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Abstract

Depression in the perinatal period carries a significant burden of disease and can have negative impacts on
foetuses and infants of mothers suffering from the illness. Risk factors for perinatal depression are
particularly high in Low- and Middle-Income Countries (LMICs), and include partner abuse, economic
insecurity, HIV, unwanted pregnancy, and food insecurity. Despite the substantial burden, there is a
considerable ‘treatment gap’ between the need for treatment and the provision of services for perinatal
depression in LMICs. Task sharing using non-specialist health workers has been recommended as a cost-
effective means to address this treatment gap and reduce the burden on mental health specialists in public
health services. Evidence has shown moderate effects of task-shared treatments on the reduction of
perinatal depression, but little is known about the processes, mechanisms and elements that lead these

treatments to be effective.

This thesis is nested within the Africa Focus on Intervention Research for Mental Health - South Africa
(AFFIRM-SA) randomised controlled trial (RCT), which aimed to test a task-shared psychological treatment
for perinatal depression in Khayelitsha, a low-income township outside of Cape Town in South Africa. The
aim of this thesis was to explore the mechanisms of implementation and change of this intervention through

a process evaluation.

Before implementation of the intervention, qualitative research was employed to explore the idioms,
symptoms and perceived causes of depression particular to perinatal women living in Khayelitsha, using semi-
structured interviews and a framework analysis approach. This was conducted with 12 depressed and nine
non-depressed pregnant women and mothers of young babies, and 13 health care providers. These idioms
and symptoms were also compared with the ICD 10 and DSM-5 criteria for major depression. The research
found that local idioms used to describe depression included ‘stress’, ‘thinking too much’, being sad or
unhappy, and being scared. Some of the common symptoms of depression were expressed as withdrawal
and not wanting to talk, crying or sadness, poor concentration, thinking too much, fear and anxiety, stress,
sleep problems, headaches, and body pain. The primary causes that women attributed to these depressive
symptoms were lack of support, having an unwanted pregnancy, death of a loved one, poverty,
unemployment, thinking too much, coping with a new baby, and stress. These were exacerbated by the
extreme risk factors the women faced in Khayelitsha such as low income levels, poverty, partner abuse, low
education levels, poor housing and living conditions, and poor health care. The findings from this research

were recommended for inclusion in the development of the counselling intervention manual for the RCT.



Following implementation of the AFFIRM-SA RCT counselling intervention, the trial outcome assessments
found non-significant effects in the reduction of depressive symptoms on the Hamilton Depression Rating
scale (HDRS) at three and 12 months post-partum, but also found significant improvements on the Edinburgh
Postnatal Depression Scale (EPDS) at both time points for the intervention group, compared to the control
group. The process evaluation for this thesis subsequently examined mechanisms and contextual factors that
may have influenced the intervention outcome. This involved reviewing the counselling manual and
conducting a grounded theory analysis of a sample of the counselling session transcripts from the

intervention.

The review of the counselling manual found that the structure, layout, instructions and grammar in the
manual may have led to some difficulties in its interpretation and use for counsellors and participants. The
grounded theory analysis included 39 participants who had completed all six sessions of the intervention
(totalling 234 sessions). The use of grounded theory allowed for findings to emerge which had not been pre-
specified before analysis. This process began with the identification of ‘open codes’, which was anything that
‘stood out’ from the data. Following this, a secondary ‘axial coding’ of the data then identified four themes
that encompassed all of the open codes. The themes were: therapeutic breakdowns in the counselling
sessions, the adverse influence of socio-economic context on therapeutic effectiveness, reported positive
outcomes, and attributes given for the reported changes. In turn, these themes could be represented by one
of two ‘core concepts’ that characterised the processes that occurred during the counselling sessions. These
were deviations from the intended counselling protocol (when things fall apart), and effectiveness of the

counselling sessions (when things come together).

The third level of coding, termed ‘selective coding’, examined the potential reasons for the deviations from
protocol and the mechanisms or elements behind the attributions of the reported outcomes. Possible
reasons for deviations include the original context of the development of the intervention, not fully
incorporating the formative research and pilot findings, the limited skill base of the counsellors, limited
training and supervision, the structure and design of the intervention, ownership by the counsellors of the
intervention, the role of advice in this context, and contextually related need from the participants. This also
explained potential reasons for the non-significant effects of the intervention on the HDRS. In terms of the
attributions that the participants gave for their outcomes of change, many of these acted as ‘mechanisms’
or therapeutic elements of the counselling, and these elements were similar to previous research on common
or ‘non-specific’ elements in the therapeutic space. These elements played an important role in participants’
feelings of connection and reduction of distress, despite evidence of deviations from the counselling

protocol. This was in keeping with the significant effects of the intervention on the EPDS outcomes.



The thesis presents two models of processes that occurred in the intervention. The first posits that the
intervention did not sufficiently disrupt the mechanisms or context that creates and perpetuates depression
to enable long term shifts or significant changes in clinical depressive symptoms. The second suggests that
the intervention provided a sense of connection and a subsequent ‘buffer’ of resilience to handle every-day
stressors, but that this buffer was short-term and could not provide longer-term resilience against the
extreme context of poverty, unemployment, abuse and trauma. Through a process evaluation of the design
and implementation of the AFFIRM-SA intervention, this thesis presents a wide range of contextual
considerations and therapeutic elements relevant to designing and implementing more acceptable and
responsive public mental health interventions that aim to bring about real and sustainable change for

perinatal depression in South Africa and other LMICs.
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Chapter 1. Background, aims and objectives

1.1 Introduction

Perinatal depression creates significant levels of disability for women and their infants. Yet there is a major
‘gap’ between the need for, and the provision of, mental health care for this and other mental disorders in
Low- and Middle- Income Countries (LMICs) (Saxena, Thornicroft et al., 2007). Task sharing has been
recommended to increase coverage of care for mental disorders at primary care levels and to address this gap
in LMICs (World Health Organisation (WHO), (2008b). This involves non-specialist health care workers
delivering mental health care through routine delivery systems, supervised by mental health specialists (Singla,
Kohrt et al., 2017). Testing of task-shared interventions and treatments for mental illnesses using randomised
controlled trials (RCTs) over the last two decades has contributed valuable evidence to the field of global
mental health, with many of these interventions showing significant positive effects on perinatal depression

and other common mental disorders (CMDs) (Barbui, Purgato et al., 2020; Singla et al., 2017).

However, there are numerous challenges to the successful implementation of these interventions using non-
specialist workers. These include how to make them more acceptable and appropriate to the populations they
serve, and identifying what particular elements are therapeutically effective within the interventions (Barnett,
Lau et al., 2018; Singla and Hollon, 2020). There is therefore a need to move beyond testing the effectiveness
of psychological interventions toward a) testing the mechanisms that lead to the effectiveness or non-
effectiveness of interventions and b) designing interventions in response to the contextual need expressed by

participants themselves (Burgess, Jain et al., 2020). Process evaluations are one such means to do so.

This thesis is nested in the ‘Africa Focus on Intervention Research for Mental Health - South Africa (AFFIRM-
SA)’ RCT, that was conducted between 2011 and 2016 (Lund, Schneider et al., 2020). The RCT aimed to test a
task-shared treatment for perinatal depression in Khayelitsha, Cape Town, that was provided by community
health workers (CHWs). The following section describes the background and methodology of the AFFIRM-SA

RCT in order to frame the thesis. The chapter concludes with the aims, objectives, and outline of the thesis.



1.2 The AFFIRM-SA Randomised Controlled Trial

Given the significant treatment gap of professionals and resources to deal with the burden of mental disorders,
a call was put out for researchers to test methods of task sharing to address this (Collins, Patel et al., 2011). At
the time, there had been a few examples of effective task-shared treatments in LMICs, including problem
solving therapy interventions for CMDs in Zimbabwe and South Africa (Chibanda, Mesu et al., 2011; van‘t Hof,
Stein et al., 2011), group interpersonal therapy for depression in Uganda (Bolton, Bass et al., 2003), and
cognitive behavioural techniques to treat perinatal depression in Pakistan (Rahman, Malik et al., 2008). There
was also growing acknowledgement in the research field that mental disorders and socio-economic
deprivation interact in a negative cycle, and that mental health interventions may provide potential economic

benefits to individuals and families (Lund, De Silva et al., 2011; Patel, Lund et al., 2010).

A group of investigators responded to this call to test methods of task sharing, in South Africa. The South
African Government had already produced policy guidelines that aimed to integrate mental health into primary
health care (PHC) through task sharing of treatment using CHWs in primary health clinics (Department of
Health, 1997). In the Western Cape, there was a policy-driven opportunity to address the high rates of maternal
mortality and perinatal depression, which were higher than the global average (Cooper, Tomlinson et al., 1999;
Rochat, Richter et al., 2006). The investigators thus designed an individual-level RCT to test task sharing of

mental health services for women with perinatal depression in Khayelitsha, Cape Town.

Khayelitsha is a township similar to many low-income settlements around the world, where unemployment is
high, at 32% (Western Cape Government, 2017), and education levels are low, with only 38% of adults having
completed secondary school (Statistics South Africa, 2011). The legacy of the separation policies of the
apartheid government is still strongly influential, with approximately 90% of the population being black African
people, most of whom speak isiXhosa. More than two thirds (68.4%) of households in Khayelitsha reported
being severely food insecure in 2017 (Manyise, 2017). Infrastructure is poor, with many residents living in tin
shacks, and only 35% of houses having piped water to the dwellings (Statistics South Africa, 2011). A study in
2007 found a 12-month prevalence of 34.9% of CMDs in adults in this population (Havenaar, Geerlings et al.,
2007). There are fourteen PHC facilities in Khayelitsha which serve the majority of the population of well over
400 000 people (Engelbrecht, Summerton et al., 2003; Statistics South Africa, 2011). In the last decade a district

hospital has been built, but there are still dire staff shortages across these facilities (Medical Brief, 2018).



1.2.1 Design and methods

The project was funded by the National Institute for Mental Health (NIMH) in the USA. For a full description of
the research protocol, see Lund, Schneider, et al. (2014). The RCT, named AFFIRM-SA, was designed against
the backdrop of available knowledge of task-shared interventions around this period. It aimed to test the cost
effectiveness of task sharing in this population and setting, through the use of local CHWs to deliver a
counselling intervention to depressed pregnant women in Khayelitsha. The research was conducted at Midwife
and Obstetrics Units (MOUs) in two PHC clinics in Khayelitsha. CHWs were trained to provide a six-session
manualised counselling intervention to all women allocated to the intervention arm in the study. Control arm
participants received monthly phone calls for three months which involved separate CHW's asking standardised

health questions to the participants each month.

Before the RCT began, formative qualitative research was conducted, some of which by the current author.
This involved in-depth semi-structured interviews with midwives at MOUs, CHWSs, and depressed and non-
depressed pregnant women in Khayelitsha. Meetings were also held with stakeholders such as PHC facility
managers and local non-governmental organisation (NGO) directors to ascertain feasibility of an intervention
in this context. The interviews were conducted with two main objectives: to determine the local descriptions,
symptoms and causes of perinatal depression in Khayelitsha; and to determine the feasibility, acceptability
and content of a potential counselling intervention using CHWs at local clinics, for this population. It was
intended that these interviews would inform the development of a contextually appropriate intervention to
address perinatal depression in this population. Methods and results of the formative component are

described in Chapter Four of this thesis.

Development of the counselling manual

Following the formative research, a workshop was conducted with an expert panel consisting of public mental
health specialists and interventionists who had previously designed psychotherapy manuals in South Africa, to
inform the design and development of the counselling manual. This was used in conjunction with data from
the formative research, and the skills of the clinical social worker employed on the trial. The manual included
four sections. The first two sections provided information on depression and basic counselling skills, training
activities, vignettes and self-reflection exercises for the CHWSs. The third section contained a step—by-step
guide for conducting the sessions, and the fourth had a workbook that was given to participants for homework,

and which included details of local counselling NGOs for their reference if they needed it.



Section Three, the actual intervention, included six different session topics. These were: 1) psychoeducation,
2) problem solving, 3) behavioural activation, 4) healthy thinking, 5) birth preparation, and 6) termination and

evaluation. Development of the intervention itself is reported in detail by Munodawafa (2018).

The aim of the sessions was for counsellors to inform participants about depression in pregnancy, prepare
them for birth, teach them psychological skills such as problem solving, behaviour activation and cognitive
restructuring, and encourage them to practice these in homework activities. The idea was for the participants
to be able to apply these skills in their everyday lives, thereby reducing depressive symptoms and increasing
their coping strategies. The use of basic counselling techniques and client-centred counselling were to underlie

the modalities in each session.

Recruitment
A sample size of 420 women (with 210 in each arm) was calculated to be adequate to demonstrate intervention
effects (Lund, Schneider, et al., 2014). Women were recruited by fieldworkers into the study at the two PHC
clinics if they met the following inclusion criteria:

e 18 years orolder

e Attending one of two antenatal PHC clinics (Michael Mapongwana or Site B) in Khayelitsha

e Presenting for their first antenatal visit, at no later than 28 weeks gestation

e Being aresident in Khayelitsha

e Speaking isiXhosa as a first language (or competently as a second language)

e Able to give informed consent

e Not requiring urgent medical attention or have severe mental health problems noted by fieldworkers

or recorded on their clinic cards.
e Screening positive for depression with a cut-off of 13 or above on the Edinburgh Postnatal Depression

Scale (EPDS)

Outcome measures

Once the women had met the above criteria, they were invited to participate in the study, and if they agreed,
they completed a full baseline assessment. After completion of the assessment, they were randomised into
the intervention or control arm. The assessment battery included a number of measures. Some of these
included the Edinburgh Postnatal Depression Scale (EPDS) (Cox, Holden et al., 1987); The Major Depressive
Episode and Suicidality modules of the Mini International Neuropsychiatric Interview 6.0.0 (MINI) (Sheehan,
Lecrubier et al., 1998); the Household Food Insecurity Access scale (HFIAS) (Coates, Swindale et al., 2006); the

Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet, Dahlem et al., 1988); the Alcohol Use
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Disorders Identification Test (AUDIT) (Saunders, Aasland et al., 1993); and brief drug, interpersonal abuse, and

HIV questions.

The 17-item Hamilton Depression Rating Scale (HDRS) (Hamilton, 1986), was used as the primary outcome
measure. This was adapted and validated for use in isiXhosa by non-clinicians (Davies, Garman et al., 2019).
The adapted HDRS had excellent inter-rater reliability (intra-class correlation coefficient: 0.97-0.98) and
acceptable internal reliability (Cronbach’s Alpha =0.76). The primary outcome for the RCT, termed as
‘response’, was defined as at least 40% reduction in score at 3 months postpartum compared to baseline, and

‘recovery’ was defined as a score below eight at both three-month and 12-month postpartum assessments.

The assessments were conducted at recruitment, eight months gestation, and three and 12 months
postpartum. The data were collected on cellular telephones and uploaded and stored electronically by a data

capture system named Mobenzi (www.mobenzi.com).

Following recruitment by the fieldworkers, participants were randomised by the Mobenzi electronic system
into either the intervention or control arm using a computer-generated random number sequence, stratified
by clinic of recruitment. The electronic system then allocated intervention participants to one of the six
counselling CHWs, and control participants to one of two non-intervention, or control CHWs, on a rotational
basis. Counselling CHWs and control CHWs would receive an SMS text message when a new participant was

allocated to them.

Intervention condition

The intended duration of the intervention sessions was 45-60 minutes long. Sessions were to be initiated
within two weeks of recruitment and occur weekly. The aim was to complete all six sessions before birth, but
this did not always occur, and 27.7% of the intervention participants received some or all of their sessions post
birth. Sessions were held either at the clinic, often aligned to their check-up appointments, or at their homes,
if they expressed that they would feel more comfortable there. In every session the counsellors also asked the
participants 14 standard questions on a checklist about their physical and mental health, intimate partner

abuse, any major life changes, and whether any external mental health support had been received.

Control condition
Participants allocated to the control condition received one phone call, monthly, for three months. The phone
calls were conducted by two CHWs trained in following a specific phone call protocol and checklist, which

included the same 14-item checklist that intervention participants were asked. The participants received no
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counselling and if they expressed distress, suicidal ideation, or the need for counselling, they were referred to
either the PHC clinic mental health nurse, or a counselling NGO in Khayelitsha. Phone calls lasted approximately

10 minutes.

CHW Counsellors

Twelve CHWs who worked at the Philani Nutrition Project in Khayelitsha were selected by the organisation to
participate in counselling training. These CHWs had been conducting health promotion and education
household visits. The CHWs participated in five days of training. The training was conducted by the RCT Clinical
Social Worker, and covered basic counselling techniques, the modules of the intervention, and using the
counselling manual. Following the week of training, the clinical social worker selected the six most promising
CHWs from the original 12, to be employed in the study and deliver the intervention. Following initiation of
the intervention, the counsellors received weekly group supervision and 30 minutes of individual supervision
every month if requested. Group supervision included reviewing participant progress, discussion and feedback
from cases, follow up on referrals to other organisations. The clinical social worker sat in on some initial

sessions, and listened to audio recordings of the sessions on a weekly basis (Munodawafa, 2018).

Control CHWs
Two isiXhosa-speaking CHWs were employed to conduct phone calls for the control arm. They were trained in
conducting the phone calls through following a set protocol, were not trained in any counselling techniques

and did not have any experience of providing any form of counselling.

The supervisor for the intervention and control CHWs was the trial clinical social worker who supervised and

trained all of the CHWs and monitored the counselling and phone sessions.

Fieldworkers

Four fieldworkers conducted the assessments at the two different clinics in Khayelitsha. They were residents
of Khayelitsha, had school matric certifications (12 years of schooling), and had been working previously in
data collection. All instruments were translated by the fieldworkers themselves, and then independently back
translated. This allowed for a deeper understanding of these measures, played an important role in their
training, and ensured a translation that would be easily understood by the participants from the same area.

Fieldworkers were blinded to participants’ allocation arm and were managed by myself.



My role in the AFFIRM-SA RCT

| was employed as the Research Officer on the AFFIRM-SA trial. My duties included training and managing the
fieldworkers, translating and adapting the assessment tools, conducting the adaptation of the HDRS,
conducting the formative research, contributing towards development of the counselling intervention,
coordinating data collection, and conducting data quality assessment. | was not involved in the implementation

of counselling sessions or control phone calls.

1.2.2 Ethical approval

Ethical approval for the AFFIRM-SA RCT was obtained, and renewed annually, from the UCT Human Research
Ethics Committee (HREC) (Reference number: 226/2011), and from the Data Safety and Monitoring Board
(DSMB) appointed by the funders, the National Institute for Mental Health in the USA. Ethical approval for the
current PhD study was granted from the University of Cape Town Health Sciences Human Research Ethics
Committee, reference number: 790/2015 (See Appendix A for the approval). The study also received clearance
from the Department of Health (DoH) to conduct research in the two PHC clinics in Khayelitsha. See Appendix
C and D for ethical approval for the AFFIRM-SA RCT and permission from the DoH. The study complied with
the Declaration of Helsinki (2013), The Department of Health Ethics in Health Research: Principles Structures
and Processes, 2004, and the Guidelines for Good Clinical Practice in the Conduct of Clinical Trials in Human

Participants in South Africa (Second Edition, 2006).

All participants provided written informed consent to participate and have their counselling sessions audio
recorded for analysis and quality supervision (see Appendix E for consent forms for the RCT). Consenting
procedures for the formative study are described in Chapter Four (see Appendix F for the consent form), and

Chapters Five to Seven involve secondary analysis of data from the AFFIRM-SA main trial.

In both the RCT and formative research, if participants scored 17 or above on the MINI Suicidality module or
mentioned suicidal ideation during interviews, they were immediately referred to the mental health nurse in

the corresponding community health centre.

1.2.3 AFFIRM-SA RCT outcomes

Full results for the RCT are reported in the primary outcome paper (Lund, Schneider, et al., 2020). For the

purpose of this thesis, the main results are summarised below.



Participant flow

A total of 5061 women were approached at the MOUs for screening. 2187 of these women met initial inclusion
criteria and were screened with the EPDS. 425 women (19.4%) screened positive on the EPDS and were
enrolled in the study (209 in the intervention arm and 216 in the control arm). Following six exclusions and 35
suspensions, a total of 384 participants were included in the final analysis (184 intervention and 200 control).
Of the 184 women in the intervention arm, 98 (53.3%) completed all six counselling sessions, and 187 (93.5%)

of the 200 control arm participants received all three phone calls.

Results

As reported in Lund, Schneider et al. (2020), the analysis indicated “no significant difference in the proportion
of participants who showed a response on the HDRS at three months postpartum between the intervention
(n=82, 55.4%) and the control arm (n=89, 47.6%; RR=1.16; 95% Confidence Interval (Cl) 0.94, 1.43). Response
at 12 months postpartum was also not different between the two arms” (p.1). However, there was an
improvement in mean EPDS scores from baseline to three months postpartum, which was significantly greater
in the intervention arm (mean=7.6, SD: 5.2) compared to the control arm (mean=9.5, SD 5.7; RR=0.78, 95% ClI:
0.67-0.91, p=0.001). This was similarly observed at 12 months postpartum (intervention: mean=8.0, SD 5.28;
control: mean= 9.8, SD 5.94; RR=0.79, 95% Cl: 0.68 to 0.92, p=0.003) (Lund, Schneider, et al., 2020).

It is important to note that participants were recruited using the EPDS, which is a screening tool that indicates
perinatal distress. It is not a diagnostic tool that is able to make a clinical diagnosis of depression, which the
HDRS is. The proportion of women who were clinically depressed at baseline on the HDRS was only 40% of
those identified as distressed using the EPDS (Lund, Schneider, et al., 2020), but the HDRS was used as the
primary outcome measure at follow-up time points. This may in part explain the lack of effects on clinical
depression found on the HDRS, but the significant effects on a reduction in distress on the EPDS, at follow-up

assessments. The HDRS and EPDS are included in Appendix G and H for reference purposes.

1.2.4 Previous qualitative evaluation of the AFFIRM-SA RCT

As part of her PhD thesis, Munodawafa (2018) conducted an evaluation of counsellor and participant
perspectives on the barriers and facilitators to the delivery of the AFFIRM-SA intervention, using post-
intervention interviews with the six counsellors and 34 participants. Findings from the interviews with the six
counsellors were that intervention delivery was facilitated by “the content of the intervention, ongoing training
and supervision, using a counselling manual, conducting counselling sessions in the local language, fidelity to
the manual, and counsellors’ confidence and motivation to conduct the sessions”. Barriers to implementing

the intervention as planned included “contextual factors such as poverty, crime and lack of space to conduct
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counselling sessions, and participant factors such as the nature of the participant’s problem, young age, and

avoidance of contact with counsellors” (p.62).

Interviews with participants who had partially or fully completed all six counselling sessions identified factors
that acted as barriers or facilitators in receiving the intervention. Contextual barriers included “unplanned
pregnancy, interpersonal difficulties and location of the counselling” (p. 84). Mechanisms of the intervention
included “participants’ willingness to learn new skills and change their behaviour, counsellor’s motivation and
empathy towards participants, and the content of the intervention, and implementation factors included the
perception of the use or inability to use material such as the counselling manual, homework book and
relaxation CD” (p. xiv). The majority of the participants found that psychoeducation, problem solving and

healthy thinking were the most useful sessions (Munodawafa, 2018).

The evaluation also assessed counsellor fidelity to the manual, using a rating scale developed from the
counselling manual, and analysing counselling transcripts of one participant from each counsellor against this
scale. Fidelity to the manual varied between counsellors, ranging in percentage from 55%-70%; the lower levels

of which is not optimal fidelity (Breitenstein, Gross et al., 2010).

1.2.5 Current evaluation

The current thesis adopts a process evaluation framework for investigating data from the RCT and
complements the previous research in distinct ways. First, it reports on the element of the AFFIRM-SA
formative research that examined the localised ways of describing perinatal depression —the idioms of distress
— and the experiences and attributed aetiology of perinatal depression in the context of Khayelitsha. This
research assisted in the development of the task-shared intervention and sets the context of the women’s lives

in which the intervention was situated. This is presented in the form of a published paper in Chapter Four.

Second, following implementation of the RCT, this thesis analyses counselling session transcripts of
participants who completed the intervention, through a grounded theory approach (Corbin and Strauss, 2014).
This provides valuable insight into processes occurring in the moment of therapy between counsellor and
participant. This method avoids the potential for re-interpretation of information or feedback presented
differently to a researcher in an interview context after completion of the intervention, and supplements the

findings from the formative interviews.

The thesis adds a unique perspective in the current research field into the processes that occur within actual

counselling sessions and fills an important gap in implementation analysis, and in reporting mechanisms of
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change of task-shared interventions. This had not been conducted in the AFFIRM-SA RCT, and to my
knowledge, does not appear to have been conducted in other task shared interventions for perinatal

depression in LMICs. The objectives for this evaluation are presented below.

1.3 Aims and objectives

The overall aim of this thesis is to explore the mechanisms of implementation and change of the AFFIRM-SA
task-shared counselling intervention for perinatal depression in Khayelitsha through a process evaluation. This

will be answered by addressing the following objectives:

Before implementation of the AFFIRM-SA RCT,

1) To examine local pregnant women, mothers, and health workers’ idioms of distress and
understandings of the symptoms and perceived causes of perinatal depression in Khayelitsha, to
inform development of the counselling intervention, and to provide contextual information for the
intervention.

Following implementation of the intervention,

2) To describe and critique the AFFIRM-SA counselling manual, to explore potential influences it may

have had on the RCT results, and

3) To examine the processes that occurred in the implementation of the counselling sessions.

1.4 Thesis outline

The thesis is structured as follows: Chapter Two presents a review of literature that broadly centres around
task sharing for perinatal depression and CMDs in LMICs, and challenges thereof. Chapter Three introduces
the methods and conceptual frameworks for the thesis. Chapter Four presents research on the formative study
that was conducted for the AFFIRM-SA RCT in 2015. This chapter is in the form of an article that was published
in the journal Transcultural Psychiatry in 2016. The research examines local idioms of distress and
understandings of the symptoms and causes of perinatal depression in Khayelitsha, and compares these

symptoms to international classification systems for major depression.

Following implementation of the AFFIRM-SA RCT, the subsequent chapters unpack the mechanisms underlying
the implementation of the RCT. Chapter Five summarises and describes the counselling manual to provide a
background for the thesis, and then conducts a retrospective review to explore potential influences it may

10



have had on the RCT results. Chapter Six presents ‘deviations’ from intended theory and protocol that occurred
in the implementation of the counselling sessions, and Chapter Seven, the outcomes and attributions of change

reported by participants during the sessions.

Chapter Eight, the thesis discussion, explores the potential reasons for the deviations from protocol that
occurred, as well as the possible mechanisms or therapeutically effective elements that led to the reported
outcomes and attributions of the sessions from the participants. Two models of implementation processes
that may have occurred in the trial are then presented. This provides insights into the challenges of
implementing a psychological intervention using CHWs in LMICs, but also into the mechanisms and therapeutic
elements that participants themselves found beneficial in the counselling process. Lessons from the thesis are
presented as recommendations for design and implementation of future task-shared research interventions
in mental health. Prior to the conclusion, the strengths and limitations of the thesis are discussed, including a

section on researcher reflexivity.
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Chapter 2. Review of literature

The following literature review presents various factors related to the prevalence, burden, and treatment gap
for CMDs and perinatal depression in LMICs, with specific reference to South Africa. It examines the risk factors
for perinatal depression, specifically the influence of poverty, food insecurity, low education levels, intimate
partner violence, unwanted pregnancies, and lack of social support, and HIV. Task sharing is discussed as the
current treatment solution to address some of the burden of CMDs and perinatal depression in LMICs. There
are a multitude of factors needing to be considered when implementing task sharing, not least of these being
the need to develop a deeper local understanding of depression and its related causes, in order to address this

burden.

The various therapeutic elements that can and have been included in task-shared interventions are then
presented, followed by research methodologies for task sharing, with a focus on the importance of process
evaluations and of implementation science frameworks in intervention research. The review concludes with a
brief presentation of potential future content and methods required for more accessible and acceptable task-
shared mental health service provision in LMICs. The specific focus of the review is on perinatal depression but
research on other common mental disorders is included where relevant for task sharing and treatment of

perinatal depression.

2.1 Depression in LMICs

Depression is characterised by a sad, empty, or hopeless mood, with diminished interest in most activities, and
caninclude fatigue, poor concentration, worthlessness, guilt, insomnia and suicidality (WHO, 2010). It can have
significant impacts on social and economic functioning, and is strongly influenced by surrounding social
determinants (Lund, Brooke-Sumner et al.,, 2018). Within the larger cluster of mental, neurological and
substance use (MNS) disorders, depression is the third leading cause of years lived with disability (YLD) globally
(The Lancet, 2018), and is attributable to 2.3% of disability-adjusted life years (DALYs) for women (GBD 2017
and HALE Collaborators, 2018). It places significant burden on individuals, their families, and the health care
system supporting them. This results in an economic impact on society through costs of care, but also through
lost earning potential through disability and care requirements of the family (Lund, Myer et al., 2013). This
burden on countries’ economies draws attention to the consequences of depression, and the need to

prioritise, develop and adapt treatment plans for mental disorders in public health service planning. The
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following sections discuss depression prevalence in LMICs, its implications, risk factors and social determinants,

and the significant gap in the provision of services for those with this condition.

2.1.1 Prevalence of depression

In sub-Saharan Africa (SSA), major depressive disorder has increased in prevalence by 112% since 1990, and
mental health conditions are predicted to cause 45 million YLDs by the year 2050 (Charlson, Diminic et al.,
2014). This has significant implications for treatment coverage in SSA. In South Africa specifically, depressive
disorders are now the fifth highest cause of YLD (Institute for Health Metrics and Evaluation, 2017). The South
African Stress and Health (SASH) Study is the only nationally representative study that has been conducted on
anxiety, mood and substance use disorders, and this was conducted in 2002 - nearly two decades ago. This
study found a lifetime prevalence for CMDs of 30.3%, and prevalence in the 12 months prior to the survey of
16.5% (Stein, Seedat et al., 2008). The Western Cape had the highest 12-month and lifetime prevalence of
CMDs in South Africa, at 39.4% (Herman, Stein et al., 2009). The prevalence of major depression specifically

was 9.7% lifetime prevalence and 4.9% prevalence in the past 12 months (Tomlinson, Grimsrud et al., 2009).

In 2015, the South African National Income Dynamics Study (NIDS), which collects nationally representative
data every two years found that the proportion of the population who screened positive for depression on the
Centre for Epidemiological Studies-Depression scale (CES-D) was 13% (Pengpid and Peltzer, 2018). This is
significantly higher than the prevalence found by the SASH study in 2002 (at 4.9%), but the data needs to be

used with caution as the CES-D had not yet been validated in South Africa at the time.

There have been other prevalence studies of depression and other CMDs conducted in South Africa, but these
usually focus either on relatively small geographical areas, or on comorbidity with other illnesses. Many of
these studies are now dated and there is a need for more recent research on prevalence of CMDs in South
Africa. To note, many of these studies, as with the current study, have been conducted in Khayelitsha, Cape
Town, because it is the largest township in South Africa, and is located near two universities and university
hospitals in the city. Prevalence studies in Khayelitsha have found symptoms of CMDs in 34.9% of adults in
2007 (Havenaar et al., 2007), and specifically of depression in 37% of adults at a primary care clinic in 2003
(Carey, Stein et al., 2003). Three studies provide rural prevalence data of CMDs in general adult populations,
with a 27.1% prevalence in a village in the Western Cape (Rumble, Swartz et al., 1996), 27% in a rural
community in Limpopo (Havenaar et al., 2007), and 23.9% in rural KwaZulu Natal (Bhagwanjee, Parekh et al.,
1998). Other studies have been conducted that assess the prevalence of mental disorders comorbid with
factors such as Human Immunodeficiency Virus (HIV) (Joska, Fincham et al., 2010; Myer, Smit et al., 2008)

hypertension (Grimsrud, Stein et al., 2009), tuberculosis (Peltzer, Naidoo et al., 2012), in youth (Liang, Flisher
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etal., 2002), elderly people (Peltzer and Phaswana-Mafuya, 2013), and perinatal depression (see below). These
studies have demonstrated significant associations of common mental disorders with the above factors in

South Africa.

2.1.2 Prevalence of perinatal depression

Women in the perinatal period, defined for this study as the phase from conception until one year post birth,
are particularly vulnerable to mental disorders and depression. The burden of perinatal depression may be
even larger than for other mental disorders, not least because of the intergenerational impact it has on infants
(Surkan, Kennedy et al., 2011). Globally, there is a pooled prevalence of perinatal depression of 11.9% (Woody,
Ferrarietal., 2017). In LMICs, estimates show a pooled prevalence of antenatal depression at 19.2%, and 18.7%
postnatally, which is almost double that of high-income countries, with estimates of 9.2% antenatally and 9.5%

postnatally (Woody et al., 2017).

A recent systematic review of studies from ten countries in Africa found an even higher pooled prevalence of
antenatal depression of 26.3% (Dadi, Wolde et al., 2020), and a similar review found a pooled prevalence of
postnatal depression of 16.84% (Dadi, Akalu et al.,, 2020). In South Africa specifically, the prevalence of
antenatal and postnatal depression has been found to be particularly high. In this country, most published
studies of antenatal depression have been conducted in Khayelitsha, where prevalence ranges from 19.4%
(Lund, Schneider, et al., 2020) to 48.9% (Vythilingum, Roos et al., 2012). These studies largely used the
Edinburgh Postnatal Depression Scale (EPDS) for screening. In rural KwaZulu Natal, a 41% point prevalence of
antenatal depression was found in 2006, and 47% in 2011, using the Structured Clinical Interview for
Depression (SCID) (Rochat et al., 2006; Rochat, Tomlinson et al., 2011). Last, one study in Mpumalanga found
26.5% antenatal prevalence on the Kessler-10 scale (Peltzer and Phaswana-Mafuya, 2013). There are fewer
studies of postnatal depression in South Africa. One study in Khayelitsha found prevalence of 15.5% to 34.7%
(using the SCID) (Cooper et al., 1999), and another from Gauteng found a prevalence of 16.4% using the Pitt

Depression Questionnaire (Ramchandani, Richter et al., 2009).

2.1.3 Implications of perinatal depression

Perinatal depression impacts not only the women suffering from it, but also foetuses, infants, and children of
mothers who experience more severe symptoms in the perinatal period. If antenatal depression is not treated
or does not improve, it increases the risk of mothers developing postnatal depression (Meintjes, Field et al.,
2015; Rahman and Creed, 2007; Robertson, Grace et al., 2004), thus continuing the disability for mothers after

birth. Antenatal depression can also lead to behaviour traits and negative health-related behaviours that affect
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the unborn baby, including neglecting antenatal care and check-ups, inappropriate diet and poor weight gain,
the use of harmful substances, and self-harm and suicide, and can lead to preeclampsia, preterm delivery, low
birth weight (Hollins, 2007; Kurki, Hiilesmaa et al., 2000; Stewart, 2011; Wachs, Black et al., 2009). These have
obvious consequences for future growth of children. Antenatal stress has also been found to be significantly
associated with an increased risk of both autism spectrum disorder and attention-deficit hyperactivity disorder

(Manzari, Matvienko-Sikar et al., 2019).

Following birth, postnatal depression has been shown to have numerous and serious negative impacts on
infant and child development outcomes (Patel, DeSouza et al., 2003; Rahman, Harrington et al., 2002; Rahman,
Igbal et al., 2004; Surkan et al., 2011). Postnatal depression has been found to predict poor mother-infant
relationships and child growth, affect child temperament, and impair behavioural and cognitive development
(Cooper, Tomlinson et al., 2009; Field, Diego et al., 2006; Grote, Swartz et al., 2009; Surkan et al., 2011). It can
also affect appropriate attachment and bonding in infants and children, and can lead to social difficulties later
on (Murray, Fiori-Cowley et al., 1996). Even at a very early age, infants are able to observe and interpret their
mothers’ affect and interaction and modify their responses accordingly (Cohn, Matias et al., 1986). A detached
mother who is unresponsive to cues put from the infant can lead to withdrawal and discontent for the infant

(Murray, Cooper et al., 1991), with appreciable difficulties for children later in life.

Postnatal depression may also delay mothers from caring for their children’s illnesses (WHO, 2008a), and
inhibit investments in children such as with learning materials or the physical environment (Baranov, Bhalotra
et al., 2020). A meta-analysis by Goodman et al. found that maternal depression was significantly related to
higher levels of internalising and externalising behaviours amongst children growing up. If depression persists
in mothers, it has been shown to increase mood disorders and emotional difficulties for children of these

mothers (Goodman, Rouse et al., 2011).

The above research demonstrates the clear need to develop appropriate interventions to address the high
levels of perinatal depression and stress that women face in LMICs, and to prevent the intergenerational
effects of mental disorders on their children. Indeed, Patel et al. (2018) wrote that screening at risk women
and providing interventions to promote recovery are important interventions to prevent mental disorders in

offspring.

2.1.4 Risk factors for perinatal depression

Women suffering from depression cannot be considered in isolation from the social conditions that affect their

condition. A number of risk factors affect perinatal depression and other CMDs. These include being of female
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gender, having low education levels, food insecurity, being the victim of abuse, having an unwanted pregnancy,
lack of social support, HIV, and the conditions of poverty. Risk factors have common features in the majority
of populations in LMICs, where there is inadequate health service provision, high levels of crime and violence,
a high prevalence of communicable diseases, poor sanitation and access to basic services, and overcrowded
living conditions, all of which have been shown to increase risk of developing or experiencing depression (Lund,
Breen et al., 2010; Patel, Lund, et al., 2010). All of these factors may be viewed as prognostic indicators of

psychopathology (Wampold and Budge, 2012).

Simply being of female gender is a risk factor for depression and CMDs, particularly in LMICs (Patel, Araya et
al., 1999; Patel, Lund, et al., 2010; Rahman, Fisher et al., 2013; Stein et al., 2008). Patel and Kleinman (2003)
point out that “women bear the brunt of the adversities associated with poverty: less access to school, physical
abuse from husbands, forced marriages, sexual trafficking, fewer job opportunities and, in some societies,

limitation of their participation in activities outside the home” (p.612).

Poor education provision is also a common feature in LMICs, with women facing additional cultural and familial
barriers to accessing education. A systematic evidence mapping by Coast et al. (2012) found that lower levels
of education were associated with a higher risk of postnatal depression. Other authors have found a consistent
relationship between depression and low education amongst adults in LMICs (Araya, Lewis et al., 2003; Patel
and Kleinman, 2003; Saxena et al., 2007). It has been argued that the single most effective means to improve

life circumstances for women is to improve access to and provision of education (Sommer and Fallon, 2020).

Food insecurity has been found to have a strong correlation with CMDs in LMICs (Lund, Kleintjes et al., 2010).
Studies conducted in Zambia, Ethiopia, Tanzania and Uganda have demonstrated the associations between
food insecurity and poor mental health (Cole and Tembo, 2011; Hadley and Patil, 2006; Tsai, Bangsberg et al.,
2012; Weaver and Hadley, 2009). Pregnancy and the presence of a new-born can add another level of stress
for women who are already food insecure. Tsai et al. (2012) found that social support played a moderating role

on the effects of food insecurity on depression in women in Uganda.

Intimate partner violence (IPV), or being the victim of physical, sexual, psychological or economic abuse, is
highly prevalent in LMICs (Gelaye, Rondon et al., 2016), and has been shown to be associated with depression
(Fisher, Cabral de Mello et al., 2012; Howard, Oram et al., 2013; Spedding, 2017) and perinatal depression
(Connelly, Hazen et al., 2013; Dadi, Akalu, et al., 2020; Mitchell, Wight et al., 2016). This is of particular cause
for concern in LMICs where levels of violence against women are particularly high. In South Africa, these have

been found to often be related to financial stress amongst men (Jewkes, 2002).
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Economic abuse is a significant aspect of IPV. This can be defined as controlling a woman’s ability to acquire,
use, and maintain economic resources (Adams, 2011). This abuse can range from partners prohibiting or
disrupting women’s employment, to engaging in ‘economically destructive behaviour’ (Goodman, Smyth et al.,
2009), such as accumulating debt, spending household income, using women'’s assets for personal benefit, and
withholding or spending their own personal income without contributing to household needs (Howard and
Skipp, 2015). Economic abuse of women has been found to have significant effects and long term associations
with maternal depression (Postmus, Huang et al., 2012) and psychological distress and suicide (Antai, Oke et

al., 2014; Stylianou, 2018).

Having an unplanned or unwanted pregnancy has been found to be associated with symptoms of depression
(Fisher et al., 2012; Hartley, Tomlinson et al., 2011; Rochat et al., 2006), particularly when this is as a result of
partner abuse or rape. Unwanted pregnancies can accentuate tenuous ties of current or expected emotional
support, which is also associated with perinatal depression in a number of countries (Cooper et al., 2009; Dadi,
Akalu, et al., 2020; Rahman, Igbal et al., 2003; Smyth, Siriwardhana et al., 2015). Poor support from relatives
was found to correlate with antenatal depression in one systematic review (Dadi, Wolde, et al., 2020), and

from partners, in other studies (Fisher et al., 2012; Hartley et al., 2011; Rochat et al., 2006).

HIV/AIDS is a significant risk factor for depression in South Africa (Berger-Greenstein, Cuevas et al., 2007; Kagee
and Martin, 2010), and disproportionately affects women (at 62.7% of all infections) (UNAIDS, 2018). HIV status
also impacts social, relational and economic participation throughout women'’s lives, and is thus an underlying
factor inhibiting full or permanent recovery from depression (Taraphdar, Guha et al., 2011). Conversely, people
living with HIV/AIDS are more likely to experience depression and other MNS disorders (Andersen, Kagee et
al., 2015; Chibanda, Benjamin et al., 2014). This is an important issue in public health service provision given
that there is an HIV prevalence of 20.4 % in South Africa (UNAIDS, 2018). HIV prevalence in pregnant women

specifically was found to be 37.3% in one study in rural KwaZulu Natal (Kharsany, Hancock et al., 2010).

In addition, there are significant associations between CMDs and a wide range of poverty measures such as
unemployment, housing difficulties, crime and income shocks (Baranov et al., 2020; Patel and Kleinman, 2003).
Poverty-related risk factors for perinatal depression specifically include low or irregular income levels or low
socio-economic status, inadequate housing, overcrowding, and lack of privacy (Dadi, Akalu, et al., 2020; Fisher
et al., 2012; Gelaye et al., 2016; Patel, Lund, et al., 2010). In the postnatal period, women are also often
excluded from economic productivity which has further impacts on depression and agency in this period
(Hanlon, Whitley et al., 2009).
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Factors associated with poverty, such as insecurity and hopelessness, social change, violence and physical ill-
health, can add further layers of stress, and can reduce women'’s ability to cope with the insecurity of day-to-
day living (Coast et al., 2012). Women in LMICs face limited access to family planning services, skilled birth
attendants, birthing facilities, and basic and emergency obstetric care (Fisher, Rahman et al., 2010). In these
adverse circumstances, the associated psychosocial demands of pregnancy and caring for an infant can

increase perinatal women’s vulnerability to mental health problems (Fisher, Cabral de Mello et al., 2011).

It has been proposed that mental illness and poverty interact in a vicious cycle (Patel and Kleinman, 2003;
Patel, Lund, et al., 2010), which interacts in two mutually re-enforcing pathways: through either ‘social
causation’ or ‘social drift’. The social causation theory postulates that the conditions of poverty bring about or
maintain mental illness “through heightened stress, social exclusion, decreased social capital, malnutrition,
and increased obstetric risks, violence, and trauma” (Lund et al.,, 2011, p. 1502). The social drift theory
proposes that people who already have a mental illness may drift into poverty through the various
consequences of their illnesses, such as “increased health expenditure, reduced productivity, stigma, and loss

of employment and associated earnings” (ibid, p. 1502).

South Africa has a certain form of poverty that relates to the history of colonialization and apartheid, leading
to racial discrimination, political violence, economic instability, and inequality (Philip, Tsedu et al., 2014). This
is a particularly insidious and persistent form of poverty and leads to greater levels of violence and crime within
society. South Africans who were previously disadvantaged have fewer assets and skills, earn lower wages,
and are less likely to be employed than the majority of the previously ‘advantaged’ white population (Sulla and
Zikhali, 2018). This has psychological implications, particularly for women, such as hopelessness,
powerlessness, social isolation, and disempowerment (Patel and Kleinman, 2003), resulting in potentially more

‘invisible’ effects and complex needs for perinatal interventions (Goodman, Smyth et al., 2010).

It is clear that social and environmental determinants are integral in shaping mental health within a population
(Patel et al., 2018), and this is particularly pertinent for pregnant women, largely because of the insecure social,
political and economic conditions that are ubiquitous in LMICs. It is thus very important to take cognisance of
the above risk factors in treatment goals for perinatal depression. While this may not always be possible,
designing a treatment package without taking these factors into consideration would disregard the factors

causing the distress in the first place.
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2.1.5 Treatment gap

Despite the high prevalence of perinatal depression, it is still largely unrecognized in health policy in LMICs
(Rahmanetal., 2013), and does not receive the research attention, treatment and service personnel it deserves
(Gelaye et al., 2016). This leads to a significant ‘treatment gap’, that is, the gap between the number of people
who require, and those who receive treatment (Saxena et al., 2007). In the lowest income countries, this gap
translates to up to 93% of the people who require mental health services not receiving treatment (Patel, Maj
et al., 2010). The consequences of the extreme lack of service provision for mental illness amounts to

enormous disability, human suffering, and economic loss (Saxena et al., 2007).

The poor provision of care is largely due to the poor availability of treatment personnel or service providers
trained in mental health care in LMICs. Where services are provided in LMICs, they are usually led by
nongovernmental organizations or research institutions (Davies, Rahman et al., 2019). The 2017 WHO Mental
Health Atlas reported that there are 0.1 psychiatrists and 0.3 mental health nurses per 100 000 people in low
income countries. In Africa, there are only 0.9 mental health workers per 100 000 people (WHO, 2018). The
Atlas estimates that high income countries (HICs) have approximately 120 times more psychiatrists than low

income countries.

A recent study revealed that there is an average of 0.31 psychiatrists per 100 000 uninsured population in
South Africa, and these are largely concentrated in the urban centres (Docrat, Besada et al., 2019). Additionally,
there are only 0.97 public sector psychologists per 100 000 uninsured population, and 1.83 social workers per
100 000 uninsured population. Although these numbers are slightly higher than estimates for LMICs generally
and Africa specifically, they demonstrate a massive treatment gap of approximately 92% for mental disorders,

epilepsy and intellectual disability (Docrat et al., 2019).

Unfortunately, there are no available figures on the treatment gap for perinatal depression specifically, in
LMICs or South Africa. However, given the stigma around this condition (Moore, Drey et al., 2017), and that it
has low rates of recognition in LMICs (Gelaye et al., 2016), it is likely the treatment gap is as high or higher than

that for other mental disorders.
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2.2  Treatments for mental disorders through task sharing

Given the disturbing treatment gap for depression and CMDs and, by extension, perinatal depression, there
have been calls to scale up treatment for mental disorders through ‘task sharing’ (WHO, 2008b). This was
initiated through the landmark series in The Lancet in 2007, which called for the integration of mental health
into general health care (Lancet Global Mental Health Group, 2007). Subsequently Collins et al. (2011)
published a call for researchers to address this gap and evaluate whether task sharing using evidence-based

psychological techniques would work for various mental disorders.

2.2.1 Task sharing using non-specialist workers

The World Health Organisation (WHO) defines task sharing as transferring specific tasks to health workers with
shorter training and fewer qualifications, in order to make more efficient use of human resources (WHO,
2008b). Task sharing aims to utilise local, affordable personnel and resources, to provide services based at
primary care platforms (Fairburn and Patel, 2014). This is essential as the majority of populations in LMICs seek

health care only at primary levels (Singla et al., 2017).

Task sharing in mental health care involves using non-specialist health care workers, or those who have not
had professional training in mental health, such as community health workers (CHWs), peer counsellors, or
teachers. Other terms used for community based non-specialists include non-specialist providers and lay
health workers. This thesis will use the term ‘CHWSs’ as the generic term to describe non-specialists throughout,
but where necessary will refer to the specific terms. This description does not include more specialised cadres

such as nurses and doctors.

Task sharing aims to deliver mental health care through routine delivery systems under supervision from
mental health specialists (Singla et al., 2017). The CHWs used for task sharing are usually members of
communities who have no formal experience in delivering mental health treatments, and are subsequently
trained in these particular projects to provide these services (Singla and Hollon, 2020). They then work with
mild to moderate cases of mental illnesses, using specific techniques they have been trained in, and only refer
more serious or suicidal cases to mental health specialists where available. This aims to reduce the burden on

specialists and provide a basic level of mental health care for more of the population.

Recent recommendations in this field are that counsellors working in task-shared mental health interventions

should come from the same community and background as the participants (Barnett et al., 2018; Verhey, Ryan
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et al., 2020), so that they have an authentic understanding of the struggles of their participants, particularly if
they are from situations of poverty or gender inequity (Pugach and Goodman, 2015; Thompson, Cole et al.,

2012).

Importantly, Thomson (2016) warns that using CHWs is not a ‘cheap option’ in providing universal access to
health care. Task-shared interventions that use CHWSs need to invest time into understanding the social,
political and economic context of the intervention and appropriately develop the skills of the CHW to meet
these needs. Nevertheless, accumulating evidence suggests that CHWs can be trained to deliver evidence-
based therapies effectively in LMICs, thereby increasing the number of providers who can provide these

complex, multicomponent psychosocial treatments (Barnett et al., 2018).

2.2.2 Treatment modalities in task sharing

The treatment modalities most commonly used in task sharing for CMDs in adults and perinatal depression are
psychoeducation, cognitive behavioural therapy (CBT), interpersonal therapy (IPT), behavioural activation, and
problem solving therapy (PST). For more information on each modality see Davies et al. (2019). These were all
developed in HIC (Verhey et al., 2020) and have been adapted to varying degrees for use in LMICs (Section

2.3.7 discusses this further).

The most frequently used treatment for adult depression in LMICs is CBT (Cuijpers, Karyotaki et al., 2018). In
brief, CBT assists in identifying maladaptive cognitive patterns and aims to replace them with reality-based
interpretations and behaviours. A few systematic reviews have analysed the effectiveness of various treatment
classes, although it is difficult to compare these modalities against each other in different contexts and
populations. Despite this, authors have found CBT to consistently be the most effective method in improving
mental health outcomes across LMICs (Barbui et al., 2020; Cuijpers et al., 2018; Dennis, 2007; Singla et al.,
2017; van‘t Hof, Cuijpers et al., 2011). The cognitive component of CBT may be quite complex for non-
specialists and participants to grasp (Chibanda, Verhey et al., 2016), which may be a hinderance to conducting
it effectively in LMICs. However, Papas et al. (2010) argue that the highly structured format of manualised CBT

may in fact make it more feasible for non-specialists to conduct.

For treatment of perinatal common mental disorders (PCMDs) in LMICs, psychoeducation is the most
predominant (at 33.3% of interventions), followed by problem solving (23.1%), CBT (17.9%), and behavioural
activation or IPT (12.8%) (Singla et al., 2017). Psychoeducation, which involves the provision of information
about the mental illness and providing basic strategies to manage and cope with it, is useful for task sharing

because it is easy for CHWs to implement and requires less training and supervision.
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In a review of interventions for PCMDs, Clarke et al. (2013) found that CBT or IPT treatments reported much
larger effect sizes for PCMD symptoms than ‘health promotion’ interventions. In this review, health promotion
interventions involved sharing of information on perinatal health (including psychoeducation), developing
skills, and increasing social support. Still, these were found to have beneficial effects on PCMDs, and may have
a wider reach of women than pure psychological interventions, and have the added benefit that they tend to
address some of the determinants of PCMDs, such as poor maternal health, infant mortality, and lack of social
support. They can also provide women an opportunity to share concerns and feelings, and receive social

support from a group, which they may not do in individualised therapy (Clarke et al., 2013).

2.2.3 Treatment for CMDs using task sharing

A number of systematic reviews and meta-analyses have examined the effectiveness of task-shared
interventions for CMDs in LMICs over the years. A meta-analysis by de Silva et al. (2013) found that
psychosocial interventions targeting depression in LMICs had a moderate positive effect on social functioning
(standardised mean difference (SMD): 0.46, 95% ClI 0.24-0.69); and another by van Ginneken et al. (2013)
found that task-shared interventions may improve depression and anxiety (risk ratio (RR): 0.30, 95% Cl: 0.14

to 0.64).

