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Abstract 

Task-shifting in mental health such as engaging Traditional Health Practitioners (THPs) in 

appropriate management of mental disorders is crucial in reducing global mental health challenges. 

This study aims to determine the outcomes of using evidence-based mental health Global Action 

Programme Intervention guide (mhGAP-IG) to provide psychosocial interventions among 

depressed patients seeking care from THPs. THPs were trained to deliver psychosocial 

interventions to their patients screening positive for mild to severe depression on Beck’s 

Depression Inventory (BDI). Assessments were conducted at 0, 6 and 12 weeks and Analysis of 

Variance (ANOVA) performed to determine the change in depression scores over the three time 

period. BDI mean score was 26.52 before intervention and reduced significantly at 6 (13%) and 12 

(35%) weeks after intervention. 58% and 78% of patients showed reduction in symptoms of 

depression at 6 and 12 weeks. It is therefore crucial to engage THPs in the care of patients with 

depression and the need for inclusion of training packages; and other mental disorders in order to 

establish and maintain collaboration between THPs and conventional health workers and promote 

evidence-based care among marginalized populations. Moreover, further research on randomized 

control trials of mhGAP-IG intervention versus usual care is required. 
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Introduction 

Depression, among the priority mental disorders is considered a life-threatening disorder as it 

causes severe and pervasive impairments in social functioning (Kohn et al., 2004; World Health 

Organization, 2008b), that is greatly worse than those experienced by patients with other chronic 

medical conditions (Hirschfeld et al., 2000). It has also been linked to high mortality rates related to 

suicide (Cuijpers and Smit, 2002) and it is stipulated to be the second and third largest cause of 

disability in low income and middle income countries respectively, by 2030 (Mathers and Loncar, 

2006). 

Despite this burden, Kenya’s health care system experiences insufficient resources such as 

infrastructure, manpower and finances, with mental health specialist care being largely delivered 

by psychiatric nurses in outpatient clinics and inpatient units, and only from level 4 (district 

general hospitals) upwards (Kiima and Jenkins, 2010), leaving the lower levels to non-specialists. 

The total number of hospital beds for psychiatric care in Kenya is 1114 for a population of over 38 

million, translating to less than 1 bed per patient (Kiima and Jenkins, 2010). Moreover, a significant 

number of patients admitted in these wards do not leave the health facility after discharge, because 

they are not able to pay for charges related to hospitalization as well as medication (Gakinya et al., 

2014). As a result, the number of unattended patients increase hence becoming a hindrance to the 

delivery of mental health services in Kenya. 

On the other hand, task-shifting defined as the rational redistribution of tasks among health 

workforce teams with an aim of making efficient use of available human resources for health (Israel 

et al., 2016), has proved to be a very strong potential strategy for reducing global mental health 

challenges through identification and appropriate management of mental disorders (McInnis and 

Merajver, 2011). In a task-shifting model, Traditional health Practitioners (THPs) classified as 

traditional and faith healers (Niekerk et al., 2014) may be incorporated into existing mental health 

services by using their cultural acceptability to deliver conventional treatment (Gureje et al., 

2015b), as a way to mitigate the inadequacy of mental health specialists. 

They are widespread in Africa and are consulted for psychosocial problems (Crawford and 

Lipsedge, 2004; Mbwayo et al., 2013). This is because many patients and their families look for 

providers who give advice in keeping with their own beliefs (Crawford and Lipsedge, 2004). 

Although THPs in Kenya and other parts of Africa have different beliefs with respect to causes of 
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mental illness (Abbo, 2011; Musyimi et al., 2016b), they consider the psychosocial and physical 

outcomes of their patients (Niekerk et al., 2014) as well as their social and psychological 

reintegration into their communities (Mhame et al., 2010) with minimal or no use of evidence-

based care in their treatments. 

