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Objective: The authors adopted a task-sharing strategy in
which lay health workers delivered group interpersonal
psychotherapy (IPT-G) in primary care clinics in Nairobi,
Kenya, to youngmothers with HIV and depression. The study
examined the acceptability, feasibility, and effectiveness of
IPT-G in improving depression and antiretroviral therapy
adherence.

Methods: Twenty-four mothers (ages 18–24 years and 6–
12 weeks postpartum) participated. The women were ran-
domly assigned to IPT-G or to a waitlist. Eight lay providers
administered the IPT-G sessions across 8 weeks. The
primary outcome was pre- to postintervention change
in depression scores as measured on the Edinburgh
Postnatal Depression Scale. The secondary outcome was
antiretroviral therapy adherence. All waitlist participants
subsequently received the intervention, and a secondary
outcome, within-group analysis, was conducted and in-
cluded those participants.

Results: Participants’ median age was 23.0 years, 17 (71%)
livedwith apartner, and 19 (79%) had fewer than twochildren.
The intervention group had a mean6SD depression score of
15.964.3 at baseline and 6.867.0 postintervention. For the
waitlist control group, the mean score was 17.365.9 at
baseline and 13.266.6 at the first follow-up. Waitlist partic-
ipants had significantly greater mean depression scores than
did intervention group participants at the first follow-up
(after the intervention group’s 8-week IPT-G) (b56.42, 95%
confidence interval51.17 to 11.66, p50.017). No difference
was observed between groups in antiretroviral therapy
adherence.

Conclusions: This study provides preliminary evidence that
IPT-G ledbycommunityhealthworkersmayhavebenefits for
postpartum depression among young mothers with HIV.
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Mental disorders affect the well-being and quality of life of
persons with HIV and may also derail commitment to HIV
care, including adherence to antiretroviral therapy (1). A
previous study (2) identified depression as the strongest
predictor of poor adherence to antiretroviral therapy. A re-
cent study (3) in Kenya reported a depression prevalence of
13.8% among adults with HIV in rural Kilifi. Similarly, a
study (4) sampling the general population of western Kenya
reported 12.5% prevalence among young adult women.

A review (5) of psychological interventions to improve
mental health among people with HIV found few interven-
tions tailored to vulnerable populations residing in low-
resource settings. For example, in Kenya, a study of young
people with a mean age of 23 reported that 39.0% of women
sampled had moderate depressive symptoms, and 5.1% had
severe depressive symptoms (6). A similar recent study
among adolescent girls and young women attending routine
family planning services reported that 12% had moderate-
to-severe depression (4). In Kenya, HIV prevalence among

women is 5.2% (7), and rates or depression are higher among
women with HIV (8).

HIGHLIGHTS

• A task-sharing implementation strategy including the use
of layhealthproviders (communityhealthworkers [CHWs])
was successful in delivering group interpersonal psycho-
therapy (IPT-G) to young mothers with HIV.

• With regular training and supervision, CHWs can deliver
IPT-G, and because these workers live within the com-
munity, they may enhance the acceptability of the inter-
vention and follow-up.

• Youngmothers with HIV found IPT-G to be an acceptable
mode of depression treatment.

• Trends observed from this pilot study will inform the
design of a larger trial to extend IPT-G to other primary
health care clinics in Kenya.
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Interpersonal psychotherapy (IPT) was developed in the
1970s by Weissman and colleagues (9) as an evidence-
informed manualized individual psychotherapy for clinical
depression.Meta-analyses (10, 11) have shown that individual
and group psychotherapy, when delivered appropriately,
have the same effect across varied populations with de-
pressive symptoms. IPT focuses on improving interpersonal
relations or life events directly linked to the current de-
pressive symptoms, because the two factors appear to be
interrelated (12). In group interpersonal psychotherapy
(IPT-G), group members complete an interpersonal inven-
tory to target the interpersonal problems that need inter-
vention (13). An intervention study that used IPT to treat
symptoms of depression reported that all interpersonal and
cognitive variables demonstrated significant improvement
(14). In addition, a recent study among U.S. women with
depressionwho experienced childhood sexual abuse showed
that IPT reduces depressive symptoms and recurrence of
symptoms, with notable improvement in interpersonal re-
lationships, coping skills, and social support (15, 16).

