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Abstract 

Community-based psychiatric interventions for people who inject drugs (PWID) have 

been proven to be feasible and efficient in low-middle income countries (LMIC) where 

psychiatric resources are scarce and stigma important. We aimed to show that, on top 

of mental health improvement, PWID initially diagnosed with psychiatric symptoms and 

who received a sustained community-based psychiatric intervention were comparable 

to a control population of PWID in terms of HIV/HCV exposure. In Hai Phong, Vietnam, 

PWID currently or previously diagnosed with psychiatric symptoms were invited to be 

recruited in a 12-month follow-up cohort and proposed a  community-based psychiatric 

and harm reduction intervention supported by peers and were compared after inter-

vention to control PWID free from any psychiatric diagnosis who benefited from harm 

reduction interventions. HIV/HCV exposure was assessed using a composite score 

taking into account sex and drug-related risk behaviors, weighted according to the viral 

exposure risk. Psychiatric symptoms, severity of drug use and quality of life were also 

assessed at each visit. After a 12-month follow-up between March 2022 and April 2023, 

viral exposure among PWID diagnosed with psychiatric symptoms was considered 

significantly non-inferior to that of the control group. Their mental health status was 

significantly improved and severity of drug use or quality of life did not differ significantly 

from controls. In LMIC, community-based psychiatric intervention supported by trained 

peers is feasible and efficient for most dimensions. It may represent a valuable alterna-

tive to the classical mental health system.
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Introduction

Co-occurrence of psychiatric disorders and substance use is common among peo-

ple who use drugs (PWUD), particularly among those who use stimulants [1–4]. 

These PWUD suffer of reduced quality of life, increased HIV/HCV exposure but also 

poorer health-seeking behaviors and late access to methadone treatment for those 

 opiate-dependent [5–9].

Developing a comprehensive approach from screening to care for psychiatric 

issues is now a major recommendation [10–12]. Nevertheless, due to scarcity of 

mental health settings and professionals in many parts of the world, access to psychi-

atric care is limited, particularly for key populations living in precarious social situa-

tions and facing important stigma [13–16]. The need for alternative interventions has 

been emphasized, including community-based interventions and peer-support, after 

skill transfer and task shifting [17–20].

In a previous survey conducted in the city of Hai Phong (Vietnam) in 2019, we 

could show that a community-based psychiatric intervention for PWID was feasible 

and efficient in the Vietnamese context (DRIVE-Mind cohort study) [21]. Psychi-

atric consultations and treatments were provided free of charge to the PWID who 

agreed to participate to the cohort. Peers were involved at each step of the project 

implementation and provided full support to the psychiatric follow-up. Most of the 

participants diagnosed with psychiatric symptomsaccepted to be enrolled in a cohort 

and nearly 80% of the PWID who completed the one-year follow-up were clinically 

improved (CGI scale). However, the impact on the drug and sex-related risk behav-

iors was not measured.

The objective of this second phase of the DRIVE-Mind project (DRIVE-Mind 

2) was to show that PWID initially diagnosed with a major depressive disorder, 

a psychotic disorder and/or had a suicide risk and who received a sustained 

 community-based psychiatric intervention are comparable to a population of PWID 

free of these disorders in terms of HIV/HCV exposure.

Materials et methods

Ethics Statement

The research protocol was approved by the Institutional Ethics Committees of the 

Hai Phong Medicine and Pharmacy Faculty in Vietnam. Individual written informed 

consent was obtained from all participants prior to participation in each Respondent 

Driving Sampling (RDS) survey and in the cohort study.

The DRIVE Project (Drug use and infections in Vietnam)

Starting in 2016, a research program (DRIVE project) was implemented among 

PWID in Hai Phong, aiming to end the HIV epidemic in this population through a 

combined community-based intervention including repeated HIV testing, linkage to 

care (antiretroviral therapy, methadone, mental health), harm reduction and adminis-

trative support (detail in [22]). Criteria for inclusion in the different RDS surveys were: 

age 18 or over, self-reported current drug injection, confirmed by presence of recent 
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skin injection marks and positive urinalysis for heroin and/or methamphetamine, residence in Hai Phong, and ability to 

provide informed consent.