Previous studies have shown that they use prayer, holy water, morality-based (do good-avoid evil) 

advice, dietary advice, massage and herbs as their common treatment modalities (Mbwayo et al., 

2013; Phang et al., 2010). However, 92% of these patients receiving traditional treatments either do 

not benefit (37%) or do not get worse (55%), while those that get beneficial effects are few (Phang 

et al., 2010). In spite of this, THPs have demonstrated willingness to collaborate with conventional 

workers in mental health care (Campbell-Hall et al., 2010; Musyimi et al., 2016b; Robertson, 2006). 

This offers an excellent opportunity to build capacity for THPs since in comparison with health care 

settings, consulting THPs is considered a more popular choice of first help-seeking contact since 

THPs do home visits which is more convenient, and acceptable  to  patients  and  family  members 

(Chong et al., 2005). In addition, the consultation fee for THPs’ patients is either waived, paid in 

kind, in installments, or on recovery (Mbwayo et al., 2013). As a result, they are considered to be 

reliable people and can be sought for care regardless of an individual’s financial status. 

THPs among other non-specialists can therefore be a channel for reducing the treatment gap in 

low-resource countries as recommended by the WHO mental health Global Action Programme 

Intervention Guide (mhGAP-IG) (World Health Organization, 2010). With proper care, psychosocial 

assistance and pharmacological interventions, tens of millions living in areas with insufficient 

resources, could be treated for depression and other priority mental disorders, prevented from 

death through suicide and begin to lead normal lives (World Health Organization, 2010). 

mhGAP-IG  is a model-guide and helps non-specialists to identify and manage priority mental health 

problems such as depression which constitutes an enormous burden of disease worldwide, 

psychosis, bipolar disorder, epilepsy, developmental disorders, behavioral disorders, dementia, 

alcohol use disorders, drug use disorders, suicide and self harm (World Health Organization, 2010). 

Its efficacy has also been tested among non-specialized health workers including traditional and 

faith healers in Africa, and shows a statistically significant improvement in knowledge among 

participants after training (Bruni, 2014; Musyimi et al., 2016), thus creating promising evidence 

that non-specialized health-care providers can be successfully trained to deliver a basic package of 
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interventions for providing care and treatment for people with mental, neurological and substance 

use disorders (Bruni, 2014). 

It is also crucial to incorporate other informal service providers such as Community Health 

Workers (CHWs) who are part of the community health strategy in many African countries and 

normally serve in the surrounding communities. They contribute to effectiveness of programs since 

they identify with patients in the communities (Krieger et al., 1999), conduct home-visits, 

participate in assessment of diseases and data collection (Braun et al., 2013). A recent study in 

Kenya also showed that shifting information gathering tasks to CHWs could improve the timeliness 

of data (Ochieng et al., 2014). 

Despite the existence of these practitioners, research on outcomes of using conventional 

interventions to treat mental disorders is non-existent especially in Kenya and in most developing 

countries. Therefore, the aim of this study was to determine the outcomes of using evidence-based 

mhGAP-IG to provide psychosocial interventions among depressed patients seeking care from 

THPs. Ukakwe and colleagues have suggested the involvement of traditional and faith healers in 

understanding the core principles of priority mental health problems identification, treatment, and 

referral using the mhGAP intervention guide, one sure way of bridging the gap between mental 

health needs and services at the community (Uwakwe and Otakpor, 2014). 

Methods 

This was a longitudinal non-randomized interventional study consisting of pre (0 weeks), mid (6 

weeks) and post (12 weeks) assessments among adult patients seeking care from THPs. It was 

carried out in four regions in Makueni County, located in the arid and semi-arid zones of the 

Eastern region of Kenya. This county has a population of 0.9 million and experiences reduced 

agricultural production due to drought  resulting into environmental degradation (Makueni County, 

2013). The regions were selected based on health facilities whose health care workers provided 

mental health interventions, in order to facilitate referral of complicated cases of depression and 

other conditions to health care workers for further treatment. 

The study involved training of THPs to identify and deliver evidence-based mhGAP-IG psychosocial 

interventions to their patients screening positive for depression. It also included training on the 

causes of depression and mental illness in order to alleviate any misconceptions about the cause of 

mental illness that might interfere with their new mode of treatment. The training was conducted 

over a period of two days for each group and involved a highly interactive experiential learning 
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composed of small group work and role-plays. They were then evaluated at the end of three months 

after training and showed 12.27% statistical improvement in the practice of confidence, knowledge 

and skills (p<0.0005) (Musyimi et al., 2016). 

