‘.\' frontiers

ORIGINAL RESEARCH
published: 17 December 2019

n Psychiatry doi: 10.3389/fpsyt.2019.00860
updates
Lay Counselor Perspectives of
Providing a Child-Focused Mental
Health Intervention for Children:
Task-Shifting in the Education and
Health Sectors in Kenya
Shannon Dorsey™*, Rosemary D. Meza’, Prerna Martin’, Christine L. Gray? Noah S. Triplett’,
Caroline Soi?, Grace S. Woodard', Leah Lucid’, Cyrilla Amanya“, Augustine Wasonga*
OPEN ACCESS and Kathryn Whetten?°
Ed'.. ted by: " Department of Psychology, University of Washington, Seattle, WA, United States, 2 Center for Health Policy and Inequalities
Manasi Kumar, Research, Duke Global Health Institute, Duke University, Durham, NC, United States, ® Department of Global Health,
University of Nairobi, University of Washington, Seattle, WA, United States, * Ace Africa- Kenya, Bungoma, Kenya, ° Terry Sanford Institute of
Kenya Public Policy, Duke University, Durham, NC, United States
Reviewed by:

Lawrence T. Lam,

University of Technology Sydney,
Australia

Yohannes Dibaba Wado,

African Population and Health
Research Center (APHRC),
Kenya

*Correspondence:
Shannon Dorsey
dorsey2@uw.edu

Specialty section:

This article was submitted to
Public Mental Health,

a section of the journal
Frontiers in Psychiatry

Received: 11 June 2019
Accepted: 07 November 2019
Published: 17 December 2019

Citation:

Dorsey S, Meza RD, Martin R,
Gray CL, Triplett NS, Soi C,
Woodard GS, Lucid L, Amanya C,
Wasonga A and Whetten K (2019)
Lay Counselor Perspectives of
Providing a Child-Focused Mental
Health Intervention for Children:
Task-Shifting in the Education
and Health Sectors in Kenya.
Front. Psychiatry 10:0860.

doi: 10.3389/fpsyt.2019.00860

The global mental health treatment gap has increasingly been addressed using task-
shifting; however, very little research has focused on lay counselors’ perspectives
on the acceptability, feasibility, and appropriateness of mental health interventions
in specific government-supported sectors that might scale up and sustain mental
health care for children and adolescents. In western Kenya, these sectors include
Education and Health. Data come from a large hybrid effectiveness-implementation
study examining implementation practices and policies in either or both sectors that
support successful implementation of a child-focused intervention, Trauma-focused
Cognitive Behavioral Therapy (TF-CBT), for children and adolescents who had
experienced parental death. We examined lay counselors’ self-report of acceptability,
feasibility, and appropriateness of TF-CBT. Lay counselors were teachers (n = 30)
from the Education sector and Community Health Volunteers (CHVs; n = 30) from
the Health sector, who were part of Sequence 1 of a large stepped-wedge, cluster
randomized trial. Lay counselor self-report surveys included reflective and formative
measurement of acceptability, feasibility, and appropriateness administered after lay
counselors in both sectors had experience delivering the locally-adapted, group-
based TF-CBT intervention. Descriptive statistics (means, standard deviations) were
used to understand counselors’ perspectives stratified by sector. Both teachers and
CHVs endorsed high acceptability, feasibility, and appropriateness of TF-CBT, with lay
counselors’ responses on items from the formative measures providing some insight
into specific aspects of acceptability, feasibility, and appropriateness that may be
important to consider when planning for implementation support. These early findings
suggest that both sectors may hold promise for task-shifting of mental health care for
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children and adolescents but also underline the importance of considering the multiple
facets of these three implementation outcomes as well as lay counselor context
(Education vs. Health).

