72) 21 (66) 20 (80) 0.23

ap Value associated with Pearson’s chi-squared test unless otherwise noted.
bp Value associated with two-sample t-test.
*p < 0.05.
CHAMP, Collaborative HIV Prevention and Adolescent Mental Health Program; SOC, standard of care.
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9 months within each group, and comparisons between
groups in change over time for all outcomes/factors. Com-
pared to the SOC group, the CHAMP+ group exhibited sig-
nificantly greater improvement over time on a number of key
outcomes. At 6 months, statistically significant improve-
ments within the CHAMP+ group were seen in youth mental
health, as measured by SDQ total difficulties scores and
youth-reported number of missed days of ART in past month.
At 9 months, within-group improvements were sustained.
Treatment effect comparing change over time in the two
groups was significantly better in the intervention group on
SDQ total difficulties.

Contextual and social/self-regulation factors

Within the CHAMP+ group, at 6 months, statistically
significant improvements were seen in youth and caregiver
HIV knowledge, youth-caregiver communication, caregiver-
reported internalized and externalized HIV stigma, and
caregiver-reported HIV-related social support. At 9 months,
within-group improvements were sustained in all but social
support. Caregiver depressive symptoms were also signifi-
cantly improved in the CHAMP+ group at 9 months. Treat-
ment effect comparing change over time in the two groups was
significantly better in the intervention group on HIV knowl-
edge, caregiver-reported internalized stigma, and caregiver-
reported HIV-related social support at 6 months. At 9 months,
the treatment effect of youth and caregiver HIV knowledge
remained significant.

Discussion

Our findings emphasize heightened psychosocial need in
this population and offer preliminary evidence of the efficacy
and feasibility of CHAMP+ as a clinic-based, culturally-
tailored intervention for young PHIV adolescents in Thai-
land. We found improvement on key outcomes/variables
within the intervention group immediately postintervention,
including youth mental health, adherence, HIV knowledge,
youth-caregiver communication, internalized and external-
ized HIV stigma, and social support, many of which were
sustained through 9 months. Few significant changes were
recorded in the SOC group.

Critically, CHAMP+ was effective in addressing areas of
need not included in other published interventions for Thai
PHIV youth, including mental health. Prior research around
the world has found increased mental health problems in
PHIV youth,4,16 and baseline SDQ total difficulties scores in
our sample suggest that the same is true in Thailand relative
to a nationally-representative Thai sample of children and
adolescents also assessed using the SDQ.41 At baseline, 15%
of our sample would be categorized as ‘‘abnormal’’ based on
Thai cutoff scores, compared to 8% in the national sample,
and our sample’s mean SDQ total difficulties score was also
slightly higher (12.09 vs. 11).41 This supports the need for
programs, such as CHAMP+, that can effectively address
mental health needs.

In addition, CHAMP+ is more comprehensive than inter-
ventions focused only on adherence or HIV prevention/
treatment knowledge, although it incorporates and had some
effect on both of those areas. Youth and caregiver knowledge
about HIV transmission and treatment improved signifi-
cantly within the intervention group and compared to the

SOC group, although the comparison was only statistically
significant for caregiver knowledge. While significant im-
provement in self-reported adherence was found only on a
limited number of items, 90% of the sample was virally sup-
pressed at baseline, suggesting excellent adherence among
most participants at this younger age compared to some studies
of older adolescents.15 Although the high level of viral sup-
pression and overall good adherence in the sample suggest that
the patient population may not be at immediate risk of adverse
HIV-related health outcomes or transmission of HIV to others,
prior literature suggests that as chronically ill youth and young
adults transition from childhood to adulthood, treatment ad-
herence is an ongoing challenge,55,56 foreshadowing a need to
reach youth at younger ages. The older Thai PHIV youth in-
terviewed as part of the development of CHAMP+ Thailand
reported adherence as a struggle in their lives.18 CHAMP+
aims to reach young adolescents and prevent negative be-
haviors, such as nonadherence, before they develop. Our
findings suggest that the intervention positively impacts both
youth and family variables that feed into adherence, including
treatment knowledge, which may serve to prevent or minimize
nonadherence as they age further into adolescence. Future
longitudinal studies, with larger samples, are needed to assess
longer term impact of these preventive efforts.

In just six meetings, CHAMP+ had a wide-range impact on
both youth and caregivers. That 100% of participants com-
pleted the program and the vast majority attended all sessions
indicates a high degree of engagement, acceptance, and
feasibility.

These findings should be viewed in light of some limita-
tions. We relied on self-report for all variables other than
viral load. In addition, our study included a relatively small
sample of PHIV young adolescents from three different areas
of Thailand, raising questions about generalizability. Although
the study was not statistically powered to detect differences in
treatment effects, we found statistically significant effects in
youth mental health, HIV knowledge, stigma, and HIV-related
social support.

The study also has some key strengths. In a RCT, random
treatment assignment leads to group similarity on known and
unknown prognostic factors, such that we are better able to
attribute change to CHAMP+ itself. We had no missing data;
all youth and caregiver participants completed surveys at all
time points, allowing a complete longitudinal case analysis
on the entire sample.

Despite the study’s limitations, the significant effects of
CHAMP+ Thailand even in a small pilot sample are very
promising. Given the increasing number of PHIV adoles-
cents, their critical psychosocial needs, the limited avail-
ability of evidence-based interventions in Thailand, and
resource limitations, CHAMP+ Thailand’s model may be
particularly useful. Designed to be delivered by existing lay
staff in medical settings where families are already engaged
and implemented with limited cost/resources, CHAMP+
Thailand holds potential for scale-up.
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