CHWs, viewed to be in charge of the community’s  health (National Coordinating Agency for 

Population and Development, Ministry of Health, Central Bureau of Statistics, 2005) were also 

trained for two days on how to administer Beck’s Depression Inventory (BDI) at baseline (0 weeks), 

6 weeks and 12 weeks among patients seeking care from THPs. CHWs have no formal health 

training but are attached to specific primary health centres and to specific small units of population 

(Jenkins et al., 2010b). They were also trained on record keeping, tracing defaulters by collecting all 

personal information and their physical addresses at the initial contact and importance of follow-

up.  

Over a period of three months, THPs identified patients suffering from depression using mhGAP-IG. 

All patients who screened positive for depression were then requested by CHWs in consultation 

with their healers to be assessed at 0, 6 and 12 weeks using BDI. Patients who agreed to be 

screened were then recruited into the study. This process and baseline assessments were 

conducted at the THP’s shrine or office in order to seek permission from the healer and the patient, 

and ensure that the patients were comfortable since their usual health provider was involved. 

However, follow-up assessments were based on home visits by the CHWs as rapport had been 

created at baseline. 

The purpose of using BDI for CHWs was to assess the severity and frequency of depression 

symptoms at different time intervals. THPs used mhGAP-IG to identify patients with depression 

since the contents are presented in a framework of flowcharts with multiple decision points and 

information is organized in the form of three columns such as “assess, decide and manage”. 

Therefore, users are required to start at the top of the assessment and management section and 

move through all the decision points in order to make appropriate decisions while providing 

interventions (World Health Organization, 2010). 

377 patients that screened positive for mild to severe depression using BDI were recruited into the 

study at baseline. There was 19% attrition rate over the three-month follow-up period that was 

related to patient no-shows or unavailability on the scheduled assessment week, work 

commitments or travel to distant places. Patients were regarded as loss to follow-up if they 

exceeded the date of assessment by more than 1 week. However, in order to reduce bias of the 

84 

 

study results, all patients who had at least one assessment after baseline were included in the 

analysis. 

The intervention consisted of psychosocial interventions such as cognitive behaviour therapy or 

problem solving, describing in detail what to do as listed under mhGAP-IG in the depression 

component (World Health Organization, 2010) at the initial contact and one or two subsequent 

visits, depending on the severity of symptoms. The outcomes of the intervention among THPs’ 

patients were measured at 6 weeks and 12 weeks from the initial assessment by determining the 

change in their depressive scores using BDI. 

Ethical approval and consent 

This study was approved by Kenyatta National Hospital/University of Nairobi Ethics Review 

Committee. Patients who agreed to be screened by THPs and CHWs were explained the procedures, 

confidentiality, risks and benefits associated with the study, and they provided a written consent to 

participate in the study. Before training, written consent was also sought from all participants 

(THPs and CHWs). 

Measures 

mhGAP-IG: This is an intervention guide for aiding non-specialists to recognize and manage 

priority mental conditions, identified on the basis of high mortality, morbidity or disability, high 

economic costs or association with violation of human rights. The priority conditions covered 

include depression which constitutes an enormous burden of disease worldwide, psychosis, bipolar 

disorder, epilepsy, developmental disorders, behavioral disorders, dementia, alcohol use disorders, 

drug use disorders, suicide and self harm (World Health Organization, 2010).  

The Beck Depression Inventory (BDI): This is a self-report and interviewer rating inventory 

consisting of 21 items that measures the attitudes and symptoms of depression on a 4-point likert 

scale  (Beck et al., 1961). It demonstrates a high internal consistency ranging from 0.73 to 0.92 and 

a mean of 0.86, with alpha coefficients of 0.81 for non-psychiatric populations (Beck et al., 1988).  It 

takes approximately 10 minutes to administer (Groth-Marnat, 1990). 