More recently, Singla et al. (2017) found moderate to strong evidence for task sharing in reducing the burden
of common mental disorders. This review of 27 studies found stronger evidence of effectiveness of task
sharing, with a pooled effect size for all CMD outcomes of 0.49 (SMD) (95%, Cl: 0.36-0.62), favouring
intervention conditions. A meta-analysis by Cuijpers et al. (2018) found that the overall effect of task-shared
psychotherapies in LMICs was high compared to HICs, with Hedges’ g = 0.73 (95%, Cl: 0.51-0.96) after
adjustment for publication bias, but that these results may have been influenced by comparing the
intervention to treatment as usual control conditions (which usually comprises no treatment), and of lower
quality interventions. The authors also state that even if these interventions are not necessarily more effective
than those in Western countries, they are not less effective, and therefore conclude that treatment for

depression in LMICs through psychotherapeutic techniques is effective.

The latest review of evidence in LMICs, an umbrella review of systematic reviews and meta-analyses of
interventions treating various mental health outcomes, reported similar evidence to the previous reviews
(Barbui et al., 2020). They found the most robust evidence of efficacy of psychosocial interventions to be for
adults with depression in humanitarian settings (standardised mean difference (SMD): 0.87,95% Cl1 0.67-1.07),

and for adults with CMDs in all settings (SMD: 0.49, 0.36—0.62). They endorse the findings of the previous
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studies in that “psychosocial interventions might have a clinically relevant effect” (p. 168). They go on to
emphasise that “none of these effect sizes from the systematic reviews reached the maximum of the ratings

in terms of strength of association and evidence of credibility” (Barbui et al., 2020, p. 168).

There is thus evidence that suggests that CHWs can deliver evidence-based treatments for CMDs with positive
effects. However, the reviews all state that many studies are of low quality, and it is therefore hard to make
assumptions about which interventions are more effective (Van Ginneken et al., 2013), and how they should

be implemented or replicated (Barnett et al., 2018).

2.2.4 Treatment for perinatal depression using task sharing

There have been a relatively high number of task-shared interventions specifically focused on perinatal
depression in LMICs. This may be due to the fact that pharmaceutical treatments for women in the perinatal
period are not always safe for the foetus or for breastfeeding infants, and psychotherapies are seen as
preferable (Davies, Rahman, et al., 2019). Two thirds of the trials included in the review by Singla et al. (2017)
described above targeted only women, and many of these focused on perinatal depression. Three systematic
reviews examining the effectiveness of interventions for perinatal mental health specifically were published in

2013, all of which found effect sizes favouring the interventions.

Rahman and colleagues (2013) identified 13 RCTs that aimed to improve mental health of women in the
perinatal period in LMICs. They found a pooled effect size of the interventions on maternal depressive
symptoms of -0.38 (95% Cl: —0.56 to —-0.21; /12 = 79.9%), with additional effects for children such as improved
mother-infant interaction, better cognitive development and growth, reduced diarrhoeal episodes and

increased immunization rates.

Clarke et al. (2013) identified 10 RCTs in LMICs using lay health workers in interventions for PCMDs, and found
an overall reduction in PCMDs compared to usual care when using continuous data for PCMD symptomatology
(effect size: -0.34, 95% CI: -0.53 to -0.16). Last, van Ginneken et al. (2013) also found that task-shared
interventions may ‘slightly’ reduce symptoms for mothers with perinatal depression (SMD: -0.42, 95% Cl: -0.58
to -0.26). As with the reviews of interventions addressing CMDs, these reviews suggest that task sharing for
perinatal mental health using non-specialist workers may be effective in reducing symptoms of depression in

LMICs, and in benefitting infants and children, but that the quality of this evidence remains relatively poor.

The above findings leave room for some doubt about the efficacy and replicability of findings from most task-

shared interventions. However, as there is currently so little provision of treatment for mental disorders in
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LMICs, and since it is unlikely that there will ever be sufficient professionals to deliver mental health care to all
who require it (Singla et al., 2017), task sharing is currently the most viable approach to improving access to
treatment for perinatal depression and CMDs (Bolton, 2019). In other words, given the fact that there is
currently minimal treatment, some form of treatment through task sharing is better than nothing at all. In
addition, there is currently no research demonstrating deleterious effects of task sharing for CMDs in LMICs.
This indicates that more effort needs to be put into examining exactly how treatments work, so that they can
more adequately address the needs of underserved communities and ultimately improve treatment outcomes

(Barnett et al., 2018; Cuijpers, 2019).

2.3  Requirements for implementing task sharing

The above evidence demonstrates that task sharing can be effective and feasible for perinatal and other mental
illnesses, but that it is not an outright solution for the provision of mental health services in LMICs. A number
of factors need to be considered to increase acceptability and feasibility of such interventions (Padmanathan
and De Silva, 2013). Some of these factors include the provision of financial resources for service provision and
training, selecting CHWs who have adequate competence for counselling, training, supervision, adequately
assessing and addressing need for services, adapting the intervention, considering the broader context, and
looking at sustainability and scale up potential of interventions. These are applicable for perinatal depression

and other CMDs and are discussed below.

2.3.1 Financial resources and remuneration

The overarching requirement for implementation of mental health services through task sharing is that of
resources and financial remuneration for providers (Petersen, Baillie et al., 2012). One of the key findings from
Padmanathan and De Silva’s (2013) review was that a shortage of funds for hiring, training and infrastructure
provision for CHWs hinders adequate service provision as planned. Many research trials have used volunteers
or people who have been paid only a small stipend. Others have been paid adequately, through the research

study, but are then left without job security after the research has been completed.

The lack of formal recognition, job security, or adequate remuneration means that lay health workers may not
be fully committed or attracted to the work, which hinders sustainability of the service provision and
completion of intervention delivery (Bolton, 2019; Padmanathan and De Silva, 2013; Petersen, Baillie, et al.,
2012). In evaluating the CBT-based ‘Thinking healthy programme’ (THP) in Pakistan and India five years since

its initiation, Atif et al. (2019) found implementation and sustainability challenges to include demotivation of
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CHWs due to lack of certainty about the programme’s future, and their increased requirements for financial

compensation (CHWSs only receive $10 a month as an incentive in these programmes).

Despite this, the THP programme is an example of the successful retention of CHWs in the intervention. Both
this programme and the Friendship Bench programme in Zimbabwe (Chibanda, Cowan et al., 2017) are
examples of research that has continued and transformed into integrated and continual service provision,
where, in the THP for instance, 70% of the CHWs have stayed in the programme since its inception. This implies
that these programmes are providing aspects that go beyond remuneration to retain their CHWs. Esponda et
al. (2020) emphasise that mental health programmes in primary care need to strengthen health systems

through improved financing, increasing human resources, and ensuring continuous capacity building.

2.3.2 Competence

Therapist competence is another important factor in the effectiveness and outcomes of treatment studies.
This relates to “the extent to which a therapist has the knowledge and skill required to deliver a treatment to
the standard needed for it to achieve its expected effects” (Fairburn and Cooper, 2011, p. 373). It is very
difficult to measure competence before implementing an intervention and until recently there were few

standardised means to measure competence in the provision of interventions (Kohrt, Schafer et al., 2020).

Kohrt et al. (2015) acknowledged the lack of competence assessment tools in research trials and responded by
developing a tool to assess therapist competence. This tool, the ‘ENhancing Assessment of Common
Therapeutic factors rating scale’ (ENACT), can be used in training and supervision of CHWs across various
settings. The authors recommend that non-specialists need to become competent in ‘common factors’ of

therapy, before they can learn treatment specific skills.

In order to address the lack of competency assessment tools, the WHO is developing the ‘Ensuring Quality in
Psychological Support’ (EQUIP) platform as an online resource for competency assessments to evaluate and
modify trainings and curricula. This platform will also offer training modules on the common factors discussed
above, in acknowledgement that these are vital ingredients for effective interventions (Kohrt et al., 2020).
Kohrt et al. write that using standardised competency assessments such as the one being developed for EQUIP
will aid in selection of CHWs, inform training duration and content, and provide opportunity for certification
for CHWSs on various skill targets (2020). This may assist recognition of competencies and capabilities of CHWs

in task sharing as interventions for mental health move into an era of scaling up treatment for mental illnesses.
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Having a reliable and valid competency measure will assist in better interpreting outcomes of studies,
evaluating training and supervision models, and scaling up and disseminating interventions into broader
contexts (Kohrt et al., 2015). Ideally, there should therefore be some form of competence assessment at the
point of selection, after training, and during implementation, in order to maintain high levels of competency
in conducting psychological counselling. These assessments should involve basic counselling skills as well as

treatment specific factors (Pedersen, Lakshmin et al., 2020).

2.3.3 Training

Following basic competence of CHWs is the matter of training non-specialists in the provision of often complex
psychological treatments. As mentioned, there is evidence of interventions that are effective, using CHWs with
minimal training and supervision. However, due to financial constraints, there are usually minimal financial,
time and human resources that are allocated to training of CHWs. Training quality and duration can have wide
reaching implications for the effectiveness and adequate provision of services of an intervention, and effective

training is a key component of successful trial implementation (Verhey et al., 2020).

Studies reporting on trials rarely provide information sufficient for replication of the training and supervision
approach. In the absence of adequate training guidelines, interventions provide ‘train and hope’ approaches
that involve brief or once-off training with limited post-training support, in the hope that it will be sufficient
(Murray, Dorsey et al., 2011). Training periods for CHWs are extremely variable in RCTs for perinatal
depression. Reported training periods range from three days to one month, with an average of 10 days of face-
to-face training for task sharing interventions (Singla et al., 2017). Myers et al. (2019), who provided three days
of training in their pilot study, found that their CHWs requested additional training to feel more confident in
providing psychological counselling. The CHWs stated that they had concerns about whether the training

protocols adequately prepared them for intervention delivery.

Murray and colleagues (2011) wrote an important paper proposing an apprenticeship model for lay counsellor
training and supervision in mental health treatments in LMICs. The authors recommend that, following the
selection of lay counsellors with a basic aptitude or interest in mental health, training should provide the
foundation of basic knowledge and skills, through active, experiential learning, with the incorporation of skill
practice such as behavioural rehearsal, with coaching and feedback, and small group work. They also
emphasise the importance of attending to contextual factors such as identifying and utilising organisational
support. They recommend that a training apprenticeship for continuous services (beyond RCTs) could last up

to a year (Murray et al., 2011).

26



2.3.4 Supervision

Following training as the foundation for building skills, supervision is one of the most valuable elements and
critical factors for effective implementation of interventions, as well as predictor of behavioural change
(Murray et al., 2011; Rahman, 2007). Indeed, many of the more successful task-shared approaches in LMICs
have been those with high-intensity implementation support (Barnett et al., 2018), and one study found that
the inclusion of ongoing supervision was critical in influencing counsellor adherence and skill (Beidas, Edmunds
et al., 2012). In South Africa, Petersen et al. (2014) found that across studies, lay-counsellors had low fidelity
to counselling models, which indicated the need for increased supervision and support. They recommend using

psychosocially oriented specialists to play this supervisory role.

Adequate and appropriate supervision has impacts not only on the performance of the interventions
themselves, but also on CHWs sense of “belonging, morale, productivity, retention, respect and credibility with
other stakeholders” (Assegaai and Schneider, 2019, p. 2). Myers et al. (2019) write that weekly supervision
that includes regular re-training opportunities would encourage increased confidence and competence

amongst the CHWs.

Supervision is equally critical to monitor and relieve emotional burnout and secondary trauma that the CHWs
may experience in their counselling (Barnett et al., 2018). CHWs usually originate from the same communities
that they serve, and therefore experience the same stressors, traumas and poverty that their clients do. This
may put CHW:s at risk for experiencing secondary trauma and becoming emotionally exhausted in this process.
Adequate training, supervision and monitoring may assist in preventing and reducing this distress among

CHWs.

Within the context of research trials, supervision is often under-prioritised because of time and financial
resource scarcity, but with proper planning and budgeting this can be improved. There are more barriers to
providing adequate supervision for CHWs in integrating interventions into public health service provision, and
these include negative attitudes towards supervision on the part of supervisors, lack of space for supervision
meetings, and not prioritising supervision amongst other clinic demands (Myers et al., 2019). The availability

of a suitably qualified supervisor, particularly in rural areas, may also be a challenge.

2.3.5 Considerations of context

Intervention context can influence how counsellors are able to perform and how an intervention is received
by participants (Kok, Kane et al., 2015). It is therefore essential that interventions take into consideration the

broader context within which they are implemented, such as social, cultural and gender norms, values and
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belief systems, education and health provision systems, and political and economic context and history.
Mayston et al. (2020) examined explanatory models of depressionin SSA, and found that participants identified
depression symptoms as only one problem among many, and that these were consistently ranked below the
economic problems that they faced. They found that depression was attributed largely to social adversity,

economic and relationship problems, and HIV-related issues.

Much intervention research using CHWs to treat mental disorders in LMICs does not discuss the context within
which interventions are situated, or the implications of context for CHWs and implementation (Kok et al.,,
2015). Frymus et al. (2013) endorse that most studies do not incorporate or report on factors of context, even
though it has important implications for the performance and motivation of CHWs. In South Africa, Colvin and
Swartz (2015) wrote that in order to properly understand and support CHWSs, we need to begin by conducting
a much broader analysis of the health system and political context. Thus, a deeper understanding of
community structure, history and services, is integral to implementing services in a community (Thompson et

al., 2012).

2.3.6 Addressing need

The review by Padmanathan and De Silva (2013) highlighted that often, interventions did not adequately
respond to the problems that participants face or satisfy the need that they really had. This is directly related
to the consideration of context mentioned above, but with the focus on participants themselves within their
contexts. The consideration thereof would have impacts on adherence to interventions, as well as improved
‘usefulness’ to target populations, and would likely impact their effectiveness. Padmanathan and De Silva
relate that interventions that have been locally adapted or developed have a greater level of satisfaction for

participants, such as those conducted by Balaji et al. (2012) and Rahman (2007).

One means of addressing this need is by gaining an understanding of local experiences of depression: how
depression is defined, experienced, and treated. Research that takes into account local understandings and
responses to mental illnesses may encourage agency of participants, and improve the acceptability and uptake
of interventions (Campbell and Burgess, 2012; Mayston et al., 2020). An example of this identified need is of a
study conducted with San communities in South Africa (den Hertog, Maassen et al., 2020), where the
interviews with participants relayed that depression should be understood “beyond individual suffering” and
taken into the greater social and political environment. The authors recommend that interventions should
therefore take into account multiple levels of need within this context, that addresses “socioeconomic
conditions, strengthens local resources, and fosters collaboration among locally appropriate informal and

formal support structures” (den Hertog et al., 2020, p. 10). Thus an exploration of local needs and what
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treatments and resources are acceptable for mental ilinesses is essential for intervention acceptability (Bolton,

2019; Mayston et al., 2020)

The identification of local forms of treatment may be a more difficult task, because the general population,
especially an untreated one, may not know what form treatment could take (Bolton 2019). It would therefore
be important to delve deeply into cultural and historical practices of healing and recovery from trauma, in
order to access some of these methods and more acceptable forms of treatment. This links with a possible
issue of using ‘talk therapy’ in societies that are not accustomed to traditional forms of psychotherapy and
may use more embodied methods such as community rituals, dancing, drumming and singing (Moodley and

West, 2005).

2.3.7 Cultural adaptation

Another key issue that remains to be resolved for task sharing is the adequate adaptation of interventions for
local culture and context, while still achieving intervention fidelity (Healy, Kaiser et al., 2018). Most
psychotherapies for depression were developed in high-income Western cultures (Verhey et al., 2020), and
initially, task sharing in LMICs largely involved testing the effectiveness of these psychotherapies (Bolton,
2019). Murray and Jordans (2016) point out that “mimicking mental health care delivery approaches from HICs
may not be sustainable in LMICs because there are such great differences in funding, personnel and

infrastructure” (p.5).

Research has shown that adjustments or adaptations to Western developed psychological interventions
increase acceptability, feasibility and effectiveness for non-Western settings (Bolton, 2019; Naeem, Waheed
et al., 2010). Adaptation can include language translation, culturally acceptable forms of healing, and involving
cultural rituals (Wampold, 2015). A fully adapted treatment should explain material in a way that is

understandable to both counsellors and clients (Bolton, 2019).

Chibanda and colleagues (2017) demonstrated a thorough adaptation and integration of the Friendship Bench
problem solving therapy (PST) intervention in Zimbabwe through a four year long iterative adaptation process.
The authors used peer interaction and sharing of personal experiences to incorporate locally generated
indigenous terms to re-frame concepts of PST, while still maintaining fidelity to the aims of the Friendship
Bench programme (Chibanda et al., 2017). Through conducting this type of adaptation, an ownership of the

intervention was created, along with a deeper understanding of the concepts of the therapeutic intention.
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In recognition of the need for localised adaptation of interventions, Bolton (2019) recommended following
seven steps for adaptation:

1) Preliminary understanding of local priority mental problems

2) Selection of treatment approach

3) Conversion of manual and training materials into simple language

4) Translation of the manual and training materials into local language

5) On-site provider training

6) Piloting

7) On-going adaptation
Following these steps may be extremely helpful for interventions to be more responsive to need, address the

need correctly, experience less attrition, attain better outcomes, and be more sustainable for scale up into the

greater community.

In conclusion, there are many elements that need to be considered for task sharing to be appropriate and
acceptable to local populations, as well as feasible for scale-up and long-term sustainability. It is increasingly
acknowledged that in-depth consultation and co-development of interventions with CHWs and service users
is essential. This would consider the socio-political context in which the population is situated and assist in

responding to identified needs, ultimately leading to improved treatment outcomes.

2.4  Mechanisms of change in task-shared interventions

In addition to the practical elements that contribute to the effectiveness of counselling interventions, there is
increasing awareness of the importance of the mechanisms of change or therapeutic elements within
counselling sessions. Until recently, there has been little research on the mechanisms of change within task-
shared counselling sessions in LMICs, with most of the research having been conducted in HICs with
professional psychologists (Norcross and Lambert, 2018). There is thus a movement to start identifying what
elements are effective in therapy using CHWs, rather than simply testing whether a particular treatment
modality works. Authors who have begun to conduct this research within task sharing include Jordans et al.

(2012), Singla et al. (2017), Cuijpers (2019), and Mayston et al. (2020).

2.4.1 Therapeutic elements
Singla et al. (2017) conducted a pivotal review of the implementation processes and effectiveness of
psychological treatments for adult CMDs and PCMDs in task-shared interventions in LMICs. In the review they

analysed not only the most commonly endorsed elements of treatment but also the elements with the
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strongest associations with treatment outcome. This analysis heads in the valuable direction of identifying the
actual elements or mechanisms of effective treatment. The review included 27 task-shared interventions in
LMICs. They found that the strongest associations were with the following therapeutic elements:
1) interpersonal elements (8 = 0.442, p = 0.029). These were: identifying or eliciting social support,
communication skills, assessing relationships
2) emotional elements (68 = 0.415, p = 0.046): identifying/eliciting affect, linking affect to events,
emotional regulation, emotional processing, and
3) nonspecific (engagement) elements (8 = 0.409, p = 0.052): collaboration, empathy, active listening,

normalisation, involvement of significant other.

Research conducted by Jordans et al. (2012) with children in Burundi found that it was the use of particular
treatment mechanisms by the counsellors that predicted positive changes in depression and anxiety, rather
than through a specific treatment modality. The authors identified five treatment mechanisms associated with
outcome trajectories, being client centeredness, therapeutic alliance, active problem solving, trauma focused
exposure, and family involvement. Interestingly, although there were issues with translating Western-oriented
psychotherapeutic concepts into a culturally different context, there were still therapeutic elements or

‘working mechanisms’ that lead to the reported therapeutic effects.

Although North America-based, Norcross and Lambert (2018) identified the most ‘demonstrably effective’
elements in therapy through their ‘Task Force on Evidence-Based Relationships and Responsiveness’. These
elements were collaboration, goal consensus, cohesion in group therapy, empathy, therapeutic alliance,
positive regard and affirmation, and collecting and delivering client feedback. These endorse those found by

Singla et al. (2017), even though they were not from task-shared situations.

2.4.2 Therapeutic alliance

As a therapeutic element, the therapeutic alliance may be the most important factor for treatment
effectiveness, and is a necessary target of therapy (Cuijpers, 2019, p. 281). This alliance involves the bond
between the therapist and client, agreement about the goals of therapy, and agreement about the tasks of
therapy (Wampold, 2015), or the “collaborative nature of the patient-therapist interaction, their agreement

on goals, and the personal bond that emerges in treatment” (Kazdin, 2009, p. 420).

Many authors further confirm that the therapeutic alliance contributes to treatment outcome independent of

the type or modality of therapy (Barth, Lee et al., 2012; Norcross and Lambert, 2018; Timulak and Keogh, 2017).
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Indeed, two of the three key effective elements identified by Singla et al. (2017) were interpersonal elements

and engagement elements, both of which are core to the therapeutic relationship.

Wampold and Budge (2012) wrote that the alliance with a therapist is therapeutic because it involves a
significant other who is genuinely invested in the clients’ wellbeing. Wampold later wrote that psychotherapy
should provide a client with a human connection, which, if appropriate, will be health promoting and healing
in itself, particularly in contexts of social isolation and insecurity. This connection could be described as
attachment, belongingness, social support, or the lack of loneliness (Wampold, 2015). Within task-shared
interventions in LMICs, Mayston et al. (2020) reported that many studies emphasised the therapeutic effects
of connection with others, and that through being able to share problems, participants were able to heal and

experience the preventative effects of social interaction.

2.4.3 Common elements

Researchers are now acknowledging that many of these therapeutic elements span across most forms of
treatment or therapeutic modality and refer to them as common elements or common factors. These are
described differently by different scholars, but in the main, relate to the therapeutic relationship established
between client and counsellor. Warmth, empathy, genuineness, trust and rapport-building are common
threads, along with other skills such as incorporating client’s expectations, using culturally appropriate
concepts for distress, and promoting hope and expectations for recovery through procedures or rituals
acceptable to the client (Barth et al., 2012; Cuijpers, Reijnders et al., 2019; Laska, Gurman et al., 2014; Pedersen
et al., 2020).

Wampold (2015) developed the ‘Contextual Model’ of common factors, based on a large body of previous
research. In this model, therapy is hypothesized to work through three pathways, following the initial
establishment of a therapeutic relationship. The first pathway is the creation of the ‘real’ and personal
relationship between client and therapist through connection to a caring and empathic person. This is marked
by genuineness in interactions with each other. The second pathway is the creation of expectations and hope,
through explanation of the disorder and its causes, what the treatment will involve, and a means to cope with
problems. Wampold writes that the therapy should give clients hope that they are capable of completing the
therapeutic tasks, and that when the tasks are completed, they will be able to cope with their problems. The
third pathway involves the ingredients of specific therapies or health promoting actions, which would differ
depending on the type of therapeutic modality. An explanation of the particular therapeutic ingredients that

the client finds acceptable, should again create expectations from the client that the therapy will be helpful,
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leading to subsequent actions toward greater mental health. In sum, Wampold argued that if the treatment

elicits healthy client actions, it will be effective, no matter the treatment type.

2.4.4 Acknowledgement of clients’ background

There is also evidence of the value of acknowledging clients’ backgrounds and economic situation in low
income settings, and the subsequent incorporation of practical methods to deal with problems related to this,
in therapy. Two studies conducted with low-income women in the USA suggest that participants found therapy
to be effective when their therapists were aware of the nature of poverty and poverty-related stressors, and
had some direct exposure to poverty themselves (Pugach and Goodman, 2015; Thompson et al., 2012). In
addition, both studies identified instrumental support as a key factor that participants found meaningful and
which was in fact identified as an essential element of therapy. This included instances of identifying resources
for food or financial support, acts of advocacy or alliance with the participant, practical support (such as
searching for housing resources, provision of material items, assistance with paperwork) or referrals.
Interestingly, when therapists did not offer this kind of support, “some participants felt that the therapy

seemed irrelevant to their real lives” (Pugach and Goodman, 2015, p. 413).

An example of the above was demonstrated through the process evaluation conducted by Rahman (2007),
that unpacked the implementation of the THP trial in Pakistan. The study reported that because the CHWs
were from the same communities as the participants and were aware of community resources, the CHWs were
able to help participants in valuable practical ways. For example, one CHW motivated a participant to take out
a small loan to buy a buffalo to produce milk to sell, which ultimately led to a marked improvement in self-
worth, confidence, finances, and in depressive symptoms. Another CHWs set up a neighbour support group
which significantly helped a socially withdrawn mother. A third CHW intervened in a participant’s experiences
of IPV by speaking to the participant’s husband’s spiritual mentor who then counselled the husband, leading

to a marked improvement in his behaviour (Rahman, 2007).

This example is included in full to demonstrate the relevance and value of CHWs coming from the same
community as the participants. Because of their understanding of the context and insight into the available
resources and support within communities, they were able to help participants practically, going beyond basic
psychosocial counselling. This is a strength for task-shared interventions, and highlights that in low-income
situations particularly, therapists need to treat the ‘whole person’ in their contextual system, rather than

focusing exclusively on symptoms of mental illness (Thompson et al., 2012).
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There are thus a variety of therapeutic mechanisms that can be used in task-shared interventions for perinatal
and general CMDs that span across different treatment modalities. In combination with responding to
contextual need and the other requirements for task sharing discussed above, these mechanisms need to be
incorporated into future treatment programmes, with a prioritisation of training and competency in these

elements (Jordans et al., 2012; Singla et al., 2017).

2.5 Research in task sharing

The implementation of mental health research interventions is growing rapidly, with 70% of studies conducted
globally having been undertaken since 2010 (Barnett et al., 2018). Conventionally, this has taken the form of
relatively brief formative and feasibility research, and a subsequent randomised controlled trial to test the
effectiveness of a specific treatment modality against a control or treatment as usual condition. More recently,
process evaluations are being implemented to assess more intricate elements of RCTs and interventions in the
move to understand the processes and mechanisms behind effectiveness of RCTs. This section documents
research methods commonly used in the development and adaptation of task-shared mental health

interventions in LMICs.

2.5.1 Formative research

In task-shared interventions, formative research is conducted before RCTs are implemented, to assess the
‘feasibility and acceptability’ of an intervention before it happens. To a large degree, formative studies assess
the practicalities of implementing a chosen intervention (e.g. CBT) to a chosen population (e.g. perinatal
depression), usually with pre-chosen implementers (e.g. CHWSs). The studies examine aspects such as language
required, locality or place of counselling, group or individual preference, demographic of CHW preferred,
number and duration of sessions, and training or resources required to implement the intervention. Some

feasibility studies include a pilot of the intervention too.

Myers et al. (2019) provide a useful example of a study where a brief counselling intervention was piloted with
patients who had diabetes or HIV comorbid with depression or substance abuse problems. Interviews were
conducted with CHWs to assess feasibility and acceptability of the intervention in Cape Town, South Africa.
The intervention was deemed feasible and acceptable to CHWs but uncovered some needs which led to
alterations to the recruitment protocol, content of the intervention, training duration, and supervision content
for CHWSs. Rahman (2007) also wrote about how he and others developed their psychological intervention for
depressed mothers in Pakistan in their formative research, through the exploration of CHWs’ current

experiences of providing health care, local health beliefs, and day-to-day activities. This was done so that
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interventions could be appropriately integrated into their normal and routine work. This depth of the feasibility

assessment may have contributed to the success of the later intervention (Rahman et al., 2008).

Formative and feasibility research are vital in the development and implementation of interventions. In this,
they should go beyond assessing how to address the practical elements of an already selected intervention, to
investigate true contextual need, and the type of response required to match this need (Bolton, Lee et al.,
2014). This can be done through a consultation with all stakeholders involved, to obtain opinions on true need,
treatment type, delivery and sustainability, and adequacy of training and supervision (Padmanathan and De
Silva, 2013). This type of research can then lead to a ‘co-production’, or ‘co-development’ of interventions

(Burgess et al., 2020), that may be more relevant and appropriate for specific target populations.

One method of co-producing interventions may be through conducting participatory research, which can assist
in gaining insights into the roles of the health system and the individuals involved, as well as giving a voice to
CHWSs and those with mental illness (Frymus et al., 2013). Participatory evaluation methods can assist in
building the understanding between social determinants, mental health, and other outcomes going forward

(Burgess et al., 2020).

Petersen and colleagues (2012) provide an example of using a ‘participatory implementation framework’ with
local communities to inform the design and development of their manualised group-based interpersonal
therapy (IPT) for depression. This process allowed for the involvement of community members in the
development and creation of the manualised intervention. This foregrounded local knowledge from
community members themselves on interventions to mediate pathways to health, as well as how to manage
problems within the cultural and contextual constraints of lived realities. Through this participatory research,
the authors were able to develop a more ‘culturally competent’ intervention than one simply imposed on the
community, encouraging personal empowerment of those receiving care, as well as a cognisance of the social
determinants of mental illness (Petersen, Baillie, et al., 2012). The subsequent intervention demonstrated
significant improvements in depression scores on the Patient Health Questionnaire (PHQ9) for the intervention

group at three month follow up (Petersen, Hancock et al., 2014).

A similar participatory process was followed by Chibanda and colleagues (2017) in the development and
adaptation of the Friendship Bench problem solving therapy intervention for CMDs in Zimbabwe, which also
demonstrated significant effects in this population (Chibanda, Weiss et al., 2016). This process was described

in the section on adaptation above.
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2.5.2 Reporting of feasibility studies

Reporting of feasibility studies is essential for sharing findings and learning from other research (Damschroder,
Aron et al., 2009; Hoddinott, 2015). Yet, there may be a risk in reporting that task-shared interventions are
feasible and acceptable to certain populations before intervention results are assessed. If the trials are not
successful or effective, these statements may provide misinformation about the appropriateness of an

intervention to a specific context.

For example, one systematic review of 13 mental health interventions for PCMDs conducted by CHWs in LMICs
stated that “studies provide evidence of the feasibility of training such workers to deliver mental health
interventions effectively in a relatively short time” (Rahman et al., 2013, p. 598). However, this type of evidence
provides little mention of the competencies, training and supervision of the counsellors themselves, or other

mechanisms at play, in reaching the effective trial results that were found in the review.

More recently, a systematic review of RCTs and qualitative studies was conducted to examine the
implementation outcomes of 18 CBT interventions for CMDs delivered by non-specialists in LMICs (Verhey et
al., 2020). The authors stated that “findings suggest that delivery of CBT-based interventions by [non-specialist
health workers] NSHWs can be acceptable, appropriate and feasible in LMICs settings” (p.1). In this review,
there are publications that state the ‘feasibility and acceptability’ of their interventions before they were
implemented, without consideration of the final outcome results of these interventions. Indeed, some of the
interventions included in the review did not in fact show significant effects from their interventions in their

outcome assessments.

Statements from feasibility research should potentially, therefore, be reviewed on an ongoing basis and at
completion of trials, and should be reported and published with outcome results in order to demonstrate true
feasibility or acceptability of an intervention (Hoddinott, 2015). Selohilwe et al. (2019) provide an example of
this in their paper that reports outcome data and process evaluation findings of their depression counselling
intervention for chronic care service users. This paper describes the intervention effects, while also exploring
the qualitative benefits of counselling that participants experienced, and the real-life barriers to session
attendance for participants that had an impact on retention to the counselling. This enables a far deeper
understanding of the processes that occurred during implementation of the intervention, and leads to a much
fuller understanding of how and why the intervention had the impacts that it did, and subsequently, how this

could be scaled up and replicated.
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2.5.3 Randomised controlled trials

Randomised controlled trials have traditionally been viewed as the most scientifically rigorous method for
assessing change over timepoints in psychological, behavioural or medical interventions. RCTs use one or more
intervention groups and compare these to a control group — which receives either no treatment, a placebo, or
another form of ‘standard care’ within the current care system. Treatment is standardised as far as possible so

that the ‘dose’ remains consistent across participants.

RCTs were originally designed to test biomedical interventions, often using specific drugs and placebos. They
may not be optimal for testing real-world psychosocial interventions, especially in LMICs. Criticisms of RCTs,
particularly in task-shared situations, include that they prioritise internal validity over external validity, and are
specific to the context they are provided in, meaning that the findings may not be generalisable across differing
cultures or populations (Kaplan, Giesbrecht et al., 2011; Mulder, Murray et al.,, 2017). In behavioural
interventions, particularly task-shared ones in LMICs, outcomes are likely to be influenced by multiple factors
that cannot be controlled for, such as personality types of counsellors, learning and counselling abilities of

CHWs, and socio-cultural and economic factors affecting counsellors and participants.

Research to investigate the effectiveness of task-shared interventions for mental health thus needs to build
upon the traditional format of testing a clinical intervention against a control, in the acknowledgment that
information more relevant to contextual influences and responses needs to be collected and analysed, with

the ultimate goal of increasing and improving service provision to those most at risk.

2.5.4 Process evaluations

RCTs may demonstrate that a particular modality is effective in treating a mental illness against a control, but
as Kazdin (2009) argued, we still “cannot provide an evidence-based explanation for how or why even our most
well studied interventions produce change” (p.426). Mulder (2017) confirmed this by writing that
psychotherapy research has historically paid “disproportionate attention to treatment outcome, with

relatively little attention to the mechanism of action of psychotherapies” (p.953).

Process evaluations may be one means of complementing RCTs to include the assessment of mechanisms of
change within interventions. Moore et al. (2015) describe the purpose and function of process evaluations as
being to gain understandings of the pathways that link the theory underlying an intervention and its causal

assumptions, to the outcomes produced. This can be done through examining contextual factors,
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implementation factors, and mechanisms of impact, and the links between these. The framework created by

the authors is reproduced below to demonstrate these key functions (Figure 1).

Context

Contextual factors that shape theories of how the intenention works

Contextual factors that affect (and may be affected by) im plem entation, intenention mechanisms and outcomes
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Fig 1| Key functions of process evaluation and relations among them (blue boxes are the key components of a process
evaluation. Investigation of these components is shaped by a clearintervention description and informs interpretation
ofoutcomes)

Figure 1: Key functions of process evaluations and relations among them (Moore et al., 2015)

Process evaluations are a fundamental necessity for research trials. As Cuijpers et al. (2019) point out, we need
to examine not just whether an intervention works (through RCTs and statistical outcomes), but how it works,
in order to start improving the effects of therapies. Transference from one successful trial to another context
would not be appropriate or feasible unless the mechanisms of effectiveness are understood, and

subsequently reported for others to learn from (Hoddinott, 2015).

Equally important, when a trial shows non-significant results, is to investigate what happened in the
implementation process, to find out what got ‘lost” between the theory, implementation, and actual reception
by participants. These evaluations need to be done in order to make recommendations and contribute to
improving intervention effects in similar low- and middle-income settings where context (largely poverty-
related) plays an integral role in the effectiveness of interventions. Unfortunately, evidence reporting the

implementation processes of mental health programmes in LMICs is still scarce (Esponda et al., 2020).

Ideally, process evaluations should be conducted throughout an intervention to access information from CHWs
about what challenges they and the participants are facing and what needs they have (Frymus et al., 2013),

and to evaluate whether the intervention is being received as intended. There are a few process evaluations
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that have been conducted of task-shared interventions for CMDs in LMICs that provide useful insights into the
processes, facilitators and barriers that arose in conducting these trials. Each evaluation focuses on different
aspects that they aimed to discover from the evaluation, and thus results are relatively study specific. They
range from identifying barriers and facilitators to implementation, uptake and retention in sessions, to

identifying treatment mechanisms and optimal factors of therapy for participants.

Four key process evaluations have examined interventions for CMDs in LMICs. Two concentrate on identifying
the mechanisms that led to effective or non-effective treatment in the interventions. These were evaluations
of group IPT for depression in KwaZulu-Natal, South Africa (Petersen, Bhana et al., 2012), and of psychosocial
counselling for children in Burundi (Jordans et al., 2012). Petersen et al. found that improved social support,
individual coping skills and improved personal agency assisted in the reduction of depressive symptoms, and
Jordans et al. found specific treatment mechanisms to be client centeredness, therapeutic alliance, active

problem solving, trauma focused exposure, and family involvement.

The other two evaluations examined the barriers and facilitators to session attendance, uptake of practices
and content, and training and supervision. These were evaluations of group-based counselling for depression
comorbid with chronic conditions in KwaZulu-Natal (Selohilwe et al., 2019), and of an integrated mother child
parenting intervention in Uganda (Singla and Kumbakumba, 2015). Selohilwe et al. found that session
attendance was hindered by women’s caregiving burden, poor counsellor attributes and poor referral
processes, and Singla and Kumbakumba found that detailed manual and structured monitoring forms helped

to facilitate training, supervision and delivery.

A few process evaluations have been conducted for perinatal depression specifically, in LMICs. Rath et al.
(2010) evaluated a women’s group-led community mobilisation intervention on maternal and new-born health
outcomes and found that six broad factors positively influenced the intervention’s impact. These were:
acceptability of the intervention to the population, a participatory approach to the development of knowledge,
skills and ‘critical consciousness’, community involvement beyond the groups, a focus on marginalized

communities, the active recruitment of newly pregnant women into groups, and a high population coverage

(p.11).

In a process evaluation of the THP programme for perinatally depressed women, Rahman (2007) reported a
number of factors that influenced impact and evaluation. These included having a flexible approach to
implementing and providing the intervention, the importance of the CHWs position and resourcefulness in the

community, the importance of understanding that women’s depression can often be traced to social and
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economic circumstances in their lives, and the importance of generating indigenous solutions to problems. The
success of the intervention also depended on the supervisors’ experience of CBT and the motivation and

interest of CHWs, which can be enhanced by regular supervision and monitoring.

Munodawafa (2018) conducted an evaluation of the barriers and facilitators to the delivery of the AFFIRM-SA
intervention. Findings were reported in Section 1.2.4. In summary, barriers to conducting and receiving
counselling sessions included “poverty, crime, and lack of space to conduct counselling sessions”, “the nature
of the participant’s problem, young age of participants, avoidance of contact with counsellors” (p.62), and
“unplanned pregnancy, interpersonal difficulties and location of the counselling” (p. 84). Facilitating factors for
counsellors included “the content of the intervention, ongoing training and supervision, using a counselling
manual, conducting counselling sessions in the local language, fidelity to the manual, and counsellors’
confidence and motivation to conduct the sessions” (p.62). Participant facilitators included “willingness to

learn new skills and change behaviour, counsellor’s motivation and empathy towards participants, and the

content of the intervention” (p 84).

The above evaluations are helpful in recommending contextual considerations but are relatively study specific.
A systematic review of the identified processes, mechanisms, and facilitators to intervention implementation,
uptake and efficacy would be helpful in consolidating these findings so that they are more readily accessible

for researchers conducting similar interventions.

2.5.5 Implementation science

In addition to process evaluations, ‘implementation science’ is gaining recognition in research on task-shared
interventions for mental health in LMICs, including perinatal depression. Implementation science has been
defined as “the scientific study of methods to promote the systematic uptake of research findings and other
evidence-based practices into routine practice, and, hence, to improve the quality and effectiveness of health
services” (Eccles and Mittman, 2006, p. 1). Implementation science research attempts to gain a deeper
understanding of why or how treatments work or do not work, through the assessment of factors such as
therapist competence, treatment quality and mediating variables (Singla and Hollon, 2020). It evaluates the
extent to which interventions benefit the participants, prolong sustainability, and include dissemination of

findings to other contexts (Damschroder et al., 2009).

Damschroder et al. recommend that implementation science incorporate the assessment of progress and
barriers and facilitators during implementation in order to identify and rectify these if needed (2009). Following

this, they recommend building on traditional outcome assessments at post-intervention, to include exploration
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into what factors influenced the intervention, and how the implementation itself influenced actual
performance of the intervention. Last, they emphasise the process of organising and promoting the research
findings, which is important in developing theory, and sharing knowledge and information across research

studies (Damschroder et al., 2009).

More recently, Singla and Hollon (2020) set out three important criteria for implementation research and the
examination of how treatments can be effective. These are: 1) an ongoing examination of relevant
implementation factors related to the therapist and treatment; 2) moderation, mediation and cost-
effectiveness analyses to assess strengths and challenges of interventions; and 3) linking therapist competence
with treatment outcomes, using digital methods to ensure acceptable training and supervision. The authors
recommend using implementation science to study client, therapist and treatment factors that complement
traditional treatment effectiveness analyses. Conducting these examinations is necessary to help scale up

psychological treatments and subsequently, to better address the burden of CMDs globally.

In summary, research into task-shared interventions therefore needs to undergo a shift from the current focus
of RCTs on ‘effectiveness outcomes’, towards an inclusion of formative research for co-development of
interventions and the use of process evaluations and implementation science research. This research needs to
include the analysis of empirically validated working mechanisms, to identify the exact mechanisms of
treatment outcome and how best to utilise non-specialist workers in mental health interventions (Cuijpers et

al., 2019; Singla and Hollon, 2020).

2.6 Looking ahead for task-shared interventions

There is growing recognition that many of the current solutions to mental illnesses may not be optimal in
improving mental health, and there are still many questions around how to scale-up the use of non-specialists
in the provision of mental health care (Barnett et al., 2018). There are a few potential areas for improving the
responsiveness, appropriateness and effectiveness of task-shared interventions for mental health in LMICs.

These are covered briefly.

The first is that of addressing social determinants and the risk factors that can trigger the presence of mental
disorders (Patel et al., 2018). Burgess et al. (2020) wrote an important commentary articulating the difficulty
for psychosocial interventions to improve mental health and wellbeing against the backdrop of ‘intractable’
social and environmental determinants of ill health, many of which are an every-day reality of the lives of
people in LMICs living in poverty. They acknowledge the impacts that social, economic, and political factors
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play on mental health, and that psychosocial interventions in the past have been ill-equipped to deal with
these broad determinants. This is endorsed by a recent United Nations report on mental health (UNHRC, 2019)

and the Lancet Commission on global mental health and sustainable development (Patel et al., 2018).

Burgess et al. (2020) propose that psychosocial prevention, promotion, and treatment interventions begin to
expand the ‘social elements’ of interventions through a commitment of five key elements. These are:
1) Hold community empowerment as the key factor in the development of mental health interventions
and mental health promotion
2) Provide further evidence to demonstrate the benefits of community led interventions such as social
programming and social interventions as mechanisms for improvement in mental health
3) Prioritise service user, community knowledge, and ownership in the process of intervention design,
from inception to implementation and delivery
4) Transition to people-centred health systems and services, to include responses to socio-structural
issues, to enable combined action on social and health challenges
5) Further develop the understanding of the relationship between interventions that address social
determinants (such as cash transfers or gender empowerment programmes), with mental health

outcomes and other social, economic, and health trajectories, especially among young people.

The authors stress that implementing the above will require the buy-in of “a range of policy partners, funders
and, most importantly, local communities” (p. 2). The use of participatory research will be crucial for this

endeavour (Mayston et al., 2020).

Second, stepped care is another element that can be employed in resource-poor environments (Hanlon,
Fekadu et al., 2014). This can involve a number of elements, beginning with, for example, psychoeducation for
any at-risk individuals, and then group psychosocial interventions for anyone identified with moderate to
severe mental disorders, with referral to specialists only for suicidality or severe and unmanageable disorders
(Davies, Rahman, et al., 2019). This mode can improve efficiency and capacity to treat more people in LMICs
(Hanlon et al., 2014). One method of using stepped care for perinatal depression is described by Atif et al.
(2019). The authors recommend a system of risk assessment, psychosocial treatment, and referral and
specialist support where necessary, in a programme that acknowledges the complicated factors of IPV and

poverty that usually accompany perinatal depression.

Third, in recognition of the growing need for responses to multiple and comorbid mental illnesses in LMICs,

Murray and other researchers have proposed a ‘common elements intervention approach’ (CETA). This uses
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evidenced-based common elements that are adaptable for different symptoms and severity levels of various
mental illnesses (Murray and Jordans, 2016). A few interventions have tested the effectiveness of CETA in Iraq,
Thailand, Ethiopia and Zambia, and have shown significant effects in all four studies (Bolton et al., 2014;
Murray, Hall et al., 2018; Murray, Kane et al., 2020; Weiss, Murray et al., 2015). The researchers acknowledge
that although more studies are required, the results suggest that it is possible for non-specialist workers to
learn a simplified common elements approach, and that the elements in CETA are “collectively as effective or
more for comorbid presentations in comparison to single disorder treatments or control conditions” (Murray

and Jordans, 2016, p. 3).

There is also a growing impetus to use and test the effectiveness of mobile and internet-based forms of
therapy. For example, Epping-Jordan et al. (2016) have designed a ’Self Help plus’ stress management course
to assist people (particularly in humanitarian crises) with stress, anxiety and adversity, using a guided self-help
format and delivered through pre-recorded audio courses, complemented with bibliotherapy. Other
interventions include video teleconferencing, text messaging, smartphone-based applications and social media
platforms. These have started to prove helpful and increase response rate and individual resilience, particularly
in war and disaster settings (Ruzek, Kuhn et al., 2016). In addition, mobile-based technology can be used to
assist with training and supervision of non-specialists through programmes such as the ‘Technology Assisted
Cascaded Training and Supervision System’ (TACTS), currently being tested by Rahman and colleagues in

Pakistan (Rahman, Akhtar et al., 2019).

It can be seen that there are growing options for the creation of task-shared interventions that are more
responsive and appropriate to contextual need and local capacity. Many of these lend themselves to being

scaled up in order to provide mental health care for the great number of people who are in need of it.

2.7 Conclusion

The above review has examined the literature around factors related to the treatment of perinatal depression
and CMDs in LMICs in general and South Africa specifically. The significant gap in the availability of services to
address these illnesses has serious implications for women with perinatal depression and their foetuses and
infants. Various risk factors and social determinants typical of LMICs are strongly associated with the presence
of perinatal depression, specifically poverty, poor education, food insecurity, intimate partner violence, an

unwanted pregnancy, and HIV/AIDS.
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Task sharing has been proposed as a means to address the treatment gap through the use of non-specialists
and community health workers, under supervision from mental health specialists. While there is evidence of
effectiveness of task-shared interventions for CMDs and perinatal depression, there remain many challenges
inimplementing these interventions in a manner that is feasible, acceptable and contextually appropriate both

to the participants receiving them and to the CHWs who are implementing them.

Research is beginning to examine elements that have been found to be effective within therapeutic contexts,
although this is still limited for task-shared interventions and for perinatal depression. Those that have been
noted include identifying or eliciting social support, communication skills, assessing relationships,
identifying/eliciting affect, linking affect to events, emotional regulation, emotional processing, collaboration,
empathy, active listening, normalisation, involvement of significant other, therapeutic alliance, and connection
(Cuijpers et al., 2019; Singla et al., 2017; Wampold, 2015). Developing a deeper understanding of depression

and its locally related causes is also essential in creating contextually relevant interventions.

The review also presented various challenges in developing and assessing task-shared interventions. The
inclusion of participatory formative research, process evaluations and implementation science may assist in
developing more relevant, responsive and acceptable interventions for improving mental health in LMICs.
Many examples from the review demonstrate the significant and far-reaching impact that social determinants
and risk factors have on perinatal depression in LMICs. It appears that as yet there is no knowledge of how
interventions that are psychosocially oriented may be able to address some of these risk factors which would
ultimately break the ‘vicious cycle’ of poverty and mental illness. Elements such as addressing social
determinants, eliciting community involvement in treatment, using a stepped care model or a common
elements model, and using mobile and internet-based forms of therapy, are proposed as methods to scale up
service provision and improve the responsiveness, appropriateness and effectiveness of task-shared

interventions for mental health in LMICs.

2.8 Rationale for the thesis

There are several gaps in research highlighted in the above literature review that this study aims to address.
First, despite the high burden of perinatal depression in LMICs, including South Africa, and the implications this
has for offspring of women with perinatal depression, there is still limited research on local understandings
and idioms of perinatal depression in LMICs. There is a small research base now building around identified
causes of perinatal depression, but more research is required into perspectives from women themselves on
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their explanatory models and what modes of interventions or elements of therapy they might appreciate

during the perinatal period.

Second, research into task-shared interventions for mental illnesses has increased considerably in the last
decade, and there is growing evidence of their effectiveness. Yet, little known about which interventions are
optimal for which contexts, and more importantly, how these interventions work or don’t work (Barnett et al.,
2018). Knowledge on what elements are therapeutically effective within task-shared interventions is also still
limited, particularly for interventions for perinatal depression. Singla et al. (2017) provide a good base from
which to conduct additional research on what elements are optimal for use in task-shared interventions for

PCMDs.

Third, there is limited research on how non-specialists or CHWs implement task-shared interventions, as well
as how participants receive these interventions. With the exception of Jordans et al. (2012) who used
counsellor session notes, process evaluations of the implementation of task-shared interventions
conventionally elicit participant perspectives on an intervention through the use of semi-structured interviews
and focus groups either before, during or after interventions (e.g. Rath et al. (2010), Rahman (2007),
Munodawafa et al. (2018) and Petersen et al. (2012)). It appears that there have not been any large-scale
evaluations of task-shared interventions that examine actual intervention implementation, such as through an

analysis of the session transcripts themselves.

Fourth, there are very few process evaluations of task-shared interventions for perinatal depression as yet.
Those that have been conducted provide relatively study-specific findings. As the body of reporting grows, it
is hoped that findings can be collated to create and inform more responsive interventions that are relevant to
perinatal distress and task sharing. Linked to this is the assessment of capability and capacity of CHWs to
conduct psychological interventions. This is an integral element of the success of task sharing but is not

commonly examined in relation to the overall effectiveness outcomes of interventions.

Last, being a relatively new field, there is limited reporting and documentation of interventions that have not
shown significant effects, or an examination of the factors that may have led to the non-significant or negative
effects. Given the amount of time and financial resources invested in RCTs, it is an ethical obligation to
investigate the mechanisms and processes behind significant and non-significant outcomes of an intervention,
and share these lessons and recommendations to inform the development of future interventions (Cuijpers et
al., 2019; Singla and Hollon, 2020). As described in Chapter One, the AFFIRM-SA RCT did not show significant

effects in reducing depressive symptoms for the intervention arm on the Hamilton Depression Rating scale
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(HDRS). However, there were significant effects shown on the Edinburgh Postnatal Depression Scale (EPDS)
tool. A process evaluation provides an opportunity to examine the mechanisms that led to both the reported
significant and non-significant outcomes, which will then contribute important knowledge to the field of task

sharing for common mental disorders.
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Chapter 3. Thesis methods

As stated in Chapter Two, a process evaluation of an RCT allows one to ‘mine’ for the intricate details that may
be missed in quantitative analyses of outcomes. These details enable a deeper understanding of how an
intervention worked or why it didn’t work, and what mechanisms occurred in the process. This is particularly
relevant with regard to the outcome results of the RCT: that no significant effects were shown on the Hamilton
Depression Rating Scale (HDRS) at three and 12 months postpartum, but that there were significant effects on
the Edinburgh Postnatal Depression Scale (EPDS) at both time points. This chapter describes the methods for

each objective.

3.1 Methods: Objective One

Objective One aimed to examine local pregnant women, mothers, and health workers’ idioms of distress and
understandings of the symptoms and perceived causes of perinatal depression in Khayelitsha, to inform
development of the counselling intervention, and to provide contextual information for the intervention. As a
published paper, the sample and methods used in Objective One are described in full in Chapter Four. In brief,
the research was conducted at a Community Health Centre Midwife Obstetric Unit (MOU) in Khayelitsha, Cape
Town. Semi-structured interviews were used to interview 12 depressed and nine non-depressed pregnant
women and mothers of young babies. The women were screened for depression using the EPDS and the MINI.
Thirteen health care providers were also interviewed, which included six registered nurse midwives and three

HIV Counsellors who worked at the MOU, and four Community Health Workers who serviced the area.

A framework analysis approach (Lacey and Luff, 2001; Ritchie and Spencer, 2002) was employed to explore the
idioms, symptoms and perceived causes of depression particular to the participants, and these were compared
with the published diagnostic criteria for an episode of major depression in the International Classification of
Diseases (ICD-10) diagnostic system (WHO, 2010) and the Diagnostic and Statistical Manual of Mental

Disorders system (DSM-5) (American Psychiatric Association (APA), (2013).

3.2 Methods: Objective Two

The purpose of Objective Two was to describe and critique the AFFIRM-SA counselling manual, to explore
potential influences it may have had on the RCT results. This was conducted in two phases. First, in order to
provide a background to the analysis of the counselling sessions, the structure of the manual was described,

and then each session topic was presented and explained.
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Second, in conjunction with the grounded theory analysis (described below), the manual was read from a
viewpoint of discovering elements that may have impacted the counsellors’ ability to use and implement the
manual in a manner that was easy and understandable for them. It was also checked for issues of grammar
and sentence structure for the same reasons. Various issues started to emerge that were consistent across the

different session topics, and these fell under four overarching categories. These are described in Chapter Five.

3.3 Methods: Objective Three

Objective Three aimed to examine the processes that occurred in the implementation of the counselling

sessions.

3.3.1 Sample
Participants were selected from the AFFIRM-SA RCT participants using random sampling (Patton, 1990). The

recruitment procedures and characteristics of the AFFIRM-SA RCT sampling are described in Chapter One. Of
the 184 women in the intervention arm, 97 participants completed all six counselling sessions in the RCT. From
these 97, a random selection of seven participants per counsellor (42 participants) were selected for
transcription. Of these participants, three had incomplete transcriptions due to problems with the audio
recordings identified by the transcriber. This resulted in a total of 39 participants for analysis in this thesis,
which amounted to an analysis of 234 transcribed sessions (six transcripts per participant). Table 1 below

illustrates this process.