The DRIVE-Mind project

DRIVE-Mind 1 study. The objective of the DRIVE-Mind 1 study was to assess the impact of a psychiatric intervention 

at community level on the evolution of symptoms among PWID in Hai Phong and evaluate access to and retention in 

care for people with psychiatric conditions (detail in [21]). PWID participating in the larger DRIVE project were screened 

for psychiatric symptoms during a bi-annual follow-up visits in March 2019 and invited to be recruited in the Drive-Mind 

1 cohort if a condition requiring a psychiatric intervention was diagnosed (detail in [21]). Among the 1212 participants 

screened, 271 (22%) were eligible for a psychiatric intervention and 233 (86%) were enrolled and signed an informed 

consent, 170 completed the 12 months follow-up (73%).

DRIVE-Mind 2 study. Recruitment procedure. DRIVE-Mind 2 study participants were recruited from March 2022 to 

May 2022. PWID eligible for recruitment in the DRIVE-Mind 2 study were invited to a one-year follow-up, which included 

a visit at 6 months and a final visit at the end of the project (12 months). Trained psychiatrists from Hai Phong school of 

Medicine and Pharmacy systematically administered the following modules of the Mini-International Neuropsychiatric 

Interview (MINI 5.0.0) [23]: major depressive disorder, psychotic disorder or suicide risk. These psychiatrists also provided 

their clinical input on the MINI diagnosis and assessed the mental health status of every PWID to detect any other 

disorder requiring a psychiatric intervention.

Psychiatric cohort

All the participants of the Drive-Mind 1 survey were eligible for the enrollment in the psychiatric cohort, independently of 

their current psychiatric status at the inclusion visit (still symptomatic or clinically recovered). Were also eligible the candi-

dates from the control group diagnosed at inclusion with psychiatric symptoms requiring support and treatment.

Participants enrolled in the control group and diagnosed at any step of the one-year follow-up with significant psychiat-

ric symptoms would also be eligible for the psychiatric intervention.

Control Group

PWID of the DRIVE cohort screened negative for any psychiatric disorder at the inclusion visit of the DRIVE-Mind 1 cohort 

were recalled and invited to be enrolled in the control group of the DRIVE-Mind 2 survey. They had to be free of any signif-

icant psychiatric syndrome requiring support and treatment.

Recruitment in the control group was carried out until 200 PWID living with HIV and 200 PWID not infected with HIV 

were enrolled, to compare HIV outcomes in the psychiatric cohort and control group in a second phase.

Intervention for the psychiatric cohort and the control group

Psychiatric cohort. PWID enrolled in the psychiatric cohort received the same intervention than during the DRIVE-

Mind 1 study (see section “DRIVE-Mind 1 study” and [21]). The intervention took place in two different houses rented 

by community-based organizations (CBOs) with support of the non-government organization Supporting Community 

Development Initiatives (SCDI). The same two psychiatrists from the mental health department were involved in the 

assessment and follow-up (support, therapeutic education, prescription) of the PWID included in the cohort. The 

psychiatrists’ intervention took place in the CBO offices. The frequency of appointments with participants for clinical care 

follow-up was scheduled according to the clinical situation of each PWID and varied from once a week to once a month. 

Two antidepressants (sertraline and mirtazapin), four antipsychotics (risperidone, olanzapine, sulpiride, quetiapine), and 

melatonine for sleeping disorders were available and issued free of charge by the psychiatrists at the end of consultations. 
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Due to very restrictive regulation in Viet Nam, benzodiazepines were not used. When needed, participants could be 

hospitalized in the mental health department and associated fees paid by research funds.