BDI has been validated among HIV-infected population in Uganda and was shown to have good 

psychometric properties with Cronbach’s alpha of 0.79 and an expected a posteriori (EAP) 

reliability coefficient of 0.86 (Tusiime et al., 2015). Although it has not been validated in Kenya, it 

has previously been used after adaptation to determine the levels of depression among adult 
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patients (Muriungi and Ndetei, 2013; Ndetei et al., 2009, 2010) and its use in Uganda could be 

applicable to culturally similar settings such as Kenya. 

The above tools and consent forms were translated into the local language “Kikamba” and back 

translated into English. Any inconsistencies between the two versions were discussed and the final 

versions mutually agreed upon by a team of health experts including a psychiatrist, psychologist, 

medical doctor, nurse, community development officers and an anthropologist, lay persons and a 

linguist to ensure consistency in meaning. 

Data analysis 

Scoring of BDI was based on summing up all the 21 items to give a single score. A score of 0-13 was 

considered minimal range or no depression, 14-19 was mild depression, 20-28 was moderate 

depression while 29-63 was severe depression. Descriptive statistics were used to determine the 

mean, standard deviation, frequencies and percentages of patients at baseline. Paired sample t-test 

was conducted for pair-wise comparisons across the 3 time points. Moreover, repeated measures 

Analysis of Variance (ANOVA) was performed to graphically determine the change in depression 

scores over the three time period for patients that completed all the assessments. Age, gender, level 

of education, marital status, type of employment and religion were included as covariates. All 

patients screened at baseline were included in the analysis. Mauchly’s test of Sphericity indicated 

that the assumption of sphericity was violated (Ɛ=0.93, p<0.0001) therefore, degrees of freedom 

was corrected using Huynh-Feldt estimates of Sphericity (F(16.947), p<0.0001). All analyses were 

conducted using SPSS version 21.0. 

Results 

Out of all the patients included in our analysis, 70% were female while the rest were male. The 

highest group of patients had reached primary school level (63%), followed by 27% who had never 

gone to school and the rest had secondary school qualification and above. Most of the patients were 

married (68%) while single parents represented the lowest percentage (11%). The mean age and 

standard deviation of the participants was 46±17years. The baseline characteristics of these 

patients are summarized in table 1. 
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Table 1: Socio-demographic characteristics of patients at baseline 

Variables at baseline Number % 

Gender 

Male 

Female 

 

112 

265 

 

29.7 

70.3 

Level of education 

Never went to school 

Primary school 

Secondary/College and university 

 

87 

204 

34 

 

26.8 

62.8 

10.5 

Marital status 

Single 

Divorced/separated/widowed 

Married/cohabiting 

 

36 

68 

223 

 

11.0 

20.8 

68.2 

 

The BDI mean score was 26.52±6.66 before the intervention and reduced significantly at 6 and 12 

weeks after intervention as demonstrated using the bonferroni post hoc test. There was 13% (mean 

difference 3.50; 95% CI 2.47 to 4.52, p< 0.0001) and 35% (mean difference 9.30; 95% CI 7.99 to 

10.61, p<0.0001) improvement in symptoms of depression at 6 weeks and 12 weeks respectively 

from baseline assessment. Among all the participants, 207 (58%) and 250 (78%) patients showed 

reduction in symptoms of depression ranging from a score of 3.5 to 9.3 at 6 weeks and at 12 weeks 

respectively post intervention. 

Table 2 shows the comparison of depression mean difference scores and the number of participants 

with reduced symptoms at three time points. 
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applicable to culturally similar settings such as Kenya. 

The above tools and consent forms were translated into the local language “Kikamba” and back 
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linguist to ensure consistency in meaning. 

Data analysis 
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Analysis of Variance (ANOVA) was performed to graphically determine the change in depression 
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patients screened at baseline were included in the analysis. Mauchly’s test of Sphericity indicated 

that the assumption of sphericity was violated (Ɛ=0.93, p<0.0001) therefore, degrees of freedom 

was corrected using Huynh-Feldt estimates of Sphericity (F(16.947), p<0.0001). All analyses were 

conducted using SPSS version 21.0. 