Table 1: Numbers of participants analysed per counsellor

Counsellor Participants Randomly selected | Incomplete Number of Number of
who completed | participants for transcripts participants transcribed
all 6 sessions analysis analysed (n) sessions
(n)

CsrA 24 7 0 7 42
CsrB 16 7 1 6 36
CsrC 18 7 1 6 36
CsrD 10 7 0 7 42
CsrE 20 7 0 7 42
CsrF 9 7 1 6 36
TOTAL 97 42 3 39 234
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Table 2 below provides some basic characteristics of the counsellors. The table also provides the proportion of
participants who completed all six sessions per counsellor. As the table shows, the proportion of participants
varied substantially, with particularly low numbers for counsellors D and F. This may have been related to
individual counsellor motivation, technique and style, but it is not possible to determine this in the current

analysis.

Table 2: Basic counsellor characteristics and proportion of participants who completed sessions*

Counsellor | Age | Marital Education Health promotion Proportion of participants who
Status experience before completed all sessions per
AFFIRM training counsellor (%)
CsrA 46 Widow Grade 9 2.5 years 65,7
CsrB 44 Single Grade 12 5 years 52,9
CsrC 40 Widow Grade 12 11 years 52,9
CsrD 32 Single Grade 11 2 years 30,3
CsrE 28 Married Grade 12 4 years 69,6
CsrF 33 Single Grade 12 2 years 25,7

*Adapted from Munodawafa (2018)

Table 3 below provides a comparison of mean data from the sample randomly selected for this thesis (n=39),
those not selected for the sample (n=58), all participants who completed sessions (n=97), the intervention arm
full sample (n=209), and the 425 participants who completed the baseline assessment for the RCT as a whole.
Scores are very similar for the baseline characteristics across samples, other than that the randomly selected
thesis sample had a higher percentage of women who were employed at baseline compared to those not
selected for the sample. This difference is not significant (p=0.146), and the sample is otherwise representative

of the 97 completing participants and the 209 intervention arm participants.
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Table 3: Participant characteristics

Characteristics Thesis Not selected| P value Completed RCT RCT total
sample | for thesis (sample vs all sessions intervention sample
(n=39) (n=58) not selected) | (n=97) arm sample (n=425)
2 (n=209)
Mean Age (SD) 27.7 27.9 (5.59) 0.977 27.8(5.71) | 27.59 (5.94) 27.31
(5.97) (5.71)
School level 10.9 11.0(1.28) 0.702 10.9 (1.35) 10,92 (1,65) 11.00
completed* (Mean, (1.47) (1.43)
SD)
Percentage 22 23 (39.7) 0.146° 45 (46.4) 98 (46.9) 193
employed (56.4) (45.4)
(n, %)
EPDS score Baseline | 17.2 18.0 (3.75) 0.371 17.7 (3.45) 17.57 (3.73) 17.36
(Mean, SD) (2.92) (3.64)
HDRS score baseline | 15.9 | 14.8(4.33) 0.426 15.2 (4.74) | 15.53 (4.88) 15.49
(Mean, SD) (5.27) (4.76)
EPDS score 3 7.7 7.2 (4.98) 0.699 7.4 (5.15) 7.61 (5.18) 8.65
Months postnatal (5.45) (5.55)
(Mean, SD)
HDRS score 3 8.5 8.6 (3.77) 0.712 8.5 (4.10) 9.11 (4.56) 9.68
Months postnatal (4.63) (4.81)
(Mean, SD)

* South African schooling grades are from grade 0-12. 13 represents post-school study.
2 Mann-Whitney U test
®Fisher’s Exact test

It is important to keep in mind that all 39 participants for whom data was analysed had completed all six
counselling sessions. The data collected is thus a representation of the views of the 53% of participants who
did complete the sessions, rather than the 47% who did not complete them. This is discussed further in the
limitations section of this thesis. An analysis of transcripts of participants who did not complete the sessions is

beyond the scope of this thesis.

Participant and counsellor labelling

In this chapter, counsellors are anonymised and labelled as Csr A, Csr B, Csr C, Csr D, Csr E, and Csr F. Similarly,
participants are anonymised using alphabetical lettering according to their counsellor. For example, the seven
participants counselled by Counsellor A are labelled AA, AB, AC, AD, AE, AF, and AG. Session numbers are
abbreviated as S1-6.
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3.3.2 Data collection and management
All RCT counselling sessions were audio recorded, and 42 were randomly selected for transcription. Transcripts

and data were managed using NVivo 12 Qualitative data analysis software (QSR International Pty Ltd, 2018).

3.3.3 Data analysis
A grounded theory approach was used to analyse the data for Objective Three (Corbin and Strauss, 2014;

Glaser and Strauss, 1967; Strauss and Corbin, 1998). This involves examining the data with the aim of
uncovering an ‘emergent grounded theory’ (Mills, Bonner et al., 2006) around what occurred in the actual
implementation of the trial: the real life interactions that happened between counsellor and participant that
are not reported in any quantitative analysis of the trial effects. Grounded theory was initially developed by
Glaser and Strauss (1967). The two researchers subsequently diverged in their opinions of the methods of
analysis, although they both offer guidelines using three forms of coding. Glaser (1992) recommended using
‘open’, ‘theoretical’ and then ‘constant comparative’ coding to analyse the data and arrive at a theory.
Following this, one or two central or core categories are identified which represent the main themes of the

research.

Corbin and Strauss (2014; 1998) similarly recommend a process of ‘constant comparison’ of the findings until
the researcher can formulate a theory. This process ensures that “only the concepts and statements that stand
up to a rigorous comparison process become part of the theory” (p.212). This process involves comparing
‘incident to incident’, when data is self-explanatory, and using ‘theoretical comparisons’ when data is not as
easy to interpret. Using theoretical comparisons roughly refers to the process of interpreting data through the
lens by which we make sense of the world, or drawing on what we know, “to help us understand what we do
not know” (1998, p.79). This makes use of the properties of comparative instances or incidents to examine and
interpret one’s own data. Later authors refer to this as building new insights on preconceived ‘sensitizing

concepts’ that originate from ideas from the literature (Charmaz, 2008).

Importantly, in describing this kind of coding and interpretation of data, the above authors are not negating
our own terms of reference and experiences in how we interpret data, but are instead explaining that we can
use this to unpack those parts of the data that we do not understand. Thus, in order to create grounded and
‘dense’ theory, sensitivity to the data is required, while also maintaining sensitivity to our own biases. This
allows for an acknowledgement of the influence of our own unconscious and cultural inheritances, and a

subsequent examination of ways to move through or beyond these.
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The issue of objectivity in qualitative research and particularly in grounded theory has often come into question
(Madill, Jordan et al., 2000). The evolution of grounded theory and subsequent developments in the field
suggest that ‘objectivity’ in qualitative research can represent a willingness to ‘give voice’ to participants (Mills
et al., 2006), rather than controlling certain variables such as in statistical analysis. ‘Objectivity’ in qualitative
research would require representing the voices of participants as accurately as possible, through ‘listening’ to
what has been said, while constantly keeping in mind the difference in values, culture and experiences

between researcher and participant (Ponterotto, 2002).

In relation to this type of ‘objectivity’, Mills et al. (2006) wrote that grounded theory depends on a clarification
of the nature of the relationship between the researcher and participant, and on an understanding or
statement of what can actually be known from the data. In this vein, the current analysis would be termed
‘constructivist grounded theory’, through the acknowledgement that the development of theory from a
qualitative analysis is ‘co-constructed’ by participant and researcher (Mills et al., 2006). Similarly, Charmaz
(2008) wrote that qualitative data, specifically grounded theory data, should be understood as “constructions

of experience”, whereby the researcher is actively interpreting meaning from the data.

There are three core processes used in constant comparative coding for grounded theory. First, open coding
involves the initial reading of the data and identifying codes and categories that emerge from this process.
Properties and dimensions of these codes and categories are also explored. In this process, data is broken
down into parts and examined for similarities and differences. Data such as events, actions or interactions that
are found to be conceptually similar are then grouped into categories. Examining the data for differences and
similarities allows for differentiation among categories (Strauss and Corbin, 1998). Second, axial coding
involves identifying sub-categories and discovering relationships between and around concepts — that is —
coding around the ‘axis’ of a category identified in the open coding. It is in these two steps that theoretical
saturation has to be reached, whereby “no new properties, dimensions, or relationships emerge during

analysis” (Strauss and Corbin, 1998, p. 143).

Finally, selective coding involves developing a narrative of the findings by integrating the concepts and
connections, to create a ‘grounded’ theory from the narrative. Selective coding is the process of integrating
and refining categories, to form a larger theoretical scheme organized around a central explanatory concept.
Strauss and Corbin write that in the third step, “data are reassembled through statements about the nature of
relationships among the various categories and their subcategories. These statements of relationship are
commonly referred to as ‘hypotheses’. The theoretical structure that ensues enables us to form new

explanations about the nature of phenomena” (1998, p. 103).
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Being a grounded theory analysis, it is difficult to have a second coder create codes for the same data, to assess
coding or rating reliability. For assessment of reliability and acceptability of the coding, the themes and codes,
with coded data, were therefore presented to an expert panel. The specialist group comprised my two PhD
supervisors and two registered counsellors with experience in qualitative data analysis, intervention design
and implementation of task-shared psychological interventions. The panel was consulted on the reliability and
acceptability of the codes themselves, as well as the acceptability of the data that had been categorised into
the codes. The panel endorsed the acceptability and trustworthiness of the coding and of the distinctions

between codes, as well as the rationale for the way the data had been coded.

Coding process

Under a broad conceptual framework of process evaluations for complex health services research (described
in Section 3.3.4 below), the method of ‘constant comparison’ (Strauss and Corbin, 1998) was employed for
coding the data. The first step entailed ‘open coding’, which involved reading all of the transcripts with an open
mind, and coding anything that ‘stood out’ from the counselling sessions. After analysis of a few participants,
these codes started to correlate with and endorse each other, and these were allocated to various categories
that grouped codes that were similar to each other. In total, 42 open codes were identified. These are

presented in the two figures below.

After careful examination of all of the codes, it could be seen that all of them corresponded with one of two
‘core concepts’. These were: deviations from the intended counselling protocol, and descriptions by
participants of effectiveness of the counselling sessions. These concepts are reported in Chapters Six and Seven

respectively.

With the two overarching concepts in mind, the open codes were further analysed for each category in terms
of what Corbin and Strauss (2014) refer to as ‘axial coding’. This involved identifying sub-categories and
relationships between concepts. Under the concept of ‘deviations from protocol’, two main themes emerged.
These were therapeutic breakdowns in the counselling sessions and the adverse influence of socio-economic
context on therapeutic effectiveness. Under the concept of ‘effectiveness of the counselling sessions’, the two

main themes were ‘reported positive outcomes’, and ‘attributions for outcomes of change’.

While conducting this second level of analysis, it emerged that there were some key themes that might explain
the reasons for the codes identified, which can be termed ‘selective coding’. These started to form the
narratives of potential reasons why the processes that transpired in the counselling sessions, occurred. This
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related to possibilities around why this particular task sharing intervention was not implemented strictly

according to counselling protocol, and a larger narrative started to emerge around the possible mechanisms

or therapeutic elements that occurred in the counselling sessions.

Theoretical and data saturation was clearly reached from the available transcripts (Fusch and Ness, 2015).

Theoretical saturation in this case refers to there being no new or relevant data emerging for categories, that

the categories are well developed in property and dimension, and the relationships among categories are well

established (Strauss and Corbin, 1998).

Figure 2 and 3 below illustrate the coding and categorising process that occurred through the grounded theory

analysis.

Open coding

Misinterpretation of psychological concepts
Brushing over problems

Minimising problems

Absolute assurances for problems

Inadequate explanations of exercises or homework
Inappropriate reading from the manual

Giving advice

Directive suicide counselling

Reprimanding

Contextual and personal explanations

Persistent poverty

Food insecurity

Intimate partner violence and lack of support
Alcohol and economic abuse by partner
HIV/AIDS

Continuous trauma

Figure 2: Deviations from intended counselling protocol

Axial coding

Therapeutic

breakdowns

Socio-economic

context

Selective coding

Context of intervention
development

Formative research
Capacity of CHWs

Training and supervision
Structure and design of the
intervention

Intervention ownership
The role of advice
Contextually related need
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Open coding Axial coding Selective coding

Consistent responses of ‘feeling better’ to the checklist

Spontaneous reports of improvements in mood, e.g.
thinking too much, stress, worry, fear, and sadness

Reported
Positive

Outcomes

Behaviour change and agency

Healthy thinking and problem solving
Healthy thinking and behaviour activation
Learning to communicate

Common Elements:
Non-specific elements
Specific elements
In-session techniques

Wampold’s Contextual

Model

Therapeutic effect of
assessment

/T

Receiving advice and improving knowledge
Relationship advice

Pregnancy and birth education

Education about depression (psychoeducation)
Normalisation of feelings

Attributions for

Confidentiality and trust
Commitment from therapist
Sharing problems

A sense of relief

Being heard

Connection and hope
Assessment effect _/

Outcomes of
Change

~

Figure 3: Effectiveness of the counselling sessions

3.3.4 Conceptual frameworks

Conceptual frameworks provide a structure from which to examine and explain the phenomenon being studied
(Camp, 2001) to guide and systemise the results in a contextually appropriate manner. While acknowledging
that grounded theory ultimately creates its own theory, the thesis is guided by broad frameworks of process
evaluations for complex health services research (Moore et al., 2015; Moore and Evans, 2017; Murdoch, 2016,
2019), which take into consideration how trial protocols are distributed and enacted at multiple contextual
levels. These frameworks encourage questions about the processes that occur between the initial theory of an

intervention and the eventual receiving of it (Murdoch, 2019).

In order to do this, Murdoch writes that we need to understand how a system functions, how the problem was
created, and how it is sustained in context. This is enabled through a set of guidelines for investigating health
service interventions in context. These ask the following questions: What intervention is acually delivered? Is
it the one intended by the researchers? How does the theory underpinning the intervention play out in
practice? How does the target population behave in response to the intervention? How is the intervention
sustained (or not) over time? (Murdoch, 2019). Murdoch recommends that we target where disruptions are

likely to occur between different contextual features, and search for disruptions in targeted activities to expose
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social structure of intervention delivery. This involves considering the implications of social structure in

implementing and sustaining interventions over time and in different spaces (Murdoch, 2019).

This research is also guided by the commentary by Moore and Evans (2017), who recommend bringing context
more prominently into consideration, reaching across disciplines, and moving away from viewing interventions
as “discrete packages of components which can be described in isolation from their contexts” (p. 132), toward

a better understanding of systems in which interventions are placed.

The current examination will therefore take into consideration the various levels of context at play in
implementation of the intervention. It will use the above perspectives on process evaluations to guide the
examination of the implementation of the AFFIRM-SA counselling intervention from a contextual positionality.
In this way, the evaluation aims to contribute toward a qualitative evidence base that explores mechanisms
and elements of change within therapeutic task sharing, ultimately toward more optimal implementation of

task-shared psychological treatments in LMICs.
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Chapter 4. Formative research for the counselling intervention

This Chapter is presented in the form of a previously published article (Davies, 2016). It addresses Objective
One, which is to examine local pregnant women, mothers, and health workers’ idioms of distress and
understandings of the symptoms and perceived causes of perinatal depression in Khayelitsha, to inform

development of the counselling intervention, and to provide contextual information for the intervention.

Title: ‘The sun has set even though it is morning’: Experiences and explanations of perinatal

depression in an urban township, Cape Town.

Authors: Davies, T, ! Schneider, ! M, Nyatsanza, M, * Lund, C.%?

'Alan J Flisher Centre for Public Mental Health, Department of Psychiatry and Mental Health, University of
Cape Town, South Africa.
2King's College London, Centre for Global Mental Health, Health Service and Population Research
Department, Institute of Psychiatry, Psychology and Neuroscience, London, UK

4.1 Background and Rationale

There is substantial debate regarding the experience of depression in diverse cultural contexts globally. While
there is an urgent need to focus on the rapidly rising mental health burdens on the public health systems,
through task sharing to address the treatment gap, many interventions are developed in Western countries
and potentially not culturally sensitive enough, or adequately aware of the impact of social determinants on
mental health, specifically in low and middle-income countries (LMICs) (Kirmayer and Swartz, 2014; Patel,

Minas et al., 2013; Summerfield, 2012; Swartz, 2012).

The impact of social determinants on mental health is especially pertinent for women in LMICs, where risk
factors for depression are particularly high (Lund, Stansfeld et al., 2014; Patel, Lund, et al., 2010). These include
low socio-economic status, poverty, financial stress, social and economic inequalities (Aneshensel, 2009; Lund,
Breen, et al., 2010; Patel and Kleinman, 2003), low education levels (Saxena et al., 2007), pregnancy (Cooper
et al., 1999; Hartley et al., 2011), HIV status (Berger-Greenstein et al., 2007; Kagee and Martin, 2010), food
insecurity (Lund, Breen, et al., 2010; Lund et al., 2011), non-communicable diseases (Collins, Insel et al., 2013),

substance abuse, and exposure to violence and abuse (WHO, 2012).
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Theoretical models for understanding the relationships between these risk factors have drawn attention to
the notion of ‘life stressors’, or ‘severe events’ (defined as exposure to chronic and persistent stressors) being
associated with risk for depression and poor health outcomes (Broadhead and Abas, 1998; Muhwezi, Agren et
al., 2008; Patel, Lund, et al., 2010). For example, in the late 1990s, Broadhead and Abas found that the onset
of depression in Harare, Zimbabwe, was most frequently preceded by a ‘severe event’ (Broadhead and Abas,

1998).

This links with the work of Aneshensel (2009), who used the ‘stress process model’ developed by Pearlin and
colleagues (1981) to advance theories on the effects of social inequalities, social stress, income, social status,
and support, on depression. The model demonstrates how disadvantaged people experience more traumatic
events than those from advantaged backgrounds, but have fewer resources to cope with these events
(Aneshensel, 2009; Pearlin, Menaghan et al., 1981). Broadhead and Abas’s work endorses this theory through
the presence of severe events and major difficulties in the women’s social worlds, which puts them at an

elevated risk for depression (Broadhead and Abas, 1998).

In low resource settings in South Africa, high rates of antenatal and postnatal depression have been reported.
For example, in a peri-urban settlement in Cape Town, the prevalence of antenatal depression was found to
be 39% (Hartley et al., 2011), and postnatal depression 34.7% (Cooper et al., 1999). In rural KwaZulu Natal, a
41% prevalence of antenatal depression was found in 2006 (Rochat et al., 2006), and 47% in 2013 (Rochat,
Tomlinson et al., 2013). These rates are high compared to the rest of Africa, where prevalence rates of
antenatal depression are between 4.3% and 17.4% (Sawyer, Ayers et al., 2010), and in LMICs worldwide, where
antenatal depression is estimated at 15.6%, and postnatal depression at 19.8% (Fisher et al., 2012). In South
Africa, typical pregnancy-related stressors include low and irregular income levels, lack of partner and family

support, partner violence, and unplanned pregnancies (Hartley et al., 2011; Rochat et al., 2006).

Maternal mental health is recognised as a key factor in determining infant and child development (Surkan et
al., 2011). Both antenatal and postnatal depression have been shown to have negative impacts on child health
and growth outcomes (Patel et al., 2003; Rahman et al., 2002; Rahman et al., 2004; Surkan et al., 2011).
Behaviour traits associated with depression in pregnant mothers affecting the unborn baby include: neglecting
antenatal care and check-ups, inappropriate diet and poor weight gain, the use of harmful substances, and the
risk of self harm and suicide (Stewart, 2011; Wachs et al., 2009). Postnatal depression also predicts poor
mother-infant relationships, child growth, temperament, and behavioural and cognitive development (Cooper
et al., 2009; Field et al., 2006; Grote et al., 2009; Rahman et al., 2004; Tsai and Tomlinson, 2012). Postnatal

depression may also delay mothers from caring for their children’s illnesses (WHO, 2008a). It is thus important
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for both mothers and their children that maternal mental health is improved through addressing perinatal

depression.

Given the high prevalence of perinatal depression, its particular relationship with maternal and child health,
and its elevated occurrence in LMICs, effective intervention strategies need to be researched and developed.
Within the global discourse, it is important to develop localised understandings of depression in order to
provide context-specific, acceptable and effective interventions. Campbell and Burgess (2012) emphasise the
importance of dialogue between communities, researchers, and service providers, regarding how best to
integrate ‘local’ and ‘global’ perspectives in optimising opportunities for well-being (Campbell and Burgess,
2012). They write that the research base needs to take into account local understandings and responses to
mental illnesses in order to encourage agency of people who suffer from such conditions, and improve the
acceptability and uptake of interventions. Mental health interventions thus need to resonate with
communities’” own understandings, worldviews, and needs, in order to build their own internal capacities
(Summerfield, 2012). Interventions should also be “driven by local knowledge and that such knowledge should

flow in both directions between the global south and the global north” (Patel, in Bemme and D’souza, 2012,

p. 2).

In order to involve local perspectives in this debate, the concepts of the ‘everyday rhetoric’ and ‘idioms of
distress’ for mental illness are used as a theoretical framework from which to explore the data. Everyday
rhetoric can be seen as a manner of talking about depression in response to specific circumstances (Shotter,
1993; Symon, 2000). ‘Idioms of distress’ are defined as “socially and culturally resonant means of experiencing
and expressing distress in local worlds” (Nichter, 2010, p. 405). These are brought about through the presence
of past or present stressors, including anger, social insecurity, anxiety and loss (Nichter, 2010). De Jong and
Reis argue that particular idioms invite action within their context of local meaning, and will continue to be
present until their aetiology is exposed (de Jong and Reis, 2010), such as systemic or particular problems within
the social, political, or economic environment. In this way they differ from the ‘symptoms’ of an illness, which
are used to more directly describe the features or indicators of an illness. Symptoms report on a condition;
idioms often include “symbols, behaviors, language, or meanings” (Hollan, 2004, p. 63) that are used to express

distress or suffering.

This paper therefore seeks to develop deep and localised understandings of the idioms of distress, symptoms
and perceived causes of perinatal depression, so that these may be used to inform a localised and culturally
relevant intervention for perinatal depression in this area (Collins et al., 2013), and to inform health care

providers of the idioms used to understand this common but often unidentified iliness.
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While investigating these understandings of depression, we also seek to conduct research that is relevant for
global mental health. This is achieved by examining the relation between local idioms and symptoms, and the
international criteria for depression. We thereby combine the local and global viewpoints in order to develop
an understanding of a worldwide illness, which has similar symptoms but is described using differing

‘indigenous idioms’ of distress (Patel, 1995).

4.2 Methods

The study was conducted in the peri-urban township of Khayelitsha on the outskirts of Cape Town, South
Africa. The settlement comprises approximately 400 000 black African people, most of whom live in
overcrowded, poor living conditions, with high levels of unemployment, poverty and crime, and low levels of
education (Statistics South Africa, 2011). Many houses or shacks are without electricity, running water, or an
indoor sewerage system. Many residents have moved to Cape Town from rural areas across South Africa, and

the predominant language is isiXhosa.

The study used a qualitative exploratory design. Participants were recruited from a Community Health Centre
Midwife Obstetric Unit (MOU) in Khayelitsha. An average of 15 women attend their first antenatal booking
appointments at the MOU every day, and these women were approached and asked to participate in the
screening on the designated study days. Likewise, mothers attending the baby clinic (with babies up to one
year old) were also approached and asked to participate in the study. Only women who were 18 years or older,

could speak English or isiXhosa, lived in the area, and had the capacity to consent were asked to participate.

In total, 84 women agreed to participate, and were screened with the Edinburgh Postnatal Depression Screen
(EPDS) (Cox et al., 1987), which has been validated for use in South Africa (De Bruin, Swartz et al., 2004). This
tool screened for depression, and if the women scored 13 or higher, they were further assessed and diagnosed
using the Major depression module of the Mini Neuropsychiatric Interview (MINI) version 6.0 (Sheehan et al.,
1998). The women who were diagnosed with a major episode of depression on the MINI were then interviewed
about their descriptions and experiences of depression. Along with the depressed women, nine women who
had low EPDS scores (under 10) were also interviewed in order to obtain the views and experiences of
depression from women who did not meet diagnostic criteria for depression. This was purposefully done in
order to avoid a possible circular argument that might contend that women who were screened with the

screening tools would describe symptoms identified in those screening tools.

Along with these women, thirteen health care providers were interviewed using purposive sampling. They

included six registered nurse midwives and three HIV Counsellors who worked at the MOU, and four
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Community Health Workers who service the area. The rationale for including health care providers was to gain
a broader description of the perception of depression amongst the community, including from those who care

for and are expected to help women with depression.

Data were collected using semi-structured interviews to elicit descriptions of the participants’ indigenous
idioms and explanations of maternal depression. The interviews covered a range of factors relating to maternal
mental health, service utilisation and service need in the study area. Interview schedules were reviewed by
research partners, translated into isiXhosa and then back translated to check for accuracy. The interviews with
participants were audio recorded and then transcribed verbatim in isiXhosa, after which they were translated
into English by the transcriber. Box 1 summarises topics covered in the interviews. The interviews were part of
the formative research for the South African section of the Africa Focus on Intervention Research for Mental
health (AFFIRM-SA) study. This is an individual-level randomised controlled trial (RCT) to determine the
effectiveness and cost-effectiveness of a task-sharing counselling intervention for perinatal depression in a low

resource context in Cape Town (Lund, Schneider, et al., 2014).

Box 1: Data collection topics

1. Demographics and pregnancy details

2. Understandings and causes of maternal depression
3. Depression and pregnancy

4. Depression and stigma

5. Pathways of care for depression

6. Attitudes to task shifting

7. Attitudes to interventions for depression

A framework analysis was employed for the data analysis. This approach is particularly useful in applied policy
related research (Lacey and Luff, 2001; Ritchie and Spencer, 2002). The data were indexed and initial codes
were guided to a certain degree by the semi-structured interview topics, following the Framework Analysis
approach. The analysis focused specifically on discovering themes related to symptoms and causes of
depression. Further themes not captured by the initial coding were identified through extensive reading of the
transcripts. Transcripts and data were managed using NVivo 8 Qualitative data analysis software (QSR
International Pty Ltd, 2014). Given the similarities between ante-natal and post-natal women’s descriptions

noted during the data collection phase, we decided to analyse these data together as one group.
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The local symptoms were then compared with the published diagnostic criteria for an episode of major
depression in the International Classification of Diseases (ICD-10) diagnostic system (WHO, 2010) and the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) system (APA, 2013). The symptoms reported
by participants were identified in the framework analysis prior and without reference to the diagnostic criteria

from the DSM-5 and ICD-10.

Ethical approval was received from the University of Cape Town Health Sciences Human Research Ethics
Committee (HREC Reference no: 226/2011). All participants received and signed informed consent forms for
the study and were assured of confidentiality. Every participant screened (positive or negative) was given a
pamphlet with information on maternal depression and the available mental health services in the area (after
their interviews if they were interviewed). The fieldworker and counsellor referred a number of women with
high EPDS scores to counselling and support NGOs in the area or to the psychiatric nurses at the clinic when

participants demonstrated suicidal ideation.

In this small study of 84 consenting women at their first antenatal booking, 29 screened positive for depression
with the EPDS, and 12 were diagnosed with a current or past episode of major depression on the MINI 6.0.
These 12 depressed women were interviewed, and nine non-depressed women were also interviewed. Of the
21 women in total, 15 were pregnant, and six were mothers of young babies. Their ages ranged between 21
and 41 years, and all women chose to be interviewed in isiXhosa. Among women included in the study, EPDS
scores ranged between two and 21. The midwives, HIV counsellors and CHWs were all isiXhosa speaking

women and worked in and around the study site.

4.3 Results and Discussion

4.3.1 Local idioms of distress

In order to discover local idioms of distress, the following question was asked: “The [EPDS] questions we just
asked you mentioned things like blaming yourself, being anxious or worried or stressed, feeling scared, having
difficulty sleeping, being sad, or feeling like harming yourself. [Depending on the symptoms the participant had
identified.] What word or words would you use to describe the feelings | have just mentioned?” Health workers

were asked; “What word or words would you use to describe depression?”

Some idioms of distress were similar to the symptoms identified by the participants, but others were distinct.
The most common idioms link with the most common descriptions of symptoms, specifically by the depressed
women; including stress (i-stress/unxungu phalo), thinking too much (ucingakakhulu), being sad or unhappy
(ukudakumba), and being scared (ukoyika). This may relate to the fact that there is no specific word in isiXhosa
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for ‘depression’; and thus identification of the illness may be linked more directly with the symptoms

experienced.

In the interviews, ‘i-stress’ is both a word used to describe the illness (e.g. “You end up with stress and sickness”
(Pregnant Woman (PW) 15)), and a reaction to socio-economic factors that may have induced the
‘stress/depression’, such as economic and social insecurity, particularly related to an unwanted pregnancy and

a lack of support.

‘Being sad or unhappy’ and ‘thinking too much’ is also a direct description of the impact/effect of depression.
Thus, being asked to name the word(s) you would use for depression, the most accessible “word” (idiom) might

be one describing or expressing the feelings or meanings related to the un-named illness or distress.

Along with these direct answers to the above questions, other idioms were identified. Two women used the
depiction of the sun setting on them, when describing their depression: “It is bad; you feel the sun has set even
though it’s morning. You don’t feel like yourself even when you are walking” (Mother (M) 3). Another said, “/t
is bad; even the sun you will see it has set. | don’t know how | would compare it. When | had these thoughts,
they’d tell me the sun has set. | would just not sleep” (PW 8). These descriptions are a localised means of
expressing distress (Nichter, 2010), emphasising that this iliness, represented as darkness, is constantly present

for these women: the sun has set and it is dark, “even though it is morning”.

A non-depressed woman brought many idioms into her description of depression, saying: “It’s when your brain
is, is cramped... It’s not focused on who I’'m talking to, the brain is busy, it’s under suffocation, and everything

can just blow up right now” (ND 3).

Other less commonly mentioned idioms included ‘suppression of the brain’, ‘the brain is tired’, ‘heart
palpitations’, ‘mental disturbance’ ‘having pain’, and ‘you are like the weather’. These all demonstrate a
‘reaching out’ for meaning amongst the women through developing an ‘everyday rhetoric’, using symbols or

language (Hollan, 2004) that may not directly identify the illness but does indicate the suffering involved.

On the whole, idioms and symptoms identified by depressed and non-depressed women and health workers
were similar, but some differences should be noted: the women specifically identified the idioms of thinking
too much, being unhappy/sad, the brain is tired, being scared, and having pain, while only the health workers
mentioned (once for each example): fatigue/burnout, mental disturbance, and being crazy/ possessed by
witchcraft. These differences may demonstrate the distinction between the presentation and appearance of
depression to the health workers, combined with a possible lack of understanding of the illness; with the actual

‘feeling’ and experience of it, by the women. This underscores the importance of understanding the idioms
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experienced by the depressed women, in order to include them in interventions, and inform health workers

of these experiences.

In the case of this research, the idioms have been included in the development of the counselling intervention
manual for the RCT, through various means such as: the use of the words identified by the women to describe
depression; the use of experiences described by the women as vignettes for examples of problem solving; and
a response to the needs identified by the women using theoretical approaches to address these needs such as
‘problem solving’ and cognitive restructuring or “healthy thinking” (Rahman, 2007). The idioms were also
included in a local adaptation and validation of the primary outcome measure for the RCT, the Hamilton Rating

Scale for Depression.

4.3.2 Symptoms of depression

The analysis identified 14 categories of symptoms and descriptions of depression from the participants’
interviews. These were: withdrawal and not wanting to talk, crying or sadness, poor concentration, thinking
too much, fear and anxiety, stress, sleep problems, headaches and body pain, not ‘caring’, suicidal thoughts,

loss of appetite, anger, hopelessness, and self-blame/guilt.

These are summarised in Table 4 below. In order to provide a global comparison, the table also displays all of
the key DSM-5 and ICD 10 symptoms required for classification of an episode of major depression. All nine
DSM-5 requirements (labelled 1-9) and all 10 ICD-10 requirements (labelled 1-3 and a-g) were mentioned by

the women, through differing descriptions.

One consideration relating to this descriptive study is that the depressed women were diagnosed using an
international diagnostic system, thus meaning that the symptoms they describe have already been identified
by the scale. However, the top four symptoms the non-depressed women used to describe depression also
align with the principal requirements for the ICD10 and DSM-5 scales to diagnose depression. All other
symptoms mentioned by the depressed women were also mentioned by non-depressed women and health
workers, including one more: that of self-blame or guilt. This demonstrates, with respect to this particular
sample, that women diagnosed by the scales and those not diagnosed on the scales both identify symptoms

that align with the international scales for depression.
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Table 4: Symptoms of depression listed by frequency of mention, compared to DSM-5 and ICD10 symptoms

Symptoms Depressed | Health Non ICD-10

of described Depressed | Total | DSM-5 Symptom
. Women Workers Symptom
depression Women

Withdrawal & 9 7 5 21 (2)* Markedly diminished interest or | (2)Loss of interest

not wanting to pleasure in all, or almost all, & enjoyment

talk activities (3)Reduced
(6)Fatigue or loss of energy nearly energy, increased
every day fatigability &

diminished activity

Crying or 7 3 3 13 (1)Depressed mood most of the day, | (1)Depressed

Sadness nearly every day (e.g. feels sad, mood (2)Loss of
empty, hopeless) interest &

enjoyment

Poor 6 3 4 13 (8)Diminished ability to think or (a)Reduced

concentration concentrate, or indecisiveness, concentration &
nearly every day attention
(5)Psychomotor agitation or
retardation nearly every day

Thinking too 6 1 2 9 (7)Feelings of worthlessness or

much excessive inappropriate guilt nearly
every day. [The sense of guilt or
worthlessness associated with a
major depressive episode may
include guilty preoccupations or
ruminations over minor past
failings.]

Fear&Anxiety** 5 0 1 6

Stress** 4 3 4 11

Sleep problems 4 1 0 5 (4)Insomnia or hypersomnia nearly (f)Disturbed sleep
every day

Headaches & 4 0 2 6

body pain**

Don’t care 3 4 0 7 (2)Markedly diminished interest or (2)Loss of interest
pleasure in all, or almost all, & enjoyment
activities most of the day, nearly
every day

Suicidal 2 1 1 4 (9)Recurrent thoughts of death (not | (e)ldeas or acts of

thoughts just fear of dying), recurrent suicidal | self-harm or
ideation without a specific plan, or suicide
suicide attempt or specific plan for
committing suicide.

Loss of 2 1 0 3 (3)Significant weight loss when not (g)Diminished

Appetite dieting or weight gain appetite

Anger** 2 6 2 10

Hopelessness 1 0 0 1 (1)Depressed mood most of the day, | (1)Depressed
nearly every day (e.g. feels sad, mood
empty, hopeless) (c)ldeas of guilt &
(7)Feelings of worthlessness or unworthiness
excessive or inappropriate guilt (d)Bleak &

(which may be delusional) nearly pessimistic views

every day (not merely self-reproach | of the future

or guilt about being sick). (b)Reduced self-
esteem & self-
confidence

Blame/guilt 0 0 2 2 (7)Feelings of worthlessness or (c)ldeas of guilt &

excessive inappropriate guilt (which
may be delusional) nearly every day.

unworthiness

* Number/letter on the DSM-5 or ICD 10 Scales
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** Symptoms not listed as key identifiers on the DSM-5 or ICD 10 Scales. (However, they are included in the DSM-5 ‘Associated Features

’, u

Supporting Diagnosis’: “Individuals frequently present with tearfulness, irritability, brooding, obsessive rumination, anxiety, phobias,
excessive worry over physical health, and complaints of pain (e.g., headaches; joint, abdominal, or other pains). ... And MDE with
anxious distress: Anxious distress is defined as the presence of at least two of the following symptoms during the majority of days of a
major depressive episode or persistent depressive disorder (dysthymia): 1. Feeling keyed up or tense. 2. Feeling unusually restless. 3.
Difficulty concentrating because of worry. 4. Fear that something awful may happen.”) (APA, 2013).

Symptoms were retrieved from quotations such as the following, which typify experiences of depressed

women like this mother, and demonstrate the complex nature and symptomology of depression:

“They are angry, and when they talk about their problems they cry. Some lose weight when they are
stressed. Some gain weight; you will find that they are not happy but they still gain weight. Some lose

appetite. When they are with people they are always thinking” (M 60).

The most common symptom identified by the women was of withdrawal from social and familial activities,
including looking after babies and children. Health workers similarly spoke of depressed women ‘not wanting

to talk’.

One midwife described her experience of the withdrawal of a depressed woman as follows:

“After delivery, the patient wasn’t talking to anybody... just quiet and staring, as if she is just looking
at you - not turning the eyes. Just open her eyes like this. So that is when someone is depressed”

(Midwife (MW) 3).

Likewise, women illustrated symptoms of withdrawal in the following examples:

“I like being alone... | don’t want to interact with other people. | have this thing, like always wanting to
be alone [and] not being happy... You feel alone you don’t care about anything, anything because you
are not at it, there’s nothing you can do... | would say it changes you how you see yourself like a nobody
in front of other people. You don’t care about much. You keep thinking about this thing... If there is
something that is being done, | am not in a mood to do that thing and be places with children or people”

(PW 4).

“I just see when it’s dark... | don’t even go out; | stay at home all day in bed. When people call me | don’t
feel like giving them attention. When they knock | don’t answer... | tell my children to lock me inside”

(PW 6).
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“I can say for example it’s someone who is always sitting alone, like someone who doesn’t like to sit
with people... But the things she is doing it’s... it’s like she is a child that grew up without parents” (Non-

depressed woman (ND) 4).

These quotations demonstrate that the women are aware that their behaviour is different when they have
these feelings; it is not healthy or ‘normal’ to withdraw, ignore children’s needs, or feel worthless or hopeless
in this community. Withdrawal as a result of their feelings has a major impact on their immediate day-to-day
interactions. This extends to caring for children’s healthy development, as well as job seeking behaviour, which

have implications for their own and their children’s educational, social and economic development.

Crying or sadness was the other most common symptom mentioned by the participants. This was identified
through statements such as: “/ feel sad and down, | am not who I’'m used to be” (M 57), “I am thinking and
crying” (PW 15), and “/ was sad, all the time crying” (PW 8). A non-depressed mother said that her friend who
had depression “was always crying, and | would say ‘friend, don’t cry ...l understand that your heart is hurting...
It is hurting a lot by small things that are not supposed to make you cry” (ND 3). These too demonstrate the
identifiable ‘abnormal’ patterns of behaviour such as ‘being affected by small things’ and not being who you

used to be.

Rochat and colleagues found in their study of women in rural KwaZulu-Natal, that feelings of ‘sadness’ were
also the most frequently reported symptoms when describing depression (Rochat et al., 2011). These women
presented with disturbance of mood, loss of interest, suicidal ideation and concentration difficulties (Rochat
et al., 2011), as in the current study. The word ‘stress’, as a symptom, was examined carefully for its meaning
in the different transcripts. It appears that this is used as a word to denote ‘worry’; generally about ‘life
stressors’ that the women are facing, but also carries an affective component, indicating anxiety or discomfort.
Thus ‘stress’ is a symptom of depression, but simultaneously a reflection of the hardships and adversities in

the women'’s lives.

The symptom thinking too much was usually mentioned concurrently with stress by participants. These two
phrases form part of the everyday rhetoric of the ilness, through the manner in which it is spoken and the
response it provides in seeking definitions of these feelings. It is understandable that the stress/worry
frequently leads to excessive rumination about the problems causing the stress/worry. This is endorsed by the
fact that these two phrases were also the most frequently used idioms by the women for depression and were

identified as causes too. This can be seen in the following examples:
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“I would say depression is a stress more than others or bigger, maybe thinking too much, it’s made by
something you have, or problems, then you think about that thing... | could have it in the stress that |

have with problems. | am sitting thinking about them” (PW 4).

Here, the ‘stress’ is about specific problems in the woman’s life. However, this ‘stress’ encourages thinking too

much, which in turn induces more stress/depression.

One woman said:

“It’'s someone who is stressed to the point that the stress is too much. Thinking too much, and when
she is thinking, it’s like she is going to go mad, and lose control. For example, when she thinks, she can

even scream thinking about committing suicide” (M 60).

These phrases are mentioned so closely together that they combine to form the same ‘rhetoric’ in describing
depression. They are also related to an anxiety around the problems she has. The two in combination become

so severe that it might drive the woman to suicide.

Furthermore, another woman said:

“I would say it’s someone who thinks and does not have anyone to talk to and ends up doing things they
are not supposed to and ends up with stress and sickness because of thinking because of that thing you

can’t talk about” (PW 15).

In this description, ‘stress and sickness’ are the idioms used for depression, brought about by ‘thinking’, and
having no one to talk to, about the thing you can’t talk about. This also highlights the largely unrecognised and

stigmatised nature of mental illness in this area, and the related lack of care for those with the illness.

Interestingly, the phrase ‘thinking too much’ (or “kufungisisa”) was identified as both a cause and a symptom
of depression by the Shona people in Zimbabwe (Abas and Broadhead, 1997; Patel, Simunyu et al., 1995).
Similar descriptions have been used in Nigeria of “were ironu” (Odejide, Olatawura et al., 1977) and ‘nervios’
in Mexico (Salgado de Snyder, de Jesus Diaz-Perez et al., 2000). The English phrase or Western description for
‘thinking too much’ is ‘'rumination’, which is a common inclusion in many other assessments of depression or

anxiety (Nolen-Hoeksema, 2000).

One mother said that she knew she was depressed because she thinks until her “brain is tired” (M 75). This
links with the other most commonly mentioned theme in the women’s narratives of depression; that of poor

concentration or confusion. Participants described this as follows: “[Depressed women] don’t talk straight or
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whatever they talk about they forget it” (ND 2), “There are times | even forget - | don’t know what is happening”

(PW 20), and

“[Depression is] when the brain is tired... They send you to do something but you are unable to that
thing because you are thinking and forgetful, and then after ten to fifteen minutes you realise what

you were sent to do” (PW 30).

A non-depressed woman stated that she doesn’t “have the disease of forgetting” (ND 3). Here stigma of
‘disease’ and the ramifications of forgetfulness and poor concentration on daily life functioning and child care

are clear.

Another local feature of depression was that of not caring, which links to the symptom of withdrawal from
activities. Lack of motivation to take care of oneself affects the mother and her whole household; expressed
through these comments: “It’s difficult to wash, even to clean the house. It’s difficult to do anything” (M 75),

and “You don’t look after yourself, you don’t care about yourself” (PW 22).

The implications of not caring and withdrawal on the baby’s health and wellbeing are demonstrated by a

mother who struggled to accept her baby initially, but is now ‘interested in him’ and loves him more:

“In the beginning it [being stressed] was affecting me. | had days that | was tired of him, and had a
feeling of giving him up for adoption. But | did not have the courage to do it. If something comes up |
can’t go, | am stuck, | don’t have money to go there. Had to stay with the baby, so having regrets about
him. | didn’t care about him, getting annoyed with him. If he cried | ignore him, it still happens but |
don’t want to make that a habit. | continue with what | am doing and finish it, and then | will give him

my attention... | did not want him really” (M 60).
A pregnant woman also spoke of her feelings:

“You feel alone [and] you don’t care about anything... | won’t have time for the baby or take
care of it or support it, | am always thinking, even what | am thinking, | think because | am going
to have a baby, the baby is not the first thing in my life... | don’t want to interact with other

people... You don’t care about much” (PW 4).

This quotation brings to our attention the relevance of and need for specifically designed counselling
interventions that focus on the symptoms identified by the women themselves. This woman is identifying
many needs in her statement: that of needing support (‘you feel alone’), of her lack of preparation and desire

for a baby, her state of ‘thinking too much’, her dissociation from others, as well as her lack of care, for herself
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or her baby. An intervention that therefore focuses on the identified needs of this woman is very important in

her particular situation.

All the symptoms the women experience have consequences for women’s daily functioning and attention to
infant growth, nutrition and emotional development. Withdrawal, poor concentration, stress, and ‘not caring’
all have the potential to negatively affect the care of infants, and in turn affect emotional bonding,
psychological development, and physical health of the infant, as illustrated by several studies from LMICs

(Cooper et al., 2009; Patel et al., 2003; Rahman et al., 2004).

The above symptoms and experiences were compared with the international diagnostic criteria of the DSM-5
and ICD-10 scales. The comparison revealed that the principal requirements for a diagnosis of depression by
both nosological systems were met by the descriptions and idioms from the women. These requirements on
both scales are: depressed mood, loss of interest and enjoyment/pleasure, and reduced energy leading to

increased fatigability and diminished activity (APA, 2013; WHO, 2010).

The results suggest that in this township, amongst isiXhosa women, experiences or symptoms of depression
are similar to those listed in the DSM-5 and ICD-10 scales, but that women use different words or idioms to
describe these symptoms. These findings corroborate those of Patel (1995) and Broadhead and Abas (1998),
who found similarities in the manifestation and expression of depression in Zimbabwe when compared to
international criteria. Rochat and colleagues also found that Zulu women in KwaZulu Natal used ‘psychological
language’ to describe symptoms of depression, and they concluded that the standardised diagnostic tools they

used were culturally sensitive (Rochat et al., 2011).

Of the 14 symptoms identified by the participants, four are not listed in the main identifying criteria on the
DSM-5 or the ICD-10 scales. These were: fear and anxiety, stress, headaches and body pain, and anger.
However, fear and anxiety and headaches and body pain are mentioned in the ‘coding procedures’ and
‘associated features’ of major depression in the DSM-5 scale (APA, 2013), and anger is included in other scales
commonly used to diagnose depression, such as the Hamilton Rating Scale for Depression (Hamilton, 1986).
The above experiences or symptoms have also been frequently shown to have high levels of comorbidity with
depression in other international studies (Gorman, 1996), and are associated with a range of other

polymorphous expressions of distress and social dysfunction.

4.3.3 Perceived causes of maternal depression

Study participants attributed a number of causes to depression in their community. The most frequent of these
were: lack of support, unwanted pregnancy, death of a loved one, poverty and unemployment, thinking too

much, coping with a new baby, and stress. It is notable that when women describe the causes they are more
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likely to provide external or tangible explanations for depression as opposed to ‘internalised’ ones, such as

biological or genetic aetiologies. The causes identified by the participants are summarised in Table 5.

Table 5: Perceived causes of depression

) Depressed Health Non-
Cause of depression depressed Total
women Workers
women

Lack of support or partner desertion 8 8 2 18
Unwanted pregnancy 6 6 2 14
Death of a loved one 5 0 1 6
Poverty and Unemployment 4 8 2 14
Thinking too much 4 2 1 7
Coping with a new baby 3 3 0 6
Stress 2 6 1 9
Abuse or rape 2 4 2 8
HIV status 1 4 0 5
Witchcraft or beliefs 0 1 0 1
The situation they are in 0 0 2 2

It is overwhelmingly clear that there is a desperate need for support — both emotionally and financially —
amongst pregnant women and mothers in this township; many of whom cite lack of support and/or desertion
by a partner as the primary cause of their depression. One pregnant woman said that the cause of her
depression was “not having someone to tell me what to do so | can get help” (PW 8). This is not unexpected,
as noted in the findings of Fisher and colleagues (2012), who found difficulties in the intimate partner

relationship to be closely associated with perinatal mental health in LMICs (Fisher et al., 2012).

An earlier study in the same township found similar evidence that the strongest predictors of depressed mood
in pregnancy were lack of emotional support from women’s partners, relationship violence, a household
income below R2000 (approximately $200) per month, and young age (Hartley et al., 2011). These findings
also corroborate what Petersen and colleagues (2013) found in KwaZulu-Natal, with lack of social support being

a key factor attributed to cause of depression amongst women with HIV (Petersen, Hancock et al., 2013).

The pregnant women interviewed were those at their first antenatal bookings. Many of them had only recently
discovered that they were pregnant, and there was a lot of attribution of an unwanted or unintended
pregnancy as the cause of their depression. The anxieties around these unwanted pregnancies were related
to being unemployed and thus having no money to care for the baby, partners discovering the pregnancy and

deserting them, family members rejecting them, and the added burden for some of being HIV positive and
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having a child to look after. This correlates with evidence from other resource constrained countries (Fisher et
al., 2011). One woman said her depression was “only caused because | am pregnant” (PW 22). Another mother
described the effects of an unwanted pregnancy as an added financial stress and having an impact on caring

for other children:

“Sometimes | feel like not having the baby. There is nothing | can do. It’s already here. If the baby was
not here, there would not be so much stress. But now the problem is this | have to think about the baby
then my life. So again | had that dumb brain to let myself get pregnant again... For example, | have my
first born [but] he is not as important when | have this baby. Most of the time, | am spending my money
on the baby. The [first born] in the Eastern Cape, | am not taking care of him ever. Since | gave birth |

haven’t sent money at all” (M 40).

The results contrast with those found by Hartley and colleagues that depressed mood was not associated with
an unplanned pregnancy (Hartley et al., 2011). This may be attributed to the small sample size of the current

study or the presence of multiple risk factors for these women.

Pain, related to the death of a loved one compounds the lack of support for women, especially in the perinatal
period when this is more desperately needed than at other times. Two quotations demonstrate the effect of

this loss on the women:

“[My friend’s] sister died ...So [she] was not working and had kids. She was helped by her sister. Her
children were fed by her sister, but then her sister died. While she used to be the bread winner. She was

never right afterwards” (M 75).

“It was not nice and then my brother had died. Then everything was upside down. Nothing was going

right...It was the first thing to disturb my life. Then my mother died last year December” (PW 8).

This cause, predominantly identified by depressed women and not health care providers, is something
identified by women who are already vulnerable and feeling unable to cope with everyday stress as capably as
other women might. The added pain of the loss compounds this vulnerability. This shows again why it is
important to hear from the depressed women themselves about what they think are the causes of their own

depression, in order to improve our understandings of depression in this area.

There are multiple examples of the effect of poverty and unemployment on mood state in the interviews. One
woman said that depression is caused “because a person can need money, or need work, or even food to eat”

(ND 5), and another said:
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“It is caused by not respecting other people and poverty. Having too much load on my shoulders... If |
could get a job I’d be fine. [It is] the one thing that is discouraging me the most. | am sitting, | don’t

have money” (M 60).

Another mother said her depression was caused by “unemployment; not working and always being at that
house” (M 52). Thus a woman, sitting alone in her shack, desperate for help and demobilised by her condition,
without the stimulus of employment, or the reward of receiving money from a job, becomes overwhelmed by
‘stress’; and she has all day and all night to ‘think too much’ about how she will feed, clothe and care for herself
and her baby. Patel and colleagues (2009) speak of this link where poverty, unemployment, and poor social
relationships are both risk factors for mental illness and outcomes of the iliness (Patel, Lund et al., 2009). This
qualitative research also demonstrates the inter-linked and cyclical nature of the poverty-depression

relationship, however further research is needed to more specifically test these causal pathways.

Thinking too much, an idiom for depression, was identified as a cause of depression. Stress, another idiom in
turn, was also identified as a cause of depression. This demonstrates the cyclical connection between the
descriptions, symptoms and causes. The participants identify external stressors as the cause of

stress/worry/depression, which brings about the internal stress of thinking too much/depression.

Notably, it was mostly the health workers who attributed depression to stress. This may be related to the fact
that they are not experiencing the stress themselves, but are interpreting the cause through the multitude of
factors that they witness the women having to cope with, on a daily basis. The health workers said that
depression “is caused by stress” (CHW 2), “when a person has too much going on” (HIV 1), and that depression
“is an illness ...from too much stress. For example around pregnancy, and with regarding being a mother, and
worrying about money, and miscarriages etcetera. So stress causes depression” (HIV 2). A midwife also related
stress and depression thus: “You are stressed and then you think too much and then you get depression and

then you don’t see the way things are; you are confused. At that time you are not orientated” (MW 5).

As shown in this discussion, stress (and thinking too much) can be brought about by the presence of extreme
stress and daily ‘life stressors’ for the women. Traumatic situations, multiple risk factors, and a lack of support
for the pregnant mothers in this township greatly increases the likelihood of depression amongst these
women. Causes of depression (or stress) in this respect can be explored using Aneshensel’s ‘Structural origins

of mental health disparities’ (Aneshensel, 2009). These origins involve:

(1) Differential exposure to stressors: This is identified through poor living conditions (housing and sanitation),
unemployment, overpopulation, poor education, gender violence and rape, and high HIV rates.

(2) Differential access to psychosocial resources: This comes out strongly in the interviews through the
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identification of the lack of support from partners and families, as well as through joblessness (and therefore
poor financial support), and stress relating to insecure tenure of homes.