Keywords: global mental health, implementation science, task-shifting, acceptability, appropriateness, feasibility,
evidence-based treatment

INTRODUCTION Health, with delivery by individuals [e.g., teachers; community

Mental health disorders have increasingly become recognized as
a prominent cause of global morbidity, with a significant portion
of the world’s population—450 million people—affected (1). In
a recent reassessment of global burden of disease, mental illness
accounted for 32.4% of years lost to disability (YLDs) and ranked on
par with cardiovascular and circulatory diseases, each responsible
for 13% of disability-adjusted-life-years (2). Children, adolescents,
and young adults 5 to 24 years of age bear a high burden of mental
illness. It is the leading cause of YLDs for this age group (3) and
75% of mental disorders commence during this period of life (4).
Poverty is associated with increased susceptibility to mental illness,
so consequently low- and middle-income countries (LMICs) are
disproportionately affected (5). While services are improving,
substantial gaps remain. The treatment gap is as high as 78% for
adults (6) and even greater for children, with a median of only
0.16 of children in LMICs with mental health illness receiving
any treatment (7). Services target mainly adults and severe mental
illness, resulting in children being overwhelmingly neglected.
Only 12% of outpatient and 6% of all other types of mental
health facilities serve children (8). Most LMICs allocate 1-2% of
the government’s health budget to mental health services, which
translates to less than $0.25 per year per capita (9). The funding
gaps are correspondingly accompanied by shortage in human
resources, as demonstrated by the relatively low mental health staff
ratio of 1 per 100,000 population compared to more than 50 staff
per 100,000 population in high-income countries (HICs; 10).
Given limited funding for mental health, and particularly
children’s mental health, sustainable services likely need to leverage
existing systems and require few new resources (11). Task-shifting,
a process in which non-specialists with little to no prior training
or experience provide treatment under supervision (12), is
recommended as a strategy to address mental health workforce gaps.
A growing body of evidence documents the effectiveness of task-
shifted mental health services across a range of LMICs and diverse
cultural contexts (e.g. 13-17). A 2013 Cochrane review concluded
that lay counselors have the potential to improve outcomes for
depression or posttraumatic stress disorder (PTSD), but more
research is needed, especially in regards to child treatment by lay
counselors (18). In another systematic review focused specifically
on the acceptability and feasibility of task-shifting among service
users and healthcare practitioners (19), insufficient resources
was identified as a primary barrier. Task-shifting strategies that
leverage existing government-supported systems and require few
new resources are necessary in resource-constrained settings. For
children and adolescents, these systems include Education and

health volunteers (CHVs)] already part of these systems. However,
little is known about these individuals’ perspectives on delivering
mental health treatment in their systems. Understanding lay
counselors perspectives and experiences delivering mental health
care in their systems is important so that we can understand
potential for scale up and sustainment as well as any needed
supports for scale up and sustainment.

The overall goal of this paper is to examine intervention
acceptability, feasibility, and appropriateness among the first
lay counselors who delivered a trauma-focused mental health
intervention for children and adolescents in two distinct sectors
in western Kenya. For the purpose of this paper, we use Proctor
and colleagues’ (20) definitions of the constructs of interest:
Acceptability is conceptualized as the perception among
stakeholders that an intervention is agreeable or satisfactory.
Lack of intervention acceptability is a well-established barrier
to implementation (21). Feasibility is the extent to which an
intervention can be successfully carried out within a given
context. Appropriateness is defined as the perceived relevance or
compatibility of an intervention to a given setting and problem.
While these constructs are related, each is conceptually distinct
and may have different implications for implementation. For
example, an intervention could have high appropriateness but
low feasibility in a low-resource setting.

The global mental health literature includes only a few
empirical studies of lay counselor perspectives on acceptability,
feasibility, and/or appropriateness of delivering mental health
interventions. At the time of the review by Padmanathan and
De Silva (19), they identified only one study that examined lay
counselor perspectives on intervention delivery, conducted by
Jordans and colleagues. The authors found that 5-47% (varied by
country) of counselors (N = 694) in a multilayered psychosocial
intervention for children in areas of conflict in Burundi, Sudan,
Sri Lanka, and Indonesia experienced distress when delivering
the intervention (22). Lay counselors at different levels of the
intervention received different training and supervision support;
the least distress was endorsed by the group that received the
most training and support. Since Padmanathan and De Silva’s
2013 review, research in this area has increased, but there are
still gaps in our knowledge. For example, in a 2014 qualitative
study of Zambian lay counselors” experience providing Trauma-
focused Cognitive Behavioral Therapy (TF-CBT; 23) (N = 19),
counselors drawn from a wide variety of settings described
experiences consistent with high perceived acceptability
(e.g., liking TF-CBT; seeing positive impacts on children
and families); however, counselors also reported challenges,
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including treatment duration and poor attendance (24, 25). Post-
training practice and supervision groups were noted as helpful
and motivating. In a study focused specifically on the feasibility,
acceptability, and effectiveness of a training for teachers on
providing psychoeducation and facilitating access to mental
health care in Haiti (N = 22; 26), both qualitative and quantitative
data indicated the training was acceptable and feasible, though
participants recommended extending the duration and number
of training sessions.