The same CBO and members in the DRIVE-Mind 1 study participated in DRIVE-Mind 2 study [21]. Their training on 

mental health intervention was detailed previously [21] and their tasks remained the same than during the DRIVE-Mind 1 

study (Table A in S1 Appendix).

The salary for their intervention was 4,500,000 VND (179 US dollars) per month.

Control group

The control group did not receive any psychiatric intervention. All PWID met again a psychiatrist at M6 and M12 follow-up visits 

for evaluation. If a psychiatric condition was detected at the M6 follow-up, the PWID was invited to join the psychiatric cohort.

Psychiatric cohort and control group

The CBO members invited all PWID of the DRIVE-Mind 2 study to: linkage to HIV care and methadone maintenance treat-

ment (MMT), administrative support (health insurance, identity card, resident card), harm reduction intervention (counsel-

ling, sterile needles-syringes, condoms).

Data collection

Data were collected during face-to-face interviews with trained interviewers at enrollment visit (M0 visit), after 6 months 

(M6 visit) and after 12 months (M12 visit, end of study).

Outcomes and methods of measurement

Primary endpoint. HIV/HCV exposure: the viral exposure score. The viral exposure score is the sum of the 

answers to several HIV/HCV-related risk behaviors questions, weighed according to the significance of the risk 

(timeframe: last 6 months). Questions considered are: drug injection/ current methadone treatment (weight: 2), syringe/

needle sharing (weight: 3); frontloading/backloading drug before injection (weight: 3); sharing solution for dissolution or 

syringe rinse (weight: 2); inconsistent condom use with at risk primary partner (partner living with HIV and not treated with 

ARV or HIV status unknown)(weight: 2); inconsistent condom use with casual partner (weight: 2); pipe sharing (weight:1), 

using or not equipment to stop bleeding after injection (weight:1) (Table B in S1 Appendix) and was measured at M0, M6 

and M12 visits. Primary endpoint was based solely on score measured at M12 visit.

Additional outcomes

Quality-of-life was measured at M0, M6 and M12 via the 5-level and 5 dimensions EuroQol instrument (EQ5D5L) which is 

a standardized measure of health status with 5 components (anxiety, pain/discomfort, mobility, self-care, usual activities), 

and a score for perceived health where the participant is asked to score current health on a scale from 0 (worst health 

imaginable) to 100 (best health imaginable).

Two versions of the clinical global improvement (CGI) scale were used: at baseline the CGI Severity scale (CGI-S) to 

assess the initial severity of the illness; at M6 and M12 visits the CGI Improvement scale (CGI-I) to evaluate the improve-

ment in clinical situation compared to cohort initiation.

At each visit, data on drug use, sexual behaviors and access to drug and HIV-related services were collected in face-to-

face structured interviews by trained CBO staff. Data on gender was collected via self-report.

HIV seroconversion was ascertained by administering HIV rapid tests. Detectable HIV viral load (VL) was ascertained 

when above 1000 cp/mL. HCV infection was ascertained by an HCV positive rapid tests for HCV-seronegative participants 

and HCV reinfection by a detectable VL at M12 for HCV-seropositive VL undetectable participants at baseline.
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Data analysis

To ensure that our analysis is as conservative as possible and highlight differences between groups in terms of viral 

exposure, we excluded from the main analysis all the participants from the control group who were newly diagnosed with 

a psychiatric disorder at M6 visit. All the participants who benefited from the intervention and completed the M12 visit were 

included in the analysis, whether or not they completed the M6 visit.

To compare the viral exposure scores we calculated the difference between the score among psychiatric cohort and the 

score among the control group at the end of follow-up and computed the 95% confidence interval (CI) of this difference. 