(3) Differential effectiveness of psychosocial resources, or moderation: This can be identified through the poor
system of referral pathways for depression (no systems for identification, no clear referral pathways, and poor
follow-up). There is also minimal communication between midwives at the MOU and the psychiatric nurses at

the clinic, with a very low number of psychologists in the area.

The risk factors that the women face in this situation correlate with many of those from international studies,
such as low income levels, poverty, partner abuse, low education levels, poor housing and living conditions,
poor health care, unwanted pregnancies, and HIV status (Brandt, 2009; Coast et al., 2012; Dunkle, Jewkes et
al.,, 2004; Lund, Breen, et al., 2010; Rochat et al., 2011). The current study provides further evidence to
corroborate already documented associations between depression and stressful life events (Aneshensel, 2009;

Patel, Lund, et al., 2010).

In summary, the local descriptions and causes of depression in this township setting appear to be highly
interconnected, and they draw attention to the impact of multiple risk factors and social determinants on the
mental health of women in the study. The risk factors identified are correspondingly highly conducive to stress;
the most commonly used phrase to explain depression in the study. A task-shared basic counselling
intervention could provide these women with a platform for talking about and reflecting on these feelings. The
understanding gained from the analysis of women’s descriptions and experiences of depression provide a clear
framework for both psychotherapeutic techniques and terminology to be included in such an intervention to

meet local needs.

4.4 Limitations of the study

We are aware that the depressed women who were interviewed were diagnosed using the MINI 6.0 and the
EPDS, and thus might provide symptoms of depression that might have already been identified by the scales.
However, we attempted to control for this by interviewing women who were not diagnosed as depressed on
these same scales, as well as getting perspectives from health care providers in the area. In addition, the
terminology used in the descriptions of symptoms was not the same as that used in the assessment tools,
suggesting that the women were describing their own thoughts and feelings and not just repeating the terms

in the EPDS or MINI.

The analysis focused specifically on discovering themes related to symptoms and causes of depression, and a

distinction was not made between ante-natal and post-natal women’s descriptions, or between unintended
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and unwanted pregnancies. Also, in our focus on depression, we are nonetheless aware that other
‘ 7 H
persecutory’ symptoms may be experienced by women, and may not have been reported on, for example,

paranoia, phobia, panic states and anger.

4.5 Conclusion

This study has found, through examining the localised idioms, descriptions and perceived causes of perinatal
depression in an urban township in Cape Town, that descriptions are particular to the local setting, but that
symptoms are similar to those identified by international diagnostic systems. Comparison with the ICD-10 and
DSM-5 criteria shows that these diagnostic systems are relevant for identification of depression in this

situation, providing that they are translated correctly and thorough training is conducted.

There is thus value in both local and global perspectives on depression. International diagnostic systems may
not capture all the specific aspects of women’s experience of distress, but they are useful (albeit crude)
markers of needs for care and support. At the same time, it is vital that psychosocial interventions draw on the
local idioms of distress and experiences of women, in both their design and delivery. The sharing of these
experiences is important for drawing attention to what is local and what is global in the mental health of

mothers.

Additionally, most of the symptoms the women experience are attributed to external ‘life stressors’, or risk
factors that they face in their everyday lives; the most notable of these being poverty, unwanted pregnancies,
death of loved ones, and lack of social and economic support. The ‘stressors’ identified by these women
corroborate with reports from studies in other LMICs, which validates the concept of a ‘vicious cycle’ between

the effect of low socio-economic conditions and depression (Patel and Kleinman, 2003).

The study also highlights the effect of the larger social system that the participants are involved in. The risk
factors they face, most of them far out of their control, are all too often a consequence of decades of
discriminatory politics and policies that favour the wealthy in South Africa. This underlines the importance of

the integration of mental health research into policy development and local development initiatives.

Also notable in this study is the role of pregnancy in women’s mental health. This is a period of vulnerability to
depression and stress, and all participants identified or agreed with the need for counselling to help them
during this time. Assistance at this vulnerable time could have positive impacts on both mothers and infant
development (Rahman et al.,, 2013). Local counselling interventions specifically designed for the lived

experiences of women in these vulnerable situations are sorely required. The findings of this study help to
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inform the intervention arm of the RCT, through the inclusion of these idioms, narratives and understandings
in the counselling intervention manual, and a contribution to the local adaptation and validation of the
Hamilton Rating Scale for Depression. This in turn will be fed back to the local primary health care facilities,
non-governmental organisations and Department of Health, as part of the dissemination of findings from the

RCT.

Finally, the study contributes to an evidence base at a local level, through exploring idioms and descriptions of
depression. This provides information for health providers and policy makers to create context-specific and
relevant assessments and interventions for maternal depression in this area. It also informs practitioners from
different cultural backgrounds to be sensitive to the meanings of the particular idioms and symptoms in this
setting. Understanding the social aetiology of depression subsequently encourages opportunities for
interventions at a population level (Lund et al., 2011). It is also hoped that this will contribute to further
research in the field, such as conducting similar qualitative exploratory research in other cultural settings; using
local cultural idioms and symptoms to inform future developments of international instruments and
nosological symptoms, and designing and evaluating appropriate psychosocial interventions for maternal

depression.
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Chapter 5. Review of the AFFIRM-SA counselling manual

This chapter firstly describes the structure and content of the counselling manual. The manual was translated
into isiXhosa and used by counsellors in isiXhosa, but the English version was reviewed. Second, a limited

critique of the manual is presented.

5.1 Manual structure and topics

The development of the counselling intervention and manual was described briefly in Chapter One and is
reported in detail by Munodawafa (2018). As mentioned, the intervention comprised six sessions, structured
to be approximately 45-60 minutes in length, and ideally occurring every week or two weeks over two-to-four
months before birth. In reality, due to the practicalities of participants’ lives, not all participants completed all

sessions before birth, leading to 51/184 participants receiving some or all sessions after birth.

5.1.1 Manual structure

All six sessions followed a basic structure that involved a welcome and introduction, administering a
standardised 14-item checklist, discussion of the purpose of the session, introducing and practicing activities,
explanation of homework, agreeing on the next session date, and termination of the session. In addition to the
basic structure, each session had a topic that was based on a specific therapeutic modality. This was explained
to the participants, and then was demonstrated through participatory activities that the counsellor led the

participant through.

5.1.2 Session topics

Each session followed one of the following topics: 1) psychoeducation, 2) problem solving, 3) behavioural
activation, 4) healthy thinking, 5) birth preparation, and 6) termination and evaluation. Table 6 provides a

summary of these sessions.

77



Table 6: Counselling intervention topic description

Session topic Description

1. Psychoeducation Providing information on the symptoms and causes of depression specific to
the local context; provision of a relaxation CD

2. Problem solving Work according to a step-by-step method to identify, prioritise, make plans,
and manage problems

3. Behaviour activation Identify activities mothers were no longer doing due to their symptoms of
depression and encourage re-activation of these

4. Healthy thinking Identify ‘unhealthy’ thoughts, find positive and more realistic thoughts to
replace the unhealthy ones, and then practice this

5. Preparation for birth Provide information on nutrition, birth, and preparing for life with a baby

6. Termination and Summarise all past sessions, elicit feedback on the sessions, and assess

evaluation whether the participant requires further mental health assistance

The following section describes the sessions in more detail:

1) Session 1, “Psychoeducation”, involved provision of information on the symptoms and causes of depression
specific to the local context, exploring the participants own depression, and building rapport with the
counsellor. Participants were also given a CD which had a relaxation exercise recorded in isiXhosa.

2) Session 2, “Problem solving”, used a step-by-step method to: identify problems that participants were
facing, prioritise the most important one(s), discuss ways of managing the problem, choose the best possible
solution, make a plan for action, and check in on whether the solution worked in the next session.

3) Session 3, “Behaviour activation”, required mothers to use the previous week’s homework to list activities
that she used to enjoy doing but doesn’t do any more. In the session the counsellor was then to discuss when
and why the mother stopped doing these activities, identify what activities they would like to do again that
might make them feel better, and then make a plan for the best time to take action on these activities.

4) Session 4, “Healthy thinking”, focused on the link between ‘unhealthy thinking’ and ‘unhealthy behaviour’.
It described steps for changing unhealthy thinking into healthy thoughts, through learning to identify unhealthy
thoughts, find positive and more realistic thoughts to replace the unhealthy ones, and then practice this. The
session used a locally contextualised vignette to practice identifying unhealthy thoughts and replacing them
with healthy thoughts (based on the ‘Thinking Healthy’ manual that Rahman et al. created (2008)).

5) Session 5, “Preparation for birth”, used the session to provide information on nutrition, birth, and preparing
for life with a baby, to assist in decreasing anxiety and fear about birth and a new baby. The mother was
provided with an opportunity to ask questions she was unsure about.

6) Session 6, “Termination and evaluation”, was a shorter session, that summarised the past five weeks and

asked for feedback from the mother about what she enjoyed or did not enjoy in each session, what she thought
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could have been done better, and whether she felt she needed further help, in which case she was referred to

a local counselling organisation.

The manual also included a section on suicidal ideation management. When participants expressed suicidal
ideation, the manual instructed counsellors to acknowledge and reflect feelings, normalise, educate, and refer

participants to the mental health nurse at the clinic (this was described in more depth in the manual itself).

Therapeutic relationship and basic counselling skills

The counsellors were required to follow the instructions and activities in the manual, while also maintaining
an empathic and open attitude to participants, using basic counselling skills. These were based on the
principles of client-centred counselling (Rogers, 2012), and included: Confidentiality, trust, respect, empathy,
non-judgemental attitude, warmth, genuineness, open-ended questioning, active listening, normalising
thoughts and feelings, clarification, confrontation, reflection and summarising. These basic counselling skills
were described in the first two sections of the manual that provided information and training activities for the
counsellors, and were included in the initial five-day training course. Counsellors were initially trained, and
later reminded in supervision, not to give advice to participants or provide their own opinions on their

problems. They were instead asked to encourage solutions and perspectives from participants themselves.

The three above capacities (following the manual, using the therapeutic topics, and establishing a genuine
therapeutic relationship and basic counselling skills) were all taught to the CHWs in the initial five-day training

course.

In addition to the counselling, in every session the counsellors asked the participants 14 standard questions on
a checklist about their physical and mental health, and about intimate partner abuse. This was included to
allow for a systematic, regular, and comparable assessment of basic emotional state and level of threat that
participants were experiencing in every session, and with every phone call that the control participants

received as well, which allowed for measurement across sessions if necessary. See Appendix | for the questions.

The aim of the intervention was for the counsellors to use the six sessions to teach participants certain
psychological skills such as problem solving, behaviour activation and cognitive restructuring, as well as to
educate them about depression, pregnancy, birth and baby health. It was intended that the participants would
practice the skills through homework activities and then provide feedback on the use of the skills in the

following session. It was theorised that this would assist participants in applying these skills and improved
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knowledge in their everyday lives, thereby reducing depressive symptoms and increasing resilience, going

forward.

5.2 Manual critique

An analysis of the manual revealed that the wording and instructions for counsellors might not have always
been optimal. The following issues arose from the analysis of the manual: alternating grammar, unclear

instructions in the sessions, unclear homework activities, and an inflexible design. These are presented below.

5.2.1 Alternating grammar
The manual contained different ‘styles’ of grammar, which were used interchangeably, and sometimes, but

not always, put in italics. In a real-time session with participants, it is unlikely that CHWs would distinguish
between italics and normal text in the instructions. Additionally, there were many editing errors in the writing.
The styles are termed, for this analysis, as ‘instructional’, ‘direct reading’, or ‘third person’ style. Examples of
these are demonstrated below:

Instructional style: “Write down the date of the next appointment, tell the mother that she can write down her
thoughts, feelings or questions to be discussed with the counsellor in the following session” (Session 1).

Direct reading style: “In the next session we will focus on problem solving can you write down some of the
problems you have been facing then we can discuss them in our next session” (Session 2).

Third person style: “The counsellor helps the mother to look at different ways of acting out the solutions”

(Session 2).

The following sentences in Session 2 demonstrate the way these styles were used interchangeably:
“Choose the best solution together, and then make a plan on how you will act on this solution.
Encourage the mother to make her own decisions and plans. The counsellor helps the mother to look
at different ways of acting out the solutions. Ask the mother to write down her plan in her activity book
and then to take action on her plan in the coming week, and then give you feedback on how it went in
the next session. If the plan has not worked then the counsellor could help the mother to look at other

possible actions.”
Unless the counsellor knew exactly what to do and what the instructions were saying, it would be hard to move

from ‘direct reading style’ to then reading instructions that were meant only for themselves, immediately

following this.
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5.2.2 Unclear instructions in the sessions
Reading through the manual and comparing it to what the counsellors actually did in the sessions revealed

that the instructions on how to do exercises within the sessions were neither clear nor concise. This was a
combined result of changing grammatical styles, as well as not having very clear steps for the counsellors to

follow on how to do activities.

To begin with, all of the sessions had a description about the purpose of the session for the counsellor.
However, these were in a ‘descriptive’ format and were not repeated as instructions to explain the purpose of
the session to the participant. Perhaps it had been assumed that the counsellors would read the descriptions
and then paraphrase them for the participants, as there were no other opportunities where the topic was
concretely explained to the participant. It was therefore left up to the counsellor to interpret and explain it in

her own way (if she did that at all), or for her to read the description itself, which a few counsellors did.

An example of the description at the beginning of Session 2 is:
“Different people have different views on what a problem is. Problem solving looks at how to manage
problems as well as how to develop an action plan to solve the problems. Problem solving can empower
a mother to think of different ways of tackling her problems. Aim of the session: To help the mother to

use steps of problem solving skills in her everyday life.”

Secondly, following the descriptions of the topics, all sessions began with an abstract instruction to the
counsellor which said: “Follow up on last week’s issues from the session; take note of any issues that the mother

would like to discuss and address them.”

Unfortunately, this was rarely done by counsellors. This instruction may have been too general or abstract for
the counsellors to read and take action on. An implication of not following this instruction was the loss of an
opportunity to reinforce discussions and activities from the previous session. In addition it provides room for
misinterpretation or self-interpretation by the counsellor. A more direct instruction such as, “Ask the mother
ifthere is anything she would like to discuss from last session”, “Go over last session’s activities and homework”,
or even a direct style of “Is there anything you would like to talk about following last week’s session?” might

have been more helpful in this case.

The sentences below demonstrate the confusing nature of some of the instructions themselves.
“In this session we will be focusing on healthy thinking and | would like to discuss steps to healthy

thinking with you. After discussing the steps | would like you to listen to a story first and then | will have
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some questions on unhealthy thoughts that the woman in the story has after. Remember when we
spoke about changing how we can look at problems in order to cope? That is part of healthy thinking”

(Session 4).

The ambiguity of this sentence was initially detected through the analysis of the counselling sessions. When
the manual was examined, it could be seen that the counsellors were actually following the manual, but that

the manual itself was not clear. There were similar instances of this occurring in other sections of the manual.

5.2.3 Unclear homework instructions
Similarly, the homework activity instructions were not clear either. For example, the instruction for homework

for Session 3 was:
“Unhealthy thoughts include any negative thoughts that the mother has had or has. Encourage the
mother to think of and list any unhealthy thoughts that she might have had in the past or that she has

on a daily basis for example self-blame — ‘I am not a good mother, it is my fault that the baby is ill’.”

Most counsellors simply read this to the participants. There are similar instructions for Session 4 homework
that were not explicit:
“Encourage the mother to continue writing her activities and her mood while she is doing these
activities. Remind the mother to include unhealthy thoughts and healthy replacement thoughts which

can be discussed in the following week as feedback.”

5.2.4 Inflexible design
Session 5 involved education on preparing for birth. Although the intention of the intervention was to conduct

all of the sessions before birth, some women gave birth before completing Session 5. The manual did not make
provision for this possibility and thus some women did not receive this session before giving birth, and instead
received it afterwards, negating its value. The counsellors (and supervisor) might have felt restricted by the
inflexible nature of the research, and the manual itself, that prescribed that sessions should be followed in a
set order so that external influences on results could be reduced. This was a project-related problem that
should have been dealt with by the project as soon as the issue arose. This is considered further in the

discussion.

Secondly, the 14-item checklist often provided an opportunity for participants to identify and talk about their

problems, but because of the set list of questions that counsellors had been instructed to follow, there was no
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space for any follow up or exploration of these expressed concerns, which was another missed opportunity to

follow up on these issues.

The above evidence demonstrates that the structure, layout, instructions and grammar in the manual may
have led to some difficulties in its interpretation and use. These flaws did not encourage understanding by

counsellors nor support the flow in the sessions.
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Chapter 6. When things fall apart: deviations from intended counselling
protocol

The ‘core concept’ identified in the axial coding process, of ‘deviations from counselling protocol’, are
presented in this chapter. These are categorised into two main themes that group the type of deviations that
occurred, being: 1) therapeutic breakdowns in the counselling sessions and 2) the influence of socio-economic
context on therapeutic effectiveness. Potential reasons and mechanisms behind the above themes are

discussed in Chapter Eight.

6.1 Therapeutic breakdowns in the counselling sessions

The first broad theme identified involves examples of what can largely be referred to as therapeutic
breakdowns in the implementation of the counselling sessions. As will be seen, this is intricately linked with an
inconsistent use of ‘basic counselling skills’ that were meant to underlie the whole intervention. There were
many examples where counsellors did not demonstrate ‘client-centred counselling’, by not validating what
participants had said, or demonstrating a seeming lack of empathy, and instead giving participants their own

advice.

The codes under this theme are presented below. They include: a misinterpretation of psychological concepts,
brushing over problems, minimising problems, absolute assurances for problems, inadequate explanations of
exercises or homework, inappropriate reading from the manual, providing advice, directive suicide counselling,
reprimanding participants, and contextual and personal explanations. It is important to note that these
‘breakdowns’ or ‘deviations’ may not have been inappropriate for the participants themselves, but they were

not included in the manual, training, or intended counselling process.

6.1.1 Misinterpretation of psychological concepts
There was substantial evidence of misinterpretation of the psychological concepts or skills that counsellors

were supposed to teach to participants. This was largely demonstrated through the misinterpretation of words
or concepts such as ‘psychoeducation’ or ‘behaviour activation’. It must be noted that this theme may be
influenced by the translation from isiXhosa into English, and so the words themselves need to be viewed with

this in mind.

The first example of this is of Csr A, who read an instructional sentence from the manual to the participant,

and then went on to explain in her own way:
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“Psychoeducation: the advisor teaches the mother about mental problems by explaining to them, the
cause, what to expect and what the solution is. Psychoeducation helps to reduce being looked down
upon due to depression. Did you hear? Psychoeducation is depression. Do not be confused when | use

them interchangeably” (AD, S1).

This shows quite clearly a misinterpretation or re-interpretation of ‘psychoeducation’ to explain it in the way

she understands it (which is not how it is intended in the manual).

The concept of Behavioural activation seemed to be misinterpreted quite often by counsellors too. The
instruction in the manual for Behaviour activation writes:
“Today we are going to talk about the effect that depression has on your behaviour and how we can

reduce your depression by doing more positive activities. This is called behaviour activation.”

This concept was instead explained to participants by some counsellors as if it was an ‘action’ in itself, not a
technique to be learnt. Csr A explained it as:
“Behaviour activation is the way you used to behave when you were depressed. Maybe you used to

sleep a lot and be angry, so now we are going to change those things” (AF, S3).

Csr D also seemed to interpret the concept as an action or activity in itself, rather than a skill to be learnt, to
decrease symptoms of depression. One of her many interpretations of the above instruction was:
“Today we are doing our third session. The purpose of this session is about how to carry yourself. | will
explain to you how you should carry yourself when facing problems. Some people tend to change when
they have problems and start drinking or others become promiscuous thinking that it is a way of

releasing stress. Today | will teach you how to carry yourself when facing problems” (DA, S3).

Csr E described the Behaviour activation session using her own words, saying:
“The aim of our session is to help the mother to realise that the way she feels spiritually is in line with

the things she loves and how she carries herself” (EG, S3).
In this example, the counsellor is explaining the concept of activating positive behaviour in her own words, but

bringing in her own personal and contextual relevance, using ‘spirituality’ as a demonstration of alignment to

a positive sense of self.
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The above quotations show that the counsellors understood the idea that depression can change behaviour,
and that changing behaviour patterns can decrease depressive feelings, but they interpreted the instructions
of ‘positive activities’ and behaviour activation differently to the manual. This may have made subsequent the

activities or instructions difficult for participants to understand.

To explain ‘healthy thinking’ with a different participant, Csr E used an example of abortion, even though the

participant had not mentioned abortion in her session:
“Remember we spoke about changing the thoughts in order to be a part of positive thoughts. To turn
negative thoughts into the positive one includes discernment of destructive thoughts and it will not
help me; it is not right. You see! Abortion could damage you. So that is a destructive thought. Maybe it
is your only child and you will never have a child again. You see in your lifetime you will be hurting and
thinking that ‘I should not have aborted’. You see! ...That is a really bad thought. Get factual positive
thoughts which you can use to replace the negative ones. It is crucial to get factual thoughts and know
that it is something that has happened or have seen. So that you can also use it. Learn about positive
thoughts and use them. So something you have learnt and know that it is constructive, you see!” (EF,

s4).

Here the counsellor interpreted the ‘thought’ of abortion (using her own example) as a negative thought,
rather than it being a practical option that a woman may need to think about if she cannot cope with having a
baby. The counsellor did two things here: she imposed her own belief system of abortion being ‘bad’ into the
session, and interpreted this for the participant as ‘negative thoughts’, rather than using examples from the

manual that are more related to cognitive processes.
Another example of ‘healthy thinking’ being interpreted as practical advice was from Csr C who said, “Healthy
thoughts are for instance if you get paid R300 at work and decide to save R100 and use the R200. That is how

you save” (CD, S4).

It thus appears that the counsellors used the words themselves without a full understanding of what the

concept actually meant, as it was intended.

It is important to note that there were other instances where counsellors did explain this concept adequately,

which had positive implications for participants. These are explored in Chapter Seven.
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6.1.2 Brushing over problems
It also became clear that there were many examples of ‘brushing over’ what participants had said, or of issues

they had raised, without following the client-centred techniques of acknowledgement and reflection, and
thereby validating the issues that they were going through. This may have been employed by counsellors
because they did not feel equipped or capable of responding to or dealing with the problems raised by

participants, or that the manual did not allow for space to explore these.

One example of this was when a participant was reading what she wrote in her homework book to the
counsellor, relating many things that had been going on in her life. The counsellor immediately moved onto
introducing problem solving without even acknowledging the participant’s homework or the factors that she
spoke about:
BC: | wrote, ‘I was afraid to tell my mother about my pregnancy, but she has no problem with that.
How do | feel about my problems? | feel to be alone and | am blaming myself. | decided to listen to
music at my place. | can write more about my aunt’s status because that was stressing me but now, |
am fine. | am sharing with my boyfriend and aunt when | have a problem and | am feeling much better
now. | can sleep very well, and | am not getting tired anymore because | can do my house work.’
Csr B: Ok this session is about problem solving and you have to list all your problems, what is causing
your problems and you have to identify the main problem.
BC: Ok.
Csr B: Now | am going to ask you the 14 questions about how you feel since last week.

BC: Ok” (Csr B, BC, S2).

The above is an example of how a counsellor felt the need to stick to the manual and not deviate from its

instructions. This could have devalued or invalidated what the participant had said.

Csr E did a similar thing with one of her participants, using her own example of the cause of depression and
not acknowledging the participants’ question or personal example:

Csr E: What you think is making you depressed?

EA: | think about my children.

Csr E: Maybe your pregnancy is making an argument between you and your husband.

EA: Even if from the first time, that did not happen [to me]? [an argument did not happen]

Csr E: Yes. This CD is yours; you can play it when you feel angry. It is going to tell you what to do so

instead of getting angry you can play it (EA, S1).
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Csr D similarly did not acknowledge a suicidal revelation, but instead moved onto a practical question:
DB: | couldn’t accept that | was pregnant, | had a problem, | have a child and my boyfriend, and | ate
things to kill myself, twice
Csr D - How old is your child
DB - My child is... the other one is 16 and the other is 9, 12. (DB, S1)

Csr A did not acknowledge or follow up the below participant’s revelation of pain and lack of recognition of
her illness at her church:
AF: They know at church that | always sing even though | don’t know how to sing. They would ask me
why | am not singing. | would be thinking they have no idea how much pain | am in.
Csr A: Okay so you say you like going to groups and singing. You can write your activities in your book.

We will talk about them next week. You write things you like (AF, S3).

In the following quotation, Csr A did not acknowledge what the participant had written in her homework, and
instead asked her to ‘write everything we ask’:
Csr A: You answered this question, ‘how do you feel’? You wrote that “I feel much better because | have
someone now. It is better than before but | need to do something because | am single parent and we
have no food”.
Next time please write everything we ask here please. ...You can also list the things you like to do,
maybe you like to do hair and to travel to Eastern Cape to see your family.
AB: Yes | like to do hair.
Csr A: Ok that is my example, so you can list your favourite things.

AB: Ok (S3, AB).

This response may have been that the problem the participant wrote about — that she had no food to eat -
was an entirely circumstantial, poverty-related problem, and that the counsellor was not equipped to deal with
it. This is discussed further in Chapter Eight. Her response additionally demonstrates the impracticality of a
‘therapeutic’ manual being able to deal with the socio-economic realities of the participants: encouraging the
participant in ‘behaviour activation’ such as ‘travelling to the Eastern Cape’ does not address the real problem

of poverty and desperation of having no food to eat.

This also leads to missed opportunities within the therapeutic space. For example, Csr E did not follow up how
EB had improved:

Csr E: Is there any improved difference in your life after we met? If yes, can you tell me?
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EB: After we met, you gave me advice not to take problems too seriously

Csr E: Ok. After we met, did you get help from anyone such as the advisor from Philani? (EB, S4)

Finally, Csr B did not acknowledge or follow up the revelation of ‘shame’ around pregnancy:
Csr B: How do you feel since you are not attending the church?
BC: My church has no problem about attending but | feel ashamed since | am having a second baby
and not working or married.
Csr B: Why you think like that?
BC: I just feel ashamed about my pregnancy.
Csr B: Ok you can list all things you want to do even if you do not like them example drinking alcohol,
sleeping during the day. You said that you are drinking because of your boyfriend.
BC: Yes | am going out because | want also to keep myself busy.
Csr B: So where you leave your child?

BC: At my cousin’s house (BC, S3).

It must be noted that the counsellors came from traumatised backgrounds themselves and would have
experienced trauma and abuse in their own lives. The apparent lack of empathy within the therapeutic
relationship suggests that that the counsellors may not have wanted to address these experiences because it

might have brought up their own pain and trauma.

6.1.3 Minimising problems
Similarly, the counsellors sometimes seemed to trivialise the problems that participants presented,

demonstrating what appeared on the surface to be a lack of empathy within the therapeutic relationship. This

was a particular trait of Csr A but was shown by other counsellors too.

The following disturbing quotation illustrates this point; showing how the counsellor used her own strategy of
minimising the revelation of rape, rather than following up on the trauma of the experience itself:

Csr A: Do you have anything else you want us to discuss before we continue?

AC: Yes - when | was looking after someone’s baby in 2009; | left in that place late and | took a taxi with
only a few people, and they left me with a driver. The driver raped me and | did not tell anyone.

Csr A: He was old?

AC: Not that old or young.

Csr A: Hmm... what did he say to you?

AC: He asked me if | am going to [place name)].

Csr A: Hmm.

AC: He raped me.
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Csr A: What happened after?

AC: | told him that he can take me back where he took me.
Csr A: You did not tell anyone?

AC: No.

Csr A: How do you feel since you are talking now about it?
AC: Mmm.

Csr A: Did you test? [For HIV]

AC: Yes, | did again just now.

Csr A: Ok you are still fine?

AC: Yes sister.

Csr A: You are very lucky, AC.

AC: Hmm.

Csr A: Do not mention it because they can laugh at you.
AC: Hmm.

Csr A: You can't talk with a social worker either.

AC: No.

Csr A: You feel fine?

AC: Yes sister.

Csr A: At least you are not pregnant or HIV infected and you must be glad.
AC: Yes sister.

Csr A: Thank you for sharing this.

AC: Ok sister.

Csr A: We are going to continue now.

AC: Ok sister (AC, S4).

This quotation also demonstrates the social context that both the counsellor and participant come from: it is
indeed a reality that other people and social workers might ‘laugh’ at a woman or stigmatise her for her
experience in this community. It can additionally be speculated that it could have been culturally difficult to
delve deeply into disturbing experiences, or it might have raised uncomfortable feelings for the counsellor if

she too had experienced rape at some point.

Last, Csr E demonstrated an attempt to make a participant feel better about HIV/AIDS, again through the reality
that so many other people have it, rather than focusing on what the participant was actually experiencing:
ED: What gets me is being on treatment. | do not know how it will work
Csr E: Just make sure that you take treatment correctly. Do not worry, be happy. No problem. There is
nothing that will happen.
ED: It gets to me sometimes
Csr E: You just have to ensure that you take the treatment as told. There are lots of them [who have

HIV], and your child will be fine if you do as told... Nothing will be wrong with the child — he/she will
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grow up to be a healthy child and will find it by himself. Is there any improved difference in your life
after our meeting? If yes, can you tell me?
ED: Yes there is. | do not think a lot and no longer [get] easily angered. Since we started talking (Csr E,

ED, S4).

The examples above demonstrate what appear to be strategies adopted by counsellors to make participants
feel better, while also demonstrating a failure to adhere to the intended protocol of basic counselling skills, by
trivialising their problems or comparing them to others, through their own form of ‘normalisation’. Although

these stem from good intentions, they do not align with the designed therapeutic approach of the intervention.

6.1.4 Absolute assurances for problems
Another strategy that the counsellors used quite often was that of making assurances that after the six

counselling sessions, the mothers would feel fully better and that all their problems would be solved. It appears
that there was an attitude, or belief, that simply by reading through and completing the manual, the participant

would almost magically feel better.

The passage below demonstrates this belief, as well as a possible lack of confidence in using the manual:

Csr A: What do you think causes the signs of depression? The signs we talked about.

AE: Stress

Csr A: Stress, okay thank you for your answer. If | hear you correctly you say that what causes
depression is things that happen when a person is pregnant and then the person gets stressed. The
second question is, ‘what do you think causes signs of depression’, and you say it is stress. Thank you.
| welcome your answer. You look angry and down. We will solve everything that happens in your life.
You are here today; | am here today calling you so we can talk and you can become that ‘AE’ again

[chuckle] (Csr A, AE, S1).

Csr E seemed to have an absolute belief in the power of counselling when a participant asked whether ‘feeling
sad’ was going to affect her baby. She answered:
“No, you have had counselling, so you are not going to have a problem. It can affect a baby if you are
depressed until you give birth. If you talk about your feelings, nothing is going to happen” (Csr E, EA,
S4).

Csr B told a participant in Session 1, that in their second session, they would do ‘problem solving’, and that
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“each and every problem is going to be solved. [Then] the last session we check if that you managed to

solve your problems and you will be able to assist other people” (Csr B, BC, S1).

Finally, Csr D assured her participant in Session 1, that:
“You will be just fine my dear. The good thing is that you have a good relationship with God. | am also here
for you. We will work together. When we finish here | can assure you that you will see a lot difference in

your life” (Csr D, DE, S1).

6.1.5 Inadequate explanations of exercises or homework
Very often, the counsellors did not explain the session exercises and the homework activities well or clearly to

the participants. Often the concept of the session was summarised or explained to the women, but it was not
practiced in the session itself. Participants were then told to do the exercise(s) for their homework, and to
report back in the next session. Unfortunately, these exercises were not often discussed in the following
session. This would have impacted greatly on whether the participants actually learnt the techniques

themselves and were able to retain the skills for use in future situations.

This is demonstrated with an example from Csr B and a participant in the ‘Healthy thinking’ session, where she
did not pursue the ‘negative thoughts’ that the participant spoke of. Instead she provided a one-sentence
instruction for the homework activity, and then read the instructions for counsellors to the participant:

Csr B: Let us discuss other thoughts. Do you have negative thoughts about yourself?

BC: | was thinking that since | am pregnant, now my boyfriend is not serious about me. He used to be

at home always but since | am pregnant, he is going out.

Csr B: How you can handle that situation?

BC: | would ask him what he thinks about being a father.

Csr B: Ok can you think about positive thoughts instead of negative thoughts?

BC: Yes | can.

Csr B: This says that | must encourage you about thinking about positive thoughts and you can write

them on your homework. We can discuss them in our next session.

BC: Yes.

Csr B: Our next session is on the 19"

BC: Yes.

Csr B: Step 3 says | must summarise our session and encourage you to do your work. Please go to your

aunt and watch the DVD and make the children watch as well.

BC: Ok (Csr B, BC S4).
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This quotation clearly demonstrated that ‘healthy thinking’ was not taught fully; nor was the homework
exercise explained well. Similar examples were found from all of the counsellors. They also often did not follow
the instructions in the manual. This might well have been due to the design of the actual manual, and not

necessarily the fault of the counsellors.

6.1.6 Inappropriate reading from the manual
There were many examples of the counsellors reading from the manual. While this may not be problematic if

it is a direct instruction from the manual, the counsellors would sometimes read out loud the instructions that
were meant for themselves. In one instance, a counsellor even read part of the training manual to a participant.
This hints at a lack of confidence with the content of the manual and understanding of the concepts; while also
showing the intention to ‘follow’ the manual as they have been instructed. The act of reading a manual rather
than speaking directly to a participant has important implications on therapeutic effect. Counsellors reading
the instructions intended for themselves to the participants caused some visible confusion. There are
numerous examples of this from all counsellors. Two are presented below.

Csr B: How you can look your situation, you can have the positive thoughts instead of negative

thoughts.

BD: Can you [repeat that]?

Csr B: You can have the positive thoughts instead of negative thoughts, for example | am a good woman

or a better person. Encourage the mother to write the next appointment and the positive thoughts

instead of negative thoughts. Remind the mother about the session and what are you going to discuss

in the next session. The third step is about to finish, we talked about your negative thoughts.

BD: In this session? (Csr B, BD, S4)

Similarly, Csr D read to her participant:
“Here it reads, helping a mother understand that the way she feels is related to the things she loves
and how she carries herself. | need to encourage you to do things that will make you feel better. Like |
said previously, the things that make you happy when you do... It reads here that | need to encourage
you to continue to do those things and leave the negative things. ...Here it says that we must help you
and make you believe that everything will be alright and you will be better.
DA: The way you feel?
Csr D: Yes, the way you feel now (Csr D, DA, S3).
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6.1.7 Giving advice
A common technique used by the counsellors was to give advice to participants. Even though they were trained

not to do so, they would often be in situations where giving advice was a default response. The following
examples demonstrate how the counsellors gave advice rather than teaching participants to explore answers
to their own problems, as intended in the protocol. This response may also have been due to a social and

cultural norm in a traditional ‘help-seeking’ situation. These issues will be unpacked further, below.

The first example is of Csr E, who was asked a direct question by a participant. She gave her own advice, which
was ‘to pretend’ not to be angry and to be strong in front of her children:
Csr E: What do you want us to discuss today because you have no questions here?
EA: | want to know what | can do when | feel angry and lonely.
Csr E: Ok when you feel lonely you can play with your children if your partner is not around.
EA: He is going far now and | am getting angry with my children.
Csr E: You are angry with your children?
EA: Yes.
Csr E: You need to pretend and you should not cry in front of your children. You need to be strong for
your children. When you play with your children you need not to shout at them. Your problems are
angry and feeling lonely. | am going to ask my colleagues as well for you, but now | can say play with

your children and leave them when you feel angry (Csr E, EA, S2).

The intention of the intervention and manual was to teach participants how to explore the answers to their
own problems. But it appears that the counsellors lost sight of this and felt they needed to find solutions to

the participants’ problems or questions.

Csr E provided her own advice in response to the participant ‘presenting’ her problem in the first session. The

participant said that her husband used to love her and her children but does not anymore. The counsellor

responded with a series of opinions on how to cope:
“It is not the end of the life when you are pregnant, and you need to be strong for your children. If your
husband is not supporting them now, it is not your fault. You can continue your business and support
your children because even their father is not supporting them. Men are not supporting their children
anymore and it might not be good to be looked after by their father. As a woman you know how to
raise your children properly and you can be a good role model. The second thing you need to look after
yourself as a pregnant woman. You can affect your baby if you stress a lot... The baby is a blessing and

do not worry about the children. You need to follow your heart and do the best for your children. Men
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are all the same now, you need to apply for the [social assistance] grant for them. Now let us go back

to our session” (Csr E, EA, S1).

Some counsellors offered practical advice or solutions to try to help participants cope or deal with problems
that they were facing, largely because many of their problems were contextually based (as will be explored

further, below).

Csr A gave advice to one of her participants, relating to the socio-economic situation that they found
themselves in, emphasising the need for education and employment. This response may have stemmed from
her own experiences. This advice was not easy to fulfil however, especially because the participant had no
money herself:
“Look after your brother as a parent to him. There is no one else who can look after him... You must take
him to school, he must study. The one that works educates the one who does not work, do you hear? Look
after him, when he is in high school education look for a place and go fetch him so he can study. Make sure

you provide for his studies, so that he will never struggle as you did. Do you hear?” (Csr A, AE, S2)

Similarly, advice about what to do with boyfriends or men was very common in the sessions. This is probably
directly linked with the context the counsellors come from, where there is pervasive gender violence, partner
abuse and gender stereotypes that are held in this community and in South Africa as a whole. The counsellors
themselves would have been through relationships with men who had betrayed them; and being in a physically
close community they would have observed many other relationships and behaviours of men. The advice they
give about men is very clear, directive and unequivocal. It appears they have formed their own opinions about

men and do not leave these behind at the ‘counselling door’.

The following examples are included to demonstrate the strong influence of context on the opinions that the
counsellors held about various aspects within their communities. These also highlight how difficult it is to

conduct ‘standardised’ counselling within influential contexts.

The first example is of Csr D, who did not hesitate to offer advice. Her beliefs about the lack of agency that
women have in relationships was clear, when she stated:
“[DE], let me give you a piece of advice about men. When you get angry that he spends time or drinks
with his friends, the first thing in his mind is that his girlfriend or wife is controlling him. Do you
understand? The right medicine for them is [for you] to keep quiet and not ask anything, even if you

want to talk” (Csr D, DE, S6).
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Csr E demonstrated her feelings about men through stating that all men cheat. She responded to a participant
by saying:
“Now you think that he is cheating when he goes out. | can advise you that if he is buying food at home

[for you], just keep quiet. All men are cheating so you need to look after your children” (Csr E, EA, S2).

Similarly, Csr E unwittingly demonstrated her perceptions of abuse, coming from a society where emotional,
physical and sexual abuse is highly common and severely under-reported. When she asked whether the
participant had experienced abuse, the participant said that he ‘talks to me’. Csr E responded that “that is not

abusive. It is abuse when you keep quiet and you are scared to respond to him” (Csr E, EA, S1).

It is not known whether the counsellors’ advice had a positive or negative effect on women’s feelings of
depression. They were however receiving advice about intimate aspects of their lives that would have had an
impact on them in one way or another. The intervention had not intended to focus on men and relationships,
nor was it highlighted in the manual. Nevertheless, because of the problems that participants brought to the
sessions and the opinions of the counsellors, the subject was visible in most of the sessions that the counsellors
undertook. This points once again to the contextual nature of interventions and the influence of particular

local situations on the development of broad interventions within these nuanced contexts.

6.1.8 Directive suicide counselling
Although there are theoretical guidelines in the training manual on how to manage suicidal ideation in

participants, such as acknowledging and normalising feelings, these were not followed in practice. As the
following quotations demonstrate, when suicidal ideation was mentioned, the counsellors slipped straight into
giving the participants advice. Importantly though, it appears that sometimes this is what the women needed.
This is one of many examples of the clash between possible socio-cultural expectations and more Westernised

client-centred counselling strategies.

In the examples below, when suicide is discussed, both Csr A and Csr D start giving advice straight away. They
do this without asking any follow up questions or an acknowledgement of the feelings (as the manual and
training required):

Csr A: You still want to commit suicide?

AC: Yes sometimes when life is difficult.

Csr A: You have to think for your children and people around you. You need to be strong in life and think

about your children (Csr A, AC, S3).
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Csr D gave advice straight after a participant said she has a ‘big problem’ with suicidal thoughts, in the 14-item
checklist. However, this advice seemed to have an important impact:
Csr D: | want to encourage you; you want to kill yourself because you think you don’t have another way
to solve this problem that you’re in. Firstly, you have two children... For you to sit and think that you
should kill yourself and to take actions as well, to eat what you ate and wake up in hospital... When
you come back you see your children, that they are affected right... How much more if you were no
longer around, do you ever think that? Because they love you and want you...
DB: | never thought about it
Csr D: And you have a family, you have a sister, you have a mother, all these people need you, in their
lives. All these people love you, you are important in many people’s lives, for you to want to kill yourself
just for one person, that just made you pregnant, when you didn’t want to be pregnant. Do you
understand what | am saying?
DB: Yes
Csr D: Did you not think of it like that?
DB: No.

Further into the session, Csr D continued:
“Even the person you are killing yourself for [father of her child], loves you and cares about you. Do you
understand that, so when those thoughts come, take out your CD and listen to it, if it does not help,
send me a call-back, I'll talk to you. | will not like it the next time | meet you, telling me you have been
to the hospital again. You must know | am here for you, you can call me anytime even at night” (Csr D,

DB, S1).

Whether they follow the directions in the training manual or not, dealing with suicidal ideation is never easy.
There are other examples of counsellors giving their numbers to participants or inviting them to phone them
at any time if they are in need. Although this is visibly supportive of the participants, it places a huge burden
on the counsellors themselves, and may be a strategy that helps the participant feel better, but which is not

sustainable as a counselling strategy or on the counsellors themselves in the long run.

6.1.9 Reprimanding

Linked to giving advice was another theme of scolding or reprimanding participants. Although this does not

align with traditional client-centred counselling techniques, it is possibly a cultural or social norm, in the form
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of a motherly or elderly figure making known what is right and wrong. The following examples about pregnancy

and having children is a demonstration of this:

Session 1:

Csr A: When did you last do your family planning?

AC: In December.

Csr A: You were pregnant already?

AC: Yes but | did not know.

Csr A: In future you must plan your future properly because you are not married but you are pregnant
again.

AC: Yes.

Csr A: Ok. A condom is also important; you know why condom is important?

AC: Yes to prevent HIV and other diseases.

Csr A: Ok yes a condom is also preventing pregnancy and | do not want us to discuss pregnancy
anymore. You have to take care of yourself instead of getting pregnant. (Csr A, AC, S1)

Session 5:

Csr A: Ok you mentioned that you see yourself as someone useless. We are going to discuss that
problem today

AC: Yes.

Csr A: Why do you say so?

AC: | have two children already and | am still very young.

Csr A: You are the one who is making children. You are 22 years old and you stay with your boyfriend
since you were 18 years. You need to look after yourself even although you are staying with your

boyfriend (Csr A, AC, S5).

This kind of scolding may lead to further guilt or burden on the participants. There is obvious frustration on

the part of the counsellor, but this is combined with her ability and tendency to give health and reproductive

advice to a young woman who appears not to have agency over her reproductive decisions.

Another example of frustration and blatant scolding was from Csr F, who was talking about homework. She

said:

“The last session you spoke about your likes and dislikes right? Where is your book? You do not write
[your exercises]. | gave an example for you and you did not write. You see? | even said choose here all
the way to this side. You see?... | gave an example and even made brackets for you... You did not write.
Write! Write! At all. Are you getting old? | said here you must write activities that you do on a daily
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basis... You chose not to write them, but you will still write them. Do not think you have escaped because
you still have the book. | want that book and this one full for Session 5. Do you understand?” (Csr F, FA,
S4)

It must be noted that all of the counsellors were employed previously as “mentor mothers”, where their role
was to give health advice to pregnant women. This is another explanation as to why this may have been the

most comfortable ‘mode’ for them to operate in, within the client-counsellor relationship.

6.1.10 Contextual and personal explanations
This final section provides evidence of strategies that the counsellors employed that were related to their own

contexts and therapeutic styles. Although this is not a breakdown in therapeutic effectiveness as such, it
demonstrates diversions from the manual and intended protocol. Unlike traditional psychotherapy, the
counsellors often brought their personal background, stories, and advice into the sessions, or examples of the

local context to explain depression or the exercises.

In a problem solving session, one counsellor used what the participant had told her to create a narrative about
how to review and evaluate her problems to find practical solutions in line with their urgency. This quotation
is included in full because it demonstrates the dire nature of the problems that some of the participants are
facing, and how difficult problem solving in this situation might be. As a result, the counsellor seemed to do
the example for the participant through listing the issues she had gathered from the participant so far, rather
than encourage the participant to do it herself. This is an example of a counsellor creating her own strategy or
reinterpreting the exercise into a method that she feels comfortable with and to deal with the contextual
reality. Interestingly, the participant seems to respond to her strategy:
Csr F: So you need to understand that you have a problem and this thing is a problem in your life. And
then the next step is to list all your problems according to their weight. As you have many problems,
like using drugs, drinking alcohol, being unemployed, sleeping around and having no place to stay. The
reason | am sleeping around is because | have no place to stay and | do not have a job. Then from your
problems, which one drives you to sleeping around? Because sleeping around is the biggest problem.
Because when you sleep around, you will be infected by diseases. It will get you killed. The reason why
you did all these things is because you have no place to live and no job. So you know that the only way
to get a place to sleep is by going to a tavern. Where you will meet a man who will take you with him
and then by so doing you have a place to sleep for the night. Then you wake up the following day; you
do the same thing because you have to eat. So why are you doing all of this?
FC: 1 am doing all of this because | have no income.
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Csr F: So from all these problems which one is your number one priority?

FC: Having no income.

Csr F: Having no place of residence?

FC: Second priority.

Csr F: Alcohol and drug use?

FC: Third priority.

Csr F: Now that you have listed them, you write down in your book priority 1, 2 and priority 3 because
problems differ. Then as you have listed them, you will then know which one of these problems is major.
So as soon as | get an income | will be able to buy a shack and then | will not sleep around and my stress
levels will drop. Then once all that is done, there will be no need for me to go to a tavern. You can then
work through the drug issue because drugs and alcohol are two different things. If you work through
these things then you can go to a rehab [centre] because you will have income now. Let’s come to the
book now on page 62. This is how you solve problems. They have made an example for you, if your

partner does not communicate with you (Csr F, FC, S2).

The same counsellor (Csr F) also demonstrated her personal beliefs and views on gender and the
powerlessness of women, as well as about women’s agency in getting pregnant (this particular counsellor used
a lot of her own life stories in her counselling). She said, “Sister, you cannot plan pregnancy. There are things
that you can control, and there are those that you cannot control at all” (FC, S2). The participant went on to
tell her that her partner intentionally ‘burst’ a condom, and as a result she fell pregnant with their third child.

Csr F responded, saying, “Men do that; these things are part of the life we live. Okay let’s move on” (52).

In another example, Csr E brought in her cultural assumptions and views about pregnancy before marriage
and advised the participant to tell her father about her pregnancy, because she had ‘disappointed’ him by not
being married:
“Maybe he was expecting you to get married and leave your home in a white wedding. And now you
just got pregnant. A pregnant person cannot be married in a white wedding because that person is no
longer a girl. You see! So, it is important for you to tell him so that he does not feel disappointed” (Csr

E, EF, S1).

Last, Csr A brought in her own personal trauma in one session to demonstrate a point about suicide. She
disclosed to AF that she herself had almost committed suicide by jumping in a river, when her husband died.
She said that: “/ was not thinking about my children. | thought | should also die, but God saved me and now |
am telling other people that it is not right to do that” (Csr A, AF, S2).
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These examples demonstrate the influence of personal context on counselling styles and techniques, and how
difficult it may be to regulate or standardise counselling in different contexts. This could be particularly hard
when there are already socio-cultural techniques in practice (such as giving advice), or when the counsellors

come from highly traumatised backgrounds themselves.

6.2 Influence of socio-economic context on therapeutic effectiveness

The second source of deviation from the intended counselling protocol was that of the influence of the
participants’ own contexts. This had a direct impact on the potential effectiveness of counselling on depressive
symptoms. In almost every counselling session it was clear that women faced persistent poverty in their lives.
This condition exists in a self-perpetuating cycle of other factors such as food insecurity, IPV, economic abuse,
alcohol abuse by partners, lack of support from partners, HIV/AIDS and continuously occurring traumatic

events.

This may also be referred to as ‘persistent distress’, whereby the women experience stress and distress
throughout and after the counselling process, which interferes with the effectiveness of the counselling. This
is also evidenced in the formative data, reported in Chapter Four, in which women report socio-economic
circumstances as the primary cause of their depression. The core themes of the influence of socio-economic
context that came out from the transcripts are described below. The following section is described largely from

the perspective of the participants.

6.2.1 Persistent poverty
In the following instances, participants demonstrate the limitations and constraints they experience on a daily

basis due to poverty. They are constrained from accessing health and education services, from seeing family

and accessing social support, and experience relationship problems because of a lack of money:

When Csr A asked AC whether she had managed to see a social worker yet because her boyfriend had been
abusing her, she said that she hadn’t, because she was “struggling to have transport money” (AC, S2). Although
social workers are placed at every primary clinic in Khayelitsha, the participant was not within walking distance
of the clinic, and the cost of R12 (less than $1) was more than she could afford to seek help for the domestic

violence she was experiencing.

101



AA reported that she could not return regularly to the children’s hospital for physiotherapy for her disabled
child because she could not afford the transport money to get there. She stated that the cause of her
depression was “not seeing eye-to-eye” with her husband (S2). Csr A asked her what it was that he did, to hurt
her, and she said, “[Sigh], the truth is, he is not doing something bad like having an affair. The devil is the
money” (AA, S2).

AB could not afford to send her child to creche, because that would use up all of the social grant money they
receive and they required this money to buy food (Csr A, S3). More distressing, DB was almost driven to suicide
because she was unable to buy things for the children during winter: “Children must get clothes, do you see,

that is stress. Why would someone not want to kill himself or herself?” (Csr D, DB, S2).

In attempting to explore the social support networks that BE may have, Csr B asked:
You do not like to visit friends or visit family members? Do you have a family in Cape Town?
BE: Yes, I do, In Philippi
Csr B: In Philippi? But you do not visit them?
BE: No
Csr B: Why?
BE: It is money
Csr B: So, because of the money, you do not visit them?

BE: Maybe | would go to them to relieve my stress (Csr B, BE, S1).

6.2.2 Food insecurity
“What made me sad? It is hunger. Hunger is killing us” (BE, S1)

In the discourses in the counselling sessions, food is sometimes an expression of the need for money, when
money is such a transient and temporary ‘substance’. When women fall pregnant and have children, there is
often a sharp increase in stress and depression related to the consequence that they will have to feed more

people than themselves.

AB said that she experienced depression after the birth of her baby, when she found out that she was HIV
positive. She said that she felt like crying too, when her children were crying. She went on to say that:

“The worst thing that is stressing me is when we do not have food. Children asked for food at that time

because they do not understand. My child, if he slept without food but at 5am in the morning he wants

food and the other one is screaming when he wants food. He is saying where is food? Where is food? |
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leave them and go away because that moment is stressing me and | come back late, but they are still
going to ask for food. If | bought a loaf of bread my children are singing, saying ‘mother, mother’” (AB,
S1, Csr A).

AC attributed her depression symptoms to having “no Pampers [diapers] or food for my child” (S1), and AF
struggled to take her ARV medication because you need to eat food with the pills. The need to feed her children
takes priority over the necessity of taking her own ARV medication:
“I chew the food and when | am about to swallow, | pop the tablet and swallow. That works fine and
when | have money or maybe a Rand... but you know there are children in the house so... [sigh]. It is

fine though...” (S3).

BE said that she used not to have an appetite for certain foods, but now she will eat anything, “due to the lack

of food availability” (Csr B, BE, S1).

Last, DA expressed the need for a food parcels to help them. She said:
“We commonly feel bad when we are pregnant and end up not giving birth because of problems. It would
be great if you visited us more often and food parcels would help because we do not work. You wake up
not knowing what to eat and yet have this baby you are carrying and the father has left you” (Csr D, DA,
S6).

6.2.3 Intimate partner violence and lack of support
Physical and sexual abuse, often linked to substance abuse by partners, were frequently reported by

participants. Other aspects around a lack of support from partners were also commonly described. These
factors were all prominent in the participants’ discourses and endorse the findings from Chapter Four. Some

examples of these are presented below.

AG reported that since she was pregnant, she and her boyfriend started fighting ‘physically’:
“Yhoo we are fighting physically now since | am pregnant. It never happened before but since | am
pregnant we are fighting physically... My boyfriend does not want me to socialise on my cell phone with
my friends, but he is socialising with his friends; so we had a physical fight about that... He says that he

is the only man in the house so | have to listen to him” (Csr A, AG, S1).
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AC disclosed that she had taken her boyfriend to court because “he wanted to sleep with me without my
permission and he was beating me” (AC, S2), and BD said that “The father of my baby is cheating, and beating

me a lot and he uses the stones to beat me” (BD S4).

