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Abstract 

Purpose: This research examines the effects of mhGAP-IG (Mental Health Global Action Programme 

Intervention Guide) psychosocial interventions for depression on quality of life (QoL) among 

patients seeking care from Traditional Health Practitioners (THPs) in rural Kenya. 

Methods: This was a longitudinal study carried out in Makueni County with assessments conducted 

at baseline, 6 and 12 weeks to determine changes in symptomology and QoL indices. One-way 

repeated measures Analysis Of Variance (ANOVA) were used to determine changes in depressions 

scores, and QoL domains at different time points. Linear mixed models was used to estimate 

therapist effect and determine important predictors of QoL scores. All the analysis were done using 

STATA version 14. 

Results: There was a significant increase in physical, psychological, social and environmental QoL 

domains between baseline to 12 weeks and between baseline to 6 weeks except in the 

environmental domain that revealed minimal but significant decrease between baseline and 6 

weeks. In all these cases, only irrelevant amount of variance could be attributed to therapists. 

Gender, age, baseline depression scores, and assessment time significantly affected the outcome 

scores of quality of life. 

Conclusions: Findings from this study have demonstrated that training THPs in psychosocial care 

using mhGAP-IG could provide a feasible delivery-pathway for improving various domains of QoL. 

This shows that QoL is an important variable in treatment outcomes, and mental health 

professionals and non-specialists may include its assessment during depression treatment or adapt 

interventions to include QoL measures. 

Key words: Depression; quality of life; mhGAP; psychosocial intervention; traditional health 

practitioners; Kenya 
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Introduction 

Mental health care in low and middle income countries (LMICs) is scarce (Demyttenaere et al., 

2004; Kohn et al., 2004; Patel et al., 2007), particularly in Kenya where there are less than 100 

psychiatrists for the entire population (Kiima and Jenkins, 2010; Meyer and Ndetei, 2015). The 

situation in rural Kenya is even worse, with only 1 psychiatrist and 180 psychiatric nurses serving a 

population of 3 to 5 million (Meyer and Ndetei, 2015). Compounding this situation is the growing 

burden of mental illness, with depression predicted to be the principal source of disease burden in 

LMICs by the year 2020 (Murray and Lopez, 1996; Verdeli, 2008). This burden is expected to 

worsen in LMICs due to increases in life expectancy, population growth, and under-resourced 

health care (Whiteford et al., 2016). 

The integration of mental health services into primary health-care delivery settings through 

community-based and task-sharing approaches has been shown to improve access and the 

coordination of care, and may thus be prioritized in research (Baingana et al., 2015). Traditional 

Health Practitioners (THPs) in particular provide an alternative pathway to service-delivery that is 

sustainable and acceptable to communities in Kenya (Marangu et al., 2014; Mbwayo et al., 2013; 

Musyimi et al., 2016b). A prior qualitative study established that THPs are willing to work with the 

formal sector and learn evidence-based practices to improve the care of their patients (Musyimi et 

al., 2016b). 

The mental health Global Action Programme Intervention Guide (mhGAP-IG) by the World Health 

Organization (WHO) for use among non-specialized health workers to treat mental, neurological, 

and substance abuse disorders (World Health Organization, 2010) could be used to address this 

challenge in LMICs. The WHO has also recommended mhGAP-IG implementation studies in order to 

assess its utility for clinicians working in non-specializing settings such as informal health workers 

(Becker and Kleinman, 2013). It has been used extensively in LMICs including Kenya (Ayano et al., 

2016; Budosan et al., 2016; Gureje et al., 2015a; Musyimi et al., 2017c, 2016a; Shidhaye et al., 2015). 

Although its impact on depression and other priority conditions has been shown to reduce the 

severity of symptoms, there is little evidence globally, and none in Kenya, to show the effect of these 

interventions on the Quality of Life (QoL) of patients. 

Quality of life provides a robust measure of the overall functioning of an individual and their well-

being (Muldoon et al., 1998; World Health Organization, 1996). Furthermore, deficits in some life 

domains such as social relationships, physical abilities, mental health functioning, role functioning 
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and engagement in daily activities have been identified in people experiencing depressive 

symptoms (Kolovos et al., 2016; Musyimi et al., 2017a). In addition, the degree of decrease in QoL is 

proportional to depression symptoms severity (Berlim and Fleck, 2007), and insufficiencies in QoL 

has been seen beyond resolution of depressive symptoms, thus predisposing patients at an 

increased risk of relapse (Holubova et al., 2016). One of the important strategies of managing 

depression is preventing relapse and maintaining the remission in the long term (Lam and 

Kennedy, 2004). 

This research examines the effects of mhGAP-IG psychosocial interventions for depression on 

quality of life of patients seeking care from THPs in rural Kenya. Prior literature has demonstrated 

that the QoL of depressed patients is significantly lower than that of non-depressed individuals 

(Ishak et al., 2011), and improving depression symptomatology could have profound impacts on 

improving the QoL of patients (Berlim and Fleck, 2007; Musyimi et al., 2017a). It is therefore 

essential to study changes in QoL of depressed patients as a result of the intervention in order to 

ascertain the far-reaching outcomes of the intervention delivered by THPs.  