Results 

Out of all the patients included in our analysis, 70% were female while the rest were male. The 

highest group of patients had reached primary school level (63%), followed by 27% who had never 

gone to school and the rest had secondary school qualification and above. Most of the patients were 

married (68%) while single parents represented the lowest percentage (11%). The mean age and 

standard deviation of the participants was 46±17years. The baseline characteristics of these 

patients are summarized in table 1. 
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Table 1: Socio-demographic characteristics of patients at baseline 

Variables at baseline Number % 

Gender 

Male 

Female 

 

112 

265 

 

29.7 

70.3 

Level of education 

Never went to school 

Primary school 

Secondary/College and university 

 

87 

204 

34 

 

26.8 

62.8 

10.5 

Marital status 

Single 

Divorced/separated/widowed 

Married/cohabiting 

 

36 

68 

223 

 

11.0 

20.8 

68.2 

 

The BDI mean score was 26.52±6.66 before the intervention and reduced significantly at 6 and 12 

weeks after intervention as demonstrated using the bonferroni post hoc test. There was 13% (mean 

difference 3.50; 95% CI 2.47 to 4.52, p< 0.0001) and 35% (mean difference 9.30; 95% CI 7.99 to 

10.61, p<0.0001) improvement in symptoms of depression at 6 weeks and 12 weeks respectively 

from baseline assessment. Among all the participants, 207 (58%) and 250 (78%) patients showed 

reduction in symptoms of depression ranging from a score of 3.5 to 9.3 at 6 weeks and at 12 weeks 

respectively post intervention. 

Table 2 shows the comparison of depression mean difference scores and the number of participants 

with reduced symptoms at three time points. 
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Table 2: Difference in depression mean scores at three time points (baseline (0 weeks), 6 weeks 

and 12 weeks) 

Time of 

assessment 

(point A) 

Time of 

assessment 

(point B) 

Number of 

participants 

with 

improved 

scores 

Mean 

difference 

Standard 

error 

P-value 95% 

Confidence 

Interval 

Lower 

bound 

Upper 

bound 

0 weeks 6 weeks 166 3.496 0.521 <0.0001 2.472 4.520 

6 weeks 12 weeks 209 6.311 0.714 <0.0001 4.906 7.717 

0 weeks 12 weeks 232 9.300 0.666 <0.0001 7.990 10.610 

Figure 1, graphically illustrates the change in scores after intervention for all patients that were 

assessed at all time points. Following the paired sample t-test for pair-wise comparisons across the 

3 time points, there was no significant outcome difference between patients who dropped out and 

those who were assessed at all time points. Gender, level of education, marital status, type of 

employment and religion were not significantly associated with treatment response. However, the 

Wilks’ Lambda showed a p-value of < 0.0001 for age. Therefore, reduction in depression scores was 

more likely to be seen among the younger group of patients. 
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Figure 1: Graphical display of the changing depression scores post intervention 

Note: Baseline (0 weeks): 26.73, Midpoint (6 weeks): 23.99, Endpoint (12 weeks): 17.68 

Discussion 

Our results suggest that patients seeking care from THPs are responsive to psychosocial 

interventions as delivered by the healers. Patients recovered symptomatically, showing significant 

improvements at all time points after treatment. In congruent with other studies, psychosocial 

interventions have been shown to reduce depressive symptoms in primary care settings (Bortolotti 

et al., 2008; Corney and Simpson, 2005; Linde et al., 2015; Simpson et al., 2003) and in older adults 

(Apóstolo et al., 2016). Interventions that have a cognitive behavioral approach, employed in this 

study have been considered to be promising for the treatment of primary care patients with 

depression (Linde et al., 2015). Most of these studies have been tested in primary care settings; 
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however this is the first study in Kenya to determine the outcomes of evidence-based psychosocial 

interventions for depression among THPs. 

Significantly greater improvements were also seen after 6 weeks. This is consistent with a 

systematic review and meta analysis that has illustrated evidence of significant reduction of 

depression levels over time (Huntley et al., 2012). Our findings also demonstrate an outcome likely 

to be seen for patients experiencing a positive change in social functioning (De Silva et al., 2013). 