The following quotation demonstrates the issue of abuse and the impact it has on persistent distress, directly
affecting the potential impact of the counselling sessions. In the 14-item checklist in Session 6, the participant
admitted that she had been feeling better, until she was abused by her partner over the weekend.

Csr E: Being abused by your partner?

ED: All that has never happened and now it is happening this weekend

Csr E: So it is a problem currently

ED: As for now

Csr E: Ok. Is there anything else problematic in your life?

ED: No, except this one

Csr E: Is there any improved difference in your life after our meeting? If yes, can you tell me?

ED: Er... there was, but now...

Csr E: It has decreased. Now you feel no energy

ED: I am feeling weak now (Csr E, ED, S6).

Regarding a lack of support from partners, EA related her problems since falling pregnant: “My husband said
he loves me and my children but now he is not doing that. Now [l am] pregnant again, he is worse” (Csr E, EA,

s1).

NM said that her partner had now moved to Johannesburg and does not pay maintenance for them. “He does

not even want to hear. [So] | just let him off the hook” (BE, Csr B. S1).

6.2.4 Alcohol and economic abuse by partners
Closely linked with intimate partner violence was multiple reports of the abuse of alcohol by women’s partners.

This had a hugely negative impact on women’s mental health, the support they received from their partners
and their financial situations. They often reported that their partners spent any available money on alcohol,

and not on food or rent.

BC said that her partner ‘drank’ all the money that they had:
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“I have asked my boyfriend to stop drinking and he said he will stop. He is still drinking and | need
support for the child....He brings money home but he drinks it and now we do not have money to even

pay for rent. He used to bring R100 at home but now he is not bringing anything” (Csr B, BC, S3).

FC had a similar situation, as she said:
“He withdrew R3000 [from the bank] then came back home and he did not even know his name. | asked
him why he withdrew the money. He said | must not ask him. He made a mistake by saying that. | told
him that he takes me for a fool. We haven’t even bought the groceries or anything. He only had R50 in
his pocket left. Out of R3000. He said he gave it to his brother. His brother asked him to loan him some

money then they spent the rest on alcohol” (Csr F, FC, S6).

DA attributed her depression to her boyfriend ignoring her pleas for him not to drink, and the many

implications this had on her anxiety and worry for the future:
“The reason | feel down is because | am sometimes not happy at home. My boyfriend drinks and does
not want to listen to me. | am sick and he is also sick [with HIV/AIDS]. When | advise him not to drink,
he does not listen. He recently went to get tested and his CD4 count was 94. He has gone back to
drinking heavily. | am pregnant and feel like he will not be around and my child will not have a father.
He is not home at night and that hurts me. When he comes back he wants food. | sit and think of many
things. Must | dump him or what? ...I tried to speak to him yesterday also because this is the problem
that happens when he is drinking. When he gets paid, he goes straight and comes home drunk. When

I talk to him, he does not listen and says | am judging him” (Csr D, DA, S1).

DE explained her situation by saying:
“It started with alcohol, there is nothing else. He values alcohol more than me and the baby. He doesn’t
know that he is a father. All he cares about is alcohol all the way. | don’t understand what kind of person
he is. Last week there was a fight but it was light because it's always there when he is drunk and |

would shout at him. | would tell him to just go to sleep when he is drunk” (Csr D, DE, S1).

The above examples provide clear evidence of the distress and anxiety that the pregnant women face through
their partners’ abuse of alcohol. Both the abuse of alcohol and the lack of partner support for women during
pregnancy demonstrate degrees of economic abuse by partners, whose behaviour and decisions about the use

or mis-use of money lead to significant distress for the participants in this study.
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6.2.5 HIV/AIDS

The diagnosis of HIV is certainly one of the catalysts of depression for pregnant women and is often mentioned
as a cause of the participants’ depression (see Chapter Four). The diagnosis of HIV is a traumatic event in itself.
Following this is the stress of disclosure to loved ones, and then learning how to live with the illness and having

to continually take ARVs.

AA stated that the reason for her depression was “knowing that | am HIV positive” (51), and AB said that “/ had
a problem when | was diagnosed with HIV because | took time to accept my status” (S1, Csr A). AF explained
the cause of her depression and demonstrated the ongoing stigma around HIV in the community too:
“[My thoughts of not wanting to be alive] started when | found out that | was HIV positive. People in
the community were laughing at me... They concluded that | was positive before the doctor tested me
and found me HIV positive... Neighbours and friends came to my house and checked my medication.
They kept coming to my house. When | went to the shop they would look at me through the window
and laugh at me. | told myself that | am sick and | don’t know what is wrong with me. The doctors had

not diagnosed my illness yet” (Csr A, AF, S1).

HIV status impacts on social, relational and economic participation throughout the women'’s lives, and is thus

an underlying factor inhibiting full or permanent recovery from depression.

6.2.6 Continuous trauma
Instances of trauma shared by the women in the transcripts include murder, family death, and physical abuse,

to name a few. The following are devastating examples of the reality that women face in Khayelitsha. One
participant’s brother committed suicide (Csr A, AE), and another’s boyfriend was murdered: “His younger
brother found a job and he was using alcohol and drugs. On that night my boyfriend was sleeping already and

his brother attacked him with an axe” (AB, S1).

Another participant had experienced the death of three family members in her life: her mother at age 12, her
older sister, and most recently her brother, who she used to stay with after her mother died, until he “shot
himself to death” (BB, S1). BB’s multiple traumas had a direct implication on her finishing school:
“My aunt decided that [my brother] must leave [home] and he left. That was before the other one shot
himself. After he left | stopped going to school because | was studying in town. My aunt didn’t have
enough money for me to go to town. Then | started studying in [L-School]. | failed isiXhosa only. Then |
was like, it doesn’t help to repeat a class only because | failed one subject. So | ended up dropping out

from school” (Csr B, BB, S1).
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The horrifying instances of death and trauma are so relentless and real in many of the women’s lives. The
persistent effects of context and life stressors was explained by CB in her last session. She said that she would
like to be able to continue having counselling sessions, because:
“Stresses are not only limited to pregnancy, even when [you are] not pregnant, there are things you
encounter and wish to talk to someone you have spoken to and get along with... Even after giving birth
because there is stress, and maybe you don’t get them now but after birth, and you need someone to

share with” (Csr C, CB, S6).

Similarly, BC demonstrated the transient availability of money and its impact on depression, when she said, “/
have no more things that are stressing me now, since | am working, because | can buy clothes and food for my

children. | used to stress a lot before but now | am fine” (Csr B, BC, S1).

In Session 3, AB said, "I feel much better because | have someone [counsellor] now. It is better than before, but
I need to do something because | am a single parent and we have no food" (Csr A). This quotation demonstrates
well the effect of the (temporary) emotional relief provided by the counselling sessions, but the inevitability
of circumstance that is far more difficult to escape, without education, skills or a support system that provides
a base from which to grow economically. The above quotations paint a picture of the nature and complexity
of the problems that participants faced. It also demonstrates that the design of the manual may not adequately

help the counsellors cope with such deep-seated issues. This is unpacked below.

6.3 Summary

The above section has presented examples of instances where there were deviations from the intended
counselling protocol that arose from the data. These were demonstrated through various counselling
techniques and strategies that were used in the sessions, and where the intention of the protocol was negated
or disturbed due to local context or a possible misunderstanding of the manual. Chapter Eight addresses the
possible reasons for these deviations from protocol and from this, generate recommendations for future

interventions.

107



Chapter 7. When things come together: effectiveness of the counselling
sessions

Despite the clear demonstrations of therapeutic breakdowns occurring in the counselling sessions, and the
non-significant findings from the Hamilton Depression Rating Scale (HDRS), there was abundant evidence from
the transcripts that women felt that their depressive symptoms were lessening. This occurrence was endorsed

by the significant differences in the Edinburgh Postnatal Depression Scale (EPDS) scores.

The grounded theory analysis uncovered some unexpected elements that were not always explicit, but that
provide deeper, more qualitative evidence of how and why the counselling sessions helped the women to feel
better. This is an important distinction from the RCT outcomes, which were reported retrospectively to the
fieldworkers through verbal assessments using standardised instruments. This chapter presents the concept
of ‘effectiveness of the counselling sessions’ expressed by the participants during the sessions. The two main

themes under this concept are: ‘reported positive outcomes’, and ‘attributions for outcomes of change’.

7.1 Reported positive outcomes

The following section describes the outcomes that participants spoke about throughout the counselling
sessions, despite evidence in the previous section of suboptimal implementation of the counselling protocol.
It is categorised into three main sections. The first category is of participants’ responses to the standard
checklist that they were asked every week. The second category describes spontaneous reports of
improvement in mood and affect, and the third describes the reported changes in behaviour, agency, cognition
and communication. As will be shown, there were robust positive reports and responses to the impacts of the

sessions.

7.1.1 Consistent responses of ‘feeling better’ on the checklist
As mentioned above, in every counselling session the counsellors asked the participants to complete a checklist

of 14 questions about their physical and mental health and abuse. This was included as a mechanism for
measuring change across sessions. (See Appendix | for the questions). These were rated on a Likert-type scale
with four answer options of: “not a problem, a small problem, a medium problem, or a big problem”. Following
this, the manual instructed counsellors to ask: “Have there been any big changes in your life since you last
spoke to someone from AFFIRM (positive or negative)? If yes, please describe these for me?” This question was

included as a means to assess whether there had been any major life events since the last session, that may
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have affected the participants’ depression (and ultimately, had an impact on their assessment scores in the

outcome assessment).

In practice, however, counsellors often asked the participants a version of whether there had been any positive
changes in their lives, in a question form such as: “Have there been any positive changes since you saw someone
from AFFIRM?”, “Do you see any differences in your life since we met?” or, “Is there a better difference in your

life after our meeting?”.

Although there is a strong possibility that participants’ responses to this question were in part due to a
‘desirability bias’, in the desire to please the counsellors, participants consistently responded with concrete
examples of positive feelings or behaviours since they had met with the counsellors. In addition, they
elaborated on reasons why they were feeling better, going beyond simply reporting that they ‘felt better’.
There were numerous examples of this. One example per counsellor is presented below. The issue of

desirability bias is discussed further in the limitations section in Chapter Eight.

As an example, an interaction between Csr F and FC in Session 4 went as follows:
Csr F: Is there a better or worse difference in your life after our meeting?
FC: There is a lot of difference because as we meet and talk about things, | am learning new things and
different ways to deal with problems.
And then in Session 6 Csr F asked: Is there a better difference in your life after our sessions?
FC: There is a big difference. At the beginning as | was depressed. | saw everything differently. Do you
understand? Sometimes | would ignore some issues and choose not think about them... Ever since our

session, understanding the problems that cause depression helped me a lot.

In the second session, Csr D asked DB, “is there a better difference in your life after meeting me, and having
these sessions? If yes can you tell me?” DB responded saying, “Yes there is a difference now, because | am able
to sit with people and talk, and there would be no problem”. In the third session she responded to the question
by saying, “the work | was not doing | am able to do... and | am free, | can be around people now...I don’t have

that much anger now” (DB, S3).
EA responded to Csr E’s question asking whether she “had any differences since we have met?” in Session 4,
by saying, “Yes now I can control myself if | am hurt and | am not thinking about killing myself. | cry if | feel sad

and talk with someone” (EA, S4).
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In Session 5, Csr B asked, “Is there any improved difference after you met me? If there is, would you mind telling
me?” BA responded: There is... It taught me to share things... And not keep them inside when dealing with
problems. To try to find a solution to the problem” (BA, S5). Csr B also asked BC whether she saw “any difference
in her life”, and she responded, “Yes a lot sister, | am very happy now and | am not blaming myself anymore. |

can communicate with my boyfriend and he is supporting me” (BC, S5).

All of the counsellors received positive responses to their questions not withstanding their different ways of
interacting with participants. In the last session, Csr A asked AB, “Do you experience any difference since we
met last time?” She responded, “Yes a lot sister. Now I do not get angry anymore and spend with my kids and
friends. | go out to my neighbour’s house. | do not take everything seriously now like before so | am doing things

better now” (AB, S6).

Through the ’'personal interpretation’ or misinterpretation of the question in the manual, a great number of
responses were elicited that allow us to interrogate the nuances of some of the healing elements of counselling
sessions that were not assessed in the formal quantitative assessments. These are extremely important in
helping identify what does work in counselling and what aspects of counselling the women appreciated (even

if only temporarily).

7.1.2 Spontaneous reports of improvements in mood
The second category of subjectively reported positive outcomes from the participants was spontaneous

accounts of improvement in mood and a decrease in depressive symptoms, that were not prompted by the
above-mentioned question. Many of these reported improvements aligned with the localised symptoms
described in Chapter Four, such as thinking too much, stress, worry, fear, and sadness. In addition to these,

women reported reductions in anger and irritability, and sleeping problems.

A reduction in feelings of sadness were described in reports such as:
“The things | had, like being irritated, and sadness, have been reduced... | am not depressed any more”
(Csr C, CE, S3)
“I feel a happiness that | am not used to” (Csr A, AD, S4)

“I am not feeling upset anymore” (Csr B, BD, S3)

Many women mentioned a reduction in rumination which was a commonly described idiom of depression.
This was reported in examples such as:

“I don’t think too much... | am now sleeping at night (Csr A, AE, S3)
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“I no longer over-think” (Csr E, ED, S5)
“There is nothing | am thinking, | no longer cry” (Csr C, CB, S4)

“I am alright now, unlike when | was over-thinking” (Csr E, EF, S6)

Women also reported a reduction in anger and irritability, demonstrated below:
“Yes, | used to be angry and thinking negatively but now I can control myself” (Csr E, EA, S5)
“Now I do not get angry anymore and spend time with my kids and friends. | go out to my neighbour’s
house. | do not take everything seriously now like before, so | am doing things better now” (Csr A, AB,
S6)

And,
“I would say that | had the anger before my pregnancy because | used to keep quiet when | am hurt. |
think now | have a time to speak out and express how | feel. | used to blame everyone when | am hurt
but now | see that | am changing... If | am getting angry sometimes | speak with myself and the sessions

taught me how to handle my anger. (Csr A, AG, S3)

Linked with improvements in mood were many examples of a reduction in suicidality, with increased
realisations of the implications thereof. AE reported in her last session, that:
“I am always hopeful that there is always a solution to every problem. That is what | learnt after | met
with you. | don’t think about committing suicide no matter what the problem is. Know that all problems

have a solution. The worry is less now. | am stress free” (Csr A, AE, S6).

EA identified already in Session 2, that “Now | am not thinking about killing myself”, and confirmed this in
Session 4, saying “Now | can control myself if | am hurt and | am not thinking about killing myself” (Csr E, EA,

S4).

On reflecting on the six sessions, DB said,
“What I liked [about the sessions] is when | have a problem again | will not think of killing myself... | will
use my brain and think about my children... Then think what I will do, but never think of killing myself”
(Csr D, DB, S6).

Finally, in Session 4, DE reflected on her process:

“One thing | pick up now as we talk is [that] wanting short cuts to solve your problems when you are

stressed is not a right thing to do. | realise that more and more as we continue with sessions. | never
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saw it this way before because someone would interrupt me. Now | realise that it is not wise to think

of taking your life and leaving your children behind” (Csr D, DE, S4).

In Section 6.1.8 in Chapter Six, examples were given of the style of ‘suicide counselling’ that counsellors used,
which was largely directive and instructional (and not necessarily empathic). The counsellor who had the most
examples of this was Csr D. The two quotes above, powerful examples of change, are both from her

participants, who obviously responded to this type of ‘advice’ around suicide.

7.1.3 Change in behaviour and thinking
Along with an improvement in mood, women reported changes in behaviour and thought patterns. This is

despite evidence in the previous section of counsellors not doing the exercises in the sessions and not always
explaining concepts or exercises according to protocol and intention. Even so, most of these changes were
related to either the concepts from the manual or from the advice that the participants had received from the

counsellors. It was clear that some of the skills or elements of the intervention had been learnt.

The reports of change fitted into four main themes of behaviour change and agency, healthy thinking and
problem solving, healthy thinking and behaviour activation, and learning to communicate. They are explained
and developed below. As will be seen, healthy thinking was usually described in relation to solving problems

or behaviour activation, and it is thus reported separately as such.

Note too, that ‘behaviour activation’ is different to ‘behaviour change’. These are separate concepts because
behaviour activation is a demonstration of active change directly related to the concept and modality that was
used in Session 3. It demonstrates an attempt to make an active change due to a direct lesson learned.
‘Behaviour change’ on the other hand is a demonstration of a shift in general behaviour as a result of any

content or experience from any counselling session. These two concepts are presented separately.

i. Behaviour change and agency
The first category was behaviour change, with examples of women who report actual changes in their lives as

a direct outcome of the counselling.

An example of this is of a participant who, in the termination session, related the changes in her life through
the sessions and of whom she had become through the process. Her explanation included a shift towards
becoming more responsible for her own behaviour and claiming a sense of agency. When the counsellor asked

her what she had learnt in the sessions, she said:
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“I am not learning anything right now, but | saw something. | realised that if a person wants to change,
they can change. Change is really possible. | have really changed. | am humble now, but before | was
not. | used to stay with my boyfriend for two weeks without going home. The boyfriend robbed people.
I was not eating healthy foods for my baby. | ate vetkoek and intestines. What is that? That is not good

food. I realised that | should use my brain and so | started working” (Csr C, CD, S6).

Secondly, AF had defaulted from her HIV ARVs, and had stopped taking them. In the first session, her counsellor
advised her resolutely that she had to start taking ARVs again (this was something she was used to dealing with
as a community health worker). There follows an interesting reflection on this in their second session together
where AF reports that she has started taking her medication again, acknowledges that she wants to be
‘encouraged’ to do so, to be told to do so by someone, but also demonstrating an increased agency in doing
this herself:

“I should do it naturally without needing to be told. Yes, | can be told, but | should also encourage

myself... My decision is to take my treatment. | have started to take it... It still makes me feel sick, but |

will hang in there” (Csr A, AF, S2).

Similarly, BB described her changes as follows:
“I have now realised that | have done some things because of being selfish. Not wanting to clean myself,
not eating, not bathing and also staying alone. Not wanting to be around people was a torture for my baby.
Yes, | visited my [young son] and talked to him but then | leave him. My affection for him is only for that
moment. As | was talking with you about the solutions, | realised that | was pushing some people away. |
realised that | am not giving my child enough love, because | am pushing him away. | only see him when it

suits me because | am lazy. It is not fair [on him]” (Csr B, BB, S6).

i Healthy thinking and problem solving
Many women reported instances where they had improved in their thinking styles or cognitive patterns,

usually in order to solve their problems. The concepts of healthy thinking and problem solving were, in the
main, mentioned together in women’s descriptions of shifts and changes. This implies that for many women,
an improvement in thought patterns led to an improvement in ability to solve problems. It thus appears that
the ‘technique’ of problem solving is actually a healthy thought pattern in itself. In terms of a cognitive
reframing of the thought process of being able to solve one’s own problems, the two work well together. This
is clear in the following quotations:

“I feel free to face problems no matter where they come from and that is something | could not do

before. Previously | would think, ‘Oh my God! What happened?’ But now | can face problems. | can
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share with other people, be around them and laugh. Before | would laugh for five minutes and be
grouchy and leave. Or | would leave and go to friends to do something wrong [take drugs/alcohol]”

(Csr A, AF, S3).

Showing a similar linking between concepts, DA said in Session 6,
“I liked the session about Positive Thoughts because when you think and carry the load of everything
you may end up doing something wrong like committing suicide or neglecting your children because of
carrying that burden. You believe that you are the cause, whereas that is not true. | loved that session

a lot because now I can deal with my problems” (Csr D, DA, S6).

In the following two quotations, similar language is used around solving problems and having hope (healthy

thinking), even though they are examples from different participants and counsellors. BD said:
“I see a difference because of the thing you taught me - how to solve a problem, you see! [When | have
a problem], | give myself hope that it is going to be alright” (Csr B, BD, S5).

And DE said:
“I realised that | am depressed, and have hope especially when reading the [homework] book as it
explains well what we shall deal with step by step. | have hope that | will be able to solve the problem”
(Csr D, DE, S2). In Session 3 she then said: “With other problems | know how to find a solution after the
second session. Before | would just sit and not know what to do. Now there are things that | know how

I can handle them” (Csr D, DE, S3).

iii. Healthy thinking and behaviour activation
In the same way, healthy thinking was used interchangeably with examples of behaviour activation to describe

the changes the participants were making or going through. This is shown in the following example where CD

described what she was doing (behaviour activation), but by describing them as healthy thoughts. She said,
“Healthy thoughts are dealing with your problem. If you cannot handle your temper go outside and jog
or do something else... Maybe if you are being scolded, you can go outside and not pay attention to

that” (Csr C, CD, S4).

In Session 5, AD read out the changes that she was experiencing, from her homework book:
"My work — | wash my dishes, cook, wash my kids, talk to my friends go to the mall, cook for the baby
and watch funny stories. | will be laughing all by myself and an observer would think that | am with

people even though | am alone. My spirit is happy beyond words. | sing my nice songs; | have no
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negative thoughts. | am imaginative and dreaming. | am a loving person and smile alone" (Csr A, AD,

S5).

DE said that since she started the sessions, “I am able to identify a good way of behaving and a bad way of

behaving, unhealthy thoughts and healthy thoughts” (Csr D, DE, S4).

Last, AB described over a few sessions how she keeps busy and now does all that is required of her at her
home:
“I do everything at home now, | am not lying. | feel less stress; now | do my bed, dishes and | change
my mat [bed]... | can do the things | like now, | prepare [things] for my child to [go to] school, cooking
and doing dishes. | bath myself, read my bible and make myself a coffee when | feel tired... Now | can
cook for my children and spend time at home instead of going around... so | am doing things better

now” (Csr A, AB, S4).

These quotations provide examples of reported changes in activity that demonstrate a shift from previous
‘withdrawal’ behaviour, a typical symptom of depression, which might be attributed to the counselling effects.
These are descriptions of activation of behaviours, often due to a shift in thinking style, that had previously

been avoided.

iv. Learning to communicate
There was also a strong thread of women reporting that they were starting to communicate, whether it be

with their counsellor, their family, and/or their partners.

This was demonstrated in an example from BB, who related that she now talks about her problem before it
becomes too much of a stress for her. She said, in Session 6, that:
“I talk now when | have a problem. | don’t keep quiet. | used to stress about something before talking
about it. Now [ first talk, look at it, and do what | need to do, before | stress about it and before | think
about how it will go if I didn’t do it. So now [ first come up with a solution before | make it a problem...
There is nothing more important than talking, instead of keeping it inside. When you keep it to yourself

it does not sit well with you. That can lead to you getting sick. That is what I learnt” (Csr B, BB, S6).

BA demonstrated her learnings about communication when she read out what she had written in her

homework book:
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“I met [Csr B] and we spoke. | was in a very good mood. It is a nice thing to meet her because | learnt
that when you have something bothering you, do not sit with it or keep it. Seek help or try to solve the
problem you have. She made a big difference to me” (BA, S3). She later also said, “Counselling taught
me to share things, and not keep them inside, when dealing with problems, try to find a solution to the

problem” (Csr B, BA, S5).

AF reflected about her learnings about communication in Session 5:
“I learnt that | should not hold on to things that are bothering me. If something is bothering me, | should
share it with another person. | mostly talk to my sister in Drift Sands. We chat on WhatsApp. We talk
and have a good time... [Before], | could not share about my problems, but now | don’t keep things to

myself. | can speak to my mother when | have a problem” (Csr A, AF, S5).

Within these learnings, women also reported being able to communicate better with their partners, which
would have had an important impact on their mood state, acceptance of pregnancy, and a feeling of being
supported. For instance, in Session 3, AA related that before, “I/ would hold on what he says and not say
anything. So | decided to quickly address it and ask him not to speak like that”. Csr A responded with an

affirmation, saying, “That is good. You have used a skill there. Well done” (AA, S3).

Below is another example of a participant reporting an improvement in communication with her partner,
which is sustained over time. Examples are given from Session 3,4 and 6:
S$3: “I can communicate with my boyfriend and he is supporting me. He is respecting me and | do not
need friends because | am always at home. We talked as well about his feelings and | understand about
what he is saying. When we have a problem, he is going out because | am getting angry so he is avoiding
that”.
54: “When | have a problem | write down or talk about it. | am not stressing anymore since | met you. |
can communicate with my boyfriend if we have a problem”.
S6: “[In the sessions] | learned that it is very important to communicate with your partner and do not
hold everything to yourself. It is important not to take things on yourself and you can harm a baby... |
am able to communicate with my boyfriend | can speak out how | feel. My boyfriend expressed his

feelings as well [about] how | treat him” (Csr B, BC, S6).

Learning to communicate again and receiving positive reinforcement for doing so is an important outcome

from the counselling. This additionally encourages further social support for women when they need it.

116



7.2 Attributions for outcomes of change

The following section unpacks the attributions that the participants were giving as reasons for their feeling
better and experiencing behavioural and cognitive changes. The identified attributions include: improving
knowledge through receiving advice on relationships, pregnancy, birth, and depression, a normalisation of
feelings of depression, the experience of confidentiality and trust, commitment from the therapist, sharing
problems, a sense of relief, empathy and being heard, experiencing a sense of connection and hope, and the

effect of the baseline assessment. These are presented below.

7.2.1 Receiving advice and improving knowledge
As much as giving advice may have been a deviation from protocol, the advice and education that the

participants were given by the counsellors seems to be one of the mechanisms attributable to their change in
behaviour and improvements in mood. In addition to counsellors providing unrequested advice, there were

many instances when participants asked outright for advice from their counsellors.

This is demonstrated in an example from a participant who still needed assistance at the end of the six sessions.
She asked, “If you could advise me about what to do in marriage, with my husband, kids and my entire family
so that my family will not fall apart in my presence?” (Csr A, AA, S6). One can sense the desperation in this
appeal, at the end of the six counselling sessions, on issues that the psychological counselling had not been
able to address. This explicit request for what to do to save her ‘entire family’ expressed an expectation that

her counsellor would have all the answers.

The expectation of the ‘all knowing’ counsellor was confirmed in a more positive example, when a counsellor
read what a participant had written in her homework book. She said, “When you have a problem, do not stay
and let it eat you while you have people who can advise and give you a solution to the problem bothering you

of any sort” (Csr B, BA, S3).

The mechanisms of advice were visible through three key themes: that of advice about relationships,

pregnancy and birth, and depression. These are presented below.

i. Relationship advice
Many participants acknowledged the advice that the counsellors had given them about relationship or family

issues, and some attributed their shifts in relationships and communication to this advice. It appears that they
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valued the presence of someone they could trust and whom they looked up to, who could give them guidance

on what to do in their life situations.

The relationship advice that counsellors gave participants was largely associated with their partners and their
families. In the following example, DA read out from her homework book that she had been fighting with her
boyfriend for a long time and wanted to find out from Csr D “If it is a solution to leave him. Will | be able to find

the right person?”

In her fifth session, DF said to her counsellor that there was a “better difference in my life because you advised
me on how | should behave. Not to shout at the person | live with... he [ended up] asking for forgiveness” (Csr

D, DF, S5).

Some participants needed encouragement for things they knew they needed to do but didn’t know how. In
many instances this is related to the disclosure of pregnancy to boyfriends or parents, which was one of the
factors causing their distress in the first place. Even if the advice was short or inadequate for their exact
situation, it seems that it provided them with courage or agency to act towards positive change. The following
two examples demonstrate an attribution of a shift in their lives to the advice they received from their
counsellors. Both participants had not told their fathers about their pregnancies, and knew they needed to but

were too afraid to do so.

EF told Csr E that after their first session, she spoke to her father, “thanks to your advice you gave me on what
to do”. She said, once she did it, “I had that hurting thing, | disappointed him... | cried, | cried. He scolded me...
He scolded me but he did not do so the way | thought he would”. Csr E responded by saying, “/ am happy when
you managed to speak to your father. This is a good thing. So this is one of the problems you have resolved by

yourself. It is very important to face your problems” (Csr E, EF, S2).

In Session 4, AD reported that she “Got the power to stand up to my father”. Csr A asked, “Where did you get

the power from?”, and AD responded, “From you!” (Csr A, AD, S4).

Last, the following example is of a participant relating what she had learnt from the counselling in Session 5.
This quotation was surprising to read and has been included to demonstrate the value of receiving advice,
because in all four of the preceding sessions with this participant the counsellor brushed over the participant’s
problems, read from the manual, and gave her own advice. In spite of this, at the start of Session 5, the

participant read the following from her homework book:
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“We spoke about the positive and negative thoughts, so | wrote here about my negative thoughts. | am
controlling my partner since | am pregnant, and | am fat now. | think he is not satisfied by me anymore.
| am also too dark [skinned]... The right [healthy] thoughts are that [it is] not a bad thing to
communicate with a partner. It is important to express your feelings to your partner. The
communication is also important in order to have a good relationship. The baby needs both the parents
to be supportive all of the time. Alcohol is not a solution, it can make more problems. It is important to
communicate, when a baby is born, and a woman should not blame herself about her pregnancy” (Csr

B, BC, S5).

The above quotation encapsulates the essence of this theme: that even though a counsellor may have used a
directive counselling style for the majority of the sessions, the participant attributed her positive shifts to this

advice, and this served as a mechanism for positive change.

ii. Pregnancy and birth education
The second category of advice was oriented around health, pregnancy and giving birth. Due to the counsellors’

previous employment as ‘mentor mothers’, they were knowledgeable about pregnancy and women's health,
and were used to providing this kind of advice. Session 5 in the manual specifically focused on this but
counsellors also provided information in other sessions. The need for knowledge around pregnancy and birth
is demonstrated below:
“I think you should advise all the pregnant mothers in Khayelitsha because everyone who is pregnant
gets stressed. Especially we people who are not married. It would be great if everyone that is pregnant

gets help and advice about what she should do” (Csr A, AE, S6).

BC expressed similar feelings:
“This [counselling] is very important for pregnant women because it educates us on how to raise our
children. I am educated about how to handle things. Most women need help from outside, to take care
of their children”.

She then related what she had learned from the sessions, which included “To be able to communicate and

express my feelings to my partner. | learned how to raise my baby” (Csr B, BC, S6).
AG reported that: / learnt a lot about opening up, speaking about my problems, and especially advising and

being advised. | learnt to look after my child, to speak and the way to... love. | learnt to communicate with my

child and love him " (Csr A, AG, S6).
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The above examples of improved knowledge through education from the counsellors demonstrates the value

they attributed to the advice they received in these areas.

iii. Education about depression
The therapeutic topic of Session 1 was ‘psychoeducation’. The information on depression in this session was

often read to the participants from the manual. Despite this, there are many examples of how helpful this
information had been for participants in learning about the symptoms of depression and about the various
causes of depression. This indicates low levels of mental health literacy in this context and the need for

education and assistance in this area.

Some examples of these reports are provided below:
CB said, “I felt that my depression went away after we spoke about that first session on depression... When we

met and you advised me on what causes depression” (Csr C, CB, S6).

Other participants expressed the following:
“I know how to make decisions now since | met you. My life is easier now because | am aware about
depression and symptoms” (Csr B, BC, S3).
“I feel very good because this is educational... | have a lot of information that | did not know before... It
changes me a lot and helps me” (Csr C, CC, S3).
“I learned how to treat my children even if | am not well, because | used to abuse my children when |
was depressed” (Csr A, AB, S6).

“Understanding the problems that cause depression helped me a lot” (Csr F, FC, S6).

These examples provide an interesting commentary on the value of psychoeducation as a therapeutic tool and
mechanism for change in itself. Through providing information and knowledge on the condition, symptoms

and causes, women are empowered and the feelings that they experience are normalised.

7.2.2 Normalisation of feelings
The sense of recovery that women describe, having learnt about depression and its causes, appears to lead

directly to a subsequent feeling of relief and release of self-blame, guilt and internalisation of feelings. Through
the normalisation of these feelings by the counsellors, there is better understanding of depression, and a
subsequent acceptance and recovery. Again, this points to the lack of mental health literacy in the community

and clinics they attended.
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Participants reflecting on the process of counselling in Session 6, expressed the following:
“I learned to express my feelings and trust myself’ (Csr B, BD, S6)
“I learned how to solve problems and not blame myself” (Csr C, CA, S6)
“I am happy and satisfied about your education from AFFIRM. Since | spoke with you | am free and |
am not blaming myself anymore” (Csr B, BC, S6)
And, “I know now about the depression and how to behave; | learned that depression is a healing

process, but you need to speak out about your feelings” (Csr A, AG, S6)

Similarly, in other sessions, participants mentioned learning not to blame themselves or internalise their
problems, such as AE who used to “Tell myself that | am the problem. But now | feel stress free and alright”
(Csr A, AE, S3). CB also expressed that “/ felt like sort of forgiving myself a bit now” (Csr C, CB, S2), and BA who

said that she “Learnt not [to] internalise something when you have a problem” (Csr B, BA, S4).

The feeling of ‘blame’ is mentioned often; whether this be for being depressed or for being pregnant. It appears
that sharing problems with their counsellor assists in reprieve from this blame, and often, a subsequent ability
to address problems in their lives. One can imagine the positive impact this would have on women'’s sense of
acceptance of self and being in the world, in the knowledge that they are not alone or unique in having these

feelings.

A few women mentioned stigma around counselling and depression, and how difficult it was to seek help. NG
related that “The problem is that the people who are now surrounding us can laugh about your problem, so it
was hard for me to talk about all my problems to people before. But now | felt good. As long as there is someone

I can talk to. Someone like you” (Csr A, AE, S6).

BB talked about the stigma of counselling, saying, “We, as black people, have that belief that when you are

going for counselling you are either crazy or HIV positive. But counselling is not about that” (Csr B, BB, S2).

The normalisation of depressive feelings and symptoms therefore appears to be assisted by the normalisation

of asking for help as well.

7.2.3 Confidentiality and trust
Within the therapeutic space, the participants often mentioned how much it meant to them that they could

trust their counsellor with their confidential problems and life stories. This allowed for an expression of their

needs and a release of stress and the strain from internalising these stresses. It also allowed for expression of
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problems that could not be discussed with family or friends, particularly in an environment where there is a
lot of stigma. In this environment, women expressed that they couldn’t trust that there wouldn’t be gossip
around what they have shared. This was demonstrated by BD in a few different sessions when she said:
“I like it because | feel free. | expressed my feelings because | trust this person is not going to judge me”
(S2). “Now | feel free because | was scared to share my problems. | was feeling that if | share, then they
can discuss my problems. | am not crying now and | think positive about my problems” (S5). “I like that
I am sharing my problems with another woman. You told me that our discussion is confidential so that

made me to feel free” (Csr B, BD, S6).

The following example shows fittingly the value of trust and confidentiality within the therapeutic relationship,
as well as the expectation of receiving advice: “Now | have someone to talk to, someone | trust, and someone
I know will advise me, someone | know that won’t talk about what | tell her and it will be between us” (Csr D,

DE, S5).

AG endorsed this in Session 6 when she said:
“Sometimes in your family you cannot talk to a family member. You have to talk to someone you do
not know, in order to say all that you want to say. So what | liked is coming here to talk to you in the
sessions, because | have no one to talk to in the house. You remember that my mother was cross so |
do not feel comfortable to share the problem | have in relation to the child. So | just wait for the sessions

in order to come to you so that all could stop” (Csr A, AG, S6).

The therapeutic aspect of confidentiality and subsequent trust between participant and counsellor is a
compelling mechanism for positive behaviour change. This is supported through reinforced acceptance and
normalisation of behaviour and feelings, a lack of judgement of these, and subsequent opportunity for
participants to share, discuss problems, and possibly even work out solutions, thanks to the space they have

been given to do so.

7.2.4 Commitment from therapist
Another aspect that appears to have had an impact on positive outcomes and improved mood for participants

was the assurance and commitment from the counsellors that they would have six sessions together
(acknowledging that this was a research requirement). In some instances, this was a challenge for the
counsellors as some participants were difficult to reach and did not always come for their sessions when they

came to the clinic for check-ups. As a result, counsellors would often have to go to participant’s houses to hold
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the sessions. This persistence seemed to pay off for many of the women, as demonstrated in the examples

below.

AE said that she couldn’t always afford to come to the clinic for her sessions, so she was very appreciative that

Csr A came to see her, “Even if | do not have money” (Csr A, AE, S6).

AC described the support from her counsellor as the reason why she no longer had ‘wrong thoughts’. Csr A
asked, “Why do you not have [the wrong thoughts] anymore?” And she responded, “Because | have the

supporters like you” (Csr A, AC, S4).

The following humorous comment describes the developing relationship between a participant and her
counsellor. It exposes her initial resistance to counselling, but what a considerable influence it had had on her
life:
“I was thinking about the difference in my life [since we met]... | was thinking that | wanted to dump
you! [both laughing]. [But] | thought that if | had dumped you, | was going to remain like this my whole

life. So I say | thank you because you kept on calling me” (Csr A, AD, S6).

It is interesting to note that all of these examples are from Csr A. She was the oldest counsellor, who had the
highest retention of participants. This may hint at the value placed on an older counsellor, who was possibly
more worldly wise and stable in her own person, and therefore more dependable as a counsellor in this

context.

7.2.5 Sharing problems
Although women live cheek by jowl in Khayelitsha township, they often experience social isolation, particularly

when a potentially stigmatising event has occurred (such as rape, sexual abuse, having no money, an unwanted
pregnancy, HIV diagnosis, or losing a partner). These multiple instances of trauma are often suppressed by
women who do not have supportive family or friends to talk to, or who are too ashamed to speak to those
they know. The police system is notoriously callous, unwelcoming and gender biased against women for them

to want to report trauma and abuse (no social workers present, few women police, disbelief from police).

The counselling sessions provided a space for the participants to have someone to talk to and with whom to
share their problems. This appears to be another significant factor that women attribute to feeling better.
There were many examples of participants relating that they were increasingly able to express their problems

and face them in their normal lives. Thanks to having someone to talk to, many experienced a sense of relief.
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For instance, CB said,
“There is a lot [of difference] because initially | was depressed. My heart was broken and could not
share my problems with someone. | would keep my problems inside but now I can share, and now | am
no longer depressed nor sad. | just have stress about giving birth but not the kind of stress that would
affect me. It is stress about giving birth. | feel a lot better. | can at least answer back when someone
says something to me because | no longer internalise that. What made me tense was keeping

everything inside. It made me cry all the time and feel hopeless” (Csr C, CB, S5).

Other participants expressed similar feelings:
“There is a difference [in how I feel now] after | talked to you about things” (Csr F, FC, S2)
“Now | am not thinking about killing myself because | can share my problems” (Csr E, EA, S2)
And, “Ever since | came into this programme | am now able to talk and empty my chest. | can face my

problems now. | just put it behind me”. (Csr A, AF, S6)

CA expressed this over a number of sessions:
“Because | spoke out, now | feel much better... Since | met AFFIRM people | am able to express my
problems. | am not thinking like before, | am better now” (S2), “Because | have shared my problems
with you from the first session, now | am feeling much better (S5) ... | am not stressing like before. |
learned how to solve problems and not blaming yourself. You need to find a person to share your

problem with” (Csr C, CA, S6).

The sessions with the counsellors seem to have helped women to share and express their problems, and in
doing so, often assisted them in solving their problem. Both of these factors demonstrate an increased feeling
of support from an ‘other’ in the women’s lives. This feeds directly into addressing one of the causes of
depression that women identified in Chapter Four, around a lack of support during the insecure time of

pregnancy.

7.2.6 A sense of relief
The counselling provided a platform for many women to talk about trauma they had experienced in their lives,

an opportunity that many of them had not had before. The following quotations demonstrate examples of the
sense of relief that women felt through the disclosure of traumatic instances and their feelings of depression

and sadness. This was clearly shown by BD when she said: “Since | spoke out about my problems and | feel
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differently. | am not stressing about my problems anymore. | am relieved, now | am not stressing anymore”

(Csr B, BD, S3).

AG read from her homework book that:
“I am thankful for the first session. [It] helped me to relieve the load | had on my shoulders. It minimised
the thoughts that could have hurt me and my child. | also feel like loving my child even more. | felt
better and | don’t want to run away from people who are close to me any more... The session helped
me to open up and to also cry. I felt better thereafter and was in the mood to carry on with the session...

I opened up and cried and felt relieved” (Csr A, AG, S2).

In Session 3, CB said that her change in mood came “Through talking and getting rid of something bothering
you. This helps a lot [rather] than bottling it up with no one you trust to discuss it with. Because if we were not
meeting maybe | could have done something to myself” (Csr C, CB, S3). Both of the above women intimated

self-harm or suicide due to the lack of opportunity they had had to talk to about their problems.

Another participant said to her counsellor: “ realised that when | talk about certain things | get healed. Talking
to you made me feel better. | managed to see how | get hurt by some things, and what | am supposed to do to

achieve certain things” (Csr B, BB, S2).

FC expressed about her first session that: “the session was helpful to me because there was no one that | could
talk to, in order to get help about things that... like things that are bad things and good things... there is a
difference [in how | feel after] | talked to you about things” (Csr F, FC, S2).

The feeling of relief after being able to talk about an internalised traumatic experience thus seemed to be an

important mechanism in improving affect amongst the participants.

7.2.7 Empathy and being heard
Following the experience of sharing problems and feeling a sense of relief, a third therapeutic ‘level’ is the

subsequent feeling of ‘being heard’ or experiencing empathy. Section 6.1.2 reported many instances of
counsellors simply brushing over participants’ problems. Yet there are still reports from participants about how
it felt to share their problems and have someone really listen to them. This demonstrates that when the

counsellors did do this, even if briefly, that it was healing for the women.
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AB described the feeling of being heard, similar to that of the concept of ‘Ubuntu’. This is a widely used South
African concept. It can be explained in the sense that we become more authentic versions of ourselves through
the presence and influence of others in our lives. AB read from her homework book:
“Since | met [Csr A] my life changed and she is the parent to me. She educates me about everything.
[Csr A] is always in a good mood and listens to you. | do not feel depressed anymore, a person is a

person because of others, and | thank you" (Csr A, AB, S6).

The following participant said that she appreciated being heard, and liked to be helped with her problems:
“I don’t think the same way | used to before... Because there is someone | talk to who listens to me.
Someone who doesn’t judge me. Because | also don’t know why | am that way... And not just listen, but

try to help me solve the problem” (Csr D, DE, S4).

This interesting quotation demonstrates so well the appreciation of a collaboration in the therapeutic
relationship, in that the participant feels heard and not judged, but then is also hopeful that her counsellor will

help her to try and ‘solve the problem’ together.

Contrastingly, BB described the process of being heard in the context of a therapeutic situation, but was one
example of a participant who did not want advice from her counsellor:
“There is a big difference [in me] compared to before, [and] the difference is getting bigger. Lately, |
feel like... Do you know that feeling when you feel like someone has to listen to you? Now | feel that...
when there is a person who listens to you... Besides not wanting to be judged. Sometimes you don’t

want advice. You just want someone who to listen to you. That gives hope” (Csr B, BB, S4).

7.2.8 Connection and hope
One of the more subtle findings from the data was that participants were experiencing an increased sense of

connection between themselves and their counsellors, and consequently, were encouraged to improve and
re-establish their own social support in their lives. The following quotations provide some examples of the

improved sense of connection that participants felt through the process of counselling.

CB said, “When | talk to my boyfriend, he does not want to be involved. So, at least by meeting you,
through talking to you, it is better...Because sharing is important” (S3); [The sessions also] removed my
stress. Through listening, | discovered that this way helps [better] than staying by myself and not having

someone to solve problems with” (Csr C, CB, S6)
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In concluding Session 6, AF expressed her gratitude for the connection she felt:
“There is nothing [else] except for saying thank you. | did not think that | would be like this, [being] able
to talk about a problem. | am like the only child. | talk, but | cannot talk too much... If | don’t want to |

don’t want to and you won’t force me. | learnt a lot of things here and | am grateful” (Csr A, AF, S6).

CD said that what she liked best from the sessions was “The care; because | would be sad and you would always
ask, ‘what made you sad in the past two weeks?’ You help me feel comfortable to share my pain” (Csr C, CD,
S6). Even though the counsellor was likely asking the survey questions, CD experienced this as consistent care

and felt a sense of connection through this consistency.

The feeling of recovery and reminder of how to communicate and make contact seemed to help women
reconnect with neighbours and friends and feel the benefit of this. AD demonstrated the increased sense of
connection she had with her family, when she said, “Now | want to do good things; | hated my family
members... But | want them now!” (Csr A, AD, S4). Other examples are provided below:

“Now | can socialise with people even though | had no relationship with them before... [| share with]

my friend next door. We just share our things” (Csr A, AC, S3).

“I am free and | now socialise to reduce my problems” (Csr A, AE, S5)

“It was nice to see the neighbours, rather than being alone and being locked up... To be out with friends

was nice” (Csr B, BE, S3).

Another element of connection seems to be the provision of hope and motivation by the counsellors. The
increase in hope was mentioned by participants on numerous occasions. As it has been included in a number
of the categories above, it has not been allocated a category of its own. One example of this is when AA
described in Session 6 that what meant the most to her in the sessions was “Being comforted and given hope,

even through life’s ups and downs... So, | liked being comforted, and being given hope” (Csr A, AA, S6).

The discussion in Chapter Eight will elaborate further on the role that connection plays as an element that

encompasses all other attributions within the therapeutic relationship.

7.2.9 Assessment effect
One other factor that had a visible role to play in assisting participants to feel better or more connected, was

the impact of participating in the baseline survey assessment for the RCT with the fieldworkers. Of the 39
participants, 30 reported in Session 1 that they felt better after participating in the baseline assessment with

the assessor. These reports were all prompted by counsellors asking participants whether they had
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experienced changes or differences since meeting with ‘someone from AFFIRM’ in the 14-item checklist, as
described in Section 7.1.1. Since this was asked in Session 1, the participants justifiably understood this as the
assessment with a fieldworker. It provided important information on the isolation that participants had been
feeling, how unrecognised their situation was, and how desperately they needed to talk to someone, when
they participated in the baseline assessment. It also highlights that simply being listened to was, in itself, a
healing process. There are numerous examples in the data that demonstrate this interesting phenomenon. A

few of these are included below.

Firstly, feelings of increased hope and motivation were mentioned:
Csr A asked both AA and AE whether there was “A difference after you met with someone from the AFFIRM
project — that lady you spoke with at the beginning?”
AA responded, saying,
“Yes there was... The difference | experienced [after | spoke to the fieldworker] is that | got to have
hope... She gave me hope as we were talking... She encouraged me... She encouraged me not to

underestimate myself after this situation... To be the [person] | was before” (Csr A, AA, S1).

AE responded to the question saying, “There was a difference [after | met with the fieldworker]; | had hope
that this will pass” (Csr A, AE, S1).

Csr D also asked this question and DE responded by saying:
“Yes there is a change. | have more hope now and | don’t think all the time as | used to. | feel that my
stress level is lower than before | came here. | stopped wanting to be all alone and not wanting to talk
to anyone compared to before. | did not trust anyone and think | could speak to anyone. It is better now
after | spoke to her. When | spoke to her, when | came to book, | was very stressed and | could not sleep
at night nor eat. When | met with her | was really sad and she saw that. She gave me hope... After |

spoke to her | felt better” (Csr D, DE, S1).

Secondly, participants mentioned that they appreciated having someone to speak to:
“I am not going to lie, talking about my problems really helped me because | felt better than | was. |
realised that there was a change... Because | looked at things with a different perspective. Like | said,
having someone to talk to really helped me” (Csr F, FC, S1).
“Things are better because | spoke about it; at least there was someone who listened” (Csr F, FF, S1)
“I felt much better after we met... | felt like | found someone | can speak with about my problems. Yes,

| feel sorry for those who refused to go there because they missed an important session” (Csr A, AB, S1)
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“I felt good because after | spoke to her | was thinking until | got home. | thought, ‘wow there are such
things, people that are able to talk to people like this!’ | did not know that there were such things” (Csr
A, AE, S1).

Through having someone to talk to, participants felt a sense of relief:
“It felt like something was removed from my body. It felt like other things got easier” (Csr A, AF, S1).
“I am fine now, because of speaking to the sister | spoke to. Talking about what | felt made me feel a
lot better. Telling someone something like that made me feel like something has been taken from my
shoulders. | cannot say my life is 100% right, but | am happy now” (Csr F, FB, S1).
“[When | met the fieldworker] | was nervous and angry. | spoke with her and | was relieved after” (Csr

A, AC, S1).

Last, some participants appreciated the advice they received from the fieldworkers:
EF said, “The questions that young lady asked me and the pieces of advice she gave me, they made a big

difference” (Csr E, EF, S1).

The following two examples demonstrate extremely influential impacts on behaviour change. One participant

stopped smoking ‘tik’ (crystal methamphetamine) and ‘dagga’ (marijuana) after her baseline assessment,

which had a significant influence on the health of her baby and of her friends:
“[After | met with [the fieldworker] | did not smoke tik or dagga. | just smoke a cigarette”. (Csr C, CD,
S1). And at the end of the six counselling sessions, “I see a difference because | was just starting to use
drugs and stopped. My baby was born healthy... My friends were also getting into this bad habit of
smoking tik. They saw me smoking tik. | would not want to spend a lot of time with them because | was
smoking tik. They would talk.... They thought that for them to be close to me they must also smoke
what | was smoking. | smoked and stopped. They also smoked and stopped because | also stopped.

Clearly they were following my lead” (Csr C, CD, S6).
Secondly, AG said that she had tried to commit suicide four times already, but had not thought about going to

counselling. “But | have no problem now. When | met the AFFIRM people | felt better. | am not thinking about
killing myself” (Csr A, AG, S1).
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/.3 Summary

This chapter presented evidence of reported positive outcomes, and attributions of these outcomes, that the
participants spoke about throughout their counselling sessions. These included changes in mood, affect,
behaviour and communication. The attributed mechanisms included receiving advice, a normalisation of
feelings of depression, the experience of confidentiality and trust, commitment from the therapist, a sense of
relief, sharing problems, empathy and being heard, experiencing a sense of connection and hope, and last, the

effect of the baseline assessment.

These results are set starkly against evidence from the previous chapter, which demonstrated the multiple
counselling strategies and deviations from the counselling protocol that occurred. This provides commentary
around the deep need for connection and support amongst this population of women, and the sense that the
counselling sessions were appreciated, for the above reasons. The following chapter discusses what role these

factors have as therapeutic elements in task sharing interventions.
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Chapter 8: Discussion, recommendations, and conclusion

The previous chapters reported on findings that focused on the three broad objectives. In summary, these
objectives were:
Before implementation of the AFFIRM-SA RCT,

1) To examine local pregnant women, mothers, and health workers’ idioms of distress and
understandings of the symptoms and perceived causes of perinatal depression in Khayelitsha, to
inform development of the counselling intervention, and to provide contextual information for the
intervention.

Following implementation of the intervention,

2) To describe and critique the AFFIRM-SA counselling manual, to explore potential influences it may

have had on the RCT results, and

3) To examine the processes that occurred in the implementation of the counselling sessions.

This chapter unpacks the possible reasons and mechanisms for the findings that were identified in the three
objectives. The structure of this chapter is as follows. In relation to relevant literature, Section 8.1 presents a
brief discussion of the findings from Objective One. Sections 8.2 and 8.3 discuss potential reasons for the
deviations from protocol — ‘when things fell apart’ — and the possible mechanisms or elements behind the
attributions of the reported outcomes — ‘when they come together’. This includes findings from the review of
the manual and the ‘selective codes’ that were identified from the grounded theory. It highlights many factors
that are relevant for the design and implementation of task sharing for alleviating depression in LMICs. Section
8.4 presents two models that were created to understand what may have occurred in the implementation
process. Recommendations for research in task-shared mental health interventions are then presented,
followed by the strengths and limitations of the thesis, a reflection on reflexivity as the researcher, and finally,

the thesis conclusions.

As stated previously, the outcome assessments of the Hamilton Depression Rating Scale (HDRS) and the
Edinburgh Postnatal Depression Scale (EPDS) differed, despite overlap in the construct of depression that they
seek to assess. Reductions in clinical depression on the HDRS at three and 12 months postpartum were not
significantly different between the intervention and control group (RR=1.16; 95%; Cl 0.94, 1.43). There were
no notable differences in the mean change in HDRS scores from baseline to three or 12 months postpartum
(Lund, Schneider, et al., 2020). However, EPDS outcome scores in the intervention group demonstrated
significant reductions in distress compared to the control group at both of these time points (3 months:
RR=0.78, 95% Cl: 0.67-0.91, p=0.001; 12 months: RR=0.79, 95% Cl: 0.68 to 0.92, p=0.003). Through qualitative
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methods, the process evaluation was able to interrogate the factors that could have contributed to both sets
of outcomes on the HDRS and EPDS. The results show clear deviations from protocol that might have led to
non-significant effects on the HDRS, but simultaneously, compelling evidence of improvement in mood,

behaviour and cognition reported by participants, which may have been reflected in the EPDS scores.