Methods and Materials 

Study Design 

The study was a longitudinal study carried out in Makueni County in Kenya with assessments 

conducted at baseline, 6 weeks and 12 weeks. 100 THPs were recruited and trained on mhGAP-IG 

for depression over a span of 2 days through small group work and role-playing to ensure mastery 

of the concept (Musyimi et al., 2017b). Further information on the setting, eligibility and 

recruitment is discussed in other published articles (Musyimi et al., 2017a, 2017b, 2017c). THP 

understanding, knowledge, and skills were evaluated 3 months after this training which 

demonstrated a 12.27% improvement from baseline, p < .01 (Musyimi et al., 2017a). The training 

was conducted by a mental health specialist with experience in community mental health and 

proficient in the local language – ‘Kamba’. Supervision was also conducted at regular intervals to 

resolve any challenges related to intervention delivery. All patients seeking services from the 

selected THPs were eligible to participate in the study. Recruitment began in July 2014 and follow-

up assessments completed in March 2015. Interventions were individually delivered to patients 

suffering from depression at the THP shrine/office for at least 15 minutes per session, at the initial 

contact and one or two subsequent visits. 
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Community health volunteers (CHVs) were also trained (Musyimi et al., 2017b) and recruited to 

carry out assessments of patients using the Beck Depression Inventory-II (BDI-II) for depression, 

and the World Health Organization Quality of Life-BREF (WHOQOL-BREF), which measures QoL. 

The CHVs, in consultation with the THPs, were responsible for recruiting patients into the study, 

and assessing them at allotted study time points. Adult patients seeking care from THPs and who 

screened positive using the BDI-II at the trained THP’s shrine or office were evaluated for QoL using 

the WHOQOL-BREF by designated CHVs. CHVs administered the translated questionnaires 

(translated from English to Kamba) to the patients at each follow-up visit. All participants who 

screened positive for depression at baseline as per CHVs assessments were then referred to the 

respective THP for mhGAP-IG psychosocial interventions. They were then re-assessed at 6 weeks 

and 12 weeks from baseline to determine changes in symptomology and QoL indices. For the 

purpose of these analyses, only participants who scored above 11 (at least minimal depression or 

mild mood disturbance) on the BDI-II at baseline were included. This was important in order to 

estimate the effects of psychosocial interventions on QoL for both clinical and subclinical 

depression. As such, the baseline sample included 396 participants. 

Ethics and informed consent 

University of Nairobi/Kenyatta National Hospital Ethics Review Committee provided ethical 

approval for this study. All patients included in this study provided informed consent prior to 

participation in the study.  

Measures 

Socio-demographic characteristics 

Socio-demographic variables such as age, gender, highest level of education, marital status and type 

of employment were collected.  

Beck Depression Inventory-II (BDI-II) 

The BDI-II (Beck et al., 1996) is a 21-item scale which measures depression symptomatology. Each 

question on the BDI-II is scored from 0-3 with a higher number indicating greater severity. A total 

score is calculated as the sum of the 21 items with a range of 0-63. The clinical cut-offs are 11- 16 

(mild mood disturbance), 17-20 (borderline clinical depression), 21-30 (moderate depression), 31-

40 (severe depression), and 40-63 (extreme depression). Internal consistency is high, Cronbach’s α 
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= .92 (Beck et al., 1996). The BDI-II has been used in Kenya and other countries (Ghassemzadeh et 

al., 2005; Kojima et al., 2002; Musyimi et al., 2017a; Ndetei et al., 2009).  

WHOQOL-BREF 

The WHOQOL-BREF (World Health Organization, 1996) is a 26-item scale which measures four 

domains of QoL: physical, psychological, social relationships, and environment. It also provided 

data on subjective QoL and life satisfaction. Items are coded from 1 to 5 with items 3, 4, and 26 

reverse coded. A mean score of items in each domain provides a domain score. Raw scores are 

transformed to make them comparable to the longer quality of life tool, WHOQOL-100. It has an 

acceptable internal consistency, Cronbach’s α> 0.68 for all domains (Skevington et al., 2004). The 

WHOQOL-BREF is often used cross-culturally in studies conducted in Africa, including Kenya 

(Adewuya et al., 2008; Kinyanjui et al., 2013; Musyimi et al., 2017a; Mutimura et al., 2008). 

Intervention 

The intervention was based on mhGAP guidelines for depression and included providing patients 

with psychoeducation on topics related to improving well-being, including the importance of sleep, 

exercise, maintaining social relationships, and appropriate referrals to a healthcare professional for 

patients with complicated cases of depression. Psychoeducation also focused on talking with 

patients to determine specific sources of psychosocial stress, and identifying family and/or friends 

who may be able to provide support to the patient. Lastly, psychoeducation also included helping 

the patient resume prior activities that may provide psychosocial support (Chishinga et al., 2011; 

World Health Organization, 2010). 