If the upper limit of the 95% CI was less than the acceptable difference of 0.4 points, the viral exposure score would be 

considered non-inferior in the control group (one sided testing). This score is theoretically ranging from 1 to 16, with a 

standard deviation estimated at 1.1, based on a preliminary study. Therefore, we estimated that a total 400 participants 

at M12 visit will provide at least 80% power (alpha risk = 0.05) and would allow for HIV sub-group analysis if needed. We 

performed a multiple linear regression including the viral exposure score as the explained variable and intervention group 

with potential confounders as the explanatory variables. Beta-coefficients and their 95% CI were computed to gauge the 

number of points in the viral exposure score associated with being in the psychiatric cohort. An acceptable difference for 

the beta-coefficients at M12 visit was also set to 0.4 point in order to conclude to a non-inferiority between the two groups 

(primary endpoint).

While not being a primary outcome, quality of life scale ratings was compared using the same method. The estimated 

standard deviation for this 100-pts range scale was 15-pts, and a 5-pts acceptable delta was set to conclude to a  

non-inferiority between the two   groups.

Results       

During M6 visit, 50 PWID from the control group were diagnosed with a psychiatric condition requiring intervention and 

joined the psychiatric cohort. At M12 visit, 266 PWID from the control group came back and 204 from the psychiatric 

cohort (156 diagnosed at M0 visit and 48 newly diagnosed at M6 visit). Even though participants from the psychiatric 

cohort did not attend M6 visit for different reasons, they benefited from psychiatric support during the 12 months of the 

intervention. Therefore 156 participants from the psychiatric cohort were included in the analyses (Fig 1).

Participants from the psychiatric cohort were older than controls (mean age was 50 years), were less often married, 

and declared less often having a health insurance card or a regular salary (Table 1). Among them, 108 had participated 

in the DRIVE-Mind 1 study, and 48, who had no psychiatric disorders prior to DRIVE-Mind 2, had been invited to join 

the control group but were diagnosed with a psychiatric disorder at the initiation of the DM2 project and were therefore 

referred to the psychiatric cohort (their characteristics are presented in Table C in S1 Appendix).

Psychiatric symptoms in the psychiatric cohort (Table 2)

At cohort initiation, depression was the most frequent psychiatric diagnosis and was detected in 40% of the participants. 

Retention rate in the psychiatric cohort was high with 156/185 (84%) of them coming back at M12 visit. The frequency of 

all psychiatric diagnosis was significantly reduced between M0 and M12. Among those showing a psychiatric disorder, 

132 (85%) were very much or much clinically improved at M12 visit (using CGI scale), 13 (8%) minimally improved, and 2 

(1%) unchanged.

Viral exposure score (Table 3a and Table 3b)

Between M0 and M12 visits the viral exposure score decreased significantly for both groups (p > 0.001), and the score 

in the psychiatric cohort was significantly non-inferior to the one in the control group at M12, even though it was slightly 

higher (0.66 vs 0.64, means difference [IC 95%]: -0.02 [-0.16; 0.22]) (Table 3 and Fig 2). The difference in score between 
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the two groups at M0 was mainly explained by the fact that PWID from the psychiatric cohort were more often injecting 

heroin while not treated with methadone, and that they were more often sharing pipe to smoke meth. The overall popula-

tion showed very low levels of risky sexual behaviors (Table D in S1 Appendix).

Fig 1. Flow chart. Between 20 March 2022 and 7 May 2022, 563 subjects were enrolled: 378 PWID in the control group (198 living with HIV), 185 in the 

psychiatric cohort (77 living with HIV).

https://doi.org/10.1371/journal.pmen.0000631.g001

Table 1. Socio-demographic characteristics of participants at baseline.