The conceptual frameworks for process evaluations put forward by Moore et al. (2015) and Murdoch (2016)
helped to examine where ‘disruptions’ occurred in the intervention delivery. They framed the analysis through
emphasis on the influence of contextual factors, implementation factors, and mechanisms of impact, on the
counselling sessions (see Figure 1 in Chapter Two for a demonstration of these factors). The analysis of
counselling sessions themselves provided an important method of assessing implementation processes within
a trial, that goes beyond quantitative data analysis and even beyond interviews with participants themselves.
It provides an opportunity to ‘see in’ to the sessions as they were happening, rather than elicit responses from
participants or counsellors after the process had been completed. This uncovered many important therapeutic
and contextual aspects of the intervention that were not recognised or identified through the outcome
assessments for the RCT. These findings therefore provide important information for understanding aspects
that occur within RCT implementation that can and should be used to inform future research and intervention

development.

8.1 Local descriptions of depression

Chapter Four comprised an analysis of one component of data from the AFFIRM-SA formative research before
the intervention was designed. Coordination of the interviews was conducted by the current author. The
chapter examined the idioms of distress and ways of describing depression amongst pregnant women, CHWs
and midwives in Khayelitsha, and looked at the locally understood causes of depression in this context. It also

compared these symptoms to international classification systems for major depression.

The study found that idioms used to describe depression in Khayelitsha included ‘stress’, ‘thinking too much’,
being sad or unhappy, and being scared. Symptoms of depression identified by the participants themselves
were as follows: withdrawal and not wanting to talk, crying or sadness, poor concentration, thinking too much,
fear and anxiety, stress, sleep problems, headaches and body pain, not ‘caring’, suicidal thoughts, loss of
appetite, anger, hopelessness, and self-blame/guilt. The results found that lack of support, unwanted
pregnancy, death of a loved one, poverty and unemployment, thinking too much, coping with a new baby, and

stress were the primary causes that women attributed for these depressive symptoms. These were
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exacerbated by extreme risk factors the women faced in Khayelitsha such as low income levels, poverty,

partner abuse, low education levels, poor housing and living conditions, and poor health care.

In their qualitative review of explanatory models of distress, Mayston et al. (2020) found that expressions of
depression in LMICs are often attributed to economic stress and social adversity, along with relationship
problems and HIV-related issues. This corroborates the findings of the report from the Lancet commission on
global mental health and sustainable development, which stated that social and environmental determinants
play a crucial part in shaping population-level mental health (Patel et al., 2018). Fisher et al. (2011) also found

that perinatal mental disorders in particular in LMICs appear to have social rather than biological determinants.

A gqualitative study of common mental disorders (CMDs) in adults in rural Kwa-Zulu Natal found very similar
findings to the current study, in that the triggers or causes of depression that participants identified were
largely interpersonal and contextual, such as HIV/AIDS, grief, multiple losses, interpersonal conflict and abuse
of women, and financial stress and worry, particularly around not having the economic capability to provide

basic necessities (Bana, Cambanis et al., 2009).

Another study with women from India identified similar findings that mental illness was attributed to stress.
The most common stressors were interpersonal conflict, domestic violence, and poverty (Kermode, Herrman
et al., 2007). A study from the Northern Cape in South Africa with San participants endorsed the view that
depression is a condition that is a ‘mirror’ of life stressors and sociocultural context, and that solutions lie in

addressing the underlying circumstances and socioeconomic conditions present (den Hertog et al., 2020).

In addition, the findings from Chapter Four endorse previous research that women require specific support
and counselling during pregnancy and for a period after birth (Rahman et al., 2008). The provision of
counselling or even mother and child support groups during this time has been found to have significant effects

on maternal mental health and on infant development outcomes (Clarke et al., 2013; Rahman et al., 2013).

The data demonstrated that women in the study experienced similar symptoms of depression to those
experienced globally, but that they spoke about these symptoms in locally resonant ways. This endorses the
movement for a global understanding of mental health and the treatment thereof, while drawing on local
idioms of distress and experiences of women to inform, design and evaluate appropriate psychosocial
interventions for maternal depression. This could assist in the development of more appropriate and

acceptable interventions (Bolton, 2019).
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The findings from this chapter highlight the need for support during pregnancy, and the influence of context
and multiple risk factors on the occurrence, experiences, and descriptions of perinatal depression. Importantly,
the findings correspond with the results from the grounded theory in that perinatal depression in this context
stems largely from contextual factors, which are common and persistent in this population. This again
highlights the role of social determinants in experiencing symptoms of perinatal depression. Findings from this
chapter suggest the inclusion of contextual factors and idioms in the development of the AFFIRM-SA

intervention.

8.2 Disruptions affecting intervention delivery

Following completion of the counselling intervention, the subsequent grounded theory analysis and review of
the manual identified many factors that could have contributed to deviations from intended counselling
protocol, broadly employing the frameworks from Murdoch (2016) and Moore et al. (2015; 2017). First, there
were some elements in the counselling manual that may not have been optimal for counsellors to follow,
which could have had an impact on the implementation of the sessions. Second, there were many instances
relating to ‘therapeutic breakdowns’ in counselling implementation, such as misinterpretation of psychological
concepts, brushing over problems, absolute assurances for problems, inadequate explanations of exercises or
homework, inappropriate reading from the manual, giving advice to participants, and including personal

opinions on participants’ situations.

Third, the harsh and difficult context that both the counsellors and participants lived in affected and influenced
the implementation of the intervention. This context caused a situation of ‘persistent distress’ for the
participants, which had clear implications for the implementation of the counselling sessions and on their
effectiveness. The dominant features spoken of by the participants in the sessions were persistent poverty,
food insecurity, intimate partner violence and abuse, abuse of alcohol by partners, economic abuse, lack of

support from partners, HIV/AIDS, and continuous trauma.

This thesis found that, within the context of an RCT testing a manualised psychological intervention for
perinatally depressed women in Khayelitsha, the intervention was not delivered optimally. There are a number
of factors that may account for why this occurred, and which might have led to the non-significant effects on
the HDRS. These include the original context of the development of the intervention, not fully incorporating
the formative research and pilot findings, the limited skill base of the counsellors, limited training and

supervision, the structure and design of the intervention, ownership by the counsellors of the intervention,
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the role of advice, and contextually related need from the participants. These aspects may be useful for other

task-shared interventions to consider in the future, and are discussed below.

8.2.1 Context of intervention development
The context of intervention development played a fundamental role in many of the possible factors

contributing to protocol deviations. The AFFIRM-SA RCT was initially conceived in 2010 and was developed
between 2011 and 2013. In these years, there was less information available than there is currently, on
designing, developing and implementing task-shared interventions to address mental disorders in general and
depression in particular. In addition, implementation science and pragmatic trials were only starting to become
more evident. The approach selected was to test a psychological intervention, which used evidence-based

Western-oriented psychological techniques, through a standardised and highly structured behavioural model.

At the time, there had not been much focus on the actual therapeutic elements within task-shared
interventions. This is noticeably absent in comparison to such studies from individual psychotherapy in high
income countries (Norcross and Lambert, 2018). This is now beginning to take hold, driven by studies such as
that conducted by Singla et al. (2017). The intervention was also constrained by budget and time frame
requirements, which in turn had implications for the resources committed to the formative research, training,

intervention development, piloting and supervision.

It is notable that a few other task-shared interventions developed over the same time period and also funded
through the NIMH Collaborative Hubs similarly did not show significant results on their primary outcome
measures, such as the peer-delivered ‘thinking healthy’ programmes in Pakistan (Sikander, Ahmad et al., 2019)
and India (Fuhr, Weobong et al., 2019). Non-significant differences were also reported between high- versus
low-intensity psychological intervention for perinatally depressed women in Nigeria (Gureje, Oladeji et al.,
2019). Again, a focus on actual elements and mechanisms that are therapeutically effective may play a role in

improving outcomes of task-shared interventions.

8.2.2 Formative research
There were two aspects involved in the formative research for the intervention. The first was to identify how

women experienced and described perinatal depression in the context of Khayelitsha. This was presented in
Chapter Four. The second examined the feasibility and potential content of a counselling intervention for these

women in this context, and was reported by Nyatsanza et al. (2016).
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Following this research, some of the local idioms were incorporated into the manual, and experiences
described by women were used in the vignette in the ‘Healthy thinking’ module. Theoretical approaches such
as problem solving and healthy thinking were also included to address some of the needs identified by the
women. The grounded theory findings suggest that this might not however have been sufficient to develop a
contextually relevant intervention. In addition, the intervention responded to the experiences of depression
largely with psychotherapeutic techniques. In this context, these techniques may not have been able to
address the context-related causes and mechanisms that were creating and perpetuating experiences of

depression.

Although the interviews included CHWs and nurses around their perceptions of a counselling intervention and
their thoughts about the need for an intervention, there is a possibility that the feasibility study concentrated
more on the practicalities of implementing the intervention, rather than exploring how to respond to the more
circumstantial causes or attributions of depression or socio-economic need that women were experiencing.
The feasibility study found that “respondents preferred a female counsellor and felt that clinic based individual
sessions should be provided at least once a month by an experienced Xhosa speaking counsellor from the
community” (Nyatsanza et al., 2016, p. 9). Perhaps a more protracted process involving the selected
counsellors in planning and developing the intervention may have enabled the development of an intervention
that was more responsive to contextual need and practices, as well as what kind of capacities the CHWs

realistically had, and what their training needs were.

Following a review of the knowledge gaps in planning, developing and delivering programmes using CHWs,
Frymus et al. (2013) recommend conducting participatory research with CHWs before implementing trials. This
could assist in accessing information about particular challenges that might be faced, and subsequently what
might help CHWs to perform better. As mentioned in Chapter Two, Petersen et al. (2012) conducted
participatory research with community members to inform the development of their manualised group-based
IPT. This provides a good example of the beneficial effects on implementation of initial participatory research
when adequate time and funding is allocated to it. Participatory methods can also lead to a ‘co-development’
of interventions, which may result in a more appropriate intervention for both CHWs and participants (Burgess

et al., 2020).

Furthermore, there is the possibility that insufficient feedback on the actual content of the intervention was
obtained from those who spoke isiXhosa and from the CHWs from Khayelitsha. Although psychological experts
were consulted in developing the intervention, there were no isiXhosa speaking experts on the panel, and at

the time the CHW counsellors had not been selected. This may have led to a discordancy between the
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psychological modalities or skills in the intervention, and what might be culturally, linguistically and
contextually acceptable in this particular context. Additionally, although the intervention was piloted with six
participants, a space was not provided to receive feedback from the counsellors or participants on the actual
content of the intervention, and adaptations focused instead on the practicalities of implementation and

refining of CHW training.

In Zimbabwe, Chibanda et al. (2017) provided an example of using formative research with CHWs to adapt the
content of a PST intervention to be suitable to local participants (see Section 2.3.7 in Chapter Two). The
research demonstrated the value of a much longer iterative adaptation process and could be used as a
framework for formative research. Bolton (2019) also provides detailed steps on training, piloting and ongoing
adaptation of interventions so that they can be culturally and contextually relevant and appropriate for both

counsellors and participants.

8.2.3 Capacity of CHWs

Another factor that might have led to inadequate delivery of the intervention is that it was possibly unrealistic
to expect that CHWs, most of whom had 12 years of schooling and some basic health training, would be able
to conduct psychological counselling and teach psychological skills to women. The counsellors had only five
days of intensive training, while most professionals who do this have at least a four year university degree or

diploma.

The educational level of the counsellors may have hindered their full capacity to grasp and internalise the
psychological modalities or concepts in the intervention. This would have on impacted their ability to teach
these concepts to the participants themselves, which would in turn have had important implications for
participants’ sustained skill retention and symptom reduction. Counsellors’ education level may also have had
a role in their ability to read instructions correctly and in understanding how to follow the manual, while being

able to maintain a consistent therapeutic relationship with the participant at the same time.

In AFFIRM-SA, six counsellors were chosen out of 12 that had been trained in the week-long training, through
role plays and demonstration of basic counselling skills. Beyond this training, actual counselling competence
was not measured further. The ENACT rating scale for counsellors (Kohrt et al., 2015) was only being developed
at the time of the AFFIRM-SA trial. A selection of sessions was listened to by the supervisor, but this might have
been inadequate to measure full counselling competence. A formal fidelity assessment on a limited sample

was only conducted after completion of the trial (Munodawafa, 2018).
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Two studies in the Western Cape examined CHW proficiency in motivational interviewing, and both found that
the CHWs did not achieve optimal proficiency in the technique (Mash, 2008, Evangeli 2009). This raises
guestions around abilities of CHWs to understand psychological concepts, but also could be related to training

and supervision of CHWs implementing task sharing interventions.

In examining CHW competence and the measurement thereof, Kohrt et al. (2015) discuss Miller’s (1990)
hierarchy of clinical skills, which involves the measurement of four levels of skill, being “knows, knows how,
shows, and does”. Level one, ‘knows’, assesses conceptual knowledge of a therapy, and level two, ‘knows how’,
refers to knowledge of how to apply theory. The ability to apply skills (‘shows’) is one of the least examined
skill domains, and is particularly lacking in training and research conducted in LMICs (Kohrt et al., 2015). Level
four, ‘does’, refers to how counsellors apply skills in practice. It follows that only when a counsellor is able to
‘show’ therapeutic competence should they conduct interventions. This aspect would be vital in both training

and continued supervision, in order for supervisors to assess adequate competence of the CHWs.

The recently established ‘EQUIP’ initiative may assist in facilitating competency-based training (Kohrt et al.,
2020). As mentioned in Chapter Two, this platform could help to provide competency assessments and
evaluate therapeutic training for CHWs. This aims to aid the selection of CHWs, create certain skill targets for
them, and contribute toward training design and content, which this thesis has identified as necessary and

which will be useful in future interventions.

There is limited literature on selection criteria and assessment of initial competency of CHWs to be able to
conduct psychological interventions before training and supervision is conducted (Frymus et al., 2013). At a
basic level, CHWs should hold some basic interest or inclination in mental health and counselling and have a
desire to help those with mental illnesses, as well as have at least a high school education, and strong

interpersonal skills (Kohrt et al., 2015; Murray et al., 2011; Spedding, 2017).

As discussed in Chapter Two, studies reporting task-shared effectiveness do not often describe competency,
training, and other elements of context in their trial outcome papers. This may lead to potentially inaccurate
assumptions about the abilities of CHWs to conduct these treatments across different contexts, because
mechanisms of therapeutic effectiveness are largely unmeasured and unreported. Mulder et al. (2017) remind
us that evidence of efficacy and effectiveness is not equivalent to evidence of validity. Competency therefore
needs to be recognised as an important factor contributing to intervention effectiveness and contextual

validity.
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8.2.4 Training and supervision
It became clear through the analysis of data that many of the strategies employed by the counsellors may have

been prevented or improved by a greater depth of initial training and continuing supervision. These are

discussed below.

i. Training
Training for counsellors was conducted over five days. While acknowledging the budgetary constraints and
requirements of running a time-tight and schedule-bound RCT, it can be deduced from the results that the
training, in this instance, was not long or thorough enough to teach complex psychological concepts to the
CHWs and how to follow and use the manual. The core implication of insufficient training and supervision of
CHWs is that the psychological modalities in the manual, and basic counselling techniques, were not deeply
understood or internalised by the CHWs. This was evidenced by factors such as the misinterpretation of the
psychological concepts such as psychoeducation and behaviour activation, and by strategies counsellors used
such as brushing over and minimising problems, giving advice, and reprimanding participants (as shown in

Chapter Six).

The lack of understanding by the CHWs would in turn have impacted on whether or how the participants
themselves were able to learn the psychological skills intended in the protocol, and subsequently maintain
them over a longer period of time. Similarly, it leads to the question of whether the counsellors had
internalised that the intention of the intervention was to teach participants practical skills to assist them in

problems that would inevitably occur again, after the intervention was completed.

It is important that CHWs are not ‘blamed’ for these deviations. Rather, the deviations can be understood as
coping methods that they used because they were not sufficiently equipped or supported through training,
supervision, and the acquisition of knowledge. Much of the research on task sharing does not report the
training that researchers conducted with their CHWs (Barnett et al., 2018), making it difficult to compare the
AFFIRM-SA training with others. The effective ‘Thinking Healthy’ trial (THP) in Pakistan had only a three-day
training period and monthly half day supervision throughout the intervention, but the same modality was used
throughout the 16-session intervention (Rahman et al.,, 2008). This may have made training and
comprehension of concepts easier. This contrasts to the eclectic AFFIRM-SA intervention where there were
numerous concepts for CHWs to understand. The five-day training was largely didactic, with limited time for

role play activities.
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Recent iterations of the THP trial using peer counsellors in Pakistan and India (Fuhr et al., 2019; Sikander et al.,
2019) included lengthier classroom trainings (25-40 hours long), field supervision and internships, and
competency assessments using the ENACT scale (Kohrt et al., 2015). However, neither of them achieved
significant results on their primary outcome measures. Another trial that conducted a manualised
psychological intervention for perinatally depressed women in Nigeria provided a three-day training with a
two-day top-up one month later, also found no significant differences between intervention and control arms
(Gureje et al., 2019). These findings reiterate that task-shared interventions are not always effective in
reducing symptoms of depression and bring into question what the actual mechanisms or elements are that

lead to effectiveness in one trial but not another.

In terms of recommendations for training, Barnett et al. (2018) write that training outcomes improve when
there are opportunities to practice and receive feedback on skill use, as opposed to didactic presentations or
discussion. This links to the recommendation above that the demonstration of competency (‘shows’) is an

essential one in training (Kohrt et al., 2015).

il Supervision
Supervision has been found to be vital for effective implementation of interventions (Rahman, 2007),

counsellor adherence and skill development (Beidas et al., 2012), and as a predictor of behavioural change
(Murray et al.,, 2011). Following commencement of the AFFIRM-SA trial, weekly group supervision was
provided to the counsellors in the form of group discussions. This supervision largely involved obtaining
updates on participant progress in sessions, discussion of difficult cases, follow-up on previous referrals and
feedback on session notes. Individual supervision was offered to counsellors once a month, but this was
seldom taken up. Supervision format did not use a specific supervision tool but rather a general discussion of

how the sessions were being conducted.

Given the evidence of the many therapeutic breakdowns in the sessions, including misinterpretation of
concepts, not explaining exercises and homework adequately, and not practising exercises in the sessions,
there is a possibility that the group supervision did not follow a style that scrutinised the CHWSs’ basic
understandings of the psychological concepts, and therefore did not appreciate whether these had been fully

grasped.

It also possible that monitoring of the counselling sessions themselves during the early stages of the trial may
have focused on fidelity to the manual and case management, rather than assessment of counselling

capabilities. Sitting in on counselling sessions and listening to recorded sessions in the beginning of the trial

140



might have assisted in identifying where counselling skills and understandings of psychological concepts were

lacking, and may have resolved some issues early in the trial.

Group supervision allows supervisors to include more CHWs at a lower cost, thereby using time and resources
more efficiently (Hill, Dumbaugh et al., 2014). However, this may lead to the tendency to discuss case studies
and debrief from the sessions, rather than interrogating the counselling skills themselves. Petersen et al. (2014)
found in their review of 29 interventions in South Africa that there was often little distinction between
supervision and “debriefing” across studies. The authors found that support and supervision of lay counsellors

was generally poor, with a lack of standardised training across studies and organisations.

There are a variety of monitoring strategies that are feasible in LMICs, that include counsellor self-report, live
observation of sessions, and role-play behavioural rehearsal (Murray et al., 2011). These authors recommend
that at a minimum, counsellors should complete a self-report form for every session that includes the
components delivered, assignments that were practiced, and safety monitoring. Peer-supervision, using a

structured scale, also has potential for enhancing supervision capacities (Singla, Ratjen et al., 2020).

Evidence of personal disclosure from the section on ‘contextual and personal explanations’ in Section 6.1.10
demonstrates that the counsellors come from the same traumatic backgrounds as the participants and
experience similar stressors and trauma histories. Supervision thus needs to address experiences of secondary
trauma and emotional exhaustion that the CHWs will inevitably face in conducting mental health interventions
in their own communities (Barnett et al., 2018; Kemp, Petersen et al., 2019). In AFFIRM, the counsellors were
offered free counselling sessions by an agency unrelated to the trial implementation, but the offer was not

taken up, for reasons unknown to the supervisor.

The results also point to the importance of training for supervisors. This is endorsed by literature from high
income countries (Scott, Ingram et al., 2000), but little is yet known or even published about the ideal amount
or method of supervisor training for task-shared mental health care (Hill et al., 2014). Supervisors are typically
mental health specialists, but competencies in clinical skills do not necessarily translate into supervisory
competence. This may be particularly pertinent when a supervisor is not from the same background as the
CHWs. In a task-shared research context, there are often substantial expectations placed on the supervisor to
work with minimally-educated counsellors and participants, under management from highly educated,

academic supervisors.
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In the current trial, the supervisor was expected to be both a translator between English and isiXhosa, and also
a broker between the academic, Western psychological culture, and local beliefs and practices of the CHWs on
the ground, in a culturally meaningful way. This may have placed great pressure on this role and was possibly
unrealistic to expect culturally acceptable ‘translations’ of all of the intervention requirements to the CHWs.
In addition, as with all RCTs, there were multiple expectations from many different parties, such as the funders,
ethical boards, monitoring and safety boards, psychological experts, academic supervisors, peer researchers,

and local isiXhosa-speaking counsellors and participants.

Task-shared psychological interventions therefore require a great deal of time dedicated to training in skills
development and ensuring that concepts are grasped, as well as adequate and appropriate supervision.
Similarly, supervisors themselves need support and training, not only in how to successfully supervise

minimally trained CHWSs, but also in their roles as ‘cultural brokers’ in trials.

8.2.5 Structure and design of the intervention
There are three main factors related to the design of the intervention that might have led to the deviations

from the protocol and therapeutic breakdowns: i) the manual design and presentation, ii) the number of

different therapeutic modalities in the AFFIRM-SA intervention, and iii) the limitations of the evaluation design.

i. Manual design and presentation
The review of the counselling manual in Chapter Five suggested that the structure of the manual may not have

been optimal for counsellors to follow. It contained a variety of styles and tenses in the instructions, was
sometimes confusingly phrased, and required counsellors to switch between reading certain sections to

participants and conducting actual activities in others.

The requirement of having to follow and read a manual, combined with the manual itself being poorly
structured, may have undermined the creation of a fully empathic relationship or rapport with participants.
This could have created what Murdoch (2016) refers to as an ‘interactional dilemma’ in the counselling space,
repetitions therefore possibly detracting from the true essence or nature of counselling. In using a manual, the
counsellors’ attention is split between reading the instructions to themselves and to participants and
remembering the requirements of the session, while also developing and maintaining an empathetic
interaction with participants. This may have had a deleterious effect on a full therapeutic connection which
assists in reducing depressive symptoms and feelings. Indeed, in Munodawafa’s (2018) study that involved
different AFFIRM-SA participants, the perception of counsellors’ ability to use the counselling manual and

homework book was identified as a factor influencing effective implementation
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For the AFFIRM-SA trial, the CHWs were not professionally trained in therapy nor necessarily highly literate.
The manual could therefore have been more simply and clearly worded, with better distinctions between what
is supposed to be read aloud and what instructions were specifically for counsellors. These lessons are very

important for future development of manuals for task sharing.

The manual was reviewed by a number of counselling professionals who deemed it appropriate before
translation. However, the above evidence suggests a discordance in the process of reviewers ‘reading’ through
a manual, what gets lost or changed in translation, and the active and practical use by the counsellors. For the
development of psychological manuals, Bolton (2019) recommends writing materials in a form that uses
simplified language, translated by local translators, and preferably a group of them. Interestingly, he
recommends that the translators should not be mental health professionals, so that questions or comments

they may have about the materials would be similar to those of the CHWs and participants.

ii. Therapeutic modalities
Second, the counselling intervention was developed in consultation with psychological experts, through a

workshop conducted in 2012. The experts came from different theoretical psychological backgrounds, and
each recommended different evidence-based modalities such as behaviour activation, healthy thinking,
cognitive behavioural therapy (CBT) and problem solving, which have been shown to work independently in
different contexts. The intervention therefore included all of these elements in an eclectic approach. This may
have involved too many psychological modalities for the counsellors and the participants to grasp, and
attempted to cover too much in six sessions. It might have been more practical to have chosen one modality
and repeated it over a number of sessions, so that both the counsellors and participants would have been able
to learn these skills more confidently. All the same, this eclectic approach was deemed the most appropriate
at the time. Examples of successful interventions using single modalities include the CBT-based ‘Thinking
Healthy’ trial in Pakistan (Rahman et al., 2008) and the problem solving ‘Friendship Bench’ trial in Zimbabwe

(Chibanda, Weiss, et al., 2016)

Using more than one modality is not uncommon, as Singla et al. (2017) found in their review of 27 studies in
LMICs. Sixty-three percent of studies in their review used more than one treatment modality, with 2.26
modalities being the average across studies. Singla et al. (2017) subsequently recommend using ‘simpler’
treatments that instead include empirically supported psychological common elements that they identified in
their study (these are described further, below). The shift away from more complex interventions such as CBT

also assists in reducing costs, training and maintenance of quality among lay health workers (Bolton, 2019). A
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few trials are currently testing simplified versions of interventions, such as Problem Management (Dawson,
Bryant et al., 2015; Hamdani, Ahmed et al., 2017) and behavioural activation interventions (Patel, Weobong et

al., 2017).

iii. Limitations of the evaluation design
Last, the inflexibility of the research and intervention design may have hindered any opportunity for change in

content and design once the intervention was established and counselling sessions were underway. The RCT
design may have deterred any opportunity for CHWs to give feedback about what was not working for them
in the manual design or content, or the intervention itself. There were no opportunities for the CHWs to
respond more appropriately to contextual need of the participants. One means of being able to do this would
be to use a more iterative and responsive approach to intervention design and implementation. This might be
achieved through a ‘continuous process evaluation approach’ (Murdoch, 2016; Padmanathan and De Silva,

2013), whereby interventions are assessed before, during and after the intervention.

An example of an intervention with an iterative responsive design is a study by Michelson et al. (2020), who
report on two stages of piloting a transdiagnostic, low-intensity intervention for CMD for adolescents in schools
in India. Through the two stages of piloting, the authors integrated their pilot feedback into a more deeply
evolved and adapted intervention that was more appropriate to the adolescents’ personal and situational
needs. The authors report that using an ‘iterative approach’ enabled modifications to be planned and

evaluated in a timely manner.

Responsive research would involve some degree of flexibility within an intervention, which would allow for
creatively adapting to the population or individual receiving counselling, while still delivering essential
components. Murray et al. (2011) describe this as balancing flexibility with fidelity to an intervention. An
example of flexibility within a trial was the THP intervention conducted by Rahman and colleagues (2007;
2008), where counsellors were flexible in adapting to the needs expressed by the participants themselves.
Counsellors in this study reported that some participants required empathic listening, others needed help with
infant care, some required physical and health care, and yet others needed assistance with interpersonal
relationships. The value of flexibility and responding to individual needs within a structured intervention
creates a particularly positive response from participants and engenders a belief that counsellors really want
to help them (Pugach and Goodman, 2015; Thompson et al., 2012). The AFFIRM-SA intervention may therefore
have been more responsive to both participant and counsellor needs if the intervention had involved a more

iterative and responsive design.
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8.2.6 Intervention ownership
There appears to have been a lack of ownership of the counselling intervention by the counsellors. Often, it

appeared as though there was an almost ‘magical’ belief that the manual itself would help the participants,
rather than there being any agency from the counsellor, through her own strategies or effort. This was revealed
through aspects such as counsellors not addressing traumatic events disclosed during the 14-item checklist,
counsellors giving participants ‘absolute assurances’ about the efficacy of the intervention to help them, and
inappropriate reading from the manual. In addition, the counsellors often provided inadequate explanations
of homework and in-session exercises, through a summary of the exercise but not practicing it in the session

itself.

It is almost as if the counsellors believed that the manual, which was designed by academics from a university
with authority and ‘knowledge’, held a power that would help participants in itself, without any therapeutic
input or agency from the counsellors themselves, or, for that matter, from the participants. This highlights
issues in designing and implementing manualised interventions with non-professionally trained counsellors
who, through lack of professional knowledge, may not deeply understand the therapeutic intention of the
manual or the intervention, and instead rely on the manual itself to do the actual therapeutic work. Again,
adjustments in competency assessment, training and supervision, as well as improving communication
between CHWs and the supervisor, and the supervisor and her academic supervisors, might have assisted in

improving this situation.

The historical complexities of racial and gender discrimination in South Africa provides reflection that as local
black women with only twelve-year school qualifications, the CHWs may not have felt empowered to give any
feedback on what they felt about the intervention, or what they did not understand. They might have felt that
they did not have any space to give essential feedback on something that had been developed by those in a
position of power. Jordans et al. (2012) refer to this as the “cultural distance between the context of

development of psychotherapeutic concepts and context of implementation” (p.346).

To mention again, the adaptation process employed by Chibanda et al. (2017) in the Friendship Bench
programme encouraged a sense of ownership and empowerment in the CHW counsellors, which in turn
created an acceptance of the counselling intervention in the community, thus increasing sustainability in the
longer term. This thesis thus suggests that CHW views and voices need to be encouraged and incorporated in
the development and continued implementation of interventions as they are the ones who are implementing

it on the ground.
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8.2.7 The role of advice
Chapter Six provided abundant evidence of counsellors giving advice to participants, throughout the sessions

and across all counsellors. This suggests that this might have been a social norm within this context, as
suggested by Chibanda et al. (2017) for the African context and Kohrt et al. (2015) for a Nepalese context.
Although the Western client-centred model encourages counsellors not to give any advice and rather elicit
responses from participants, perhaps advice was what was actually needed or expected in this context.
Perhaps the CHWs, seen as elders or more educated people, were expected to provide advice to younger or
less experienced women, who listen to and respect the advice being delivered. This may have unwittingly
negated a possible counselling norm in this population and caused an interactional dilemma or ‘cultural clash’

for the counsellors.

In addition, as demonstrated in Section 7.2.1, some women explicitly requested advice from their counsellors.
This may relate to the severity of the women’s circumstances and the lack of educational and personal capacity
they had to deal with their situations. They may also have expected it through their perceptions of what
counselling entails. Perhaps this should therefore be incorporated into context-specific interventions rather
than negated and discouraged. The role of advice in counselling is acknowledged in some other studies that
use non-specialist providers (Dewing, Mathews et al., 2013; Jordans et al., 2012; Kohrt et al., 2015), and is

explored further, in Section 8.3.1 below.

There is also counter-evidence that client-centred therapy and refraining from giving advice is effective.
Referring to their successful problem solving therapy interventions in Zimbabwe, Chibanda et al. (2017) noted
that the clients in their study appreciated and were empowered by being encouraged to find their own
solutions. The authors emphasised the importance of allowing clients to drive the therapeutic process. The
Friendship Bench manual even instructs counsellors to ‘avoid advising the patient to stay strong or not cry,

because it is good to express emotions’ (Pedersen et al., 2020).

It is thus not possible to speculate or generalise on the most appropriate approach for localised mental health
services. The evidence serves instead to reinforce that every context is different and that we need to be highly
attuned to the cultural nuances and requirements of each context that mental health interventions are
provided in. It is also vital to ensure that adequate formative research is conducted to establish the true needs

of a population and to adequately and appropriately respond to those needs.
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8.2.8 Contextually related need

The context within which the participants lived in, in Khayelitsha, is a combination of poor physical conditions
(such as health service, sanitation, roads, electricity, housing, high cost of nutritious food) and highly stressed
social conditions (such as unemployment, family not present, partners having multiple girlfriends, relationship
insecurity, and financial insecurity). The majority of the women expressed need for monetary help, economic
skills, improved food security, and safety from violence and abuse, rather than relief from depression. These
problems often seem to be spoken of as locally accepted, generalised problems, that are embedded in
everyday discourse, and that may seem untenable to address through psychologically oriented therapeutic

sessions.

It is therefore a possibility that even when the counsellors did follow the manual or demonstrate basic
counselling skills, the nature of the context and the mechanisms of poverty were often too powerful for
therapeutic strategies to have any lasting effect. With the exception of problem solving, the sessions were
designed to focus on psychological techniques and skills. They were not designed to specifically address the
causes that had been identified by participants in the formative research, such as poverty and unemployment,
abuse and intimate partner violence (IPV), unwanted pregnancies, grief and crime. AFFIRM-SA was not alone
in this: the review of acceptability and feasibility of task-shared psychological interventions by Padmanathan
and De Silva (2013) found that other mental health interventions had also not adequately responded to local

problems or satisfied the participants’ circumstantial needs.

The limitations of psychological therapy interventions in this context raises the possibility of adding elements
to these interventions that address some of the social determinants of mental health, either alone, or in
combination. Some examples might include poverty reduction, addressing intimate partner violence and multi-

component interventions. These are discussed below.

i. Adding an economic component
There is emerging evidence that interventions that involve both economic and mental health aspects can

improve mental health and economic status (Lund et al., 2011; Lund, Orkin et al., 2020). A qualitative study
examining the impact of a comprehensive rural health project in India, which included income generating
projects, found that women stated that their mental health was enhanced when they increased their capacity
to earn income separately from their husbands. Some of the strategies for income generating projects were
promoting literacy and numeracy, the formation of self-help (micro-credit) groups, training women in

marketable skills, and providing seed funding/loans for businesses (Kermode et al., 2007). Given the evidence
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emerging from the thesis, and that income inequality and lower household income are significantly associated
with depression in South Africa (Burns, Tomita et al., 2017), it seems important that mental health
interventions should include economic enhancement components that would complement psychological

elements.

i Tackling intimate partner violence
Intimate partner violence has a clear impact on women’s mental health. This was also confirmed in a previous

study using AFFIRM-SA trial quantitative data (Schneider, Baron et al., 2018). The causes and impacts of partner
abuse, whether it be verbal, physical, sexual or economic, thus also need to be addressed in psychological

interventions, particularly for pregnant women.

In this study, partner abuse was often preceded by the abuse of alcohol by women’s partners, and this is
therefore another important factor for consideration when designing interventions. The relationship between
partner alcohol abuse and IPV was acknowledged and addressed in a recent intervention in Zambia by Murray
and colleagues (2020), using the ‘common elements treatment approach’ (CETA). The authors found significant
effects on alcohol use reduction in women’s partners, and on instances of IPV. Future interventions could well

consider using this approach.

There is scant evidence of mental health interventions that include IPV reduction strategies as part of their
interventions (Tol, Murray et al., 2019), or even of evidence-based approaches dedicated purely to the
reduction of IPV (Joyner and Mash, 2011). Reducing levels of IPV is difficult, especially in contexts of poverty
where perpetrators are disempowered and poverty and challenging living conditions are more likely to drive
IPV perpetration (Gibbs, Dunkle et al., 2020). As with mental health interventions, IPV reduction interventions
are less likely to be effective if underlying drivers like poverty, food insecurity and issues of masculinity within

these contexts are not addressed (Closson, Hatcher et al., 2020).

iii. Multi-component interventions
Despite mixed evidence in the literature but driven by evidence from the data in grounded theory analysis, this

thesis supports the inclusion of multi-component interventions. In addition to a mental health component,
these would include strategies to deal with intimate partner abuse and an economic skill-building component.
The data from this thesis also supports the notion that the provision of a basic income for women who have
nothing at all, would reduce their levels of anxiety around not being able to provide for their new-born infants

and other children. A grant would enable them to buy basic food which is essential for their physical and mental
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survival. This would assist in addressing both the economic determinants of depression and mitigate the

economic impact of depression (Lund and Cois, 2018).

In summary, the evidence from Chapter Six suggests that the intervention was not able to sufficiently address
or mitigate the social or economic issues that were placing extreme psychological strain on the women in the
study. In this regard, Bolton candidly wrote that it might be ‘naive’ to believe that task sharing for mental
health can assist under the multiple problems that people in LMICs face, such as conflict, instability, and
poverty (2019). As far as possible, this should therefore be kept in mind when designing and implementing

mental health interventions in LMIC.

8.2.9 Summary of deviations from protocol
This section discussed factors that might have led to the various deviations from counselling protocol that

occurred in the AFFIRM-SA intervention. Fundamental to the processes of the intervention appears to have
been that training and supervision of the CHWs may have been suboptimal, leading, amongst other things, to
an inadequate understanding of skills that needed to be taught to and internalised by participants. Similarly,
the supervisor may have been placed in a difficult role as a ‘cultural broker’ between academic expectations
and local needs. Training and supervision of CHWs in task-shared interventions therefore needs to be
thorough, intensive and continuous. Within the context of task sharing, we also need to gain a deeper
understanding of the expectations placed on these CHWs in their ability to learn skills and understand

psychological concepts, when they themselves have limited education.

There also appear to have been issues with the design of the intervention itself. These range from not including
local or isiXhosa-speaking experts in designing the manual and getting feedback from the pilot study, unclear
instructions, styling and format of the manual, and including too many psychological modalities in the
intervention. There may have been a lack of cultural or contextual consideration in the intervention, through
imposing more Western psychological methods on a more community-orientated culture, where advice might
be a socially accepted norm in counselling situations. Thus the manual-based intervention, focusing on
psychological skills and techniques, may not have adequately addressed the ‘real’ contextual need of the
participants such as economic skills and improved food security. Likewise, it was unable to help ameliorate
situations of IPV and abuse in any significant way, or help women deal with the consistent trauma and crime
that they face in Khayelitsha. This intervention may therefore have benefitted from an extended period of
formative research and piloting in order to create an iterative intervention that was more responsive to the

needs of both CHWs and participants.

149



In conclusion, there are multiple and complex layers of context at play within the implementation of task-
shared interventions for mental health. The above discussion demonstrates that it is vital that the specific
context of each intervention is taken into account when developing and implementing interventions. This
context must be fully acknowledged, through an understanding of culture, history, political background,
language, expectations, individual need, and socio-economic positioning, to name a few. This commentary
provides important points of consideration for the design and implementation of task-shared interventions in

the future. These are discussed in the recommendations in Section 8.6 below.
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8.3 Therapeutically effective elements

Chapter Seven presented the subjectively reported positive outcomes of change from the sessions by the
participants, and their attributions for these reported outcomes. The analysis employed a grounded theory
approach which aimed to ensure that themes and results were driven by the data from the counselling session
transcripts themselves. The outcomes narrated by women during the sessions included consistent reports of
‘feeling better’, an improvement in mood and affect, a reduction in suicidality, a shift in thinking patterns and
subsequent behaviour, actions, or activities (such as identifying negative thought patterns, solving problems,

and increased agency), and learning to communicate.

These reports provide evidence that speaks to the findings of significant improvements in EPDS scores for the
intervention group in the RCT outcome assessments. The EPDS could have been picking up levels of distress or
anxiety that were not necessarily clinical symptoms of depression but that were more relevant to women’s
experiences of depression and distress in this context. The intervention may thus have led to reductions in
psychological distress or mild depression, but wasn’t able to address more severe depression symptoms, as

measured by the HDRS.

Furthermore, although the data points to many deviations from protocol by the counsellors, these may not
necessarily have been inappropriate for the participants themselves. This encourages two reflections: first,
that in this context this might actually have been appropriate and needed by the women in this particular
culture (see Section 8.2.7 and 8.2.8 on advice and contextually related need), and second, that my viewing and
interpretation of the data comes from the positioning as a ‘Western’ researcher with a psychological

background. | reflect on this further in Section 8.8 on Reflexivity.

Following the reports of positive outcomes, the data were examined for the attributions by the participants
for their reported improvements and changes. Not only did this elucidate the elements or mechanisms behind
the improvements but it also assisted in confirming that women were not reporting these positive outcomes
due to desirability bias. The quantity and range of the explanations, unprompted by the counsellors, alluded
that women were reporting these attributions as indicating their subjective experience of improvement and
not simply to please their counsellors. These attributions were the elements that assisted them to feel better
and experience improvements in mood: elements that were perceived by them to be therapeutically effective.
These elements were consistently reported by all participants included in the analysis, across counsellors and

across the different modalities of the therapy sessions.
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The attributions were grouped into various categories that aligned with what the women reported, and were
as follows: receiving advice around relationships, pregnancy and birth, psychoeducation, normalisation of
feelings, the experience of confidentiality and trust, commitment from the therapist, sharing problems, a sense

of relief, empathy and being heard, and experiencing a sense of connection and hope.

Previous authors have examined effective elements of therapy and have referred to them as ‘working
mechanisms’, ‘engagement elements’, ‘non-specific elements’, or ‘common’ elements in therapy (Cuijpers et
al., 2019; Jordans et al., 2012; Murray and Jordans, 2016; Singla et al., 2017). Barth et al. (2012) explain these
therapeutic elements as being parts of the therapeutic exchange that are universal across experiences of
therapy, are not related to specific modalities, and are elemental in determining the outcomes of treatment.
These could be factors such as the personal qualities of the therapist, the therapeutic alliance, and the client’s

hopes and expectations (Barth et al., 2012).

Two frameworks are used to interpret the reported therapeutic elements in this study. The first is the
taxonomy of treatment components and techniques, referred to as common elements, developed by Singla et
al. (2017). This is presented in Section 8.3.1 below. The second is a ‘Contextual model’ of therapeutic
effectiveness developed by Wampold (2015), presented in Section 8.3.2. A brief discussion about the role of

assessment as a therapeutic element then follows.

8.3.1 Common elements
In their seminal review of task-shared psychological treatments in LMICs, Singla et al. (2017) developed a
taxonomy of treatment components and techniques that goes beyond specific treatment modalities or
packages, referred to as common elements. They identified three categories of therapeutic elements, being:
1) “Nonspecific elements”, also referred to as engagement elements, which are reflective of the approach used
by the therapist to engage a client, 2) “Specific elements”, which refer more to psychological mechanisms, and
encompass four broad domains of emotional, behavioural, cognitive, and interpersonal elements, and 3),‘in-
session techniques’. This is defined as the skills that the therapist implements during a session to deliver an
element (Singla et al., 2017). The above categories can be used to make sense of the data and outcomes

identified in the counselling sessions from the participants in this study.

i. Non-specific elements
First, many of the attributions and reasons for positive outcomes reported by participants can be attributed to

non-specific or engagement elements in the therapeutic space, or, what many authors identify as the
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therapeutic alliance between counsellor and participant. A therapeutic alliance can be defined as the
“collaborative nature of the patient-therapist interaction, their agreement on goals, and the personal bond
that emerges in treatment” (Kazdin, 2009, p. 420). It can include empathy, therapist positive regard, and
therapist genuineness, all of which have been found to be robust predictors of psychotherapeutic outcome
(Wampold and Budge, 2012). Therapeutic alliance is an essential factor cutting across treatment modalities
that contributes to the effectiveness of treatment (Cuijpers et al., 2019; Norcross and Wampold, 2011; Timulak

and Keogh, 2017).

The non-specific elements that participants in this study spoke about in the counselling sessions that were
related to therapeutic alliance included sharing problems, normalisation of feelings, experiencing trust in their
counsellor, experiencing confidentiality, feeling empathy and being heard, valuing the commitment from the
therapist, experiencing a sense of connection, and a feeling of hope. The non-specific elements identified by
Singla et al. (2017) that had the strongest associations with treatment outcome were: collaboration, empathy,
active listening, normalisation, involvement of significant other. Empathy from counsellors was also mentioned
by different AFFIRM-SA participants in Munodawafa’s (2018) study as a factor that facilitated their retention
in the RCT.

In a recent commentary, Cuijpers (2019) noted that hope and the expectation that problems will be solved,
are fundamental and necessary targets of therapy. In this study, being given hope was mentioned frequently
as a catalyst for change by participants. Pedersen et al. (2020) found in their review of psychological treatment
manuals that 94% of manuals included instructions for CHWs to promote hope or optimism for change. Even
though this was not explicit in the AFFIRM-SA manual, the participants identified hope and optimism as one of

the effective therapeutic styles used by the counsellors.

A review of clients’ perspectives on psychotherapy by Timulak and Keogh (2017) found that while clients valued
therapist techniques and expertise, what was more important for them was the sense of warmth, authenticity,
honesty, and dedication within the therapeutic relationship. Another study with low-income women in the
USA confirmed that, similar to the current study, participants identified the importance of feeling heard in the
relationship (Pugach and Goodman, 2015), and also being listened to without judgement. Women in the
current study spoke of the impact this feeling of being heard had, on their mood and feeing of connection with

their counsellors.

Sharing problems and social interaction was found to be integral to healing of depression in a review of studies
in Sub-Saharan Africa (Mayston et al., 2020). Lambert and Ogles (2004) also endorse that the mitigation of

isolation is imperative for treatment effectiveness. This is clearly relevant to the women in Khayelitsha in the
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current study, particularly where women feel isolated from social networks and trauma is deep and

widespread.

The exact nature of the therapeutic alliance in this study might be slightly different to that reported in the
literature. This was demonstrated through the prescriptive advice and reprimanding interactions that the
AFFIRM-SA counsellors used in many of their sessions, often framed from the position of counsellor authority
over participants. Despite this, the alliance or relationship that was created in the AFFIRM-SA counselling
sessions was noticeably helpful to participants. This style therefore may have been more appropriate, relevant

or acceptable to this particular context.

Therapeutic alliance can also be understood as a sense of connection between counsellor and participant.
Timulak et al. (2013) found in a meta-analysis that the human connection within a supportive safe relationship
was one of the key features found to aid client process in therapy. The study data emphasises the deep need
amongst participants for increased connectedness and trusting relationships. The provision of counselling may
well be the place where this can be achieved and then modelled for further interactions. In a task-shared
context, there is often the added benefit that CHWs have multiple connections of their own in the communities
in which they live and work, and may thus be able to suggest and encourage increased further connection for

their participants in their own communities.

An improved sense of connection can foster and encourage further connection (Jordan, 2008). This is
demonstrated in the current study through women improving their communication skills, experiencing
connection, increasing personal agency, and then reaping the rewards of these improved skills through
enhanced impacts on social networks and support. Ideally, this creates a reinforcing cycle of improved

communication and subsequent connection to others in their lives.

i Specific elements
Second, in addition to the non-specific elements and therapeutic alliance, there are other ‘specific’ elements

identified by Singla et al. (2017) that relate to psychological mechanisms within treatment, but that are still
not related to any particular modality or treatment type. The specific elements with the strongest associations
with treatment outcome in their review were: identifying or eliciting social support, communication skills,
assessing relationships (interpersonal elements), identifying/eliciting affect, linking affect to events, emotional
regulation, and emotional processing (emotional elements). The elements within the AFFIRM-SA counselling
sessions that align with these more specific elements were receiving advice around relationships, pregnancy,

birth and depression (psychoeducation), and experiencing a sense of relief. Learning to communicate was
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widely reported as an outcome of the sessions and this may also have played a role as a reason or attribute

for improvement in mood.

Additionally, there were descriptions of women experiencing more agency and subsequent behaviour change
in their lives (reported in the section on ‘change in behaviour and thinking’ in Section 7.1.3). This could well
have been linked to improved knowledge of depression and its causes and learning about methods to deal
with this. It seems that psychoeducation played a therapeutic role through the provision of information, and

was greatly appreciated in a context where there is very low mental health literacy (Spedding, 2017).

Perhaps fittingly, psychoeducation was identified as the most commonly used element in Singla et al.’s review
of task sharing interventions for CMD in LMICs (2017) and was included in 88% of manuals reviewed by
Pedersen et al. (2020). Psychoeducation is an interesting element as it is used both as a specific treatment in

itself, as well as an engagement element of therapy.

In an examination of elements that predict efficacy and effectiveness of therapy, Lambert and Ogles (2004)
found that catharsis, identification with therapist, mitigation of isolation, and advice are some of the essential
elements for therapeutic effectiveness. The elements in the current study all align with these findings. The
positive role of advice is recognised in a number of other international studies (Dewing et al., 2013; Jordans et
al., 2012; Kohrt et al., 2015; Lambert and Ogles, 2004). Linked with a sense of relief, catharsis was identified in
a qualitative meta-analysis of insight events in psychotherapy (Timulak and McElvaney, 2013). In a South
African study with a similar perinatal population, ‘disclosure’ and release of stress was also cited as a significant
factor for improvement in mood (Marsay, Manderson et al., 2018). In the current study, the sense of relief and
release of self-blame and guilt was often as a result of the normalisation of feelings by counsellors (see Section

7.2.6).

iii. In-session techniques
Last, Singla et al. (2017) identified in-session techniques which are more specific to particular treatments but

still play an essential role in therapeutic effectiveness. In their study, these were identified as:
psychoeducation, assigning homework, giving praise, interpersonal focus, behavioural experiments,

motivational interviewing, direct suggestions, reviewing homework, goal-setting, and role-playing.

Within the current study, these techniques could be seen as the strategies that were employed by the
counsellors as per protocol and guided by the manual, and would have included the topics or skills the

counsellors taught the participants, being psychoeducation, problem solving, behaviour activation and healthy
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thinking. Evidence of these strategies being used is visible in some of the sessions, and these skills, when used
appropriately, may have assisted in the improvements in mood, cognition, and behaviour amongst some of

the participants.

8.3.2 Wampold’s contextual model

Along with Singla et al.’s (2017) review, the contextual model created by Wampold (2015) provides a useful
way of organising and making sense of the participants’ outcomes and attributions, in relation to their context.
As stated in the literature review, this model hypothesizes that therapy works through three pathways,
following the initial establishment of a therapeutic relationship. The first pathway is the ‘real’ and personal
relationship between client and therapist. In the current study, this would involve the elements trust and
confidentiality, commitment from the therapist, sharing problems, a sense of relief, empathy and being heard,

feeling a sense of connection, and the positive impact of the baseline assessment.

The second pathway is the creation of expectations and hope, through an explanation of the disorder and its
causes, and a means to cope with problems (the treatment involved). This affects clients’ expectations of
outcome and subsequent treatment effectiveness, and would involve receiving advice about pregnancy, birth

and relationships, psychoeducation, normalisation, and experiencing hope and motivation.

The third pathway involves the ingredients of specific therapies or health promoting actions, which would
differ depending on the type of therapeutic modality. In the current study, these factors would have been the
same as the ‘in-session techniques’ mentioned above, being psychoeducation, problem solving, behaviour

activation and healthy thinking.

Using this model provides opportunity for reflection on the process of counselling as a whole, whereby the
intervention may have fulfilled the first two pathways: that of creating a personal relationship between
participant and counsellor, and of the creation of expectations and hope. However, counsellors may not have
grasped the ‘ingredients of specific therapies’ fully enough to have sufficiently fulfilled the third pathway,
which would have impacted the HDRS outcome. This would clearly link with the insufficient provision of
optimal training and supervision to develop these more specific psychological skills, and it provides reflection

on the contrasting results between the HDRS and the EPDS outcomes.

156



8.3.3 Therapeutic effect of assessment

Last, the participants reported marked positive effects from the experience of participating in the baseline
assessment alone. Although the attribution is not related to the counselling sessions themselves, this finding
is included to highlight the need for and value of connection and empathy this context. To repeat from Chapter
Seven, the reasons given by women for the helpfulness of the baseline assessment were that of being given
hope and motivation, having someone to talk to, a sense of relief, and receiving advice. This was experienced
simply from one hour of dedicated questioning from a fieldworker, but this hour involved personal and focused
attention and care expressed to a vulnerable woman in a time of deep need. It is notable how similar these
four elements are to the therapeutic elements that participants identified from the counselling sessions. This
emphasises both the therapeutic effectiveness of these elements and how healing the women found the

baseline assessment.

Interestingly, research was conducted into this phenomenon with a similar sample to the current study, in
Johannesburg, South Africa. The authors specifically examined changes in mood following a screening
assessment with pregnant women, and identified that the women experienced ‘measurement reactivity’,
whereby the assessment itself resulted in changes in mood (Marsay et al., 2018). The study assessed potential
mechanisms for these changes and found very similar results to this study, being the process of disclosure,
gaining self-knowledge, validation of experiences, a sense of personal agency, and seeking out support from
others (Marsay et al., 2018). The mechanisms were attributed to both the content of the questions and the

quality of interaction with the interviewer.