Statistical Analyses 

Descriptive statistics was used to determine socio-demographic characteristics of the sample at 

baseline. One-way repeated measures ANOVA were used to determine changes in quality of life 

domains at baseline, 6 weeks, and 12 weeks. Mauchly’s Test of Sphericity was used to evaluate the 

assumption of sphericity. When the assumption of sphericity was violated (p< .05) with an epsilon 

< .75, a Greenhouse-Geisser correction was used; with an epsilon > .75, a Huynh-Feldt correction 

was used. Linear mixed models was used to estimate therapist effects and determine important 

predictors of quality of life scores where random effects models and variance component analysis 

were used to describe therapists’ variability and changes in primary outcome scores over time 

(Tom et al., 1999; Wampold and Brown, 2005). In this analysis, patients were nested with 
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therapists and repeated observations over time were nested within patients. Therapists were 

treated as random factors assumed to represent a randomly selected sample of their respective 

populations. The possible effect of time influencing outcomes was accounted for in the model as 

fixed effect, age, therapist, educational level, marital status and depression at baseline were also 

included as fixed effects. The effect of time as a linear term over primary outcome changes across 

the patients was also assessed and included in the analysis as a random effect.  

As time was allowed to vary across patients, variance explained by the therapists was relative to 

each time point. The proportion of therapist explained variance were estimated with intraclass 

correlation (ICC), defined as the ratio of variance attributable to the total variance. ICC values are a 

measure of degrees of independence of QoL scores nested by the therapists. Restricted maximum 

estimation was used for model fitting. Model selection was based on information criteria (AIC and 

BIC) and log likelihood ratio tests, for nested models only. All the analysis were done using STATA 

version 14. 
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Results 

The Socio-demographic characteristics of the sample are presented in Table 1. 

Table 1: Socio-demographic characteristics of the respondents 

Characteristic Category Frequency  

(N=396) 

Percentage 

(%) 

Gender Male 115 29.0 

Female 281 71.0 

Age Mean(SD); Median; Range (48.4(16.9) 46.0; 18-94) 

Marital Status Single 45 11.4 

Divorced/separated/widowed 92 23.2 

Married/cohabiting 257 64.9 

Missing 2 0.5 

Level of education Never went to school 109 27.5 

Primary school 240 60.6 

Secondary and above 44 11.1 

Missing 3 0.8 

Employment status Self employed 138 34.8 

Employed 39 9.8 

Not working 216 54.5 

Missing 3 0.8 

Depression (BDI) Mean(SD); Median; Range (24.7(8.2); 25.0; 11-55) 

Therapist Traditional healer 110 27.8 

Faith healer 286 72.2 

The sample was predominantly female (71.1%), with majority having a primary level education 

(60.6%), followed by those who never went to school (27.5%). The mean age was 48.4 (SD=16.9) 

and ranged from 18-94 years. More than half (64.9%) of the participants were married/cohabiting 

followed by those who were divorced/separated/ widowed (23.2%). Majority of the participants 

were unemployed (54.5%) while the rest were involved in some form of employment. Mean 

depression of the participants (BDI-II) at baseline was 24.7 (SD =8.2) which indicates moderate 

depression. Majority of the therapists (72.2%) were faith healers while the rest were traditional 

healers. 
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Results from one-way repeated measures Analysis of variance (ANOVA) are shown in Table 2.  

Table 2: WHOQoL-Bref Domains scores over time 

Domain Baseline  

 

Mean (S.E) 

6 weeks 

 

Mean (S.E) 

12 Weeks 

 

Mean (S.E) 

F P-Value Effect size 

(Partial Eta) 

Physical QoL 9.56(0.08) 10.47(0.12) 11.36(0.13) 94.35 <0.001 0.194 

Psychological QoL 9.75(0.11) 10.05(0.11) 10.99(0.14) 47.35 <0.001 0.107 

Social QoL 8.81(0.13) 8.87(0.15) 11.01(0.18) 105.42 <0.001 0.211 

Environmental QoL 7.92(0.10) 7.85(0.10) 8.97(0.14) 49.76 <0.001 0.112 

Changes in Physical quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2(2)=58.8; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.878). The results revealed that there was a significant increase in Physical QoL 

between baseline, 6 weeks, and 12 weeks, F(1.76, 696.64)=95.35; P<0.001. Post hoc tests using 

Sidak correction for pair wise comparison demonstrated that there were significant differences in 

all pair wise comparisons. The estimated effect size using partial Eta of the change was 0.194. 

Changes in Psychological quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2 (2)=71.0; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.858).  The results revealed that there was a significant increase in Psychological 

QoL between baseline, 6 weeks, and 12 weeks, F(1.72, 678.89)=47.35; P<0.001. Post hoc tests using 

Sidak correction for pair wise comparison demonstrated that there were significant differences in 

all pair wise comparisons. The estimated effect size using partial Eta of the change was 0.107. 

 

Changes in social quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  
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Employed 39 9.8

Not working 216 54.5

Missing 3 0.8

Depression (BDI) Mean(SD); Median; Range (24.7(8.2); 25.0; 11-55)

Therapist Traditional healer 110 27.8

Faith healer 286 72.2
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Results from one-way repeated measures Analysis of variance (ANOVA) are shown in Table 2.  