Social functioning is a key factor contributing to a person’s decision to seek care (Hirschfeld et al., 

2000). A systematic review by De Silva and other researchers has shown evidence of moderate 

positive effect of psychosocial interventions on social functioning for out-patients and in-patients 

suffering from depression and has recommended inclusion of these interventions to scale up 

services (De Silva et al., 2013). These interventions were often delivered by non-specialists. 

The overall improvement at 3 months is higher than the response rates seen among depressed 

outpatients followed over a period of one year in public sector clinics in USA (Rush et al., 2004). A 

striking evidence in comparison to the efficacy studies on psychological treatments shows that the 

improvement rates are similar (Hunsley and Lee, 2007), an indication that patients seeking care 

from THPs could improve over time through provision of evidence-based psychosocial 

interventions by their healers. 

A systematic review on enhancing antidepressant therapy with non-pharmacological interventions 

directed at improving the treatment of depression by Oestergaard and Møldrup, 2011 has 

demonstrated that psychosocial interventions such as psychotherapy produce superior results at 

follow-up in terms of preventing recurrence and yields effects that cannot be detected by 

antidepressants including the quality of interpersonal relationships and coping skills. 

The findings of this study are crucial since community interventions in the rural communities and 

among healers are likely to have a positive effect in the treatment of the mentally ill, than 

independent service investment or legislation, which is prone to implementation hindrance within 

rural communities that are distant from the reach of the state (Read et al., 2009). In addition, this 

task-shifting model optimizes the existing community resources in resource-constrained settings to 

provide conventional mental health care. Increase in access to care and better affordability of 

mental health services have been shown to result into better help-seeking behavior (Hailemariam 

et al., 2016). 
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One of the methodological limitations of this study is that some factors such as interaction of time of 

measurement and treatment effects, novelty and disruption effects due to conventional treatment 

as compared to traditional treatment that the patients were already used to, may have contributed 

to the intervention due to lack of a controlled group in the study. However, it is noteworthy that the 

number of individuals reported to have improved are more than those expected to improve at 6 

months using a stepped-care intervention programme provided by non-medical health workers (a 

multi-component programme consisting of a structured psycho educational group therapy, 

structured and systematic follow-up and pharmacotherapy) (Araya et al., 2003). Moreover, the 

improvements in the current study were also maintained at 3 months. 

Conclusion 

This is the first documented interventional study to investigate the outcomes of psychosocial 

interventions among THPs’ patients in Kenya.  The significant improvement in symptoms of 

depression among THPs’ patients is similar to that seen in primary care settings. Therefore, it 

provides an appropriate channel for THPs to further collaborate with the formal health sector in 

provision of mental health care, and also reduces the mistrust inherent between THPs and 

conventional workers since the treatments do not conflict and are promising for the treatment of 

depression. Moreover, the chances of running parallel programmes would be minimal. 

Importantly, THPs are trusted and appropriately understand the community cultural and social 

norms due to their interaction with different individuals in their routine practice and the nature of 

traditional systems of care. Their services are also easily accessible and cost effective. Therefore, 

there is a great need to further strengthen their participation in the care of their patients with other 

mental disorders by involving them in future programmes in order to promote evidence-based care 

among populations in need of care.  

We believe that this task-shifting model that integrates THPs as well as CHWs to increase access to 

mental health care in resource-limited settings can be adapted and scaled up to other similar Low 

and Middle Income Countries, where individuals are only comfortable to first seek care from THPs 

or mental health services are inaccessible due to lack of mental health specialists. However, further 

research using randomized control trials of mhGAP-IG intervention versus usual care is required 

for comparison purposes. 

CHAPTER 5 | MENTAL HEALTH OUTCOMES AMONG DEPRESSED PATIENTS 

95



89 

 

however this is the first study in Kenya to determine the outcomes of evidence-based psychosocial 

interventions for depression among THPs. 