The authors endorse the importance of the quality of the encounter, which involved non-specific therapeutic
elements such as a sense of connection with the assessor, engagement, warmth, empathy and active listening.
Their participants identified that the interviewers they spoke to were warm and empathetic, and that they felt
supported and cared for, which allowed for an improvement in mood and anxiety following a single screening
event (Marsay et al., 2018). This is particularly interesting because the fieldworkers in this thesis were skilled
and empathic female interviewers and were the first point of contact and opportunity for ‘relief’ that the
participants would have had. The fieldworkers would thus have needed to be able to listen empathically,
contain the women’s emotions, and refer them for clinical services should these be needed. This again
underscores the role of connection, alliance and support as therapeutic factors in reducing distress in this

perinatal population.
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8.3.4 Summary of therapeutically effective elements

This section discussed the various elements that the women themselves identified as being therapeutically
effective in their counselling sessions, and related them to the relevant literature in the field. The data serves
to confirm that, despite the evidence that counsellors did not always follow the manual optimally, there were
many ‘non-specific’ and ‘specific’ therapeutic elements, not related to a type of therapeutic modality, that
contributed toward positive outcomes. Although no assumptions can be made about causality, this study adds
to the growing body of research on common elements of therapy, where all of the therapeutic elements
mentioned by the participants themselves corroborate elements already identified in the international
literature. It is interesting that although common elements were not formally included in the AFFIRM-SA
intervention, the nature of the unfolding therapeutic relationship appears to have enabled some of these

anyway.

These findings endorse what various authors are now proposing: that the use of a limited number of common
elements or factors can assist in addressing the large treatment gaps in LMICs, through incorporating them as
key therapeutic factors in the implementation of mental health interventions (Kohrt et al., 2015; Murray and
Jordans, 2016; Singla et al., 2017). The authors recommend that competency and training in common elements
should be prioritised, and only once these are adequately learnt, should training in specific therapeutic
modalities be executed (Jordans et al., 2012; Singla et al., 2017). These elements then need to be tested to
identify which factors are most predictive of treatment outcomes in task-shared interventions in LMICs

(Ottman, Kohrt et al., 2020; Pedersen et al., 2020).

Last, against the context of social isolation and economic exclusion that is widespread across LMICs, one of the
essential elements identified by participants was the establishment of a sense of connection between
counsellor and client. The sense of connection the participants describe in this study endorses the idea that it
is not necessarily the therapeutic modalities themselves that are effective, but more the fact that there is a
‘real’ relationship (Wampold, 2015) and feeling of connection in a context where this is rare and difficult to
attain. The sense of connection can assist in encouraging growth, change, clarity, productivity, increased self-
worth, and the desire to foster further social connections (Jordan, 2008). This desire in particular could then
create a positive feedback loop of connections, which would go beyond the therapeutic relationship, and start
to reinforce the benefits and value of increased connection and communication, and subsequent positive
impacts on mental health (as the participants in this study stated was happening for them). These connections
may form a buffer, although limited in capability, against the impacts of the socio-economic traumas that

participants face on a daily basis.

158



8.4 Models of implementation processes and outcomes

Two models have been developed to understand what has been discovered through this process evaluation of
the AFFIRM-SA RCT counselling sessions. These models enable reflection on the contrasts that have been
highlighted in this thesis and that are demonstrated in the contrasting findings of the HDRS and EPDS: that
there were many visible deviations from protocol and therapeutic breakdowns in the counselling, but that

there were also obvious elements that were therapeutically effective within the sessions.

8.4.1 Model 1: The intervention did not disrupt the mechanisms that perpetuate perinatal
depression

Guided by the work of Murdoch (2016), the first model unpacks the various aspects of the intervention, from
theory, to conceptualisation of the intervention, to implementation, bordered by contextual need. The model,
based on the data around deviations from protocol, is that in general, the intervention as it was, did not meet
or fit the contextual needs of either the counsellors or the participants, and subsequently did not disrupt the
‘mechanisms’ that create or perpetuate perinatal depression (Hawe, 2015; Moore and Evans, 2017). It posits
that in the formative work, the need that was (rightly) identified was depression, and that the theory and
manual to address this need was based on evidence from the time (2011), which relied heavily on psychological

techniques to address depressive symptoms.

In addition, due to inadequate training and supervision, the intended manual and protocol was not
administered as intended, and psychological skills were not taught or learnt adequately by counsellors and
participants alike, thus not encouraging a permanent ability to use these skills in the inevitably repeated

instances of trauma in the participants’ lives.

The counselling sessions did provide certain benefits for participants, such as a sense of relief, support, advice,
and a sense of connection. However, due to the above factors, 1) the ‘contextual need’ of the participants was
not met by the intervention, and 2) the intended psychological skills were not learnt or internalised to be able
to effectively address context. This resulted in a feedback loop where neither the intended protocol nor the
actual implementation were able to address the continued trauma and context that the women faced in their

daily lives, which were core factors that lead to the development of depression in the first place.

In the AFFIRM-SA trial, the intention of the theory, protocol and manual was to teach participants psychological

skills to improve their life circumstance and feelings of depression. Yet these would not have been able to
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address the mechanisms that perpetuate or sustain perinatal depression (Hawe, 2015; Moore and Evans,
2017), which are mostly poverty related. Therefore, going forward with task-shared interventions for mental
health, there needs to be an inclusion of contextually relevant responses that potentially include an economic
skill building component, and strategies to deal with IPV to realistically address the context that women living

in Khayelitsha (and many other low resource settings) face.

Mechanisms that perpetuate depression: Continued trauma, economic stress, IPV
/
v Did not receive: intended
Context: Poverty, unwanted . )
. . psychological skills;
pregnancy, isolation, abuse, cconomic skills. 1PV
food insecurity, HIV/AIDS S
strategies
Theory: Design: Implementation:
Identified need: Psychological & Manualised, 6 sessions of counselling
Depression :> behavioural — psychological [  using CHWs; Suboptimal
techniques modalities training & supervision
Suboptimal manual, Received: Advice, connection,
Missed needs: Theory did not Therapeutic psychoeducation,
Economic skills, IPV match contextual breakdowns, normglisation, trust,
strategies need Contextual commitment, sharing
influences problems, relief, being heard

Figure 4: Model 1. The intervention did not disrupt the mechanisms that perpetuate perinatal depression

8.4.2 Model 2: The intervention provided connection and short-term resilience
A second way of looking at the data, guided by the reports of session outcomes, is through the lens of

connection and resilience. This model posits that against the highly stressed and traumatic contextual
background in which the participants live, the act of talking to a counsellor and having the commitment from
a counsellor of six sessions together, may have provided a sense of connection, support, and ease of isolation
that was able to act as a buffer to keep distress at bay, and provide a reprieve — albeit brief — of their everyday

stress.

This sense of connection could have assisted in relieving immediate symptoms of distress, stress and trauma,
created a sense of hope that problems could be solved, built some form of psychological resilience, improved

the ability to communicate, and increased feelings of support. This would have encouraged a desire to foster
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further social connections, which is an essential element in the reduction of feelings of isolation, and led to a

subsequent improvement in mood and symptoms of depression.

Unfortunately, although the counselling sessions were obviously helpful to the participants for the duration of
the sessions, these changes were probably of a temporary nature that existed because of and within the
therapeutic time frame where the women felt that they had some form of support through the connection
with the counsellors. Unfortunately, this sense of connection and support was short-term, and therefore could
not reduce clinical symptoms of depression or provide longer-term resilience against the context of extreme

poverty.

Model Two (see Figure 5) is a graphic representation of this theory, whereby the sense of connection felt
through the sessions created a small buffer of resilience that helped to reduce distress and deal with everyday
stress (which is possibly what the EPDS picked up), but that this buffer was temporary in nature, and was not
robust enough to reduce clinical symptoms of severe depression (on the HDRS) or to ward off the impacts of

poverty such as unemployment, abuse, food insecurity and trauma.
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Resilience

o

Distress <

CONNECTION

4 N

Distress N N

Unemployment

s

Resilience

Resilience

POVERTY POVERTY

Figure 5: Model 2. The intervention provided connection and short-term resilience
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8.5 Discussion summary

The findings from this thesis demonstrate that there is visible distress and depression within this perinatal
population, but that a large part of this distress may be driven by contextual circumstances. It thus appears
that the AFFIRM-SA intervention did not adequately or appropriately respond to the socio-cultural need of
CHWs or participants. Additionally, it appears that the training and supervision of the CHWs and the design of
the manual hindered the implementation of the psychological protocol as it was intended. It is therefore not
known whether, if the psycho-behavioural theories had been appropriately implemented, participants would
have learnt and internalised the skills necessary to cope with their current and future psychological distress. It
is also not known whether these skills would have been sufficient to attenuate the impact of IPV and economic

distress.

At the same time, the findings show that the counselling did provide helpful and therapeutic elements for a
number of participants, and that these therapeutic elements align with many of the common elements
identified by a number of other researchers in the field of psychotherapy and task sharing. These elements,
combined with the therapeutic alliance experienced in the counselling sessions, provided a sense of
connectedness that acted as a buffer of resilience for women while in the therapeutic programme, but one
that was likely to be short-lived once the programme ended, as they were not supported by an effective

transfer of psychological skills.

As mentioned previously, it is an ethical obligation to investigate the mechanisms and processes behind
significant and non-significant outcomes of an intervention given the amount of time and resources that were
invested in it, to be able to share lessons and recommendations that can inform the development of future
interventions (Cuijpers et al., 2019; Singla and Hollon, 2020). Conducting a process evaluation of the AFFIRM-
SA intervention through analysing the counselling sessions themselves provides invaluable insight into what
was happening in the intervention and in the interactions between counsellors and participants. Other process
evaluations of perinatal mental health interventions that used interviews with participants (Rahman, 2007;
Rath et al., 2010) confirmed the necessity of including local CHW and participant views, needs and preferences
in the design and implementation of interventions, so that they are more acceptable and appropriate for the
communities they are designed for. They also noted that adequate training and supervision during

implementation is vital for success of an intervention.
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Using the findings from the current thesis, Box 2 below provides reflections on how the AFFIRM-SA RCT may

have been conducted differently in hindsight. These are useful considerations for conducting further task-

shared interventions in the future and complement the recommendations that follow.

Box 2. Re-designing AFFIRM-SA

Intervention design

Use responsive research and an iterative design, with an embedded ‘continuous process evaluation’ throughout
the research

Check in regularly with the CHWs about how they find using the manual, how participants are responding to the
content, what they think participant needs are, what their needs are

Adapt appropriately

Build in ownership of the intervention so that CHWs feel that they can be flexible when they need to respond to
individual needs

Formative research

Use a participatory process, including giving feedback and assessing response to this feedback

Assess what women need, and what kind of intervention would suit them best

Assess what capacities the CHWs actually have, and what level of training they would subsequently need
Create an intervention in collaboration with CHWs who have some counselling experience in this context
Empower CHWs to be part of the design of the intervention to create a sense of ownership of the intervention
Propose a combination of the chosen modality (e.g. problem solving) with locally used counselling or healing
techniques

Adapt the proposed modality/technique (e.g. problem solving) to the phrases and terminology, through
workshopping this with the CHWs

Training

Conduct training over at least three weeks and include refresher training every six months

Train CHWs in basic counselling skills and common elements

Ensure CHWs develop basic psychological competencies and skills, with a thorough understanding of the
psychological concepts being used

Assess competency using role plays, group work and competency assessments (e.g. ENACT, EQUIP)

Pilot
Pilot the intervention with CHWs and participants and then get feedback from both parties on structure and
content of the manual and intervention, using an iterative research design

Intervention

Include training for supervisors in how to supervise CHWs

Build in that the supervisor sits in on sessions in the beginning to assess competency

Include individual supervision, after listening to audio recordings of sessions with counsellors

Encourage group feedback from counsellors on participant problems

Use only one therapeutic modality, such as problem solving

Remove the ‘evaluation’ module as the last session

Ensure that free counselling of counsellors by an external agency that is not linked to supervision is made
mandatory

Manual
Formulate the manual in one grammatical style (i.e. either the counsellor reads all the instructions out loud to
the participant, or none of them, and the instructions are only for the counsellor).

Assessment
Include more regular and locally relevant assessments of change, using outcomes identified by participants, such
as those reported in this study.
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8.6 Recommendations

The AFFIRM-SA RCT was conducted as a task-shared mental health intervention for women with perinatal
depression in Khayelitsha. It was planned in 2010/2011 and implemented in 2013. While the findings from the
process evaluation in this thesis are specific to the counselling sessions and qualitative data from the RCT, the
lessons can be generalised. They have implications for future task-shared research interventions for mental
illness in similar low- and middle-income settings, where poverty and inequality are some of the key and
common driving factors for mental illness across these contexts. Once research is conducted that is responsive
to local context, it is hoped that interventions can be more efficiently and effectively scaled up across public

domains. The recommendations arising from this thesis are presented below.

Formative research

To begin with, extra time and budget needs to be built into conducting fully comprehensive feasibility studies
before an intervention begins. These should go beyond the practicalities of research, toward asking the right
guestions and paying attention to what participants in each particular context might require (Bolton, 2019). It
would also entail a review of the traditional and cultural strategies that are already being used, or have
historically been used, in working with mental illness and mitigating isolation, in order to incorporate these
into a culturally relevant intervention (Wampold, 2015). A comprehensive feasibility study could involve
community-level participatory research, which would provide insight into the roles of both the community and

the health system (Petersen, Baillie, et al., 2012).

Address contextual need

Thus, driven by the learnings from this study, in addition to working out the practicalities of implementing a
trial, a feasibility study should include a deep examination of the localised understandings and causes of
depression and mental illness (Chibanda et al., 2017). These should then be integrated into the intervention
so that it is created in a format and design that is responsive to the needs of the population and is conducted

in a culturally congruent manner (Wampold, 2015).

Throughout the intervention development and implementation, contextual influences need to be kept in mind,
such as those described by Moore et al. (2015). These would include those that “affect (and may be affected
by) implementation, intervention mechanisms and outcomes, and causal mechanisms present within the
context which act to sustain the status quo, or enhance effects” (p.24). These contextual factors need to be

used and acknowledged when designing the theory of change model for the intervention. An understanding
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of the structural systems in which the women are located should therefore be developed (Burgess et al., 2020).
Then, in collaboration with the women themselves, mechanisms should be identified that would help them to

cope with the symptoms of depression, as well as with the adversities that they face.

If interventions are using previous evidence-based modalities, it is vital to adapt them to local needs. Bolton
(2019) recommended various steps in the adaptation process that involve: preliminary understanding of local
priority mental problems, selection of treatment approach, conversion of manual and training materials into
simple language, translation of the manual and training materials into local the language, on-site provider

training, piloting, and on-going adaptation.

Responsive research

The above points emphasise the importance of developing manuals, materials and processes in collaboration
with all stakeholders. This should be done through initial participatory research, piloting, and testing manuals
and interventions, and finally retrieving feedback from counsellors and participants so that it is better

embedded and appropriate and integrated into the context and community.

This can be done through an adaptive and iterative approach, conducting continuous process evaluations and
involving constant feedback even during the implementation of research trials (Michelson et al., 2020).
Importantly, these evaluations need to be budgeted for and included right from the beginning stages of

research proposals and grant writing, with funders building in expectations of this process.

Therapeutic elements in the intervention

Following intensive feasibility research, the design of the intervention should include the use of common
factors or non-specific elements that have been identified in international literature and in local studies, if
these are available (Cuijpers et al., 2019; Murray and Jordans, 2016; Singla et al., 2017). Examples from
AFFIRM-SA include establishing a sense of trust, creating an environment that fosters problem sharing and a
willingness to talk openly to someone, experiencing a sense of relief, increased awareness and education,
normalisation, social support, and a feeling of connection. Others identified by Singla et al. (2017) include
eliciting social support, communication skills, emotional regulation, emotional processing, collaboration,
empathy, active listening, normalisation, and involvement of a significant other. CHWs and counsellors need
to be trained in these ‘common therapeutic factors’ that should then serve as the basis or foundation for all

psychological treatments, regardless of modality (Singla et al., 2017).
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Following this, the intervention could then include elements of mental health promotion through evidence-
based modalities such as problem solving or CBT, IPV reduction, and economic skill-building components
and/or cash transfers. The mental health component should involve only one therapeutic modality (for
example, as used by Rahman et al. (2008) and Patel et al. (2017)). In this study, the problem solving modality
seemed to be most appreciated, and this came second to the therapeutic elements in the sessions such as the
connection with the counsellor and a feeling of alliance and support. Using only one therapeutic modality
would allow counsellors to become more familiar with this approach, thus growing their confidence and
competence. Based on AFFIRM-SA feedback, there should also be the provision or opportunity for more than

six sessions of counselling.

Design of the manual

For CHWs who are not professionally trained in therapy nor necessarily highly literate, manuals need to be
clear and simply worded, with obvious distinctions between what is supposed to be read out loud and the
instructions meant to guide the counsellors (Bolton, 2019). Ideally, the manual should only be written in one
grammatical style. It should either be extremely explicit with decisive instructions guiding counsellors to follow
every step, or a great deal more open, with only a few key pointers about the topic of the sessions. The latter
approach would be more reliant on counsellors having learnt the basic counselling techniques, skills and

content required for each session (as used by Rahman et al. (2008) for example).

Piloting

Once an intervention is initially developed, it should be fully piloted, and feedback on content and
implementation should be elicited from CHWs and participants alike. The design of the trial should be open
and use an iterative process so that feedback can be incorporated and then tested again, once it has been
incorporated. This would involve the inclusion of constant process evaluations to assess mechanisms of impact,
such as participant and counsellor responses to the intervention, potential mediators, and unanticipated
pathways and consequences (Moore et al.,, 2015). By conducting thorough feasibility and piloting, the
assumptions created in the intervention theory of change model can also be tested and modified. The trial

design needs to be flexible enough that implementation processes can be shifted should this be necessary.

Training

Given that the AFFIRM-SA trial had only one week of training, and that other interventions have provided
training for up to one month (Singla et al., 2017), a key recommendation from this study is that training for
CHWs is conducted over at least three weeks, and that refresher training sessions are conducted throughout

the intervention. Training for CHWs to become mental health counsellors needs firstly to embed the
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knowledge, understanding and practice of common therapeutic elements (Kohrt et al., 2015; Singla et al.,
2017). Once these are internalised, training can continue around understanding the psychological concepts
behind the chosen modality, and then how to follow and use a manual. Petersen et al. (2014) recommend
using standardised training models with simple counselling guidelines for both behaviour change and
psychosocial problems. Budgeting for this extended period of training needs to be encouraged and expected

by funders and should be included in all funding proposals.

Competency

CHW'’s therapeutic competence and ability to follow a manual needs to be assessed before they are employed
on a project requiring them to conduct counselling. Standardised role plays may be used to assess this such as
the ENACT and EQUIP tools (Kohrt et al., 2015; Kohrt et al., 2020). In addition, CHWs should ideally hold some
basic interest or inclination in mental health and counselling and have a desire to help those with mental

illnesses (Spedding, 2017).

Supervision

Intricately linked with training is the provision of regular and thorough supervision for CHWs. This would
involve not only case management but also an in-depth examination of counselling style, rapport with
participants, and understanding of psychological concepts (Barnett et al., 2018; Myers et al., 2019). Supervision
needs to ensure that the CHWSs can apply the psychological concepts they are using consistently across
different participants (Barnett et al., 2018). AFFIRM-SA data shows that this should also involve the supervisor
sitting in on initial sessions and at regular intervals throughout the intervention, as well as consistently listen

to audio recordings of the sessions.

Supervision may be enhanced through the use of peer supervision, objective counsellor self-report forms, live
observation of sessions, and role-play behavioural rehearsal (Murray et al., 2011). Throughout the process,
CHWSs need to be empowered so that they feel able to give feedback and suggestions on content and
implementation of the intervention to ensure that it is congruent with local expectations, context and

capabilities (Chibanda et al., 2017).
Last, given the potential for burnout and drop in efficiency of CHWs who work continually with psychosocially

disadvantaged people, external support and monitoring mechanisms should be mandatory for them (Barnett

et al., 2018).
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Support for the supervisor

Similarly, the clinical supervisor needs to be provided with training in supervision skills and receive regular
supervision and support (Barnett et al., 2018). This should include the awareness and support around the fact
that the supervisor often has to play the role of ‘cultural broker’ between CHWs and investigators. Employing
more than one supervisor in an intervention may be a means to prevent burnout and overload for supervisors

(Myers et al., 2019).

Assess mechanisms of change

Process evaluations should be conducted throughout an intervention (Murdoch, 2016). Feedback on these
evaluations should become a requirement for trials (Bauer, Damschroder et al., 2015), in order to increase the
amount and flow of information around what works and why it works, rather than simply whether it works
(Cuijpers, 2019). It is only through consistent and ongoing assessment and reporting of these mechanisms
across trials that we can start to learn what elements are essential in improving mental health, how these

elements can be replicated, and what can be improved (Cuijpers et al., 2019).

Where possible, interventions should set up systems that are able to assess causal links between therapeutic
elements and treatment outcomes (Cuijpers et al., 2019), and to analyse moderators, mediators and cost
effectiveness to identify the variables that contribute to the most effective changes and outcomes in task-

shared psychological treatments (Singla and Hollon, 2020).

Funding and compensation for CHWs

Interventions to address mental illness need to be sufficiently funded so that appropriate training, supervision
and compensation may be provided for CHWs, in the recognition that they are the key players as the core
providers of mental health services (Esponda et al., 2020). In this regard, task sharing should be viewed from

the perspective of increasing coverage of care rather than of saving money.

Reporting

Last, it is vital that all stages and processes of task-shared research be reported, including the training,
supervision, and intervention development processes (Damschroder et al., 2009). Feasibility studies should be
reported alongside trial outcomes, so that feasibility and acceptability is more fully realised than only through
a pilot study (Hoddinott, 2015). For randomised controlled trials and their pilots, the Consolidated Standards
of Reporting Trials (CONSORT) guidelines should be used (Schulz, Altman et al., 2010).
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In conclusion, the AFFIRM-SA RCT has shown that task-shared interventions for mental health in LMICs need
to be more responsive to the contextual drivers of depression. They should include a limited number of
therapeutic elements or mechanisms of change that are locally feasible and acceptable. Adequate training and
supervision are essential for success. Once these interventions are tested in pilot studies, they may be

evaluated in fully powered RCTs.

8.7 Limitations and strengths

8.7.1 Limitations

There are several limitations to this thesis that should be noted. First, the results may be unique to women in
the perinatal period in Khayelitsha. However, the implications for task sharing are generalisable.. Second, the
data for the grounded theory analysis was retrieved from counselling session transcripts rather than in-depth
interviews which ask more particular or specific questions. This allows for a possibility of over- or
misinterpretation of the data. Nevertheless, the use of grounded theory, rather than another method of
qualitative analysis such as framework analysis, allowed the coding and categories to emerge from the data
itself rather than be imposed on it, which to a certain extent should have negated this possibility. The benefit

of this is discussed below.

Third, there is the possibility that participants were consistently reporting positive outcomes to their
counsellors in the sessions due to a ‘desirability bias’. Desirability bias refers to the “tendency of research
subjects to give socially desirable responses instead of choosing responses that are reflective of their true
feelings” (Grimm, 2010, p. 1). It must be acknowledged that the participants might have wanted to please the
counsellor in their responses, and this may have been the case some of the time. Despite this, there are factors
that point to it not only being due to a desirability bias. For example, when participants reported positive
changes, they usually went beyond simply responding that they were ‘feeling better’, by elaborating on the
reasons why they felt better, and giving examples of what had changed. Furthermore, there were spontaneous
reports and discussions throughout the sessions that demonstrated positive change; so it was not only in
response to the survey question asked directly by the counsellors. The responses were also positive across all

six of the counsellors.

Fourth, it must be noted that the transcriptions were transcribed verbatim from audio recordings in isiXhosa
to written English, and there may have been incongruities around what was actually said and done in the

counselling sessions that were not adequately ‘translated’ into the written transcripts. This could have led to
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the loss of some non-verbal nuances that occurred in the sessions, as well as there being potential mis-

translations of particular words into English.

Fifth, due to the nature of grounded theory, the data were rated and analysed only by one rater. Thus inter-
rater reliability of the identified codes and themes could not be assessed. This limitation was compensated for
by conducting a workshop with an expert panel that was consulted on the reliability and acceptability of the
codes themselves, as well as the acceptability of the data that had been categorised into the codes. The panel
endorsed the acceptability and trustworthiness of the coding and of the distinctions between codes, as well as

the rationale for coding the data the way it had been done.

Sixth, an analysis of counselling transcripts from participants who did not complete all six sessions may have
contributed to further data on ‘deviations’ from the counselling protocol. The data might have identified
possible reasons for participants not completing sessions that related to counselling style and participant
response. In addition, those who received fewer than six sessions may have reported fewer benefits or positive
outcomes from the sessions This could have been a reason for non-completion. An analysis of counselling
session transcripts of participants who did not complete all sessions was beyond the scope of the current

thesis.

Relatedly, the 39 participants in this study may have completed all six counselling sessions because they were
‘getting’ something out of them, leading to inflated responses of the positive outcomes of the sessions.
Nevertheless, these responses were still helpful to retrieve effective therapeutic elements and did not hinder

the availability of data demonstrating deviations from protocol.

An in-depth analysis of the styles particular to each counsellor was not conducted as it would have required a
more specific focus on each counsellor and would have diverted attention from the more generalised research
guestions about the intervention. Counsellor change over time was also not analysed as this was not within

the scope of the thesis.

There are also limitations that relate to the sole use of qualitative methods in this thesis. This study design did
not allow for an analysis of causal relationships between therapeutic elements and treatment outcome, nor
could it conduct an analysis of potential mediating and moderating variables such as food insecurity, economic
status, and time taken to complete sessions, on treatment outcome. These would make for valuable

contributions for mental health interventions in the future.
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Last, the common therapeutic elements that were identified through the grounded theory are correlational
reports applicable only to this study. However, the identified elements do add to the growing body of evidence
of component studies contributing evidence that appears to be corroborating across interventions and

different therapeutic modalities.

8.7.2 Strengths

The thesis also has many strengths. The use of qualitative analysis afforded an in-depth examination of data
that accessed a deep and contextual view of the realities of the implementation of the trial. A grounded theory
methodology allowed coding and categories to emerge from the data itself rather than being imposed on it. In
opposition to the concern of possible desirability bias, this provided more of an ‘unmediated’ perspective, in
which participants were not ‘observed’ or questioned by a researcher. This uncovered elements from the RCT

that researchers had not been aware of at any stage in the trial.

The analysis of counselling sessions themselves provided insight into strategies that counsellors employed in
sessions that cannot easily be assessed through retrospective feedback from counsellors themselves. It also
accessed reflections from participants in the immediacy of the therapeutic moment. Interviews conducted
after completion of the intervention deliver different data than that collected during sessions, as responses
from participants can be mediated through time, reflection, and potential desirability bias. This contributes a
different form of data than that retrieved from the standardised instruments for the outcome assessments

conducted by the fieldworkers.

To my knowledge, this thesis is the first large-scale study of processes and mechanisms occurring within actual
counselling sessions, across a number of counsellors and participants, in a task-shared intervention for
perinatal depression, or even for CMDs, in an LMIC. This approach has traditionally only been conducted in
Western contexts within therapeutic interactions between one client and one therapist, largely to examine the
nature of the therapeutic relationship between the two (Norcross and Lambert, 2018). This process highlighted
many contextual and therapeutic challenges that are faced in task-shared psychosocial interventions. It also
provided a unique perspective on the therapeutic elements that participants themselves found valuable, and

adds to the relatively small database of common elements appropriate for task-sharing.
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8.8 Reflexivity

It is important to acknowledge my role and influence as the author on the interpretation and presentation of
the data in this thesis. | am a South African born, white, first-language English speaker with a university
education. These factors alone place me in a position of privilege and particular perspective within the socio-
political history of South Africa. My culture also stems from an individualistic, Western orientation, and |
accordingly cannot make any assumptions about socio-cultural norms in another culture. | am trained in
counselling theory, and thus view the counselling sessions through this lens, bringing a particular academic or
therapeutic judgement onto the therapeutic quality of the sessions. | was also employed as a research officer
on the AFFIRM-SA RCT and was thus intricately involved in its development and coordination. | was not
however involved in the implementation of the intervention and control group protocols. This helped me to
interpret the counselling sessions but may in turn have biased me in judging what ‘should’ and ‘shouldn’t’ have

been done.

Guided by recommendations from Murdoch (2016), | attempted to adopt an attitude of not ‘blaming the
counsellor’ and instead tried to incorporate the influence of all contextual factors that may have had an impact
on the counselling sessions. | found that this was a helpful method to avoid ‘individualising’ the problem and
instead acknowledge the multiple factors of context that play a role in influencing individual behaviour within

the implementation of an intervention.

In addition, as much as | followed the guidelines and tenets of grounded theory, | could not escape from
imposing my own meaning in reading the transcripts, which is subjective and dependent on the viewpoints,
culture and background that | personally bring to the analysis. Corbin and Strauss (1998) write that experience
and knowledge sensitise a researcher to problems and issues in the data, and that this can be drawn on to
identify properties and dimensions of emergent concepts. | believe that my theoretical counselling
background, and employment as the Research Officer, were two such ‘experiences’ that were drawn upon to

interpret the concepts.

In an attempt to mitigate against potential bias in analysing the data, the data analysis coding process and
subsequent codes were presented to a panel of experts for feedback on the relevance and reliability of these

codes, as described earlier.

| also acknowledge that | can never assume to know the lived experiences of the participants in the study, and
it was therefore important for me to represent the voices of the participants as accurately as possible, while
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still acknowledging that the development of theories and hypotheses from the data is ‘co-constructed’ by both
participants and the researcher (Mills et al., 2006). | thus acknowledge that the findings and discussion
presented in this thesis will have a thread of my own socio-cultural influences and background running through

them.

8.9 Conclusion

Perinatal depression is a particularly significant mental illness because of the double burden it carries, not only
for the women experiencing it, but also for their infants and children that are affected by it in numerous ways.
The prevalence of perinatal depression is particularly high in South African township contexts such as
Khayelitsha. The AFFIRM-SA RCT tested an intervention to address the treatment gap for perinatal depression
through designing and implementing a randomised controlled trial that employed a six-session task-shared

treatment, using psychological techniques demonstrated to be effective in previous interventions.

This thesis conducted a process evaluation of this RCT. Following evaluation of the formative research,
grounded theory analysis of data from counselling session transcripts proved to be invaluable in exploring the
processes, mechanisms, and factors at play in the implementation of the intervention by CHWs as counsellors.
This method allowed for an in-depth understanding of how counsellors implemented the sessions, as well as
how participants experienced the sessions, what needs they expressed, and what outcomes they were
reporting. The narrating of these processes aligns with reporting recommendations for interventions
articulated by authors such as Singla and Hollon (2020), Moore and Evans (2017), and Damschroder et al.
(2009).

This method also assisted in revealing potential explanations behind the differing results from the RCT primary
outcome assessments: that of non-significant effects on the HDRS, and significant effects on the EPDS. It
provided an important differentiation from the trial outcomes that were reported to the fieldworkers
retrospectively at three- and 12-months post-partum. Evidence from the process evaluation highlighted
factors that may have hindered full clinical recovery from perinatal depression on the HDRS, but also
demonstrated many positive outcomes of change and reductions in distress, which was reflected in improved

scores on the EPDS.

Critically, the findings emphasise and endorse the importance of adequate training and supervision (Barnett
etal., 2018; Verhey et al., 2020). This is essential to support minimally educated CHWs to provide psychological

therapy to participants who face multiple poverty-related traumas on an ongoing basis.
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The influential role of risk factors in experiencing depression was clearly highlighted by participants from both
the formative research and in the counselling sessions in this study. This corroborates with current research
that acknowledges risk factors and social determinants as predictors of mental illness, particularly in low
income settings (Patel et al., 2018). The participants expressed that their depression symptoms were, to a large
degree, attributed to the experience of social, economic and environmental distress in their lives, and that an
amelioration of these stressors would contribute significantly to their experiences of depression. This thesis
therefore confirms that these broader determinants of mental illness need to be addressed if symptoms are
to be improved (Burgess et al., 2020). This could involve designing multi-component interventions to address
mental illness at multiple levels, implementing social assistance programmes and holistic approaches to
community development that attend to a range of poverty related factors such as unemployment, deprivation,
disempowerment and food insecurity. The results indicate that this may be achieved through conducting
participatory action research in the formative phase of intervention development. This would help to better

incorporate the voices and needs of all stakeholders (Burgess et al., 2020).

Participants in this study corroborated other research around the effectiveness of common elements in
therapeutic settings (Singla et al., 2017), such as the experience of empathy, trust, being heard, and feeling
supported. In particular, this research identified the value that participants held of receiving helpful advice
from counsellors, and of experiencing a sense of connection with their therapist. This adds to the growing
evidence proposing the use of these common engagement elements in training and implementing task-shared

therapy, regardless of the type of modality used.

There are multiple challenges that interventions face in implementing task sharing; particularly in the directive
that they should be cost effective while also increasing coverage of mental health services at a primary care
level. This thesis presents a wide range of contextual considerations and therapeutic elements relevant to
designing and implementing more acceptable and responsive public mental health interventions that aim to

effect real and sustainable change.

174



References

Abas, M., & Broadhead, J. (1997). Depression and anxiety among women in an urban setting in Zimbabwe.
Psychological Medicine, 27, 59-71.

Adams, A. E. (2011). Measuring the effects of domestic violence on women’s financial well-being. Center for
Financial Security, University of Wisconsin-Madison, Issue Brief, 5, 1-6.

Andersen, L., Kagee, A., O'Cleirigh, C., Safren, S., & Joska, J. (2015). Understanding the experience and
manifestation of depression in people living with HIV/AIDS in South Africa. AIDS Care, 27(1), 59-62.

Aneshensel, C. S. (2009). Toward explaining mental health disparities. Journal of Health and Social Behavior,
50(4), 377-394.

Antai, D., Oke, A., Braithwaite, P., & Lopez, G. B. (2014). The effect of economic, physical, and psychological
abuse on mental health: A population-based study of women in the Philippines. International Journal
of Family Medicine, 2014(1), 1-11.

APA. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®): American Psychiatric
Association.

Araya, R., Lewis, G., Rojas, G., & Fritsch, R. (2003). Education and income: Which is more important for
mental health? Journal of Epidemiology & Community Health, 57(7), 501-505.

Assegaai, T., & Schneider, H. (2019). National guidance and district-level practices in the supervision of
community health workers in South Africa: A qualitative study. Human Resources for Health, 17(1),
25.

Atif, N., Bibi, A., Nisar, A., Zulfiqar, S., Ahmed, |., LeMasters, K., . .. Rahman, A. (2019). Delivering maternal
mental health through peer volunteers: A 5-year report. International Journal of Mental Health
Systems, 13(1), 1-8.

Balaji, M., Chatterjee, S., Brennan, B., Rangaswamy, T., Thornicroft, G., & Patel, V. (2012). Outcomes that
matter: A qualitative study with persons with schizophrenia and their primary caregivers in India.
Asian Journal of Psychiatry, 5(3), 258-265.

Bana, N., Cambanis, E., Dada, F., Kadwa, Z., Khosa, X., & Mbonambi, T. (2009). Adapting Interpersonal
Therapy (IPT) for the treatment of depression within the context of task shifting to scale up mental
health services for common mental disorders in rural KwaZulu-Natal. Unpublished report. School of
Psychology, University of KwaZulu-Natal, South Africa. University of KwaZulu-Natal.

Baranov, V., Bhalotra, S., Biroli, P., & Maselko, J. (2020). Maternal depression, women's empowerment, and
parental investment: evidence from a randomized controlled Ttrial. American Economic Review,
110(3), 824-859.

Barbui, C., Purgato, M., Abdulmalik, J., Acarturk, C., Eaton, J., Gastaldon, C,, . .. Lund, C. (2020). Efficacy of
psychosocial interventions for mental health outcomes in low-income and middle-income countries:
an umbrella review. The Lancet Psychiatry, 7(2), 162-172.

Barnett, M. L., Lau, A. S., & Miranda, J. (2018). Lay Health Worker Involvement in Evidence-Based Treatment
Delivery: A Conceptual Model to Address Disparities in Care. Annual Review of Clinical Psychology,
14, 185-208.

Barth, R. P., Lee, B. R,, Lindsey, M. A., Collins, K. S., Strieder, F., Chorpita, B. F., . .. Sparks, J. A. (2012).
Evidence-based practice at a crossroads: The timely emergence of common elements and common
factors. Research on Social Work Practice, 22(1), 108-119.

Bauer, M. S., Damschroder, L., Hagedorn, H., Smith, J., & Kilbourne, A. M. (2015). An introduction to
implementation science for the non-specialist. BMC Psychology, 3(1), 32.

Beidas, R. S., Edmunds, J. M., Marcus, S. C., & Kendall, P. C. (2012). Training and consultation to promote
implementation of an empirically supported treatment: A randomized trial. Psychiatric Services,
63(7), 660-665.

Bemme, D., & D’souza, N. (2012). Global Mental Health and its Discontents. Somatosphere. Retrieved from:
http://somatosphere.net/2012/global-mental-health-and-its-discontents.html/

175



Berger-Greenstein, J., Cuevas, C., Brady, S., Trezza, G., Richardson, M., & Keane, T. (2007). Major depression
in patients with HIV/AIDS and substance abuse. AIDS patient care and STDs, 21.

Bhagwanjee, A., Parekh, A., Paruk, Z., Petersen, I., & Subedar, H. (1998). Prevalence of minor psychiatric
disorders in an adult African rural community in South Africa. Psychological Medicine, 28(5), 1137-
1147.

Bolton, P. (2019). Global mental health and psychotherapy: Importance of task-shifting and a systematic
approach to adaptation. In Global Mental Health and Psychotherapy (pp. 11-24): Elsevier.

Bolton, P., Bass, J., Neugebauer, R., Verdeli, H., Clougherty, K. F., Wickramaratne, P., . . . Weissman, M.
(2003). Group interpersonal psychotherapy for depression in rural Uganda: A randomized controlled
trial. JAMA, 289(23), 3117-3124.

Bolton, P., Lee, C., Haroz, E. E., Murray, L., Dorsey, S., Robinson, C., . .. Bass, J. (2014). A transdiagnostic
community-based mental health treatment for comorbid disorders: Development and outcomes of a
randomized controlled trial among Burmese refugees in Thailand. PLoS Med, 11(11), e1001757.

Brandt, R. (2009). Putting Mental Health on the Agenda for HIV+ Women: A Review of Evidence from Sub-
Saharan Africa. Women and Health, 49, 215-228.

Breitenstein, S. M., Gross, D., Garvey, C. A., Hill, C., Fogg, L., & Resnick, B. (2010). Implementation fidelity in
community-based interventions. Research in Nursing & Health, 33(2), 164-173.

Broadhead, J. C., & Abas, M. A. (1998). Life events, difficulties and depression among women in an urban
setting in Zimbabwe. Psychological Medicine, 28, 29-38.

Burgess, R. A,, Jain, S., Petersen, I., & Lund, C. (2020). Social interventions: A new era for global mental
health? The Lancet Psychiatry, 7(2), 118.

Burns, J. K., Tomita, A., & Lund, C. (2017). Income inequality widens the existing income-related disparity in
depression risk in post-apartheid South Africa: Evidence from a nationally representative panel
study. Health Place, 45, 10-16.

Camp, W. (2001). Formulating and evaluating theoretical frameworks for career and technical education
research. Journal of Vocational Education Research, 26(1), 4-25.

Campbell, C., & Burgess, R. (2012). The role of communities in advancing the goals of the Movement for
Global Mental Health. Transcultural Psychiatry, 49(3-4), 379-395.

Carey, P. D., Stein, D. J., Zungu-Dirwayi, N., & Seedat, S. (2003). Trauma and posttraumatic stress disorder in
an urban Xhosa primary care population: Prevalence, comorbidity, and service use patterns. The
Journal of Nervous and Mental Disease, 191(4), 230-236.

Charlson, F., Diminic, S., Lund, C., Degenhardt, L., & Whiteford, H. (2014). Mental and substance use
disorders in Sub-Saharan Africa: Predictions of epidemiological changes and mental health workforce
requirements for the next 40 years. PloS one, 9(10), e110208.

Charmaz, K. (2008). Grounded theory as an emergent method. In: S Hesse-Biber & P Leavy (Eds). Handbook
of Emergent Methods. New York: The Guildford Press (pp. 155-172).

Chibanda, D., Benjamin, L., Weiss, H. A., & Abas, M. (2014). Mental, neurological, and substance use
disorders in people living with HIV/AIDS in low- and middle- income countries. Journal of Acquired
Immune Deficiency Syndromes, 67, S54-567.

Chibanda, D., Cowan, F., Verhey, R., Machando, D., Abas, M., & Lund, C. (2017). Lay health workers'
experience of delivering a problem solving therapy intervention for common mental disorders
among people living with HIV: A qualitative study from Zimbabwe. Community Mental Health
Journal, 53(2), 143-153.

Chibanda, D., Mesu, P., Kajawu, L., Cowan, F., Araya, R., & Abas, M. A. (2011). Problem-solving therapy for
depression and common mental disorders in Zimbabwe: Piloting a task-shifting primary mental
health care intervention in a population with a high prevalence of people living with HIV. BMC Public
Health, 11(1), 1-10.

Chibanda, D., Verhey, R., Munetsi, E., Cowan, F. M., & Lund, C. (2016). Using a theory driven approach to
develop and evaluate a complex mental health intervention: The friendship bench project in
Zimbabwe. International Journal of Mental Health Systems, 10(1), 1-9.

176



Chibanda, D., Weiss, H. A,, Verhey, R., Simms, V., Munjoma, R., Rusakaniko, S., ... Manda, E. (2016). Effect of
a primary care-based psychological intervention on symptoms of common mental disorders in
Zimbabwe: A randomized clinical trial. JAMA, 316(24), 2618-2626.

Clarke, K., King, M., & Prost, A. (2013). Psychosocial interventions for perinatal common mental disorders
delivered by providers who are not mental health specialists in low- and middle-income countries: A
systematic review and meta-analysis. PLoS Med, 10(10), e1001541.

Closson, K., Hatcher, A., Sikweyiya, Y., Washington, L., Mkhwanazi, S., Jewkes, R., . .. Gibbs, A. (2020). Gender
role conflict and sexual health and relationship practices amongst young men living in urban informal
settlements in South Africa. Culture, Health & Sexuality, 22(1), 31-47.

Coast, E., Leone, T., Hirose, A., & Jones, E. (2012). Poverty and postnatal depression: A systematic mapping of
the evidence from low and lower middle income countries. Health & Place, 18(5), 1188-1197.

Coates, J., Swindale, A., & Bilinsky, P. (2006). Household Food Insecurity Access Scale (HFIAS) for
Measurement of Food Access: Indicator Guide. Washington DC: Fanta lll.

Cohn, J., Matias, R., Tronick, E. Z., Connell, D., & Lyons-Ruth, K. (1986). Face-to-face interactions of depressed
mothers and their infants. New Directions for Child and Adolescent Development, 1986(34), 31-45.

Cole, S. M., & Tembo, G. (2011). The effect of food insecurity on mental health: Panel evidence from rural
Zambia. Social Science & Medicine, 73(7), 1071-1079.

Collins, P. Y., Insel, T. R., Chockalingam, A., Daar, A., & Maddox, Y. T. (2013). Grand challenges in global
mental health: Integration in research, policy, and practice. PLoS Medicine, 10, 1-6.

Collins, P. Y., Patel, V., Joestl, S. S., March, D, Insel, T. R., Daar, A.S., . .. Fairburn, C. (2011). Grand challenges
in global mental health. Nature, 475(7354), 27-30.

Colvin, C. J., & Swartz, A. (2015). Extension agents or agents of change? Community health workers and the
politics of care work in postapartheid South Africa. Annals of Anthropological Practice, 39(1), 29-41.

Connelly, C. D., Hazen, A. L., Baker-Ericzén, M. J., Landsverk, J., & Horwitz, S. M. (2013). Is screening for
depression in the perinatal period enough? The co-occurrence of depression, substance abuse, and
intimate partner violence in culturally diverse pregnant women. Journal of Women's Health, 22(10),
844-852.

Cooper, P., Tomlinson, M., Swartz, L., Woolgar, M., Murray, L., & Molteno, C. (1999). Post-partum depression
and the mother-infant relationship in a South African peri-urban settlement. The British Journal of
Psychiatry, 175, 554-558.

Cooper, P. J., Tomlinson, M., Swartz, L., Landman, M., Molteno, C., Stein, A., . .. Murray, L. (2009). Improving
quality of mother-infant relationship and infant attachment in socioeconomically deprived
community in South Africa: Randomised controlled trial. British Medical Journal, 338, b974.

Corbin, J., & Strauss, A. (2014). Basics of qualitative research: Techniques and procedures for developing
grounded theory: Sage Publications: Thousand Oaks, CA.

Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression. Development of the 10-
item Edinburgh postnatal depression scale. British Journal of Psychiatry, 150(6), 782-786.

Cuijpers, P. (2019). Targets and outcomes of psychotherapies for mental disorders: An overview. World
Psychiatry, 18(3), 276-285.

Cuijpers, P., Karyotaki, E., Reijnders, M., Purgato, M., & Barbui, C. (2018). Psychotherapies for depression in
low-and middle-income countries: A meta-analysis. World Psychiatry, 17(1), 90-101.

Cuijpers, P., Reijnders, M., & Huibers, M. J. (2019). The role of common factors in psychotherapy outcomes.
Annual Review of Clinical Psychology, 15, 207-231.

Dadi, A. F., Akalu, T. Y., Baraki, A. G., & Wolde, H. F. (2020). Epidemiology of postnatal depression and its
associated factors in Africa: A systematic review and meta-analysis. PloS One, 15(4), e0231940.

Dadi, A. F., Wolde, H. F., Baraki, A. G., & Akalu, T. Y. (2020). Epidemiology of antenatal depression in Africa: a
systematic review and meta-analysis. BMIC Pregnancy and Childbirth, 20, 1-13.

Damschroder, L. J., Aron, D. C,, Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). Fostering
implementation of health services research findings into practice: A consolidated framework for
advancing implementation science. Implementation Science, 4(1), 1-15.

177



Davies, T., Garman, E. C., Lund, C., & Schneider, M. (2019). Adaptation and validation of a structured version
of the Hamilton Depression Rating Scale for use by non-clinicians in South Africa (AFFIRM-HDRS).
Journal of Evaluation in Clinical Practice, 26(5), 1425-1435.

Davies, T., Rahman, A., & Lund, C. (2019). Psychotherapy for perinatal mental disorders in low- and middle-
income countries. In: D Stein, J Bass, & S Hofman (Eds). Global Mental Health and Psychotherapy.
Academic Press: London (pp. 301-319).

Dawson, K. S., Bryant, R. A,, Harper, M., Tay, A. K., Rahman, A, Schafer, A., & Van Ommeren, M. (2015).
Problem Management Plus (PM+): A WHO transdiagnostic psychological intervention for common
mental health problems. World Psychiatry, 14(3), 354-357.

De Bruin, G., Swartz, L., Tomlinson, M., Cooper, P., & Molteno, C. (2004). The factor structure of the
Edinburgh Postnatal Depression scale in a South African peri-urban settlement. South African Journal
of Psychology, 34, 113-121.

de Jong, J. T., & Reis, R. (2010). Kiyang-yang, a West-African postwar idiom of distress. Culture, Medicine and
Psychiatry, 34, 301-321.

De Silva, M. J., Cooper, S., Li, H. L, Lund, C., & Patel, V. (2013). Effect of psychosocial interventions on social
functioning in depression and schizophrenia: Meta-analysis. The British Journal of Psychiatry, 202(4),
253-260.

den Hertog, T. N., Maassen, E., de Jong, J. T., & Reis, R. (2020). Contextualized understanding of depression:
A vignette study among the! Xun and Khwe of South Africa. Transcultural Psychiatry,
1363461520901888.

Dennis, C., L, Hodnett, E,D. (2007). Psychosocial and psychological interventions for treating postpartum
depression. Cochrane Database of Systematic Reviews (Issue 4), 1465-1858

Department of Health. (1997). National health policy guidelines for improved mental health in South Africa.
Pretoria: Directorate for Mental health and Substance Abuse, Department of Health.

Dewing, S., Mathews, C., Schaay, N., Cloete, A., Louw, J., & Simbayi, L. (2013). “It’s important to take your
medication everyday okay?” An evaluation of counselling by lay counsellors for ARV adherence
support in the Western Cape, South Africa. AIDS and Behavior, 17(1), 203-212.

Docrat, S., Besada, D., Cleary, S., Daviaud, E., & Lund, C. (2019). Mental health system costs, resources and
constraints in South Africa: A national survey. Health Policy and Planning, 34(9), 706-719.

Dunkle, K., Jewkes, R., Brown, H., Gray, G., MclIntryre, J., & Harlow, S. (2004). Gender-based violence,
relationship power, and risk of HIV infection in women attending antenatal clinics in South Africa.
The Lancet, 363, 1415-1421.

Eccles, M. P., & Mittman, B. S. (2006). Welcome to Implementation Science. Implementation Science. 1(1), 1-
3.

Engelbrecht, M., Summerton, J., Meyer, K., Heunis, C., Janse van Rensburg-Bonthuyzen, E. (2003). PHC
delivery in the Khayelitsha Urban Renewal Site, Western Cape. Mapping gaps in the maternal health,
IMCI, TB, STI, HIV/AIDS and EDL programmes. Bloemfontein: Centre for Health Systems Research &
Development.

Epping-Jordan, J. E., Harris, R., Brown, F. L., Carswell, K., Foley, C., Garcia-Moreno, C., ... van Ommeren, M.
(2016). Self-Help Plus (SH+): A new WHO stress management package. World Psychiatry, 15(3), 295.

Esponda, G. M., Hartman, S., Qureshi, O., Sadler, E., Cohen, A., & Kakuma, R. (2020). Barriers and facilitators
of mental health programmes in primary care in low-income and middle-income countries. The
Lancet Psychiatry, 7(1), 78-92.

Fairburn, C. G., & Cooper, Z. (2011). Therapist competence, therapy quality, and therapist training. Behaviour
Research and Therapy, 49(6-7), 373-378.

Fairburn, C. G., & Patel, V. (2014). The global dissemination of psychological treatments: A road map for
research and practice. American Journal of Psychiatry, 171(5), 495-498.

Field, T., Diego, M., & Hernandez-Reif, M. (2006). Prenatal depression effects on the fetus and newborn: A
review. Infant Behavior Development, 29, 445-455.

178



Fisher, J., Cabral de Mello, M., Patel, V., Rahman, A., Tran, T., Holton, S., & Holmes, W. (2012). Prevalence
and determinants of common perinatal mental disorders in women in low- and lower-middle-income
countries: A systematic review. Bulletin of the World Health Organization, 90(2), 139G-149G.

Fisher, J., Rahman, A., Cabral de Mello, M., Chandra, P. S., & Herrman, H. (2010). Mental health of parents
and infant health and development in resource-constrained settings: Evidence gaps and implications
for facilitating ‘Good-Enough Parenting’in the twenty-first-century world. Parenthood and Mental
Health: A Bridge Between Infant and Adult Psychiatry, (April), 429-442.

Fisher, J. R., Cabral de Mello, M., lzutsu, T., & Tran, T. (2011). The Ha Noi Expert Statement: Recognition of
maternal mental health in resource-constrained settings is essential for achieving the Millennium
Development Goals. International Journal of Mental Health Systems, 5(1), 1-6.

Frymus, D., Kok, M., De Koning, K., & Quain, E. (2013). Knowledge gaps and a need based Global Research
agenda by 2015. Global Health Work Alliance Report, 1-5.

Fuhr, D. C., Weobong, B., Lazarus, A., Vanobberghen, F., Weiss, H. A,, Singla, D. R,, ... D'Souza, E. (2019).
Delivering the Thinking Healthy Programme for perinatal depression through peers: An individually
randomised controlled trial in India. The Lancet Psychiatry, 6(2), 115-127.

Fusch, P. ., & Ness, L. R. (2015). Are we there yet? Data saturation in qualitative research. The Qualitative
Report, 20(9), 1408-1416.

GBD 2017 and HALE Collaborators. (2018). Global, regional, and national disability-adjusted life-years (DALYs)
for 359 diseases and injuries and healthy life expectancy (HALE) for 195 countries and territories,
1990-2017: A systematic analysis for the Global Burden of Disease Study 2017. The Lancet,
392(10159), 1859-1922.

Gelaye, B., Rondon, M., Araya, R., & Williams, M. A. (2016). Epidemiology of maternal depression, risk
factors, and child outcomes in low-income and middle-income countries. The Lancet Psychiatry,
3(10), 973-982.

Gibbs, A., Dunkle, K., Ramsoomar, L., Willan, S., Jama Shai, N., Chatterji, S., . . . Jewkes, R. (2020). New
learnings on drivers of men’s physical and/or sexual violence against their female partners, and
women’s experiences of this, and the implications for prevention interventions. Global Health Action,
13(1), 1739845.

Glaser, B., & Strauss, A. (1967). The discovery of grounded theory. Chicago.: Aldine.

Glaser, B. G. (1992). Emergence vs forcing: Basics of grounded theory analysis. Sociology Press. ISBN 1-
884156-00-2.

Goodman, L. A, Smyth, K. F., & Banyard, V. (2010). Beyond the 50-minute hour: Increasing control, choice,
and connections in the lives of low-income women. American Journal of Orthopsychiatry, 80(1), 3.