Maternal depression in low-andmiddle-incomecountries
(LMICs) has a significant public health impact on mothers,
infants, and family well-being. Hanlon (17) found that 16% of
prenatal women in LMICs experienced mental illness, and
20% experienced postpartum depression, with many coun-
tries having a 34% prevalence of postpartum depression.
Postpartumdepression is twice as common in LMICs as in
high-income countries (18). Prevalence estimates suggest
that one-in-five women in such countries experiences
depression (19), and younger women are more likely
to experience postpartum depression (20). The higher
prevalence of postpartum depression among young women
may be due to transitions in family roles, interpersonal
relationships, and social support during the perinatal period
(21), and unanticipated pregnancies commonly contribute
to poor mental and general medical health among young
women. Common social determinants of postpartum de-
pression inLMICs are low socioeconomic status, poor social
support, domestic conflict, and possible pressure to birth
boys (22).

Lay workers have demonstrated the ability to deliver
IPT within community settings (23). As a therapy, lay-
administered IPT has been proven feasible in primary
health care and community settings (24). IPT has been
recommended as an evidence-based first-line psychological
intervention for pregnant and breastfeeding mothers to
protect the infant’s cognitive and behavioral development
against possible effects of psychotropic medications (25). A
similar intervention, called theCollaborativeHIVPrevention
and Adolescent Mental Health Program1 (CHAMP1), has
been tested in Thailand. This intervention was successfully
delivered by lay healthworkers and demonstrated significant
improvement in antiretroviral therapy adherence and po-
tential for program expansion (26).

In Kenya, adolescent girls and young women with HIV
participate in “preventing mother-to-child transmission”

(PMTCT) programs, which include HIV testing and coun-
seling and services for family planning, male partner in-
volvement, and child and maternal nutrition. Additionally,
community health workers follow up to enhance HIV care
through Operation Triple Zero, in which young peer
mentors and community health workers (CHWs) are po-
sitioned as “champions” to ensure that no appointments or
medications aremissed and tomonitor viral load (27). IPT-G
consists of therapy sessions delivered in groups of six to
10 participants for 90 minutes, where peers learn from one
another. Common life challenges are discussed, with pos-
sible practical solutions suggested by themembers, and this
approach has been promising in improving adherence to
HIV care among young women (28). When young mothers
withHIV are able to communicate freely andwithout stress
or depression associated with interpersonal relationships,
they augment their quality of life through enhanced wages
or return to school, and such positive changes contribute to
ongoing viral suppression, which is pertinent for their
overall well-being (29). IPT-G aims to reduce psychosocial
impairment, with expected improvement in virological
suppression (30).

Task sharing improves the accessibility and effectiveness
of mental health services in low-resource settings, where
specialist health workers are few or unavailable (31, 32).
Furthermore, IPT has successfully been delivered by non-
specialists to women with HIV, depression, and/or post-
traumatic disorder, with significant improvements seen in
mental health, social functioning, and gender-based violence
exposure, compared with outcomes in a waitlist control
group (33). IPT-G is potentially cost-effective because, using
the World Health Organization’s (WHO’s) program of eight
weekly 90-minute sessions, six to 10 young women can be
easily reached for timely clinical care (34). As a therapy,
IPT-G emphasizes the interpersonal problems in one’s life.
The therapy works with groups of individuals with depres-
sion to enhance social support, decrease interpersonal dis-
tress, and facilitate emotional processing and interpersonal
skills building. Given the paucity of trained mental health
professionals in Kenya, IPT-G delivery by CHWs could
greatly expand access to care for young mothers with post-
partum depression.

Weconducted apilot randomized controlled trial to assess
the preliminary efficacy, acceptability, and feasibility of
IPT-G delivered by trained and supervised CHWs for young
KenyanmotherswithHIV and depression.We hypothesized
that participants receiving the IPT-G intervention would
show improvements in depression and antiretroviral therapy
adherence over time and that these gains would be main-
tained 16 weeks postintervention.

METHODS

Design and Setting
The aim of this pilot randomized trial was to ascertain the
effectiveness of IPT-G delivered by CHWs. The primary
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outcome was change in depressive symptoms after 8 weeks.
We conducted the study between August 2018 and July
2019 at two sites (the Kangemi and Kariobangi health
centers) located in urban primary health care facilities in
two informal settlements.