Significantly greater improvements were also seen after 6 weeks. This is consistent with a 

systematic review and meta analysis that has illustrated evidence of significant reduction of 

depression levels over time (Huntley et al., 2012). Our findings also demonstrate an outcome likely 

to be seen for patients experiencing a positive change in social functioning (De Silva et al., 2013). 

Social functioning is a key factor contributing to a person’s decision to seek care (Hirschfeld et al., 

2000). A systematic review by De Silva and other researchers has shown evidence of moderate 

positive effect of psychosocial interventions on social functioning for out-patients and in-patients 

suffering from depression and has recommended inclusion of these interventions to scale up 

services (De Silva et al., 2013). These interventions were often delivered by non-specialists. 

The overall improvement at 3 months is higher than the response rates seen among depressed 

outpatients followed over a period of one year in public sector clinics in USA (Rush et al., 2004). A 

striking evidence in comparison to the efficacy studies on psychological treatments shows that the 

improvement rates are similar (Hunsley and Lee, 2007), an indication that patients seeking care 

from THPs could improve over time through provision of evidence-based psychosocial 

interventions by their healers. 

A systematic review on enhancing antidepressant therapy with non-pharmacological interventions 

directed at improving the treatment of depression by Oestergaard and Møldrup, 2011 has 

demonstrated that psychosocial interventions such as psychotherapy produce superior results at 

follow-up in terms of preventing recurrence and yields effects that cannot be detected by 

antidepressants including the quality of interpersonal relationships and coping skills. 

The findings of this study are crucial since community interventions in the rural communities and 

among healers are likely to have a positive effect in the treatment of the mentally ill, than 

independent service investment or legislation, which is prone to implementation hindrance within 

rural communities that are distant from the reach of the state (Read et al., 2009). In addition, this 

task-shifting model optimizes the existing community resources in resource-constrained settings to 

provide conventional mental health care. Increase in access to care and better affordability of 

mental health services have been shown to result into better help-seeking behavior (Hailemariam 

et al., 2016). 

90 

 

One of the methodological limitations of this study is that some factors such as interaction of time of 

measurement and treatment effects, novelty and disruption effects due to conventional treatment 

as compared to traditional treatment that the patients were already used to, may have contributed 

to the intervention due to lack of a controlled group in the study. However, it is noteworthy that the 

number of individuals reported to have improved are more than those expected to improve at 6 

months using a stepped-care intervention programme provided by non-medical health workers (a 

multi-component programme consisting of a structured psycho educational group therapy, 

structured and systematic follow-up and pharmacotherapy) (Araya et al., 2003). Moreover, the 

improvements in the current study were also maintained at 3 months. 

Conclusion 

This is the first documented interventional study to investigate the outcomes of psychosocial 

interventions among THPs’ patients in Kenya.  The significant improvement in symptoms of 

depression among THPs’ patients is similar to that seen in primary care settings. Therefore, it 

provides an appropriate channel for THPs to further collaborate with the formal health sector in 

provision of mental health care, and also reduces the mistrust inherent between THPs and 

conventional workers since the treatments do not conflict and are promising for the treatment of 

depression. Moreover, the chances of running parallel programmes would be minimal. 

Importantly, THPs are trusted and appropriately understand the community cultural and social 

norms due to their interaction with different individuals in their routine practice and the nature of 

traditional systems of care. Their services are also easily accessible and cost effective. Therefore, 

there is a great need to further strengthen their participation in the care of their patients with other 

mental disorders by involving them in future programmes in order to promote evidence-based care 

among populations in need of care.  

We believe that this task-shifting model that integrates THPs as well as CHWs to increase access to 

mental health care in resource-limited settings can be adapted and scaled up to other similar Low 

and Middle Income Countries, where individuals are only comfortable to first seek care from THPs 

or mental health services are inaccessible due to lack of mental health specialists. However, further 

research using randomized control trials of mhGAP-IG intervention versus usual care is required 

for comparison purposes. 

CHAPTER 5 | MENTAL HEALTH OUTCOMES AMONG DEPRESSED PATIENTS 

96

Ch
ap

te
r 5