Of the existing studies of lay counselors, few have been able
to separately examine perspectives of lay counselors nested
within specific government sectors and even fewer have focused
on child and adolescent interventions. An additional limitation
has been when and how constructs have been measured.
Studies often have investigated these constructs only during
what Aarons and colleagues (27) define as the exploration and
preparation phases of implementation, and have not included
an evaluation once counselors have actual experience delivering
the intervention/s. Due to the limited availability of quantitative
measures, most studies have used a qualitative approach to
understanding counselor perspectives (e.g., 24). While qualitative
approaches provide rich data about counselor experiences, they
require intensive resources and time that some mental health
implementation efforts may not have and may limit comparison
across studies. Only recently have quantitative scales been
developed to assess these constructs (28, 29), with their use
potentially allowing for expanded research in this area.

The goal of the present study is to assess counselor-perceived
acceptability, feasibility, and appropriateness of a trauma-focused
intervention for children and adolescents in the context of a
task-shifting, implementation science-focused study in western
Kenya. We specifically examine these constructs with the first
lay counselors from two different sectors, Education and Health,
who delivered TF-CBT (23) for children who experienced the
death of one or both parents and have related mental health
symptoms (30, 31). While these first lay counselors represent a
sub-group of our final sample (60 of 240), given study design
and randomization procedures, they likely are representative
of counselors in the full sample. In addition, our sub-sample is
larger than most other studies examining these constructs in lay
counselors. Given limited global mental health research focused
on implementation science outcomes and on children and
adolescents, findings from this sub-group of 60 lay counselors
are valuable.

We evaluate lay counselor perspectives after the counselors
had sufficient experience implementing the intervention. Our
measurement approach distinguishes two types of assessment
that facilitate a deeper understanding of the constructs of
acceptability, feasibility, and appropriateness. For acceptability
and feasibility, we use combined reflective measurement—
where covariation in items reflects variation in some underlying
construct—and formative measurement—where variation in
items is thought to cause a change in a construct (see 32 for a
comprehensive review of reflective and formative measurement).
For appropriateness, we use formative measurement at both
the provider- and organizational-level. A blended reflective-
formative approach allows for understanding of both counselors’

overall sense of these constructs, and specific experiences that
provide insight into their perceptions. We explore differences
between counselor perspectives across the two sectors, given
differences in regard to counselor workload, resources, and role/
embeddedness in their organizations.

METHOD

Building and Sustaining Interventions for
Children (BASIC) Overview

Data for this study come from a large NIMH-funded hybrid
effectiveness-implementation study of TF-CBT delivered through
both the Education (via teachers) and Health (via CHVs) sectors
in Western Kenya: Building and Sustaining Interventions for
Children (BASIC; NIMH-funded ROIMH112633) conducted
as a collaboration between Duke University, the University of
Washington, and Ace Africa, in Bungoma, Kenya (33). This
study builds on a pilot of TF-CBT in East Africa (31) and a large
randomized controlled trial (RCT) in Kenya and Tanzania (30)
that demonstrate the effectiveness of lay counselor-delivered
TF-CBT in Kenya. The goal of BASIC is to learn what makes an
enabling context for mental health delivery in both Education
and Health, by identifying implementation practices and policies
(IPPs) that support successful implementation in the distinct
sectors. The study is a stepped wedge cluster randomized trial
(SW-CRT) that includes seven sequences (i.e., sites that initiate
the intervention in the same time period). Per best practice for
SW-CRT reporting (34) we use SW-CRT CONSORT language
here, to describe the design. In Kanduyi Constituency, there
are 137 primary schools, each with an active health extension
program in the surrounding community. We randomly selected
and ordered 40 primary schools and their surrounding 40
communities (i.e., 40 “village clusters”) into seven sequences,
which initiate delivery of the TF-CBT intervention at different
time points over the 5-year study. The first sequence, which is
the focus of this study, included 10 village clusters (10 schools
and 10 communities). Sequences 2-7 each have five village
clusters. The first sequence involved more village clusters (10
vs. 5) so that findings from TF-CBT implementation in these
schools and communities could inform implementation in
subsequent sites.