Recruitment
Through convenience sampling, postpartum women ages
18–24 years who were 6–12 weeks postpartum, had HIV,
and attended a PMTCT program were recruited and were
assessed for depressive symptoms by using the Edinburgh
Postnatal Depression Scale (EPDS). Possible scores on the
EPDS range from 0 to 30, with higher scores indicating
clinically significant depressive symptoms. Participantswere
included in the study if they scored$10 on theEPDS (35) and
provided written informed consent. Those who met the re-
quired cutoff score for depression but declined participation
were excluded from the study and assured that their choice
would not affect their usual care at the PMTCT program.
Item 10 on the EPDSwas used to screen for suicidal thoughts
or feelings toward self-injury and to refer those with severe
depressive symptoms to a psychiatrist at Kenyatta National
Hospital.

The nursing officer in charge at each respective health
center recruited the CHWs to administer the IPT-G. Four
CHWs from each facility were recruited through conve-
nience sampling to deliver IPT-G. Selection criteria included
ability to read andwrite and residencewithin the community
at the study site.

Treatment Allocation
Twenty-five mothers enrolled, with one dropping out
because of a change in residence before the IPT-G sessions
began, leaving 24 participants. Twenty-four pieces of pa-
per were allocated binary numbers, either 1 (for the in-
tervention group) or 2 (for the waitlist control group). The
participants were then asked to choose a folded piece of
paper; those with the number 1 formed the intervention
group (N512), and the remainder formed the waitlist
control group (N512).

Waitlist Condition
Treatment as usual for the waitlist control group entailed
routine services offered at the PMTCT clinics within the two
health centers. The offerings included services for sexual and
reproductive health, male partner involvement, child and
maternal nutrition, and child immunization.

Training of CHWs in IPT-G and Maintenance
of Fidelity
A 2-day training was organized for all CHWs. The lead re-
searcher and the clinical supervisor (a master’s student in
clinical psychology) trained the participants in the requisite
skills for delivery of IPT-G in accordance with the WHO’s
2016 guidelines (36). The clinical supervisors who continu-
ously supported the CHWs were accredited clinical

psychologists with significant experience in clinical assess-
ment and psychotherapy. Both trainers received further
guidance from two mentors (L.K., M.K.), who oversaw the
study, and regularly consulted several International Society
of Interpersonal Psychotherapy colleagues specializing in
adolescent and perinatal IPT. Training sessions covered IPT
tasks, steps, and techniques for the pregroup, initial, middle,
termination, and follow-up phases. In addition, the CHWs
simulated role-plays on various IPT-G skills. An IPT
knowledge score of at least 70% (21 of 30points)was required
to pass competency requirements (36). To understand the
competency of the CHWs in delivering IPT-G sessions, fi-
delity to the intervention was assessed by using the Inter-
personal Therapy Rating Scale for initial, middle, and
termination sessions of the intervention group and waitlist
control groups.

The clinical supervisor conducted supportive group su-
pervision before and after every session for all facilitators at a
given study site and individually as needed. Group text
messages were used to maintain constant contact with the
CHWs.Thestudy teamusedphonecalls tocommunicatenew
updates and to conduct the participant follow-up. We held
18 supervisory sessions for eachgroup.After the intervention,
CHWs followed up with both groups for at least 24 weeks to
help them practice the interpersonal skills acquired during
the group sessions.

Intervention
The interventionwasfirst testedwith three youngmothers at
each study site. The IPT-G sessions were conducted in a
spacious roomwithin the Kangemi health center’s maternity
building and in a social hall at the Kariobangi health center.

The intervention group received weekly IPT-G sessions
plus treatment as usual for 8weeks,while thewaitlist control
group received only treatment as usual. After the first
8 weeks, the intervention was offered to the waitlist control
group for 8 weeks andwaitlist group followed up for another
8 weeks. Thus, the intervention group was monitored cu-
mulatively for 16 weeks from the time IPT-Gwas completed.
On termination of the IPT-G sessions, all participants con-
tinued with treatment as usual at the health center. Marital
conflictwas attended to by inviting themale partner to attend
couples’ sessions to learn problem-solving skills and were
then referred to thePMTCTnurse for continual support. The
CHWsmaintained contactwith postpartumadolescentswho
participated to help them practice the lessons learned from
the IPT-G intervention. (Adiagramof theflowof participants
in the study is available in the online supplement to this
article.)