Goodman, L. A, Smyth, K. F., Borges, A. M., & Singer, R. (2009). When crises collide: How intimate partner
violence and poverty intersect to shape women’s mental health and coping? Trauma, Violence, &
Abuse, 10(4), 306-329.

Goodman, S. H., Rouse, M. H., Connell, A. M., Broth, M. R, Hall, C. M., & Heyward, D. (2011). Maternal
depression and child psychopathology: A meta-analytic review. Clinical Child & Family Psychological
Review, 14(1), 1-27.

Gorman, J. M. (1996). Comorbid depression and anxiety spectrum disorders. Depression and Anxiety, 4, 160-
168.

Grimm, P. (2010). Social Desirability Bias. Retrieved from:
https://doi.org/10.1002/9781444316568.wiem02057

Grimsrud, A., Stein, D. J., Seedat, S., Williams, D., & Myer, L. (2009). The association between hypertension
and depression and anxiety disorders: Results from a nationally-representative sample of South
African adults. PloS One, 4(5), e5552.

Grote, N., Swartz, H., Geibel, S., Zuckoff, A., Houck, P., & Frank, E. (2009). A randomized controlled trial of
culturally relevant, brief interpersonal psychotherapy for perinatal depression. Psychiatric Services,
60, 313-321.

Gureje, O., Oladeji, B. D., Montgomery, A. A., Araya, R., Bello, T., Chisholm, D., . . . Zelkowitz, P. (2019). High-
versus low-intensity interventions for perinatal depression delivered by non-specialist primary

179


https://doi.org/10.1002/9781444316568.wiem02057

maternal care providers in Nigeria: Cluster randomised controlled trial (the EXPONATE trial). British
Journal of Psychiatry, 215(3), 528-535.

Hadley, C., & Patil, C. L. (2006). Food insecurity in rural Tanzania is associated with maternal anxiety and
depression. American Journal of Human Biology, 18(3), 359-368.

Hamdani, S. U., Ahmed, Z., Sijbrandij, M., Nazir, H., Masood, A., Akhtar, P., ... van Ommeren, M. (2017).
Problem Management Plus (PM+) in the management of common mental disorders in a specialized
mental healthcare facility in Pakistan; study protocol for a randomized controlled trial. International
Journal of Mental Health Systems, 11(1), 40.

Hamilton, M. (1986). The Hamilton rating scale for depression. In: N Sartorius, & T Ban. (Eds.) Assessment of
Depression. Springer: Berlin, Heidelberg (pp. 143-152).

Hanlon, C., Fekadu, A., & Patel, V. (2014). Interventions for mental disorders. In V. Patel, H. Minas, A. Cohen,
& M. Prince (Eds.), Global mental health: Principles and practice. New York: Oxford University Press
(pp. 252-276).

Hanlon, C., Whitley, R., Wondimagegn, D., Alem, A., & Prince, M. (2009). Postnatal mental distress in relation
to the sociocultural practices of childbirth: An exploratory qualitative study from Ethiopia. Social
Science & Medicine, 69(8), 1211-1219.

Hartley, M., Tomlinson, M., Greco, E., Comulada, S., Stewart, J., le Roux, I., . . . Rotheram-Borus, M. J. (2011).
Depressed mood in pregnancy: Prevalence and correlates in two Cape Town peri-urban settlements.
Reproductive health, 8(1), 1-7.

Havenaar, J. M., Geerlings, M. I., Vivian, L., Collinson, M., & Robertson, B. (2007). Common mental health
problems in historically disadvantaged urban and rural communities in South Africa: Prevalence and
risk factors. Social Psychiatry and Psychiatric Epidemiology, 43(3), 209-215.

Hawe, P. (2015). Lessons from complex interventions to improve health. Annual Review of Public Health, 36,
307-323.

Healy, E. A, Kaiser, B. N., & Puffer, E. S. (2018). Family-based youth mental health interventions delivered by
nonspecialist providers in low- and middle- income countries: A systematic review. Families, Systems,
& Health, 36(2), 182.

Herman, A. A., Stein, D. J., Seedat, S., Heeringa, S. G., Moomal, H., & Williams, D. R. (2009). The South African
Stress and Health (SASH) study: 12-month and lifetime prevalence of common mental disorders.
South African Medical Journal, 99(5), 339-344.

Hill, Z., Dumbaugh, M., Benton, L., Kallander, K., Strachan, D., Ten Asbroek, A., . .. Meek, S. (2014).
Supervising community health workers in low-income countries—a review of impact and
implementation issues. Global Health Action, 7(1), 24085.

Hoddinott, P. (2015). A new era for intervention development studies. Pilot and Feasibility Studies, 36(1), 1-4.

Hollan, D. (2004). Self systems, cultural idioms of distress, and the psycho-bodily consequences of childhood
suffering. Transcultural Psychiatry, 41, 62-79.

Hollins, K. (2007). Consequences of antenatal mental health problems for child health and development.
Current Opinion in Obstetrics and Gynecology, 19(6), 568-572.

Howard, L. M., Oram, S., Galley, H., Trevillion, K., & Feder, G. (2013). Domestic violence and perinatal mental
disorders: A systematic review and meta-analysis. PLoS Medicine, 10(5), e1001452.

Howard, M., Skipp, A. & Women's Aid Federation of England. (2015). Unequal, trapped & controlled:
Women's experience of financial abuse and potential implications for Universal Credit. Exploratory
research by Women's Aid for the Trades Union Congress (TUC). Retrieved from:
https://www.tuc.org.uk/sites/default/files/UnequalTrappedControlled.pdf

Institute for Health Metrics and Evaluation. (2017). Country profile: South Africa. Retrieved from:
http://www.healthdata.org/south-africa

Jewkes, R. (2002). Intimate partner violence: Causes and prevention. The Lancet, 359(9315), 1423-1429.

Jordan, J. V. (2008). Learning at the margin: New models of strength. Women & Therapy, 31(2-4), 189-208.

Jordans, M. J., Komproe, I. H., Smallegange, E., Ntamatumba, P., Tol, W. A, & De Jong, J. T. (2012). Potential
treatment mechanisms of counseling for children in Burundi: A series of n=1 studies. American
Journal of Orthopsychiatry, 82(3), 338-348.

180


http://www.healthdata.org/south-africa

Joska, J. A., Fincham, D. S., Stein, D. J., Paul, R. H., & Seedat, S. (2010). Clinical correlates of HIV-associated
neurocognitive disorders in South Africa. AIDS and Behavior, 14(2), 371-378.

Joyner, K., & Mash, R. J. (2011). The value of intervening for intimate partner violence in South African
primary care: Project evaluation. British Medical Journal Open, 1(2), e000254.

Kagee, A., & Martin, L. (2010). Symptoms of depression and anxiety among a sample of South African
patients living with HIV. AIDS Care, 22, 159-165.

Kaplan, B. J., Giesbrecht, G., Shannon, S., & MclLeod, K. (2011). Evaluating treatments in health care: The
instability of a one-legged stool. BMC Medical Research Methodology, 11(1), 1-7.

Kazdin, A. E. (2009). Understanding how and why psychotherapy leads to change. Psychotherapy Research,
19(4-5), 418-428.

Kemp, C. G., Petersen, I., Bhana, A., & Rao, D. (2019). Supervision of task-shared mental health care in low-
resource settings: A commentary on programmatic experience. Global Health: Science and Practice,
7(2), 150-159.

Kermode, M., Herrman, H., Arole, R., White, J., Premkumar, R., & Patel, V. (2007). Empowerment of women
and mental health promotion: A qualitative study in rural Maharashtra, India. BMC Public Health,
7(1), 1-10.

Kharsany, A. B., Hancock, N., Frohlich, J. A., Humpbhries, H., Abdool Karim, S., & Abdool Karim, Q. (2010).
Screening for ‘window-period’acute HIV infection among pregnant women in rural South Africa. HIV
Medicine, 11(10), 661-665.

Kirmayer, L., & Swartz, L. (2014). Culture and global mental health. In: V. Patel, H. Minas, A. Cohen & M.
Prince (Eds.). Global Mental Health: Principles and Practice. New York: Oxford University Press (pp.
41-62).

Kohrt, B. A., Jordans, M. J., Rai, S., Shrestha, P., Luitel, N. P., Ramaiya, M. K., . .. Patel, V. (2015). Therapist
competence in global mental health: Development of the ENhancing Assessment of Common
Therapeutic factors (ENACT) rating scale. Behaviour Research and Therapy, 69, 11-21.

Kohrt, B. A., Schafer, A., Willhoite, A., van't Hof, E., Pedersen, G. A., Watts, S., . .. van Ommeren, M. (2020).
Ensuring Quality in Psychological Support (WHO EQUIP): Developing a competent global workforce.
World Psychiatry, 19(1), 115.

Kok, M. C., Kane, S. S., Tulloch, O., Ormel, H., Theobald, S., Dieleman, M., . . . de Koning, K. A. (2015). How
does context influence performance of community health workers in low- and middle- income
countries? Evidence from the literature. Health Research Policy and Systems, 13(1), 13.

Kurki, T., Hiilesmaa, V., Raitasalo, R., Mattila, H., & Ylikorkala, O. (2000). Depression and anxiety in early
pregnancy and risk for preeclampsia. Obstetrics & Gynecology, 95(4), 487-490.

Lacey, A., & Luff, D. (2001). Trent focus for research and development in primary health care: An introduction
to qualitative analysis. Trent Focus, 1.

Lambert, M., & Ogles, B. (2004). The efficacy and effectiveness of psychotherapy. In M. J. Lambert (Ed.),
Bergin and Garfield’s Handbook of Psychotherapy and Behavior Change. New York: Wiley (pp. 139-
193).

Lancet Global Mental Health Group. (2007). Scale up services for mental disorders: A call for action. The
Lancet, 370(9594), 1241-1252.

Laska, K. M., Gurman, A. S., & Wampold, B. E. (2014). Expanding the lens of evidence-based practice in
psychotherapy: A common factors perspective. Psychotherapy, 51(4), 467.

Liang, H., Flisher, A. J., & Chalton, D. O. (2002). Mental and physical health of out of school children in a
South African township. European Child & Adolescent Psychiatry, 11(6), 257-260.

Lund, C., Breen, A,, Flisher, A., Kakuma, R., Corrigall, J., Joska, J., . . . Patel, V. (2010). Poverty and common
mental disorders in low and middle income countries: A systematic review. Social Science &
Medicine, 71(3), 517-528.

Lund, C., Brooke-Sumner, C., Baingana, F., Baron, E. C., Breuer, E., Chandra, P., . . . Saxena, S. (2018). Social
determinants of mental disorders and the Sustainable Development Goals: A systematic review of
reviews. The Lancet Psychiatry, 5(4), 357-369.

181



Lund, C., & Cois, A. (2018). Simultaneous social causation and social drift: Longitudinal analysis of depression
and poverty in South Africa. Journal of Affective Disorders, 229, 396-402.

Lund, C., De Silva, M., Plagerson, S., Cooper, S., Chisholm, D., Das, J., . . . Patel, V. (2011). Poverty and mental
disorders: Breaking the cycle in low-income and middle-income countries. The Lancet, 378(9801),
1502-1514.

Lund, C,, Kleintjes, S., Kakuma, R., Flisher, A. J., & Consortium, M. R. P. (2010). Public sector mental health
systems in South Africa: Inter-provincial comparisons and policy implications. Social Psychiatry and
Psychiatric Epidemiology, 45(3), 393-404.

Lund, C., Myer, L., Stein, D. J., Williams, D. R., & Flisher, A. J. (2013). Mental illness and lost income among
adult South Africans. Social Psychiatry and Psychiatric Epidemiology, 48(5), 845-851.

Lund, C., Orkin, K., Witte, M., Davies, T., Haushofer, J., Bass, J., . . . Patel, V. (2020). The economic effects of
mental health interventions in low- and middle- income countries. In Press.

Lund, C., Schneider, M., Davies, T., Nyatsanza, M., Honikman, S., Bhana, A., . . . Susser, E. (2014). Task sharing
of a psychological intervention for maternal depression in Khayelitsha, South Africa: Study protocol
for a randomized controlled trial. Trials, 15(1), 457.

Lund, C., Schneider, M., Garman, E. C., Davies, T., Munodawafa, M., Honikman, S., . . . Dewey, M. (2020).
Task-sharing of psychological treatment for antenatal depression in Khayelitsha, South Africa: Effects
on antenatal and postnatal outcomes in an individual randomised controlled trial. Behaviour
Research and Therapy, 130, 103466.

Lund, C., Stansfeld, S., & De Silva, M. (2014). Social Determinants of Mental Health. In: V. Patel, H. Minas, A.
Cohen, & M. Prince (Eds.). Global Mental Health: Principles and Practice. Oxford: Oxford UniverPsity
Press (pp. 116-136).

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and reliability in qualitative analysis: Realist,
contextualist and radical constructionist epistemologies. British Journal of Psychology, 91(1), 1-20.

Manyise, T. (2017). An analysis of urban household good insecurity in Cape Town metropolitan district, South
Africa: A livelihoods and capability approach: Dissertation for the Degree of Master of Science: Ghent
University.

Manzari, N., Matvienko-Sikar, K., Baldoni, F., O’Keeffe, G. W., & Khashan, A. S. (2019). Prenatal maternal
stress and risk of neurodevelopmental disorders in the offspring: A systematic review and meta-
analysis. Social Psychiatry and Psychiatric Epidemiolog, 54(11), 1299-1309.

Marsay, C., Manderson, L., & Subramaney, U. (2018). Changes in mood after screening for antenatal anxiety
and depression. Journal of Reproductive and Infant Psychology, 36(4), 347-362.

Mayston, R., Frissa, S., Tekola, B., Hanlon, C., Prince, M., & Fekadu, A. (2020). Explanatory models of
depression in sub-Saharan Africa: Synthesis of qualitative evidence. Social Science & Medicine, 246,
112760.

Medical Brief. (2018). Khayelitsha Hospital: ‘Where people go to die’. Retrieved from:
https://www.medicalbrief.co.za/archives/khayelitsha-hospital-people-go-die/

Meintjes, I., Field, S., Van Heyningen, T., & Honikman, S. (2015). Creating Capabilities through Maternal
Mental Health Interventions: A Case Study at Hanover Park, Cape Town. Journal of International
Development, 27(2), 234-250.

Michelson, D., Malik, K., Krishna, M., Sharma, R., Mathur, S., Bhat, B., . . . Sahu, R. (2020). Development of a
transdiagnostic, low-intensity, psychological intervention for common adolescent mental health
problems in Indian secondary schools. Behaviour Research and Therapy, 130, 103439.

Miller, G. E. (1990). The assessment of clinical skills/competence/performance. Academic Medicine, 65(9),
S63-67.

Mills, J., Bonner, A., & Francis, K. (2006). The development of constructivist grounded theory. International
Journal of Qualitative Methods, 5(1), 25-35.

Mitchell, J., Wight, M., Van Heerden, A., & Rochat, T. J. (2016). Intimate partner violence, HIV, and mental
health: A triple epidemic of global proportions. International Review of Psychiatry, 28(5), 452-463.

Moodley, R., & West, W. (Eds). (2005). Integrating Traditional Healing Practices Into Counseling and
Psychotherapy. Sage Publications: Thousand Oaks, California.

182


https://www.medicalbrief.co.za/archives/khayelitsha-hospital-people-go-die/

Moore, D., Drey, N., & Ayers, S. (2017). Use of online forums for perinatal mental illness, stigma, and
disclosure: An exploratory model. JMIR Mental Health, 4(1), e6.

Moore, G. F., Audrey, S., Barker, M., Bond, L., Bonell, C., Hardeman, W., . .. Wight, D. (2015). Process
evaluation of complex interventions: Medical Research Council guidance. British Medical Journal,
350,h1258.

Moore, G. F., & Evans, R. E. (2017). What theory, for whom and in which context? Reflections on the
application of theory in the development and evaluation of complex population health interventions.
SSM-Population Health, 3, 132-135.

Muhwezi, W., Agren, H., Neema, S., Maganda, K., & Musisi, S. (2008). Life events associated with major
depression in Ugandan Primary Healthcare (PHC) patients: Issues of cultural specificity. International
Journal of Social Psychiatry, 54, 144-163.

Mulder, R., Murray, G., & Rucklidge, J. (2017). Common versus specific factors in psychotherapy: Opening the
black box. The Lancet Psychiatry, 4(12), 953-962.

Munodawafa, M. N. L. (2018). Filling the gap: Development and qualitative process evaluation of a task
sharing psycho-social counselling intervention for perinatal depression in Khayelitsha, South Africa.
(Doctoral thesis), University of Cape Town, Unpublished.

Murdoch, J. (2016). Process evaluation for complex interventions in health services research: Analysing
context, text trajectories and disruptions. BMC Health Services Research, 16(1), 407.

Murdoch, J. (Producer). (2019, 15 August 2019). Impact of context in intervention delivery. Seminar No.1 Dr
Jamie Murdoch (UEA). Retrieved from: https://www.kcl.ac.uk/events/process-evaluations-of-
complex-healthcare-interventions; https://www.youtube.com/watch?v=fZgu5Z-W1Kc

Murray, L., Cooper, P. J., & Stein, A. (1991). Postnatal depression and infant development. British Medical
Journal, 302(6783), 978.

Murray, L., Fiori-Cowley, A., Hooper, R., & Cooper, P. (1996). The impact of postnatal depression and
associated adversity on early mother-infant interactions and later infant outcome. Child
Development, 67(5), 2512-2526.

Murray, L., Hall, B., Dorsey, S., Ugueto, A., Puffer, E., Sim, A,, ... Lucid, L. (2018). An evaluation of a common
elements treatment approach for youth in Somali refugee camps. Global Mental Health, 5, el6.

Murray, L., & Jordans, M. (2016). Rethinking the service delivery system of psychological interventions in low
and middle income countries. BMC Psychiatry, 16(1), 1-6.

Murray, L. K., Dorsey, S., Bolton, P., Jordans, M. J., Rahman, A, Bass, J., & Verdeli, H. (2011). Building capacity
in mental health interventions in low resource countries: An apprenticeship model for training local
providers. International Journal of Mental Health Systems, 5(1), 30.

Murray, L. K., Kane, J. C., Glass, N., Skavenski van Wyk, S., Melendez, F., Paul, R., ... Simenda, F. (2020).
Effectiveness of the Common Elements Treatment Approach (CETA) in reducing intimate partner
violence and hazardous alcohol use in Zambia (VATU): A randomized controlled trial. PLoS Medicine,
17(4), e1003056.

Myer, L., Smit, J., Roux, L. L., Parker, S., Stein, D. J., & Seedat, S. (2008). Common mental disorders among
HIV-infected individuals in South Africa: Prevalence, predictors, and validation of brief psychiatric
rating scales. AIDS Patient Care and STDs, 22(2), 147-158.

Myers, B., Petersen-Williams, P., van der Westhuizen, C,, Lund, C., Lombard, C., Joska, J. A,, .. . Milligan, P.
(2019). Community health worker-delivered counselling for common mental disorders among
chronic disease patients in South Africa: A feasibility study. British Medical Journal Open, 9(1).

Naeem, F., Waheed, W., Gobbi, M., Ayub, M., & Kingdon, D. (2010). Preliminary evaluation of culturally
sensitive CBT for depression in Pakistan: Findings from developing culturally-sensitive CBT Project
(DCCP). Behavioural and Cognitive Psychotherapy., 39(2), 165-173.

Nichter, M. (2010). Idioms of distress revisited. Culture, Medicine and Psychiatry, 34, 401-416.

Nolen-Hoeksema, S. (2000). The role of rumination in depressive disorders and mixed anxiety/depressive
symptoms. Journal of Abnormal Psychology, 109(3), 504.

Norcross, J. C., & Lambert, M. J. (2018). Psychotherapy relationships that work lll. Psychotherapy, 55(4), 303.

183


https://www.kcl.ac.uk/events/process-evaluations-of-complex-healthcare-interventions
https://www.kcl.ac.uk/events/process-evaluations-of-complex-healthcare-interventions
https://www.youtube.com/watch?v=fZgu5Z-W1Kc

Norcross, J. C., & Wampold, B. E. (2011). What works for whom: Tailoring psychotherapy to the person.
Journal of Clinical Psychology, 67(2), 127-132.

Nyatsanza, M., Schneider, M., Davies, T., & Lund, C. (2016). Filling the treatment gap: Developing a task
sharing counselling intervention for perinatal depression in Khayelitsha, South Africa. BMC
Psychiatry, 16(1), 164.

Odejide, A., Olatawura, M., Sanda, A., & Oyenye, A. (1977). Traditional healers and mental illness in the city
of Ibadan. Journal of Black Studies, 9(2), 195-205.

Ottman, K. E., Kohrt, B. A., Pedersen, G. A., & Schafer, A. (2020). Use of role plays to assess therapist
competency and its association with client outcomes in psychological interventions: A scoping review
and competency research agenda. Behaviour Research and Therapy, 130, 103531.

Padmanathan, P., & De Silva, M. J. (2013). The acceptability and feasibility of task-sharing for mental
healthcare in low and middle income countries: A systematic review. Social Science & Medicine, 97,
82-86.

Papas, R. K., Sidle, J. E., Martino, S., Baliddawa, J. B., Songole, R., Omolo, O. E., . .. Nafula, T. (2010).
Systematic cultural adaptation of cognitive-behavioral therapy to reduce alcohol use among HIV-
infected outpatients in western Kenya. AIDS and Behavior, 14(3), 669-678.

Patel, V. (1995). Explanatory models of mental illness in sub-saharan Africa. Social Science & Medicine, 40,
1291-1298.

Patel, V., Araya, R., Lima, M., Ludermir, A., & Todd, C. (1999). Women, poverty and common mental
disorders in four restructuring societies. Social Science & Medicine, 49, 1461-1471.

Patel, V., DeSouza, N., & Rodrigues, M. (2003). Postnatal depression and infant growth and development in
low income countries: A cohort study from Goa, India. Archives of Disease in Childhood, 88(1), 34-37.

Patel, V., & Kleinman, A. (2003). Poverty and common mental disorders in developing countries. Bulletin of
the World Health Organization, 81, 609-615.

Patel, V., Lund, C., Hatherill, S., Plagerson, S., Corrigall, J., Funk, M., & Flisher, A. (2010). Mental disorders:
Equity and social determinants. Geneva: WHO.

Patel, V., Lund, C., Heatherill, S., Plagerson, S., Corrigal, J., Funk, M., & Flisher, A. (2009). Social determinants
of mental disorders. Geneva: WHO.

Patel, V., Maj, M., Flisher, A., De Silva, M., Koschorke, M., & Prince, M. (2010). Reducing the treatment gap
for mental disorders: A WPA survey. World Psychiatry, 9, 169-176.

Patel, V., Minas, H., Cohen, A., & Prince, M. J. (Eds.). (2013). Global Mental Health: Principles and practice:
Oxford University Press.

Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana, F., Bolton, P., ... UnUtzer, J. (2018). The Lancet
Commission on global mental health and sustainable development. The Lancet, 392(10157), 1553-
1598.

Patel, V., Simunyu, E., & Gwanzura, F. (1995). Kufungisisa (thinking too much): A Shona idiom for non-
psychotic mental illness. The Central African Journal of Medicine, 41(7), 209.

Patel, V., Weobong, B., Weiss, H. A., Anand, A., Bhat, B., Katti, B., . . . King, M. (2017). The Healthy Activity
Program (HAP), a lay counsellor-delivered brief psychological treatment for severe depression, in
primary care in India: A randomised controlled trial. The Lancet, 389(10065), 176-185.

Patton, M. Q. (1990). Qualitative Evaluation and Research Methods: SAGE Publications.

Pearlin, L., Menaghan, E., Lieberman, M., & Mullan, J. (1981). The stress process. Journal of Health and Social
Behavior, 22, 337-356.

Pedersen, G. A,, Lakshmin, P., Schafer, A., Watts, S., Carswell, K., Willhoite, A., . . . Kohrt, B. A. (2020).
Common factors in psychological treatments delivered by non-specialists in low- and middle- income
countries: Manual review of competencies. Journal of Behavioral and Cognitive Therapy.

Peltzer, K., Naidoo, P., Matseke, G., Louw, J., Mchunu, G., & Tutshana, B. (2012). Prevalence of psychological
distress and associated factors in tuberculosis patients in public primary care clinics in South Africa.
BMC Psychiatry, 12(1), 89.

Peltzer, K., & Phaswana-Mafuya, N. (2013). Depression and associated factors in older adults in South Africa.
Global Health Action, 6(1), 18871.

184



Pengpid, S., & Peltzer, K. (2018). Depression symptoms: Their association with socio-demographic factors and
health among adults in South Africa. Journal of Psychology in Africa, 28(1), 62-65.

Petersen, |., Baillie, K., Bhana, A., Health, M., & The Poverty Research Consortium. (2012). Understanding the
benefits and challenges of community engagement in the development of community mental health
services for common mental disorders: Lessons from a case study in a rural South African subdistrict
site. Transcultural Psychiatry, 49(3-4), 418-437.

Petersen, |., Bhana, A, Baillie, K., & MhaPP Research Programme Consortium. (2012). The feasibility of
adapted group-based interpersonal therapy (IPT) for the treatment of depression by community
health workers within the context of task shifting in South Africa. Community Mental Health Journal,
48(3), 336-341.

Petersen, I., Fairall, L., Egbe, C. O., & Bhana, A. (2014). Optimizing lay counsellor services for chronic care in
South Africa: A qualitative systematic review. Patient Education and Counseling, 95(2), 201-210.

Petersen, |., Hancock, J. H., Bhana, A., & Govender, K. (2013). Closing the treatment gap for depression co-
morbid with HIV in South Africa: Voices of afflicted women. Health, 5(3A).

Petersen, |., Hancock, J. H., Bhana, A., & Govender, K. (2014). A group-based counselling intervention for
depression comorbid with HIV/AIDS using a task shifting approach in South Africa: A randomized
controlled pilot study. Journal of Affective Disorders, 158, 78-84.

Philip, K., Tsedu, M., & Zwane, M. (2014). The impacts of social and economic inequality on economic
development in South Africa. New York: United Nations Development Programme.

Ponterotto, J. G. (2002). Qualitative research methods: The fifth force in psychology. The Counseling
Psychologist, 30(3), 394-406.

Postmus, J. L., Huang, C.-C., & Mathisen-Stylianou, A. (2012). The impact of physical and economic abuse on
maternal mental health and parenting. Children and Youth Services Review, 34(9), 1922-1928.

Pugach, M. R., & Goodman, L. A. (2015). Low-income women’s experiences in outpatient psychotherapy: A
qualitative descriptive analysis. Counselling Psychology Quarterly, 28(4), 403-426.

Rahman, A. (2007). Challenges and opportunities in developing a psychological intervention for perinatal
depression in rural Pakistan: A multi-method study. Archives of Women's Mental Health, 10, 211-
219.

Rahman, A., Akhtar, P., Hamdani, S. U., Atif, N., Nazir, H., Uddin, L., . . . Sikander, S. (2019). Using technology
to scale-up training and supervision of community health workers in the psychosocial management
of perinatal depression: A non-inferiority, randomized controlled trial. Global Mental Health, 6.

Rahman, A., & Creed, F. (2007). Outcome of prenatal depression and risk factors associated with persistence
in the first postnatal year: Prospective study from Rawalpindi, Pakistan. Journal of Affective
Disorders, 100(1-3), 115-121.

Rahman, A,, Fisher, J., Bower, P., Luchters, S., Tran, T., Yasamy, M. T., . . . Waheed, W. (2013). Interventions
for common perinatal mental disorders in women in low- and middle- income countries: A
systematic review and meta-analysis. Bulletin of the World Health Organization, 91(8), 593-601I.

Rahman, A., Harrington, R., & Bunn, J. (2002). Can maternal depression increase infant risk of illness and
growth impairment in developing countries? Child: Care, Health and Development, 28(1), 51-56.

Rahman, A, Igbal, Z., Bunn, J., Lovel, H., & Harrington, R. (2004). Impact of maternal depression on infant
nutritional status and illness: A cohort study. Archives of General Psychiatry, 61(9), 946-952.

Rahman, A, Igbal, Z., & Harrington, R. (2003). Life events, social support and depression in childbirth:
perspectives from a rural community in the developing world. Psychological Medicine, 33(7), 1161-
1167.

Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F. (2008). Cognitive behaviour therapy-based
intervention by community health workers for mothers with depression and their infants in rural
Pakistan: A cluster-randomised control trial. The Lancet, 372, 902-909.

Ramchandani, P. G., Richter, L. M., Stein, A., & Norris, S. A. (2009). Predictors of postnatal depression in an
urban South African cohort. Journal of Affective Disorders, 113(3), 279-284.

Rath, S., Nair, N., Tripathy, P. K., Barnett, S., Rath, S., Mahapatra, R., . . . Costello, A. (2010). Explaining the
impact of a women's group led community mobilisation intervention on maternal and newborn -

185



health outcomes: The Ekjut trial process evaluation. BMC International Health and Human Rights,
10(1), 25.

Ritchie, J., & Spencer, L. (2002). Qualitative data analysis for applied policy research. The Qualitative
Researcher’s Companion, 573(2002), 305-329.

Robertson, E., Grace, S., Wallington, T., & Stewart, D. E. (2004). Antenatal risk factors for postpartum
depression: A synthesis of recent literature. General Hospital Psychiatry, 26(4), 289-295.

Rochat, T., Richter, L., Doll, H., Buthelezi, N., Tomkins, A., & Stein, A. (2006). Depression among pregnant
rural South African women undergoing HIV testing. JAMA, 295(12).

Rochat, T. J., Tomlinson, M., Barnighausen, T., Newell, M.-L., & Stein, A. (2011). The prevalence and clinical
presentation of antenatal depression in rural South Africa. Journal of Affective Disorders, 135(1-3),
362-373.

Rochat, T. J., Tomlinson, M., Newell, M.-L., & Stein, A. (2013). Detection of antenatal depression in rural HIV-
affected populations with short and ultrashort versions of the Edinburgh Postnatal Depression Scale
(EPDS). Archives of Women's Mental Health, 16(5), 401-410.

Rogers, C. (2012). Client Centered Therapy (New Ed): Hachette UK.

Rumble, S., Swartz, L., Parry, C., & Zwarenstein, M. (1996). Prevalence of psychiatric morbidity in the adult
population of a rural South African village. Psychological Medicine, 26(5), 997-1007.

Ruzek, J. I., Kuhn, E., Jaworski, B. K., Owen, J. E., & Ramsey, K. M. (2016). Mobile mental health interventions
following war and disaster. Mhealth, 2(37).

Salgado de Snyder, V., de Jesus Diaz-Perez, M., & Ojeda, V. (2000). The Prevalence of Nervios and Associated
Symptomatology Among Inhabitants of Mexican Rural Communities. Cultural Medical Psychiatry, 24,
453-470.

Saunders, J., Aasland, O., Babor, T., De la Fuente, J., & Grant, M. (1993). Development of the alcohol use
disorders identification test (AUDIT): WHO collaborative project on early detection of persons with
harmful alcohol consumption - Il. Addiction, 88, 791-804.

Sawyer, A,, Ayers, S., & Smith, H. (2010). Pre-and postnatal psychological wellbeing in Africa: A systematic
review. Journal of Affective Disorders, 123(1-3), 17-29.

Saxena, S., Thornicroft, G., Knapp, M., & Whiteford, H. (2007). Resources for mental health: Scarcity,
inequity, and inefficiency. The Lancet, 370, 878-889.

Schneider, M., Baron, E., Davies, T., Munodawafa, M., & Lund, C. (2018). Patterns of intimate partner
violence among perinatal women with depression symptoms in Khayelitsha, South Africa: A
longitudinal analysis. Global Mental Health, 5, E13.

Schulz, K. F., Altman, D. G., Moher, D., & Group, C. (2010). CONSORT 2010 statement: Updated guidelines for
reporting parallel group randomised trials. Trials, 11(1), 32.

Scott, K. J., Ingram, K. M., Vitanza, S. A., & Smith, N. G. (2000). Training in supervision: A survey of current
practices. The Counseling Psychologist, 28(3), 403-422.

Selohilwe, O., Bhana, A., Garman, E. C., & Petersen, I. (2019). Evaluating the role of levels of exposure to a
task shared depression counselling intervention led by behavioural health counsellors: Outcome and
process evaluation. International Journal of Mental Health Systems, 13(1), 42.

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E., . . . Dunbar, G. C. (1998). The
Mini-International Neuropsychiatric Interview (MINI): The development and validation of a
structured diagnostic psychiatric interview for DSM-IV and ICD-10. The Journal of Clinical Psychiatry.
59(Suppl 20), 22-33.

Shotter, J. (1993). Conversational realities: Constructing life through language (Vol. 11): Sage Publications:
London.

Sikander, S., Ahmad, I., Atif, N., Zaidi, A., Vanobberghen, F., Weiss, H. A,, . . . Bibi, A. (2019). Delivering the
Thinking Healthy Programme for perinatal depression through volunteer peers: A cluster randomised
controlled trial in Pakistan. The Lancet Psychiatry, 6(2), 128-139.

Singla, D. R., & Hollon, S. D. (2020). The importance of implementation science in scaling up psychological
treatments. Behaviour Research and Therapy, 103614-103614.

186



Singla, D. R., Kohrt, B. A., Murray, L. K., Anand, A., Chorpita, B. F., & Patel, V. (2017). Psychological
Treatments for the World: Lessons from low- and middle- income countries. Annual Review of
Clinical Psychologu, 13, 149-181.

Singla, D. R., & Kumbakumba, E. (2015). The development and implementation of a theory-informed,
integrated mother-child intervention in rural Uganda. Social Science & Medicine, 147, 242-251.

Singla, D. R., Ratjen, C., Krishna, R. N., Fuhr, D. C., & Patel, V. (2020). Peer supervision for assuring the quality
of non-specialist provider delivered psychological intervention: Lessons from a trial for perinatal
depression in Goa, India. Behaviour Research and Therapy, 130, 103533.

Smyth, N., Siriwardhana, C., Hotopf, M., & Hatch, S. L. (2015). Social networks, social support and psychiatric
symptoms: Social determinants and associations within a multicultural community population. Social
Psychiatry & Psychiatric Epidemiology, 50(7), 1111-1120.

Sommer, J. M., & Fallon, K. M. (2020). The pathway to improving human and economic development: Girls’
secondary education, governance, and education expenditures. Social Forces, 99(1), 205-229.
Spedding, M. F. (2017). Perinatal psychological distress in the South African context: The road to task shifting

evidence based interventions. (Doctoral thesis), University of Cape Town, Unpublished.

Statistics South Africa. (2011). City of Cape Town — 2011 Census Suburb Overview, Strategic Development
Information and GIS Department (SDI&GIS).

Stein, D. J., Seedat, S., Herman, A., Moomal, H., Heeringa, S. G., Kessler, R. C., & Williams, D. R. (2008).
Lifetime prevalence of psychiatric disorders in South Africa. The British Journal of Psychiatry, 192(2),
112-117.

Stewart, D. E. (2011). Depression during pregnancy. New England Journal of Medicine, 365(17), 1605-1611.

Strauss, A., & Corbin, J. (1998). Basics of qualitative research techniques: Sage publications Thousand Oaks,
CA.

Stylianou, A. M. (2018). Economic abuse experiences and depressive symptoms among victims of intimate
partner violence. Journal of Family Violence, 33(6), 381-392.

Sulla, V., & Zikhali, P. (2018). Overcoming poverty and inequality in South Africa: An assessment of drivers,
constraints and opportunities: The World Bank.

Summerfield, D. (2012). Afterword: Against “global mental health”. Transcultural Psychiatry, 49(3-4), 519-
530.

Surkan, P. J., Kennedy, C. E., Hurley, K. M., & Black, M. M. (2011). Maternal depression and early childhood
growth in developing countries: Systematic review and meta-analysis. Bulletin of the World Health
Organization, 89, 607-615.

Swartz, L. (2012). An unruly coming of age: The benefits of discomfort for global mental health. Transcultural
Psychiatry, 49(3-4), 531-538.

Symon, G. (2000). Everyday rhetoric: Argument and persuasion in everyday life. European Journal of Work
and Organizational Psychology, 9(4), 477-488.

Taraphdar, P., Guha, R. T., Haldar, D., Chatterjee, A., Dasgupta, A., Saha, B., & Mallik, S. (2011).
Socioeconomic consequences of HIV/AIDS in the family system. Nigerian Medical Journal: Journal of
the Nigeria Medical Association, 52(4), 250.

The Lancet. (2018). GBD 2017: A fragile world. The Lancet, 392(10159), 1683.

Thompson, M. N., Cole, O. D., & Nitzarim, R. S. (2012). Recognizing social class in the psychotherapy
relationship: A grounded theory exploration of low-income clients. Journal of Counseling Psychology,
59(2), 208.

Thomson, K. (2016). The value of the community health worker in the South African health care system. The
quarterly update on epidemiology from the South African Centre for Epidemiological Modelling and
Analysis (SACEMA). Retrieved from: http://sacemaquarterly.com/health-system/value-community-
health-worker-south-african-health-care-system.html

Timulak, L., & Keogh, D. (2017). The client's perspective on (experiences of) psychotherapy: A practice
friendly review. Journal of Clinical Psychology, 73(11), 1556-1567.

Timulak, L., & McElvaney, R. (2013). Qualitative meta-analysis of insight events in psychotherapy. Counselling
Psychology Quarterly, 26(2), 131-150.

187



Tol, W. A., Murray, S., Lund, C., Bolton, P., Murray, L., Davies, T., . .. Salama, L. (2019). Can mental health
treatments help prevent or reduce intimate partner violence in low- and middle-income countries? A
systematic review. BMC Women's Health, 19(1), 34.

Tomlinson, M., Grimsrud, A. T., Stein, D. J., Williams, D. R., & Myer, L. (2009). The epidemiology of major
depression in South Africa: results from the South African stress and health study. South African
Medical Journal, 99(5).

Tsai, A. C., Bangsberg, D. R., Frongillo, E. A., Hunt, P. W., Muzoora, C., Martin, J. N., & Weiser, S. D. (2012).
Food insecurity, depression and the modifying role of social support among people living with
HIV/AIDS in rural Uganda. Social Science & Medicine, 74(12), 2012-2019.

Tsai, A. C., & Tomlinson, M. (2012). Mental health spillovers and the Millennium Development Goals: The
case of perinatal depression in Khayelitsha, South Africa. Journal of global health, 2(1).

UNAIDS. (2018). South Africa Overview. Retrieved from:
https://www.unaids.org/en/regionscountries/countries/southafrica

UNHRC. (2019). Report of the Special Rapporteur on the right of everyone to the enjoyment of the highest
attainable standard of physical and mental health. Retrieved from:
https://www.un.org/en/ga/search/view doc.asp?symbol=A/HRC/41/34

Van Ginneken, N., Tharyan, P., Lewin, S., Rao, G. N., Meera, S., Pian, J., . .. Patel, V. (2013). Non-specialist
health worker interventions for the care of mental, neurological and substance-abuse disorders in
low-and middle-income countries. Cochrane Database of Systematic Reviews(11).

van‘t Hof, E., Cuijpers, P., Waheed, W., & Stein, D. J. (2011). Psychological treatments for depression and
anxiety disorders in low- and middle- income countries: A meta-analysis. African Journal of
Psychiatry, 14(3).

van‘t Hof, E., Stein, D. J., Marks, |., Tomlinson, M., & Cuijpers, P. (2011). The effectiveness of problem solving
therapy in deprived South African communities: Results from a pilot study BMC Psychiatry, 11.

Verhey, I. )., Ryan, G. K., Scherer, N., & Magidson, J. F. (2020). Implementation outcomes of cognitive
behavioural therapy delivered by non-specialists for common mental disorders and substance-use
disorders in low-and middle- income countries: A systematic review. International Journal of Mental
Health Systems, 14(1), 1-14.

Vythilingum, B., Roos, A., Faure, S. C., Geerts, L., & Stein, D. J. (2012). Risk factors for substance use in
pregnant women in South Africa. South African Medical Journal, 102(11), 853-854.

Wachs, T., Black, M., & Engle, P. (2009). Maternal depression: A global threat to children's health,
development, and behavior and to human rights. Child Development Perspectives, 3, 51-59.

Wampold, B. E. (2015). How important are the common factors in psychotherapy? An update. World
Psychiatry, 14(3), 270-277.

Wampold, B. E., & Budge, S. L. (2012). The 2011 Leona Tyler Award Address: The relationship—And its
relationship to the common and specific factors of psychotherapy. The Counseling Psychologist,
40(4), 601-623.

Weaver, L. J., & Hadley, C. (2009). Moving beyond hunger and nutrition: A systematic review of the evidence
linking food insecurity and mental health in developing countries. Ecology of Food and Nutrition,
48(4), 263-284.

Weiss, W. M., Murray, L. K., Zangana, G. A. S., Mahmooth, Z., Kaysen, D., Dorsey, S., . . . Bass, J. K. (2015).
Community-based mental health treatments for survivors of torture and militant attacks in Southern
Iraq: a randomized control trial. BMC Psychiatry, 15(1), 249.

Western Cape Government. (2017). Socio-economic profile: City of Cape Town. Retrieved from
https://www.westerncape.gov.za/assets/departments/treasury/Documents/Socio-economic-
profiles/2017/city of cape town 2017 socio-economic profile sep-lg - 26 january 2018.pdf

WHO. (2008a). Maternal Mental Health and Child Development in low and middle income countries. Geneva:
World Health Organization.

WHO. (2008b). Scaling up care for mental, neurological, and substance use disorders. Geneva: World Health
Organization.

188


https://www.unaids.org/en/regionscountries/countries/southafrica
https://www.un.org/en/ga/search/view_doc.asp?symbol=A/HRC/41/34
https://www.westerncape.gov.za/assets/departments/treasury/Documents/Socio-economic-profiles/2017/city_of_cape_town_2017_socio-economic_profile_sep-lg_-_26_january_2018.pdf
https://www.westerncape.gov.za/assets/departments/treasury/Documents/Socio-economic-profiles/2017/city_of_cape_town_2017_socio-economic_profile_sep-lg_-_26_january_2018.pdf

WHO. (2010). The ICD-10 Classification of Mental and Behavioural Disorders. Clinical descriptions and
guidelines, Geneva: World Health Organization.

WHO. (2012). The global burden of mental disorders and the need for a comprehensive, coordinated
response from health and social sectors at the country level. Sixty-Fifth World Health Assembly:
World Health Organization.

WHO. (2018). Mental health Atlas 2017. Retrieved from:
https://www.who.int/mental health/evidence/atlas/mental health atlas 2017/en/

Woody, C. A., Ferrari, A. J., Siskind, D. J., Whiteford, H. A., & Harris, M. G. (2017). A systematic review and
meta-regression of the prevalence and incidence of perinatal depression. Journal of Affective
Disorders, 219, 86-92.

Zimet, G., Dahlem, N., Zimet, S., & Farley, G. (1988). The multidimensional scale of perceived social support.
Journal of Personality Assessment, 52(1), 30-41.

189


https://www.who.int/mental_health/evidence/atlas/mental_health_atlas_2017/en/

Appendices

Appendix A. UCT ethics approval for this thesis

| HUMAN RESEARCH
ETHICS COMMITTEE

;
! FACMAATNOF HEALTH SCIENCES i

| UNIVERSITY OF CAPE TOWN i .

E | neaun sHURBRASRERE X|1os Commitise Eij

JﬁhllyVERSIT‘.' OF CAPE TOWN

FHS016: Annual Progress Report / Renewal

HREC office use only (FWA00001637; IRB00001938)

This as notification of annual approval, including any documentation described below. |
a ;jpruved Annual progress report | Approved until/next renewal date 7$ 02 2|

O Not approved See attached comments |

Signature Chairperson of the HREC // /% . , Date Signed J I Zé/( 2

Comments to Pl from the HREC

/P“LA’M»ﬁ/ /htt{?\/qu}\,/\ Mﬂf/ﬁ N

Princlpal Investigator to complete the following:
1. Protocol information

Date
(when submitting this form) A March: 2020
80/2015
HREC REF Number é Current Ethics Approval was granted until | 2g/02/2020
Protocol title Perinatal deprasslon: local definitions, measurement and relationships to
poverty, food Insecurity and social suppert. =
Protocol number
(if applicable) L -
Are there any sub-studies linked to this study? O Yes X No

If yes, could you please provide the HREC Ref's for all
sub-studies? Note: A separate FHS018 must be

| submitted for each sub-study. \
Principal Investigator A/Prof. Marguerite Schneider, for PhD student Thandi Davies
Department / Office
Internal Mali Address Psychlairy and Mental Health

1.1 Doss this protocol receive US Federal funding? | 0O Yes | & No

21 February 2018 Page 1 of & FH8018
(Note: Plaase complste the Closure form (EHS010) If the study ls completed within the approval period)

To note, the title of the thesis was changed, and was accepted by the Doctoral Degrees Board in July 2020.

190



Appendix B. Letter of approval confirming permission to include a publication in the thesis

From: ROCTORAL DEGREES BOARD
To: thand.davies@gmail.com: Thandi Davies
Cc: Sgki wingkler: Marguerite Schreider
Subject: Permission to include publications in your PHD thesis: Qaire Thandwe Davies DYSQLA004
Date: Tuesday, 18 August 2020 12:48:21
Attachments: Qutlookesxtx044 1000
Qutlook-Smzadand.ong
Dedaration -1 o of .
Importance: High

Dear Claire Davies

| hereby confirm that the Deputy Chair of the Doctoral Degrees Board has approved your request to
include the specified publication in your PhD thesis

In yourthesis (after your declaration that it is your own work) pleaseinclude the following separate signed
gatement listing the publicationsthat you were given permission to include:

“I confirm that | have been granted permission by the University of Cape Town’s Doctoral Degrees
Board to include the following publication(s) in my PhD thesis, and where co-authorships are
involved, my co-authors have agreed that | may include the publication(s): *

This declaration serves to notify examiners that the Doctoral Degrees Board has granted you
permission to include publicationsin your thesis.

Kind Regards
JANINE BAACS UNIVERSITY OF CAPE TOWN
Room 5.04 | Masngene Building | Cross Camn R oac
Doctoral Degrees :.Tr;le | ﬂﬂn,_F_ il 1Etlljxrrx,, | Cr ; :jl
¥ Widdle Carnp debosc South Africa | 7700
Board Officer E | M Carnpus | Rondebosch | South Africa |

] [N i < Weboag

+27 {0) 216502202

From: Thandi Davies <thandi.davies@gmail.com>

Sent: Wednesday, 29 July 2020 12:43

To: DOCTORAL DEGREES BOARD <ddb@ uct.ac.za>; lanine Isaacs <janine.isaacs@uct.ac.za>

Cc: Marguerite Schneider <marguerite.schneider@ uct.ac.za>

Subject: Request for Permission to Include a Publication in my PhD Thesis: Thandi Davies, DVSCLAOO4

CAUTION: This email originated outsde the UCT network. Do not click anylinks or open attachments unless you know and
trust the source.

Dear Janine

| hope this email finds you well.

| am writing to request permission from the Doctoral Degrees Board to include a publication in my PhD
thesis, which | am hoping to submit by October 2020.

Herewith, please find attached (as one PDF file):

1. My own letter requesting permission to include publicationsin my PhD thesis

2. & letter of support from my primary supervisor, &/Prof hMarguerite Schneider

3. Copies of email correspondence with each co-author, indicating their support.

| would be very grateful for the approval of the board to includethis publication in my thesis.
Best wishes,

Thandi Davies

191



Appendix C. UCT ethics approval for the AFFIRM-SA randomised controlled trial

titad RESEARCH
ETHICS COMMITTEE

b irmin e T ars - enrea P Wik saariTan Research Ethics Commitiee

i HEALTH SCIEMCES FACULTY

FHso1dL Anrbh BiAfel0 Wiport / Renewal

HREC office use only (FWAD0001637; IRBO0001938)
This serves as notification of annual approval, including any documentation described below.

- B
E UNIVERSITY OF CAPE TawNT MAY 2015 FacuilTY OF HEALTH SCIENCES

Elfﬁ.pgmvud Annual progress report | Approved untillnext renewal date |é£'-.|-a'.’}[b
O Mot approved See attached comments

Signature Chairperson of the HREC rp  BUGES | Date Signed 20| 08 l2ox
Comments to Pl from the HREC

Principal Investigator to complete the following:
1. Protocol information

Date
{when submitting this form) | 12 May 2015
HREC REF Number 22612011 Current Ethics Approval was granted until | 17 yay 2015
COLLABORATIVE HUBS FOR INTERMATIONAL RESEARCH ON MENTAL
b o HEALTH (U18): AFRICA FOGUS ON INTERVENTION RESEARCH FOR
rotocol MENTAL HEALTH (AFFIRM) AFFIRM-SA trial (South Africa) and TaSCS
trial {Ethiopia)
Protocol number
i ) 12161849
Are thare any sub-studies linked to this study? O Yes X No

If yes, could you please provide the HREC Ref's for all
sub-studies? Mote: A separate FHS016 must be

submitted for each sub-study.
Principal Investigator Prof Crick Lund
M|mu Psychiatry and Mental Health
1.1 Does this protocol receive US Federal iunﬁﬂ? X Yes O Mo
1.2 If the study receives US Federal Funding, does the annual report oy X
require full committes approval? o g
1.3 Has sponsorship of this study changed? If yas, please attach a revised oy XN
summary of the budget. - 0
23 July 2014 Page 1¢cf 9 FHS06

{Mote: Please complate the Closune form (FHE010) if the shedy is completed within the approval perdod)

192



Appendix D. Permission letters from the Department of Health to conduct research at the two Primary
Health Care Clinics in Khayelitsha

Western Cape STRATEGY & HEALTH SUPPORY
hedlifrestngws oov.ao

Government bkt 37 21 MBS WK b BT 7 SR SEER
St Fletes, Mocton Rase Hausa,, & Rieheet St Coapra Towes, S5

AR SO PR ST, Ao T

REFEREMCE: RP 79,2012
ENCUIRIES: Dr Sikhumbuze Mabunda

44 Sowkins Rood,
Rondebesch,
7700

Farattantion: Asteciate Professor Crick Lund

Re: Afrlca P ntio entol Health {AFFIRM]

Thanis you for submitting your propesal to undartake s abovesmantioned study. We are sleasad
to Inform you that the department hos granted You apgeoval for your research.
Plamse contact tae foffowing pecple fo gssish you with any turther enguinies.

Michael Mapatigwana Mz Matiyela (o21) 343 inan

Kindly ensure thot the fallewing are adierad ta-
I Amongements con be mooe with managers, providing that nomnal activites ot requasigd
facilities are not intemupted.

2. Researchers, in uccesing provincial healts facilifes. are expressing consant to provids the
department wilh on slectranic cepy of the final repart within gix months of camplefion of
résaanch, This  Zon be submited 4 the provingiol  Reseorch  Co-osdinatse
:ﬁ"ggiihres'g"bngzml.

3. The reference number asove should be quoted Ik gl fulurg comespordencs,

Wa ook forward te hearing fram yvou,

DR NT Maitdi
DIRECTOR: HEALTH IMPACT ASSESSMENT
DATE: J' f :F— Z_.'CH L_

oC DR G PERET DIRECTOR: EASTERN/KHAYELITSHA

193



ctern Cape E-THJEG'I;I. HEALTH SUFFOET
= wothrm EpgeT govsa
Lovernmant gk #3731 A ERIT Fong 4T 31 e
1o Mioew, Hoelon Fowe Flowsa . B Pebest Shee | Copa Town . 80001

e D e D O O

REFEREMCE: RF PO72013
EMOLUEES: Charane Aoderich

dd Sowking Boad,
Rt b i,

oy

For atienlian: Aswocihe Prodasor Snck lund

Trorik womy Fer ssbemittesg wour proposal bo underioke the above.masrhoned shody. We one plecsed
to briomm wo hal thee depeatongn® Fexs girorrhad you apgaiced o your research,
Plsoss comfoch ths Allosdng peopss 1o msis] vol with any doriher enouries.

Ehixyaliteha Sie B My Dvid Bifma Canlaci Mo 021 341 4k3S

Findly erding thal Thie Iolicesireg ana <ad g 1o
I. Amangemnents con be made wilh monogens, providing el nomral oo e al i
hasiiay cne ral inbemapded
1. Reseaichers in oocessng prosencial haalth loecilles, ofe aapeasing consnl s peovide the
daparfmant with on elsciranic copy of The iral reporf within s monihs of complafion gl

rasacrch, Thi o b witmillsd 4= fw prosinciol RBessorch Co-osdinodor
|begphees Spopsc oov 2af-

2 Trea referancs rombsr obaws souid be quetsd in ol fuhers conespondence.

Wi ook Forecrd o heoring roim you.

bt
D4RECTOR: Heqlrrﬂ‘,m.um ASIELSMENT
batE S0

/ wl..-"r-lr’}’{;._ A

L DR & HAWERIDGE CRECTOH: EASTERKKHATELITSHA

194



Appendix E. Consent form for the AFFIRM-SA RCT
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