The Ministries of Education and Health are involved in
BASIC, provide stakeholder input and permission to schools,
teachers, and CHVs to participate, and receive updates from
schools, communities, and Ace Africa so that they can monitor
progress. Village leaders are also involved, with CHV's sensitizing
chiefs and village elders about the intervention so that they
can encourage children and families to participate and reduce
any perceived stigma. BASIC has three aims. Aim 1 involves
identifying locally feasible and effective IPPs from the first 10
schools and 10 communities that implemented TF-CBT. These
findings, from the first 25% of the sample, were used to develop
implementation support for subsequent sites (i.e., the remaining
30 schools and 30 communities). Aim 2 of BASIC examines IPPs
that predict adoption, fidelity, and sustainment in the full sample
of 40 village clusters (40 schools and 40 communities). Aim 3
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examines child clinical outcomes and implementation costs. The
full BASIC sample will include 240 counselors (120 teachers, 120
CHVs) from 40 primary schools and 40 communities.

Procedures

Data for this study come from counselor self-report surveys from
the first 10 village clusters randomly assigned to Sequence 1 in
BASIC. Teacher and CHV counselors were trained in TF-CBT
in January 2018 (see Lay Counselor Training below). They
delivered two sequential TF-CBT groups (one focused on girls,
one focused on boys) during Term 1 and Term 2 of the academic
year. Counselors participated in self-report surveys that assessed
their demographic characteristics and experience prior to
training. They also completed self-report surveys assessing
their beliefs and perceptions about TF-CBT immediately
post-training and after implementing the two TF-CBT groups
(i.e., post-implementation). This study uses the latter, post-
implementation counselor self-report measures of acceptability,
feasibility and appropriateness as we believed their ratings
would be more informed after gaining experience delivering
TF-CBT. This data was collected between July and August 2018.
The teacher counselor surveys were administered in English,
whereas CHV counselor surveys were administered in Kiswahili
to accommodate language preferences. All procedures were
approved by the Institutional Review Boards (IRBs) at Duke
University and the Kenya Medical Research Institute.

Participants

Participants were 60 lay counselors (30 teachers; 30 CHVs) from
the first 10 schools and 10 communities who delivered TF-CBT
as part of BASIC. Three counselors were selected for each site, as
counselors worked in a group of three to deliver the intervention;
two counselors led the child group and one counselor led the
guardian group. Ace Africa worked with Head Teachers in
each of the selected schools to identify teachers who would be
appropriate for delivering TF-CBT. Ace Africa also worked with
Community Health Extension Workers to identify CHVs from
their health facility who worked as part of health extension in
the communities surrounding the schools. Leaders were asked
to nominate three individuals who were good with children,
may have had some counseling experience (but not required),
have time to deliver the program each week, and who have no
immediate plans for leaving their school/area (e.g., ideally in
the same school or village for two years). Demographic and
background characteristics are presented in Table 1. Teachers
and CHVs received an incentive of 500 Kenyan Shillings,
approximately 5 USD, for each interview.

Intervention

TF-CBT is an evidence-based treatment protocol which
treats psychosocial sequelae from child trauma exposure,
with a specific application for maladaptive grief (23). There
is substantial evidence of its effectiveness from RCTs in high-
income countries (HICs; 35) with evidence of effectiveness
from large RCTs in Zambia (15) and Kenya (30) and two small

TABLE 1 | Characteristics of Teacher Counselors and Community Health
Volunteers (CHVs) Counselors from 10 clusters in the trial.

Characteristic Teachers (N = 30) CHVs (N = 30)
N % N %
Gender
Female 21 70% 21 70%
Male 9 30% 9 70%
Highest Level of Education
None 0 0% 0 0%
Primary education 0 0% 7 23%
Secondary education 2 7% 22 73%
Certificate 17 57% 1 3%
Diploma Certificate 3 10% 0 0%
University Degree 0 0% 0 0%
Master’s Degree 8 27% 0 0%
Received any prior training in
psychosocial counseling
Yes 16 53% 18 60%
No 14 47% 12 40%
Mean SD Mean SD
Age in Years 42.8 7.7 44.5 9.5
Years as a Teacher or CHV 17.8 9.3 7.4 4.4
Years in the school 9.1 8.3 7.7 4.7

or community where you
currently work or volunteer

CHV, Community Health Volunteer; SD, Standard Deviation.