Outcome Measures and Data Collection
Our aim was to evaluate the effectiveness of IPT-G for de-
pression and its influence on adherence to antiretroviral
therapy when delivered by nonspecialists to young mothers
with HIV. Change in depressive symptoms was assessed by
using the EPDS, with a score $10 signifying significant
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depressive symptoms. The Center for Adherence Support
Evaluation Adherence Index (37) was used to assess com-
pliance to antiretroviral therapy medication, with a total
score of .10 suggesting good adherence and #10 poor ad-
herence. These assessments were conducted by the clinical
supervisor and research assistant and were scheduled at
baseline (T1) and weeks 8 (T2), 16 (T3), and 24 (T4) of the
study.

Data Analysis
Independent samples t tests and chi-square analyses were
used to test for group differences in demographic and clinical
variables at T1. Between-group (intervention versus waitlist)
differenceswere testedbyusing independent sample t tests at
each time point. Effect sizes were reported as Cohen’s d coef-
ficients.Within-groupdifferenceswere analyzed byusing paired
t tests separately for each group between T1 and T2, T2 and T3,
and T1 and T3.

The effectiveness of IPT-G was assessed by using gen-
eralized estimating equations (GEE) to evaluate reduction in
depression scores over time. Each GEE model included the
examined time variable (baseline versus follow-up assess-
ment) as a predictor and outcome (dependent-repeated
measures) variable. Time 3 group interactions were also
included in the model. Because of the clustered nature of the
data (respondents within a clinic), we computed variance
estimators for all GEE analyses. An alpha level of 0.05 (two-
tailed) was chosen for all statistical tests in this study.

Theprimaryoutcomewaspre- topostinterventionchange
in depression for the intervention group compared with the
waitlist group. Sustainability of the benefits gained from
IPT-G were assessed by analyzing change over time and
trends at T1–T4. The Consolidated Standards of Reporting
Trials (CONSORT) guidelines for randomized trials were
followed, and the intention-to-treat analyseswere conducted
with STATA, version 13.

Ethical Approval
This pilot trial was reviewed and approved by the Kenyatta
NationalHospital–University ofNairobi Ethics andResearch
Committee (approval no. P97/02/2018). Other county and
health services permits were sought thereafter. Details of the
study were shared with each participant during recruitment.
Written informed consent was obtained from participants as
evidence of acceptance to participate and permission to
publish and disseminate findings in relevant journals and
forums.

RESULTS

Recruitment, Attrition, and Attendance
As indicated in the online supplement, 46 possible partici-
pants were assessed for depressive symptoms. Of these in-
dividuals, 32 were eligible (30% noneligible), 25 of whom
consented and were randomly allocated to the intervention
group (N513) or waitlist (N512). One participant was lost to

follow-up in the intervention group before the intervention
began, and, ultimately, 24 participants provided data for the
study, with 12 in each group. All 24 participants attended the
initial and final sessions of the IPT-G, and 67% (N516)
attended all eight sessions. In the intervention group, seven
women(58%)attendedall eight sessions, comparedwithnine
(75%) in the waitlist group.

Sociodemographic Characteristics
No significant sociodemographic differences were observed
between the intervention andwaitlist groups at T1, reflecting
a balanced random assignment process. At T1, the women
were amean of 8.08weeks postdelivery;median agewas 23.0
years (interquartile range53). Seventeen (71%)had apartner,
and most (79%) had two or fewer children. Less than half of
the participants were aware of their child’s HIV status
(N510, 42%). About half the participants had an education
level of secondary school or above (N513, 54%), andmosthad
no paid employment (N519, 79%) and earned,US$100 per
month (N522, 92%). Slightly less thanhalf of theparticipants
(N511, 46%) had difficulty accepting their HIV diagnosis
when diagnosed. Thirteen (54%) of the participants reported
being physically abused by their male partners (Table 1).

Changes in Outcomes Within and Between Groups
At T1, there was no significant differences between the
waitlist and intervention groups for any of the outcome
measures. At postintervention (T2), the intervention group
had significantly lower mean6SD depression scores com-
pared with those of the waitlist group (6.867.0 versus
13.266.6, respectively; p50.032; d50.94). No differences
were observed between the two groups at T3 and T4.
However, depression scores gradually decreased over time,
with depression in the intervention group decreasing more
than in the waitlist group. No statistically significant differ-
ences were observed in antiretroviral therapy adherence
between the groups at different time points; however, clinical
improvement was observed (Table 2).