Total (n = 422) Control group (n = 266) Psychiatric cohort (n = 156) p

Age (mean (SD)) 48.36 (7.70) 46.95 (6.82) 50.78 (8.51) <0.001

Gender: Male (%) 393 (93.1) 252 (94.7) 141 (90.4) 0,132

Marital status (%) 0,001

single 110 (26.1) 70 (26.3) 40 (25.6)

legally married 187 (44.3) 135 (50.8) 52 (33.3)

living maritally 13 (3.1) 6 (2.3) 7 (4.5)

separated 104 (24.6) 50 (18.8) 54 (34.6)

widowed 8 (1.9) 5 (1.9) 3 (1.9)

Having a health insurance (%) 307 (72.7) 207 (77.8) 100 (64.1) 0,003

Arrested in the last 6 months (%) 9 (2.1) 5 (1.9) 4 (2.6) 0,904

Source of income

regular salary 113 (26.8) 84 (31.6) 29 (18.6) 0,005

temprorary work/self employement 193 (45.7) 124 (46.6) 69 (44.2) 0,709

support from family/relatives 185 (43.8) 105 (39.5) 80 (51.3) 0,024

No income 6 (1.4) 2 (0.8) 4 (2.6) 0,275

https://doi.org/10.1371/journal.pmen.0000631.t001



PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000631 July 8, 2026 7 / 12

Regarding the primary endpoint of this study, multivariate analysis confirmed the non-inferiority of the viral exposure 

score in the psychiatric cohort, when adjusting for age, regular salary, or having a health insurance card (Beta coefficient 

[IC 95%]: -0.04[-0.23; 0.15]) (Table 3b).

Severity of substance use (Table 4)

Controls and PWID from the psychiatric cohort did not differ significantly in terms of severity of substance use at M12 visit. 

However, the use of heroin and methamphetamine seemed to decrease between M0 and M12 in both groups, but most 

notably in the psychiatric cohort for methamphetamine use in the last 6 months (14.6% at M12 vs 21.8% at M0, p = 0.031).

HIV/HCV seroconversion, HIV viral load

HIV seropositivity rates were 51.5% in the control group (12.3% of them showed detectable VL at M0) and 42.3% in the 

psychiatric cohort (10.9% with detectable VL at M0). No participant seroconverted for HIV during the 12 months follow-up 

and rates of detectable VL were similar at M12 (9.1% in the control group, and 7.6% in the psychiatric cohort). HCV 

detectable VL rates were 10.4% at M12 in the control group (height new infections during the one year follow up) and 

7.7% in the psychiatric cohort (four new infections).

Table 2. Evolution of psychiatric disorders between M0 and M12.

Psychiatric cohort (N = 156)

M0 M12 p**

Current major depressive episode (%) 62 (39.7) 19 (12.2) <0.001

Current psychotic disorder (%) 38 (24.4) 18 (11.5) 0,002

Suicide risk (%) <0.001

 None 106 (67.9) 116 (74.4)

 Low 41 (26.3) 32 (20.5)

 Moderate 2 (1.3) 1 (0.6)

 High 7 (4.5) 7 (4.5)

One disorder or more* (%) 76 (48.7) 31 (19.9) <0.001

* among the following: current depressive episode, current psychotic episode, suicidal risk moderate or high

**McNemar test

https://doi.org/10.1371/journal.pmen.0000631.t002

Table 3. Bivariate analysis: comparison of viral exposure score between psychiatric cohort and control group. b. Multivariate analysis:  

factors associated with viral exposure score   at M12 (including socio-demographic potential confounders).

M0 M12

Control group 

(n = 266)

Psychiatric cohort 

(n = 156)

Control group 

(n = 250**)

Psychiatric cohort 

(n = 139**)

difference of 

means [CI 95%]*

Viral exposure score

(mean,sd)

0.85 (1.03) 1.03 (1.21) 0.64 (0.93) 0.66 (0.94) -0.02 [-0.21; 0.17]

Beta coefficient 95% IC p

Being in the psychaitric cohort -0,04 [-0.23; 0.15] 0,68

Age (for a 10 years increase) 0,1 [-0.02; 0.22] 0,11

Having a Regular salary -0,07 [-0.27; 0.13] 0,45

Having an Insurance card -0,19 [-0.60; 0.01] 0,06

* IC95% computed by bootstrap basic method

** 33 participants with missing value for one or more item of the composite score.

https://doi.org/10.1371/journal.pmen.0000631.t003
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Quality of life (Table 5 and 5b)

Quality of life was rated significantly lower in the psychiatric cohort. Being in the psychiatric cohort was still associated 

with a 2.12 points decrease (IC95%: [-4.45; 0.07]) when adjusting for confounders. Since the value 5 is excluded from 

the 95% CI, we can conclude to a non-inferior quality of life rating in the psychiatric cohort. Regarding the 5 dimensions 

EuroQol instrument, scores of PWID from the psychiatric cohort were still significantly lower in every dimension except 

self-care at M12 visit, but differences between groups were seriously reduced (for detail, see Table E in S1 Appendix).