RCTs in the Democratic Republic of Congo (36, 37). In our
previous collaborative work, we modified TF-CBT for delivery
in Eastern Africa, with results from an open trial in Tanzania
suggesting that the intervention held promise, given positive
clinical outcomes at the end of treatment and maintained
gains at a 1-year follow up (31). The modified TE-CBT, called
Pamoja Tunaweza (Together We Can) involved 12 weeks of
weekly group sessions and 3-4 individual sessions. Group-
based delivery was chosen for multiple reasons: a) all youth
were receiving treatment for the same primary traumatic event
(parental death); b) the group format maximized reach and
efficiency (i.e., more children served); and c) early qualitative
work suggested that a group-based intervention was perceived
as more culturally appropriate, more supportive, and less
stigmatizing. Following the open trial, we conducted a large
RCT in eastern Tanzania and western Kenya (N = 640), testing
Pamoja Tunaweza compared to usual care services at end of
treatment and a 1-year follow-up (30). The intervention was
delivered by six lay counselors in each country, who were
trained and supervised by the experienced lay counselors from
the open trial in Tanzania, with support from the first author,
following the Apprenticeship Model of training (38).

In BASIC, Pamoja Tunaweza included eight group-based
sessions (reduced from 12) and two to three individual sessions
(39). This abbreviated intervention was piloted with children
assigned to usual care, after their 1-year follow up. All groups
were delivered at the local schools, which are community owned.
Children and guardian groups met concurrently with conjoint
activities included in the final four sessions. Each session
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included practicing new skills at home. Initial group sessions
(1-2) focused on psychoeducation about the Pamoja Tunaweza
program, grief and loss, and on building coping skills. Guardians
learned the same information both to reinforce lessons at home
and to apply lessons in their own lives. Guardians also learned
non-physical skills for managing behavior problems. The
individual sessions, provided in-between group sessions 3-5,
focused on imaginal exposure/trauma narrative (TN) work.
Each child met individually with a counselor from the child
group to talk about the parent(s)” death and surrounding events
(e.g., getting sick, funeral). The counselor then met individually
with the guardian to prepare them to provide emotional support
when the child shared their TN. Group sessions 4-5 involved
developing individualized plans for situational exposure (i.e.,
facing trauma reminders [pictures of the parent/s who died]),
supporting TN work, processing trauma-related cognitions, and
a group session in which each child individually and privately
shared their TN with their guardian (with counselors providing
support). The final group sessions (6-8) focused on grief-specific
activities (e.g., converting the relationship from interaction
to memory).

Lay Counselor Training

Teachers and CHVs participated in separate, 6-day, Pamoja
Tunaweza/TF-CBT trainings. Training and supervision were
provided by experienced, local Kenyan Pamoja Tunaweza/
TF-CBT lay counselors from the large RCT, hereafter referred
to as the local trainers who worked for Ace Africa. Training
involved didactic instruction, manual review, trainer modeling
of group sessions, time for questions, and trainee practice of
group sessions in small groups, with peer and trainer feedback.
For approximately 2-3 weeks following the training, teachers and
CHVs practiced delivering Pamoja Tunaweza/TF-CBT groups
with their co-counselors, with support and supervision from the
local trainers.

Implementation, Supervision, and Fidelity
Monitoring

Following practice, teachers and CHVs began delivering
Pamoja Tunaweza/TE-CBT to children. In brief, children
enrolled were those attending the local school in the village
cluster, who had experienced the death of one or both
parents (and other types of traumatic events), and had
either posttraumatic stress symptoms or prolonged grief,
determined by mental health assessment tools with locally
defined cutoffs from prior research in the region (see 33). All
counselors received ongoing, weekly supervision throughout
the implementation period. Supervision involved in-person
meetings and/or phone calls and SMS interactions via Whats
App between the local trainers and counselors. Supervision
typically included role play and practice by counselors
of upcoming Pamoja Tunaweza/TF-CBT sessions, with
supervisor feedback. When supervision was not in person,
supervisors often listened to a role play via phone or reviewed
an uploaded audio or video role play. Supervisors regularly
observed group sessions to monitor fidelity, with a goal of

observing 50% of sessions, and completed fidelity ratings for
both adherence and competence, two important dimensions
of fidelity (40). Counselors completed brief reports of fidelity
and individual child/guardian treatment response (e.g.,
engagement in session or home practice; emotional state in
groups) for each session. Supervisors’ group observation and
review of counselor reports informed supervision.