Within-group analyses (paired t tests) between the dif-
ferent time points are presented in Table 3. From T1 to T2, a
significant decrease in depression scores was seen in the
intervention group (from 15.964.3 to 6.867.0, p,0.001,
d51.57) and control waitlist group (from 17.365.9 to
13.266.6, p50.025, d50.65) (see online supplement). From
T2 to T3, no significant difference was observed in the in-
tervention group, but therewas a significant difference in the
waitlist group (13.266.6 to 7.165.4, p50.013, d51.05). From
T1 toT3, therewas a significant decrease in depression scores
in the intervention (from 15.964.3 to 5.064.6, p,0.001,
d51.88) and control groups (17.365.9 to 7.165.4, p,0.001,
d51.88). No significant differences were observed in the
within-group analyses for antiretroviral therapy adherence.

Effectiveness of the Intervention
Tables 3 and 4 present the GEE results on the impact of the
intervention in reducing depression scores. Waitlist control
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group participants had significantly greater mean depression
scores than intervention group participants postintervention
(b56.42, 95% confidence interval [CI]51.17 to 11.66,
p50.017). In terms of change over time (i.e., between T1
and T4, depression scores decreased significantly over
time (p,0.001) (reductionby about 9.2 units), regardless of
group, and therewas a significant group3 time interaction
(p50.041) (Table 4).

We noticed a reduction in depressive symptoms after
IPT-G administration, with a stronger effect size of 1.57 (95%
CI50.62 to2.49) in the interventiongroup than in thewaitlist
group, with an effect size of 0.65 (95% CI5–0.18 to 1.47).
Adherence to antiretroviral therapy improved slightly, al-
though this trend was not statistically significant (Table 3).

Sustainability Over Time (Trends)
Depression scores in both the intervention and waitlist
groups dropped consistently in response to IPT-G, and
antiretroviral therapy adherence increased subsequently
(Table 2). The intervention group had a significant drop in
mean depression scores between T1 and T2 (from 15.964.3
to 6.867.0). On subsequent follow-up after another 8 weeks
(T3), mean scores in the intervention group decreased

further (to 5.064.6) and then slightly increased (to 5.666.5) at
the 16-week follow-up at T4. The waitlist group had a sig-
nificant drop in mean depression scores between T1 and T2
with treatment as usual (from 17.365.9 to 13.266.6). After the
deferred IPT-G in the waitlist group, mean depression scores
dropped even further (to a mean of 7.165.4), with a slight
decrease at the 16-week follow-up at T4 (7.064.9).

Compared with other timepoints, the intervention group
had significantly higher scores in mean antiretroviral therapy
adherence at T1 (12.863.1) and after the intervention
(13.863.2). After the 8-week follow-up,mean scores increased
(to 14.662.6) and then slightly decreased (to 13.663.9) at the
16-week follow-up. Thewaitlist group had significantly higher
scores in mean antiretroviral therapy adherence at T1
(13.363.1) and after the intervention (13.763.5). At the 8-week
follow-up, scores increased (to 13.961.7),with a slight increase
(to14.263.2)at the 16-week follow-up (Table2).Noincidentof
suicidal attempt was reported during the study.

We found that the CHWs’ skills improved as they con-
ducted more sessions. The mean score for the fidelity rating
(measured via the Interpersonal Therapy Rating Scale) used
to assess CHWcompetencywas 5.061.1; this score increased
to 5.161.2 when IPT-G was offered to the waitlist control
group.

DISCUSSION

IPT-G significantly reduced measures of depressive symp-
toms in both the intervention and waitlist group. For every
unit drop in the scores of depressive symptoms in thewaitlist
group, the intervention group dropped by about six units. In a
study fromKisumu,Kenya,Opiyo et al. (38) found thatwomen
with HIV reported a 60% (9-point) decrease in depressive

TABLE 2. Depression and antiretroviral therapy adherence, by
intervention groupa

Waitlist Intervention
Effect

Time M SD M SD size (d) t df

Depressionb

T1 17.3 5.9 15.9 4.3 .27 –.63 22
T2 13.2 6.6 6.8 7.0 .94 –2.29 22
T3 7.1 5.4 5.0 4.6 .42 –1.01 22
T4 7.0 4.9 5.6 6.5 .24 –.55 20