Table 2: WHOQoL-Bref Domains scores over time 

Domain Baseline  

 

Mean (S.E) 

6 weeks 

 

Mean (S.E) 

12 Weeks 

 

Mean (S.E) 

F P-Value Effect size 

(Partial Eta) 

Physical QoL 9.56(0.08) 10.47(0.12) 11.36(0.13) 94.35 <0.001 0.194 

Psychological QoL 9.75(0.11) 10.05(0.11) 10.99(0.14) 47.35 <0.001 0.107 

Social QoL 8.81(0.13) 8.87(0.15) 11.01(0.18) 105.42 <0.001 0.211 

Environmental QoL 7.92(0.10) 7.85(0.10) 8.97(0.14) 49.76 <0.001 0.112 

Changes in Physical quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2(2)=58.8; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.878). The results revealed that there was a significant increase in Physical QoL 

between baseline, 6 weeks, and 12 weeks, F(1.76, 696.64)=95.35; P<0.001. Post hoc tests using 

Sidak correction for pair wise comparison demonstrated that there were significant differences in 

all pair wise comparisons. The estimated effect size using partial Eta of the change was 0.194. 

Changes in Psychological quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2 (2)=71.0; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.858).  The results revealed that there was a significant increase in Psychological 

QoL between baseline, 6 weeks, and 12 weeks, F(1.72, 678.89)=47.35; P<0.001. Post hoc tests using 

Sidak correction for pair wise comparison demonstrated that there were significant differences in 

all pair wise comparisons. The estimated effect size using partial Eta of the change was 0.107. 

 

Changes in social quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  



98 

 

Results 

The Socio-demographic characteristics of the sample are presented in Table 1. 

Table 1: Socio-demographic characteristics of the respondents 

Characteristic Category Frequency  

(N=396) 

Percentage 

(%) 
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Age Mean(SD); Median; Range (48.4(16.9) 46.0; 18-94) 
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Missing 2 0.5 

Level of education Never went to school 109 27.5 

Primary school 240 60.6 

Secondary and above 44 11.1 

Missing 3 0.8 

Employment status Self employed 138 34.8 

Employed 39 9.8 

Not working 216 54.5 

Missing 3 0.8 

Depression (BDI) Mean(SD); Median; Range (24.7(8.2); 25.0; 11-55) 

Therapist Traditional healer 110 27.8 

Faith healer 286 72.2 

The sample was predominantly female (71.1%), with majority having a primary level education 

(60.6%), followed by those who never went to school (27.5%). The mean age was 48.4 (SD=16.9) 

and ranged from 18-94 years. More than half (64.9%) of the participants were married/cohabiting 

followed by those who were divorced/separated/ widowed (23.2%). Majority of the participants 

were unemployed (54.5%) while the rest were involved in some form of employment. Mean 

depression of the participants (BDI-II) at baseline was 24.7 (SD =8.2) which indicates moderate 

depression. Majority of the therapists (72.2%) were faith healers while the rest were traditional 

healers. 
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Results from one-way repeated measures Analysis of variance (ANOVA) are shown in Table 2.  
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Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2(2)=58.8; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 
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χ2 (2)=67.1; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.864).  The results revealed that there was a significant increase in Social QoL 

between baseline, 6 weeks, and 12 weeks, F(1.74, 683.85)=105.42; P<0.001. Post hoc tests using 

Sidak correction for pair wise comparison demonstrated that there were significant differences in 

all pair wise comparisons. The estimated effect size using partial Eta of the change was 0.211. 

Changes in Environmental quality of Life 

Mauchy’s test of sphericity indicated that the assumption of sphericity had been violated,  

χ2 (2)=88.4; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 

of sphericity (ε=0.833).  The results revealed that there was a significant increase in environmental 

QoL between baseline and 12 weeks, F(1.67, 660.21)=49.76; P<0.001 and small but significant 

decrease between baseline and 6 weeks. Post hoc tests using Sidak correction for pair wise 

comparison demonstrated that there were significant differences in all pair wise comparisons. The 

estimated effect size using partial Eta of the change was 0.112. 

The changes in the mean score over time for the four QoL domains are presented in Figure 1. 
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Figure 1: Changes in Quality Of Life Domains over Time 
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Linear mixed models 

A random effects model, with therapist and time as random factors, showed significant non-linear 

increases in all domains scores of QoL across the time apart from a small but significant decrease in 

Environmental quality of life around the first follow up period. All the participants regardless of 

therapist nesting, showed highest increase in quality of life between baseline and the end of 

assessment (12 weeks). Of all the different models attempted, the model with the best fit allowed 

time to vary across the participants and therapists and included gender, marital status, age, 

depression scores at baseline, therapist and time as fixed factors.  
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χ2 (2)=67.1; P<0.001,therefore the degrees of freedom were corrected using Huynh-Feldt estimates 
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Linear mixed models 

A random effects model, with therapist and time as random factors, showed significant non-linear 

increases in all domains scores of QoL across the time apart from a small but significant decrease in 

Environmental quality of life around the first follow up period. All the participants regardless of 

therapist nesting, showed highest increase in quality of life between baseline and the end of 

assessment (12 weeks). Of all the different models attempted, the model with the best fit allowed 

time to vary across the participants and therapists and included gender, marital status, age, 

depression scores at baseline, therapist and time as fixed factors.  
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In these models the QoL (Physical, Psychological, social and Environmental) the estimated variance 

attributed to the therapist was equal to zero, consequently the Intra-class Coefficient Correlation 

(ICC) for therapists was virtually zero in all the domains (see Table 3 and 4). 