Measures

Measurement Approach

We employ a blended reflective-formative approach to
measurement of our constructs of interest. Reflective measures
followa principal factorlatent variable model—covariationamong
measures is caused by, and therefore reflects, variation in some
underlying latent factor or construct (32). Formative measures
follow a composite latent variable model, in which changes in
the items are hypothesized to cause changes in the underlying
construct. Unlike reflective measures, formative measures do not
assume all items reflect a single underlying construct or factor.
Rather, they assume that each item has an impact on a construct
(32). Because of the nature of reflective measures, the mean
score is thought to reflect the underlying constructs. However,
reflective scales do not offer any indication of why they were
rated as they were; thus, formative measures may complement
reflective measures to provide depth or context regarding the
construct being measured. We use Weiner and colleagues’ (29)
reflective measures to assess intervention acceptability and
feasibility. We include items from the counselor-level version of
the Johns Hopkins University (JHU) Implementation Measure
(28), developed specifically for assessing implementation
constructs in LMICs, as formative measures, providing more
depth and contextual understanding. We also created some new
items to assess aspects of feasibility and appropriateness that
were not covered by the JHU measures. The reflective measures
ask similar questions about the intervention’s acceptability and
feasibility (e.g., “Pamoja Tunaweza/TF-CBT met my approval”
and “Pamoja Tunaweza/TF-CBT was appealing”) as a means
of assessing the respondent’s perception of the underlying
construct of acceptability or feasibility. The formative measures
ask about specific elements of the intervention and surrounding
context that contribute to its acceptability, feasibility and
appropriateness. As such, lay counselors’ responses to individual
items in the formative measure provide insight into why they
might have rated the reflective measure in the way that they did.
Please see Figure 1 for a graphic representation of reflective and
formative measurement.

Selection and Adaptation of Reflective Measures

Weiner and colleagues’ (29) newly developed measures assessing
intervention acceptability, feasibility and appropriateness were
designed using participants from HICs who were mental health
professionals experienced in mental health service delivery.
Given differences in our context, each of the three measures
along with their construct definitions (20) were reviewed in
English with supervisors trained in TF-CBT at Ace Africa. Items
were translated into Kiswahili by a bilingual supervisor. Another
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“Seems
doable”

“Seems
workable

“Seems
possible”

27

Feasibility

Reflective
Measurement
Changes in the latent construct (i.e., feasibility)
directly cause changes in the indicators

FIGURE 1 | Distinction between reflective and formative measurement models.

“I have
equipment”

“I have

support and
training”

Feasibility

Formative
Measurement

Changes in the indicators causes changes in the
latent construct (i.e., feasibility)

Ace Africa team member who had not seen the original English
items back-translated the measure. For the Appropriateness
measure, there were more perceived challenges for fit with a
task-shifting context. Given the differences in provider types
(professionals in HICs with experience delivering different
types of mental health treatments vs. lay counselors in LMICs
new to mental health treatment delivery of any treatment type),
the Weiner (29) Intervention Appropriateness measure did not
seem to capture the broader need to assess the appropriateness
of the individual’s role or setting for delivering the treatment.
Therefore, only the Weiner (2017) Intervention Acceptability
and Feasibility measures were used as reflective measures.
Inter-item correlations (IICs) for each measure were examined;
a minimum threshold of 0.20 was used to retain items (41).

Counselor Demographics and Background Characteristics
The questionnaire was administered prior to Pamoja Tunaweza/
TF-CBT training and assessed counselor gender, age, education
level, and previous training and experience providing psychosocial
counseling.

Acceptability

Two measures were used to assess acceptability. The four-item
reflective Acceptability of Intervention measure (29) was used
to assess lay counselor perspectives of intervention acceptability.
Weiner and colleagues’ (29) reported acceptable internal
consistency (a = 0.85) and test-retest reliability (r = 0.80).
Internal consistency for the 4-item scale in our sample was 0.68
for teachers and 0.69 for CHVs. The IICs supported retaining all
four items, with all above 0.20 at post-implementation.