Fig 2. Viral exposition score  .

https://doi.org/10.1371/journal.pmen.0000631.g002

Table 4. Drug use at M0 and M12 visit.

M0 M12

Control group Psychiatric cohort Control group Psychiatric cohort p**

266 156 253* 144*

Heroin injection in the last 6 months (%) 115 (43.2) 68 (43.6) 89 (35.2) 51 (35.4) 0,087

Heroin injection in the last 30 days (num-

ber of days)

10.00 [4.00, 30.00] 17.50 [3.75, 30.00] 10.00 [3.00, 30.00] 14.00 [3.50, 30.00] 0,235

Heroin injection (last 30 days) 114 (42.9) 68 (43.6) 89 (35.2) 51 (35.4) 0,058

Meth use in the last 6 months (%) 27 (10.2) 34 (21.8) 24 (9.5) 21 (14.6) 0,031

Meth use (last 30 days) 24 (9.0) 31 (19.9) 24 (9.5) 21 (14.6) 0,11

Meth use ine the last 30 days (number of 

days, median [IQR])

3.00 [1.00, 6.50] 2.00 [1.00, 4.75] 3.00 [2.00, 10.50] 2.00 [1.00, 4.00] 0,163

Regular meth use (>3 times last 30 days) 12 (4.5) 13 (8.3) 8 (3.2) 7 (4.9) 0,181

Alcohol misuse (Audit-C) 41 (15.4) 25 (16.0) 41 (16.2) 23 (16.0) 0,851

Current MMT 227 (85.7) 105 (67.3) 209 (82.6) 93 (64.6) 0,502

* loss of data (after data collection) on drug use for 25 participants at M12

** Mcnemar and paired t-tests comparing M0 and M12 data in the psychiatric cohort

meth: methamphetamine.

https://doi.org/10.1371/journal.pmen.0000631.t004
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Discussion

The results of our study suggest that a sustained community-based psychiatric intervention is an efficient strategy to reach 

and treat PWID suffering from psychiatric disorders, a highly stigmatized population. It confirms the results of a preliminary 

study implemented in the same city in 2019–2020, with a good adherence to the intervention (more than half of partici-

pants of the previous Drive-Mind study agreeing to come back to join the cohort 2 years later), a high retention rate (84%), 

and 90% of the PWID suffering from a psychiatric condition baseline being significantly clinically improved at the end of 

the study.

Compared to a control group of PWID free of any psychiatric symptom, PWID diagnosed with a psychiatric disorder 

were not significantly different in terms of viral exposure and HIV/HCV infection after the 12-month community-based 

psychiatric intervention.

Our study suggests that, in addition to a benefit on mental health, this sustained community-based psychiatric interven-

tion is also associated with reduced drug-related risks and substance use (particularly a reduction in methamphetamine 

use), and improved quality of life in this population. Integrated care that includes co-located mental health care and drug/

alcohol specialist treatment is positively correlated with improved treatment engagement and remission or abstinence from 

substance use in study participants with dual disorders [24,25]. Nevertheless, due to the cost of these integrated struc-

tures and scarcity of resources in most LMIC, alternative strategies have been suggested, including community-based 

interventions relying on peers or lay workers [11,12,26]. The DRIVE-Mind 1 study did show an improvement in mental 

health status but a very limited reduction in drug use (except for alcohol use) for the PWID recruited in the cohort over the 