Table 3: Physical and Psychological Quality of Life Estimates Obtained With Mixed Model Analysis 

Fixed effects Physical QoL Psychological QoL 
Parameter Category Estimate 

(S.E) 
95% C.I P-value Estimate 

(S.E) 
95% C.I P-

value 
Type of 
therapist 

Traditional 
healer 

0.02(0.33) -0.63-0.67 0.944 0.05(0.28) -0.49-0.60 0.856 

Faith Healer(Ref.)      
Gender Male 0.49(0.14) 0.22-0.76 <0.001 0.35(0.15) 0.05-0.65 0.021 

Female(Ref.)      
Marital 
status 

Single 0.11(0.20) -0.28-0.50 0.568 0.60(0.22) -0.37-0.49 0.787 
Divorced/ 
separated/ 
widowed 

-
0.01(0.16) 

-0.32-0.29 0.942 0.28(0.17) -0.06-0.62 0.102 

Married/ cohabiting (Ref.)     
Education  Never went 

to school 
0.02(0.23) -0.43-0.48 0.926 -0.16(0.26) -0.67-0.35 0.549 

Primary 
school 

-
0.03(0.20) 

-0.43-0.36 0.866 -0.15(0.23) -0.59-0.30 0.522 

Secondary and above(Ref.)     
Employm-
ent status  

self-
employed 

-
0.07(0.14) 

-0.35-0.20 0.606 0.16(0.16) -0.15-0.46 0.31 

Employed -
0.12(0.22) 

-0.30-0.55 0.575 0.05(0.24) -0.42-0.52 0.839 

Not working(Ref.)      
Time Baseline -

1.70(0.40) 
-2.48--0.92 <0.001 -0.93(0.33) -1.57--0.29 0.004 

6 Weeks -
0.83(0.40) 

-1.60--0.06 0.036 -0.69(0.32) -1.32--0.05 0.033 

12 Weeks(Ref.)      
Age  Years -

0.01(0.00) 
-0.02-0.00 0.003 0.01(0.00) 0.00-0.02 0.052 

Depressi-
on scores 

BDI -
0.06(0.01) 

-0.08--0.05 <0.001 -0.08(0.01) -0.09--0.06 <0.00
1 

Intercept  13.14 
(0.42) 

12.31-
13.95 

<0.001 11.89(0.10) 11.10-
12.67 

<0.00
1 

Random effects Variance(
S.E) 

95%C.I) ICC Variance 
(S.E) 

95%C.I) ICC 

Therapist  0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000 
Time  0.13(0.09) 0.03-0.51 0.030 0.07(0.06) 0.01-0.39 0.014 
Residual  4.20(0.17) 3.87-4.55  5.22(0.22) 4.82-5.67  
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Table 4: Social and Environmental Quality of Life Estimates Obtained With Mixed Model Analysis 

Fixed effects Social QoL Environmental QoL 
Parameter Category Estimate 

(S.E) 
95% C.I P-

value 
Estimate(S.
E) 

95% C.I P-value 

Type of 
therapist 

Traditional 
healer 

0.23(0.61) -0.97-1.43 0.708 0.08(0.39) -0.70-0.49 0.489 

 Faith Healer      
Gender Male 0.47(0.19) -0.09-0.86 0.015 0.61(0.14) 0.34-0.89 <0.001 

 Female       
Marital 
status 

Single 0.05(0.28) -0.51-0.60 0.871 -0.36(0.23) -0.76-0.04 0.074 

 Divorced/ 
separated/ 
widowed 

0.34(0.21) -0.09-0.77 0.125 -0.06(0.16) -0.38-0.25 0.695 

 Married/cohabiting      
Education  Never went 

to school 
-

0.51(0.33) 
-1.88-0.11 0.101 -0.33(0.24) -0.80-0.14 0.169 

 Primary 
school 

-
0.42(0.29) 

-0.98-0.15 0.15 -0.35(0.21) 0.76-0.06 0.091 

 Secondary and above     
Employme
nt status  

self-
employed 

-
0.27(0.20) 

-0.65-0.12 0.182 -0.09(0.14) -372.00-0.19 0.525 

 Employed -
0.34(0.31) 

-0.94-0.26 0.267 -0.36(0.22) -0.80-0.08 0.105 

 Not working      
Time Baseline -

2.36(0.74) 
-3.81--0.91 0.001 -1.01(0.48) -1.94--0.08 0.033 

 6 Weeks -
2.56(0.74) 

-4.01--1.12 0.001 -1.25(0.47) -2.18--0.32 0.008 

 12 Weeks       
Age  Years 0.01(0.01) -0.01-0.02 0.022 0.00(0.00) 0.00-0.01 0.284 
Depression 
scores 

BDI -
0.06(0.01) 