Antiretroviral therapy adherencec

T1 13.3 3.1 12.8 3.1 .16 –.34 21
T2 13.7 3.5 13.8 3.2 .03 .12 22
T3 13.9 1.7 14.6 2.6 .32 .74 22
T4 14.2 3.2 13.6 3.9 .17 –.36 20

a T1, baseline; T2, week 8 follow-up; T3, week 16 follow-up; T4; week
24 follow-up. Depression, T2, p50.32. All other p valueswere nonsignificant.

b Depression was measured by using the Edinburgh Postnatal Depression
Scale; possible scores range from 0 to 30, with higher scores indicating
clinically significant depressive symptoms.

c Antiretroviral therapy adherence was measured by using the Center for
Adherence Support Evaluation Adherence Index, with a total score of .10
suggesting good adherence and #10 poor adherence.

TABLE 1. Sociodemographic characteristics of mothers with
HIV and depression in Kenya, by intervention groupa

Overall
(N524)

Intervention
(N512)

Waitlist
(N512)

Characteristic N % N % N %

Age (years)
18–20 3 13 2 17 1 8
21–24 21 88 10 83 11 92

Marital status
Without a partner 7 29 4 33 3 25
With a partner 17 71 8 67 9 75

Education
Primary and below 11 46 4 33 7 58
Secondary and above 13 54 8 67 5 42

Occupation
Employed 5 21 4 33 1 8
Unemployed 19 79 8 67 11 92

Income per month (US$)
0–100 22 92 11 92 11 92
101–200 2 8 1 8 1 8

Number of children
1 11 46 5 42 6 50
2 8 33 5 42 3 25
3 3 13 1 8 2 17
4 2 8 1 8 1 8

Reaction to HIV status
Accepted 13 54 9 75 4 33
Not accepted 11 46 3 25 8 67

HIV status of child
Negative 10 42 5 42 5 42
Not sure 14 58 7 58 7 58

Intimate partner violence
Yes 13 54 6 50 7 58
No 11 46 6 50 5 42

a All p values were nonsignificant.
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symptoms after an IPT intervention, with significant im-
provements in social interaction and social functioning.

The effectiveness of IPT-G in reducing depressive
symptoms has been acknowledged in similar studies con-
ducted elsewhere (39, 40). It is worth acknowledging that
improvement of depressive symptoms without treatment
may occur. About a quarter of patients improve within
3monthsand50%after 1year (41), althoughanestimated30%
do not respond to any form of treatment (42, 43).

Some decreases in depressive symptoms occurred among
the waitlist group even before IPT-G was offered. These
decreases may be attributed to routine health support ser-
vices within the PMTCT clinic and possible positive influ-
ence from engaging in the pregroup phase or follow-up
during the waitlist period. Previous meta-analyses and sys-
tematic reviews (44, 45) have found that IPT prevented
severedepressionamongthosewith subthresholddepression
and that maintenance IPT significantly reduced relapse of
depressive symptoms, with moderate-to-large effects com-
pared with control groups.

IPT-G has been adapted for adolescents (46) and for the
general population of patients with depression (47). We

found that IPT-G decreased depressive symptoms among
young postpartum mothers. Benefits of IPT-G in addressing
depressive symptoms have been reported in other similar
studies (48, 49).

Our findings indicated that IPT-G can be delivered ef-
fectively by trained lay health workers. Our work also sup-
ported previous studies that have found task sharing to be a
good approach to overcoming a shortage of trainedhealth care
specialists, which can be a significant barrier to expanding
mental health services in sub-Saharan Africa (SSA) (44, 45).
After training, and with continuous supervision, the CHWs
were able to offer the intervention successfully. We also ob-
served statistically significant improvements in depressive
symptoms with IPT-G. Both the intervention and waitlist
groups had good adherence to antiretroviral therapy, which
could be attributed to robust PMTCT services within the
primaryhealthcarefacilitiesacrossallcounties inKenyaandto
the recent improvements in HIV care in SSA (50, 51). We
believe that, within the context of task sharing in primary
health care to integrate mental health, CHWs could help
disseminate mental health services to the larger underserved
population within low-resource settings.