12-month follow-up period; and quality of life was only partly improved. Protracted periods of care, longer than 12 months, 

could be necessary to maximize the positive impact of the intervention on reducing drug-related risks [27] and integrated 

care is likely to reduce cost and improve outcome probably only for interventions lasting more than 12 months [28]. In 

our study population, most of the PWID (70%) recruited in the psychiatric cohort were engaged in psychiatric care since 

March 2019 with proposed consultations in the community with the same psychiatrist between Drive-Mind 1 et Drive-Mind 

2 studies. Nevertheless, considering the study population joining the psychiatric cohort at Drive-Mind 2 cohort initiation 

and free of any previous psychiatric care, they were comparable to control group in terms of drug/alcohol use and quality 

Table 5. Bivariate analysis: Quality of Life (N = 417 at M0 and N = 395 at M12). b. Multivariate analysis: factors associated with QoL scale at M12 

(including socio-demographic potential cofounders, N = 394).

M0 M12

Control group 

(N = 262)

Psychiatric 

cohort (N = 155)

difference of the means 

at M12 [IC 95%]*

Control group 

(253)**

Psychiatric cohort 

(N = 152)**

difference of the means 

at M12 [IC 95%]*

QoL Scale

(mean,sd)

82,29 75,60 -6,67 [-9,09; -4,08] 81,65 77,38 -4.27 [-6.66; -2,05]

Beta coefficient 95% IC p

Being in the psy-

chaitric cohort

-2,18 [-4.45; 0.07] 0,05

Age -0,26 [-0.40; -0.13] <0.001

Having a Regular 

salary

2,61 [0.27; 4.96] 0,02

Having an Insur-

ance card

0,22 [-2.12; 2.56] 0,85

Current MMT 3,10 [0.55; 5.66] 0,01

* IC95% computed by bootstrap basic method

** 14 participants with missing value

https://doi.org/10.1371/journal.pmen.0000631.t005



PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000631 July 8, 2026 10 / 12

of life at the end of the study. A possible explanation is that the COVID crisis have interfered with the impact of the psy-

chiatric intervention in our Drive-Mind 1 study. Regarding quality of life, if it did not significantly differ from controls for the 

global self-rating of quality of life, but were still different across dimensions of the EuroQol instrument. Participants of the 

psychiatric cohort were older, were very less likely to have a salary and were less often treated with methadone than con-

trols, which may partly explain these results. Access to MMT treatment was constantly lower among PWID of the psychi-

atric cohort, which is a major concern and need further investigation in our population sample. Suffering from a psychiatric 

disorder has already been identified in Vietnam as a factor associated with lower adherence and retention to MMT but we 

could expect an improved access to MMT at the end of the study [29].

The community-based psychiatric intervention we developed in this study rely on a constant and structured peer 

support. The majority of CBO members were involved for years, with regular training and supervision, but received salary 

depending on grants only. Their income is then subject to cessation or drastic decrease when projects are ending and 

they need to always anticipate with alternative or complementary jobs. Establishing a network of peers and ensuring offi-

cial accreditation so that they can effectively deliver mental health services is critical, especially in LMIC where psychiatric 

resources are most often scarce, given the considerable support then can provide [30,31].

A limitation of this study is that our intervention was implemented in a relatively homogeneous population, in a single 

place, where a research hub has been developed for years. Therefore, the level viral exposure related to drug use and 

sexual practices in this population was even lower than expected among the newly diagnosed participants in the psychiat-

ric cohort. Similar projects should be replicated in different places and populations.

Conclusion

Our study shows that a sustained community-based psychiatric intervention is efficient not only for improving mental 

health status but also to reduce the HIV/HCV exposure and diminished quality of life usually associated with psychiatric 

disorders. This model of care is then convincing but still faces barriers related to the availability of mental health profes-

sionals and MMT. Micro-costing analyses might further convince health authorities to implement this community-based 

intervention and to make peer workers status official.
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