-0.08--0.04 <0.001 -0.07(0.01) -0.08--0.05 <0.001 

Intercept  12.06 
(0.71) 

10.66-
13.44 

<0.001 10.44(0.47) 9.51-11.36 <0.001 

Random effects Variance 
(S.E) 

95% C.I ICC Variance 
(S.E) 

95%C.I ICC 

Therapist  0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000 
Time  0.49(0.32) 0.14-1.74 0.055 0.19(0.13) 0.05-0.72 0.042 
Residual  8.47(0.35) 7.81-9.19  4.42(0.18) 4.07-4.79  
 

In all the quality of life domains, increase was more evident between baseline and the end of 

assessment as compared to follow-up assessment. In all these cases, only irrelevant amount of 
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Fixed effects Physical QoL Psychological QoL

Parameter Category Estimate (S.E) 95% C.I P-value Estimate (S.E) 95% C.I P-value

Type of 
therapist

Traditional 
healer

0.02(0.33) -0.63-0.67 0.944 0.05(0.28) -0.49-0.60 0.856

Faith 
Healer(Ref.)

Gender Male 0.49(0.14) 0.22-0.76 <0.001 0.35(0.15) 0.05-0.65 0.021

Female(Ref.)

Marital 
status

Single 0.11(0.20) -0.28-0.50 0.568 0.60(0.22) -0.37-0.49 0.787

Divorced/ 
separated/ 
widowed

-0.01(0.16) -0.32-0.29 0.942 0.28(0.17) -0.06-0.62 0.102

Married/ 
cohabiting 
(Ref.)

Education Never went to 
school

0.02(0.23) -0.43-0.48 0.926 -0.16(0.26) -0.67-0.35 0.549

Primary 
school

-0.03(0.20) -0.43-0.36 0.866 -0.15(0.23) -0.59-0.30 0.522

Secondary and above(Ref.)

Employment 
status 

self-employed -0.07(0.14) -0.35-0.20 0.606 0.16(0.16) -0.15-0.46 0.31

Employed -0.12(0.22) -0.30-0.55 0.575 0.05(0.24) -0.42-0.52 0.839

Not working(Ref.)

Time Baseline -1.70(0.40) -2.48--0.92 <0.001 -0.93(0.33) -1.57--0.29 0.004

6 Weeks -0.83(0.40) -1.60--0.06 0.036 -0.69(0.32) -1.32--0.05 0.033

12 
Weeks(Ref.)

Age Years -0.01(0.00) -0.02-0.00 0.003 0.01(0.00) 0.00-0.02 0.052

Depression 
scores

BDI -0.06(0.01) -0.08--0.05 <0.001 -0.08(0.01) -0.09--0.06 <0.001

Intercept 13.14(0.42) 12.31-13.95 <0.001 11.89(0.10) 11.10-12.67 <0.001

Random effects Variance(S.E) 95%C.I) ICC Variance(S.E) 95%C.I) ICC

Therapist 0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000

Time 0.13(0.09) 0.03-0.51 0.030 0.07(0.06) 0.01-0.39 0.014

Residual 4.20(0.17) 3.87-4.55 5.22(0.22) 4.82-5.67



102 

 

In these models the QoL (Physical, Psychological, social and Environmental) the estimated variance 

attributed to the therapist was equal to zero, consequently the Intra-class Coefficient Correlation 
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<0.001 11.89(0.10) 11.10-
12.67 

<0.00
1 

Random effects Variance(
S.E) 

95%C.I) ICC Variance 
(S.E) 

95%C.I) ICC 

Therapist  0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000 
Time  0.13(0.09) 0.03-0.51 0.030 0.07(0.06) 0.01-0.39 0.014 
Residual  4.20(0.17) 3.87-4.55  5.22(0.22) 4.82-5.67  
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Table 4: Social and Environmental Quality of Life Estimates Obtained With Mixed Model Analysis 

Fixed effects Social QoL Environmental QoL 
Parameter Category Estimate 

(S.E) 
95% C.I P-

value 
Estimate(S.
E) 

95% C.I P-value 

Type of 
therapist 

Traditional 
healer 

0.23(0.61) -0.97-1.43 0.708 0.08(0.39) -0.70-0.49 0.489 

 Faith Healer      
Gender Male 0.47(0.19) -0.09-0.86 0.015 0.61(0.14) 0.34-0.89 <0.001 

 Female       
Marital 
status 

Single 0.05(0.28) -0.51-0.60 0.871 -0.36(0.23) -0.76-0.04 0.074 

 Divorced/ 
separated/ 
widowed 

0.34(0.21) -0.09-0.77 0.125 -0.06(0.16) -0.38-0.25 0.695 

 Married/cohabiting      
Education  Never went 

to school 
-

0.51(0.33) 
-1.88-0.11 0.101 -0.33(0.24) -0.80-0.14 0.169 

 Primary 
school 

-
0.42(0.29) 

-0.98-0.15 0.15 -0.35(0.21) 0.76-0.06 0.091 

 Secondary and above     
Employme
nt status  

self-
employed 

-
0.27(0.20) 

-0.65-0.12 0.182 -0.09(0.14) -372.00-0.19 0.525 

 Employed -
0.34(0.31) 