Our findings were consistent with those of a study in Goa,
India (52), which showed that task sharing enables specialist
health care workers to focus their expertise on individuals
with more severe mental illness and psychosocial needs.
CHWs are community leaders who, in our study, acted as a
link between the health facility and the participants. It has
been reported that CHWs can carry out psychoeducation,
monitor drug adherence, provide early intervention for mild
mental disorders, and identify and refer persons with severe
mental illness for further management (53). Our weekly and
continuous supportive supervision instilled confidence
among the CHWs, and they were able to deliver the inter-
vention according to the IPT-G protocol. Considering that
most of the CHWswere nonspecialists, we appreciated being
able to train them to deliver IPT-G, and their knowledge
retention key toward achieving fidelity. A systematic review
(31) has emphasized the training of nonspecialist health
workers, supervision, and partnership with the local com-
munity as pillars for task shifting within low-resource set-
tings. We found that because the CHWs lived within the
community, theywere able to build trustwith the postpartum
adolescent participants.

IPT-G has also been recommended for use in workplace
settings (39). By using the services of CHWs in delivering
IPT-G, we improved their knowledge of care for young
mothers with depression. A previous step-wise community
approach on capacity building in Kenya noted the numerous
benefits of empowering CHWs to deliver IPT-G (54). That
the CHWs were found to deliver IPT-G effectively under-
scores the need for fast-tracking such interventions that can
help reduce the mental health treatment gap in LMICs such
as Kenya. We recommend further research in a larger pop-
ulation across diverse health centers in Kenya to further test
the effectiveness of CHW-delivered IPT-G on depressive

TABLE 4. Effect of the group interpersonal psychotherapy
intervention on depression scores

Parameter b SE 95% CI p

Waitlist group (reference:
intervention)

6.42 2.68 1.17, 11.66 .017

Baseline (reference:
postintervention)

9.17 1.98 5.29, 13.04 ,.001

Group 3 time interaction –5.08 2.49 –9.96, –.20 .041

TABLE 3. Differences in depression and antiretroviral therapy
adherence between time points, by intervention groupa

Group and time Paired t testb p Effect size (d)

Depression

Intervention
T1–T2 4.44 .001 1.57
T2–T3 1.02 ns .16
T1–T3 6.01 ,.001 1.88

Waitlist
T1–T2 2.59 .025 .65
T2–T3 2.95 .013 1.05
T1–T3 5.33 .001 1.88

Antiretroviral therapy adherence

Intervention
T1–T2 –1.20 ns –.32
T2–T3 –.84 ns .06
T1–T3 –2.12 ns –.23

Waitlist
T1–T2 –1.33 ns –.12
T2–T3 –.22 ns –.15
T1–T3 –.90 ns –.29

a ns, not significant. T1, baseline; T2, week 8 follow-up; T3, week 16 follow-up;
T4; week 24 follow-up.

b df511.
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symptomsand the sustainability of the task-shiftingmodel for
expanding mental health services for peripartum young
mothers with HIV.

Our study involved a vulnerable population of young
mothers and found promising results that could improve
services for this group. It is important to appreciate that
CHWs delivered the intervention after structured training
and with continuous supervision. Supervision is critical in
strengthening lay health workers’ capacity to provide
evidence-based interventions. The study was able to assess
CHW competency and fidelity in delivering IPT-G. Never-
theless, potential limitations of the task-shifting approach
included lack of structured remuneration for CHWs. Addi-
tionally, some mothers preferred practical solutions to their
problems, such as financial support, and lack of space to
conduct group sessions could be a challenge in primary care
facilities. Designation of an area for mental health services
and psychosocial supportmay be useful. Our trialwas limited
in that itwasnot adequatelypoweredandsought to studyonly
formative aspects of IPT-G implementation and intervention
development for young mothers with HIV. We also ac-
knowledge limitations related to possible misclassification
bias and measurement errors during the process of IPT-G.
The ratings of the CHWs may have been biased toward
positive fidelity and adherence to the protocol, given that the
trainers and CHWs had established rapport. Our findings
were exploratory and mainly meant to evaluate how the
intervention would perform if implemented in a routine
clinical setting.

CONCLUSIONS

IPT-G participants had significantly lower mean depression
scores than the waitlist control group postintervention.
IPT-G delivered by CHWs decreased postpartum depressive
symptoms among young mothers with HIV in the low-
resource context of Kenya.
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