The JHU Implementation Science scale for Acceptability was
used as a formative measure of acceptability, including only the 5
items that mapped directly onto Proctor’s definition of acceptability
and did not conceptually overlap with items on the Acceptability
of Intervention measure. A validity study of the consumer-level
version (vs. counselor/provider-level) of the JHU Implementation

Science scale found acceptable test-retest reliability (rho: 0.70)
and support for criterion validity (28). While not used as a
reflective measure in our study, the counselor-level measure had
acceptable internal consistency reliabilities. Analysis of data from
our sample suggest convergent validity between the Acceptability
of Intervention measure and the individual 5-items on the JHU
Implementation Science scale (range for teachers: r: 0.36 - 0.59;
range for CHVs: r: 0.41 - 0.58). One of the five items from the
formative scale assessed the acceptability of supervision (e.g.,
“I was satisfied with the supervision I received when I provided
Pamoja Tunaweza/TF-CBT”), given the importance of this
practice for high-fidelity TF-CBT delivery. Other example items
included: 1) the extent to which the lay counselors felt positively
about providing Pamoja Tunaweza/TE-CBT (e.g., “I felt good
about providing Pamoja Tunaweza/TF-CBT”) and 2) the extent
to which they understood Pamoja Tunaweza/TE-CBT (e.g., “I felt
that the components of Pamoja Tunaweza/TF-CBT made sense to
me”) (see Table 2 for all items). All acceptability items from both
the reflective and formative measures were assessed on a 5-point
scale ranging from 1 (strongly disagree) to 5 (strongly agree).

Feasibility

Two measures were used to assess feasibility. The 4-item reflective
Feasibility of Intervention measure (29) was used to assess lay
counselor perspectives of intervention feasibility. Weiner and
colleagues’ (29) reported acceptable internal consistency (a =
0.89) and test-retest reliability (r = 0.88). Internal consistency
for the 4-item scale in our sample ranged from 0.70 to 0.92
depending on rater (teacher, CHV). The IICs from teacher
surveys and all but two correlations from CHV surveys were
above 0.20 at post-implementation. Potential translation issues
may explain why two IICs were lower on the CHV surveys. Given
the smaller sample size of 30 CHVs in Sequence 1, we decided to
retain all four items at this time and re-run these analyses with
the full sample after the data collection is complete to determine
if any questions should be dropped from the CHV survey.
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The JHU Implementation Science scale for Feasibility was
used as a formative measure of feasibility. A validity study of
the consumer-level version (vs. counselor/provider-level) of
the JHU Implementation Science scale found acceptable test-
retest reliability (rho: 0.76) and support for criterion validity
(28). While not used as a reflective measure in our study, the
counselor-level measure had acceptable internal consistency
reliabilities. Analysis of data from our sample suggest convergent
validity between the Feasibility of Intervention measure and
the individual items on the JHU Implementation Science scale
for CHVs (range for CHVs: r: 0.25 - 0.59). Among teacher
respondents, the Feasibility of Intervention measure and 7 of
the 10 items on the JHU Implementation Science scale suggest
convergent validity (range for teachers: r: 0.21 - 0.60). Three items
had no association (r = 0.051 - 0.16) and are noted in Table 3.
We used 12 of the original 20 items across four domains related
to feasibility of intervention delivery: 1) provider skills (e.g., “I
believe I am sufficiently skilled at providing Pamoja Tunaweza/
TF-CBT to orphans”), 2) time (e.g., “I have enough time for
all the activities that go into providing Pamoja Tunaweza/
TF-CBT”), 3) resources (e.g., “I have the right equipment [e.g.,
pens/pencils/chalk, paper, exercise books, slip charts, mark
pens] to regularly provide Pamoja Tunaweza/TF-CBT”), and
4) personnel/supervision (e.g., “I am able to reach my Pamoja
Tunaweza/TF-CBT supervisor when needed”) (see Table 3 for
all items).