-0.94-0.26 0.267 -0.36(0.22) -0.80-0.08 0.105 

 Not working      
Time Baseline -

2.36(0.74) 
-3.81--0.91 0.001 -1.01(0.48) -1.94--0.08 0.033 

 6 Weeks -
2.56(0.74) 

-4.01--1.12 0.001 -1.25(0.47) -2.18--0.32 0.008 

 12 Weeks       
Age  Years 0.01(0.01) -0.01-0.02 0.022 0.00(0.00) 0.00-0.01 0.284 
Depression 
scores 

BDI -
0.06(0.01) 

-0.08--0.04 <0.001 -0.07(0.01) -0.08--0.05 <0.001 

Intercept  12.06 
(0.71) 

10.66-
13.44 

<0.001 10.44(0.47) 9.51-11.36 <0.001 

Random effects Variance 
(S.E) 

95% C.I ICC Variance 
(S.E) 

95%C.I ICC 

Therapist  0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000 
Time  0.49(0.32) 0.14-1.74 0.055 0.19(0.13) 0.05-0.72 0.042 
Residual  8.47(0.35) 7.81-9.19  4.42(0.18) 4.07-4.79  
 

In all the quality of life domains, increase was more evident between baseline and the end of 

assessment as compared to follow-up assessment. In all these cases, only irrelevant amount of 
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BDI -0.06(0.01) -0.08--0.04 <0.001 -0.07(0.01) -0.08--0.05 <0.001 

Intercept  12.06(0.71) 10.66-3.44 <0.001 10.44(0.47) 9.51-11.36 <0.001 
Random effects Variance 

(S.E) 
95% C.I ICC Variance 

(S.E) 
95%C.I ICC 

Therapist  0.00(0.00) 0.00-α 0.000 0.00(0.00) 0.00-α 0.000 
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were more likely to have higher quality of life scores as compared to males (Kirshner et al., 1978) 
while older participants and those with high depression scores at baseline had lower quality of life 
scores (Kolovos et al., 2016; McKnight and Kashdan, 2009; Papakostas et al., 2004). It is important 
to note that older patients may demonstrate other needs or risk factors for QoL other than 
depression that may lessen the efficacy of psychosocial interventions (Fiske et al., 2009; Rejeski and 
Mihalko, 2001). In addition, females display a greater response to psychotherapy than males 
(Kirshner et al., 1978).  

This pilot study has important implications for the use of mhGAP-IG in LMICs. Results suggest that 
mhGAP-IG is not just successful at treating depression (Musyimi et al., 2017b) but also plays a role 
in enhancing quality of life, producing between medium to large effect sizes using partial eta-
squared  in the various domains. Improving quality of life is a key indicator of positive outcomes for 
individuals with mental illness, who are often not socially integrated into the community 
(Baumgartner and Susser, 2013). To our knowledge, this is the first study to demonstrate the 
feasibility of using non-specialized health workers particularly THPs to deliver mhGAP psychosocial 
interventions to treat depression and improve quality of life in Kenya. In LMICs, the burden of 
mental illness continues to grow while the capacity and resources of skilled workers remains scarce 
(Burns and Tomita, 2015; Kohn et al., 2004; Whiteford et al., 2016). 

The mhGAP-IG presents a valuable means for training non-specialist workers through task-shifting 
to use basic therapeutic intervention and provide care to a wider range of patients (Patel, 2012) 
while improving their quality of life. Furthermore, in Kenya, where traditional medicine is widely 
used and accepted, THPs present an exciting resource for capacity building in mental health 
services (Marangu et al., 2014; Musyimi et al., 2017a, 2016b; Okonji et al., 2008). The scope of this 
study did not allow for a large scale randomized controlled trial. Future research could build on this 
work by implementing a rigorous randomized controlled trial in order to determine the efficacy of 
training THPs to deliver psychotherapeutic care to reduce depression symptoms and improve the 
quality of life of patients in this population. Positive results from such a trial will provide a scope for 
scale-up to train THPs all over Kenya and provide services to vulnerable populations that currently 
have limited or no access to psychosocial care. 
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In all the quality of life domains, increase was more evident between baseline and the end of 
assessment as compared to follow-up assessment. In all these cases, only irrelevant amount of 
variance could be attributed to therapists. Gender, age, baseline depression scores, and assessment 
time significantly affected the outcome scores of quality of life; (see Table 3). 

Specifically, females were more likely to have higher quality of life scores as compared to males 
(P<0.05). There was a significant gradual increase in quality of life scores between baseline and 6 
weeks and baseline and 12 weeks. There was significant negative relationship between; age and 
quality of life scores (those who were older had lower quality of life scores and vice versa), and 
depression scores and quality of life scores (those with high depression scores at baseline had 
lower quality of life scores). Age in years did not significantly affect the outcome scores on the 
environment quality of life domain (P=0.284). Therapist (TH, FH), marital status, education and 
employment status did not significantly affect the outcome scores (P>0.05) in all the domains of 
quality of life. 

Discussion 

Findings from this study suggest that psychosocial intervention provided by THPs could be linked 
to improvements in all QoL domains. This is in line with earlier and recent research that documents 
the benefits of non-pharmacological interventions for depression on the quality of life of patients 
(Jha et al., 2014; Karyotaki et al., 2016; Kolovos et al., 2016; Oei and McAlinden, 2014; Papakostas et 
al., 2004; Swan et al., 2009). Overall, participants showed improvement in the four domains of QoL 
between baseline, 6 weeks and 12 weeks except for the environmental domain which revealed 
minimal but significant decrease at 6 weeks. This suggests that although the intervention improves 
environmental QoL, the mechanism of this may diminish at 6 weeks. One possible reason for this 
could be because the environmental domain in the WHOQOL-BREF asks questions related to 
financial resources, physical safety, opportunities for acquiring new information, leisure activities, 
and satisfaction with transport which may have been perceived as opportunities by participants to 
acquire resources if underreported consistently. However, further research is needed to better 
understand if questions related to opportunities for resources play a mediating role in explaining 
the reduction of environmental QoL at 6 weeks as compared to other domains of QoL. 

After exploring for the effects of therapists on quality of life outcomes in delivering mhGAP 
intervention on depressed patients, the results suggest that therapists have no influence in affecting 
the quality of life outcomes of patients who received mhGAP intervention. These findings apply 
equally to all the four domains of quality of life. However, in conjunction with other studies, females 
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In all the quality of life domains, increase was more evident between baseline and the end of 
assessment as compared to follow-up assessment. In all these cases, only irrelevant amount of 
variance could be attributed to therapists. Gender, age, baseline depression scores, and assessment 
time significantly affected the outcome scores of quality of life; (see Table 3). 

Specifically, females were more likely to have higher quality of life scores as compared to males 
(P<0.05). There was a significant gradual increase in quality of life scores between baseline and 6 
weeks and baseline and 12 weeks. There was significant negative relationship between; age and 
quality of life scores (those who were older had lower quality of life scores and vice versa), and 
depression scores and quality of life scores (those with high depression scores at baseline had 
lower quality of life scores). Age in years did not significantly affect the outcome scores on the 
environment quality of life domain (P=0.284). Therapist (TH, FH), marital status, education and 
employment status did not significantly affect the outcome scores (P>0.05) in all the domains of 
quality of life. 

Discussion 

Findings from this study suggest that psychosocial intervention provided by THPs could be linked 
to improvements in all QoL domains. This is in line with earlier and recent research that documents 
the benefits of non-pharmacological interventions for depression on the quality of life of patients 
(Jha et al., 2014; Karyotaki et al., 2016; Kolovos et al., 2016; Oei and McAlinden, 2014; Papakostas et 
al., 2004; Swan et al., 2009). Overall, participants showed improvement in the four domains of QoL 
between baseline, 6 weeks and 12 weeks except for the environmental domain which revealed 
minimal but significant decrease at 6 weeks. This suggests that although the intervention improves 
environmental QoL, the mechanism of this may diminish at 6 weeks. One possible reason for this 
could be because the environmental domain in the WHOQOL-BREF asks questions related to 
financial resources, physical safety, opportunities for acquiring new information, leisure activities, 
and satisfaction with transport which may have been perceived as opportunities by participants to 
acquire resources if underreported consistently. However, further research is needed to better 
understand if questions related to opportunities for resources play a mediating role in explaining 
the reduction of environmental QoL at 6 weeks as compared to other domains of QoL. 

After exploring for the effects of therapists on quality of life outcomes in delivering mhGAP 
intervention on depressed patients, the results suggest that therapists have no influence in affecting 
the quality of life outcomes of patients who received mhGAP intervention. These findings apply 
equally to all the four domains of quality of life. However, in conjunction with other studies, females 
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Limitations 

Participants were not randomized to intervention or control groups as this was a pilot to establish 

feasibility of mhGAP implementation. Even though interpretation should be made with caution, 

further exploration on the effects of therapists and other mediators on quality of life outcomes in 

delivering mhGAP intervention on depressed patients were performed during analysis. The results 

were discussed to explain these findings.  Nevertheless, further research with randomized 

controlled trials is needed. 

Conclusions 

THPs treat a variety of mental illness through traditional practices (Burns and Tomita, 2015; 

Chidarikire et al., 2014; Mbwayo et al., 2013) but they are open to working with the formal sector to 

improve their practice for individuals with mental illness (Musyimi et al., 2016b). Findings from 

this study have demonstrated that training THPs in psychosocial care using mhGAP-IG provides a 

feasible delivery-pathway for improving various domains of QoL such as physical, psychological, 

social and environmental as well as life satisfaction indices. This shows that QoL is an important 

variable in treatment outcomes and mental health professionals and non-specialists may include its 

assessment during depression treatment or adapt interventions to include QoL measures. Similar 

interventions could also be employed in community settings in order to improve the quality of life 

of depressed patients, reduce symptom severity and increase productivity. This could 

concomitantly have a positive effect on the family due to reduced burden of the disease and 

decreased chances of future relapse. Moreover, further research is needed to investigate the 

efficacy of this treatment model as compared to THP routine care for the treatment of depression in 

rural settings. 
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