We selected items in each of the 4 domains to best capture
the factors most likely to impact feasibility of delivering
a group-based trauma intervention for children in these
two contexts. For example, we omitted items about certain
resources or forms of payment that were not relevant to our
settings. Minor changes were also made to the wording of
items to fit the local context. All feasibility items from both
the reflective Weiner and formative JHU measures were
assessed on a 5-point scale ranging from 1 (strongly disagree)
to 5 (strongly agree).

In addition to these two measures, we also included two
items assessing important aspects of feasibility. The first
assessed intervention complexity specifically, given that
intervention complexity is inversely related to feasibility
(“Pamoja Tunaweza/TE-CBT is too complex to do in my
school”). This item was measured on a five-point scale ranging
from 1 (strongly disagree) to 5 (strongly agree). The second
inquired about the estimated hours per week that respondents
felt Pamoja Tunaweza/TF-CBT would require, given the
importance of this information for understanding added
workload and feasibility for providers in the two contexts (“On
average, how many hours per week do you spend on Pamoja
Tunaweza/TEF-CBT [e.g., preparing for sessions, delivering
sessions, and supervision]?”).

Appropriateness

Only a formative measure was used to assess appropriateness.
We adapted six items from the JHU implementation measures
that aligned with Proctor and colleagues’ (20) definition of
appropriateness. Minor changes were made to the wording of

items to fit the local context (e.g., changing general terms like
“job description” to be specific to the counselors’ context: “as
part of my role as a teacher [or CHV]”). The validity study of
the consumer-level JHU measure found acceptable test-retest
reliability (rho: 0.79) and support for criterion validity (28). While
not used as a reflective measure in our study, the counselor-level
measure had acceptable internal consistency reliabilities. Two
additional items were developed to measure appropriateness
domain content for which JHU items did not exist. Given
challenges in creating new items, we used Hujig’s Theoretical
Domains Framework when possible to guide item creation
(42). In the resulting 8-item measure, four items assessed the
perceived fit of delivering Pamoja Tunaweza/TF-CBT with one’s
role (e.g., “I believe that teachers/CHVs should be providing
Pamoja Tunaweza/TE-CBT”). The additional four items assessed
the perceived fit of delivering Pamoja Tunaweza/TF-CBT in the
respective delivery setting (e.g., “Pamoja Tunaweza/TF-CBT fits
with my [community (CHV) or school (teacher)]’s approach
to helping orphaned children”) (see Table 4 for all items). All
appropriateness items were assessed on a 5-point scale ranging
from 1 (not at all appropriate) to 5 (extremely appropriate).

Analytic Approach

Given the sample size of 60 counselors, we followed best
practices for small samples and did not conduct null hypothesis
significance testing (43, 44). Rather, we used descriptive
statistics to understand provider-level perceptions of key
implementation measures following delivery of the Pamoja
Tunaweza/TF-CBT intervention.

For the reflective measures (Intervention Measures for
Acceptability and Feasibility; 29), we first averaged each
counselor’s scores of the individual items to create the composite
score. Individual counselors’ average scores are presented in box
plots to provide visualization of overall variation within each site,
by sector. We then calculated means (M) and standard deviations
(SD) across all teachers and CHV’s, respectively. We report means
and SDs, as well as the range of scores using the minimum and
maximum reported values of any of the items within the scale.
Higher scores represent more favorable responses.

For the formative measures (JHU Implementation scales for
acceptability and feasibility, additional created items for provider-
level and organizational-level appropriateness), we calculated the
means and standard deviations of the individual items. We also
report the range for each item. As with the reflective measures,
higher scores represent more favorable responses. The same
method (mean, SD, range) was used for the additional item
assessing complexity. Because complexity represents the inverse
of feasibility, lower scores reflect more favorable responses for
this item. For average number of hours per week, we calculated
the mean, SD, and range.

All data were stratified by sector (teachers in Education;
CHYVs in health) to reflect perceptions of the intervention
situated within the two different contexts. Given our study
goal of describing counselor perspectives on TF-CBT in both
sectors, we did not conduct statistical comparisons across
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sectors. Consistent with best practices when sample size is
small, we did not conduct statistical comparisons across time
points (post-training to post-implementation). All analyses
were conducted using Stata 14 (45).

RESULTS

Counselor Demographics

Our sample included the 30 teachers and 30 CHV's who delivered
Pamoja Tunaweza/TE-CBT in the first 10 village clusters (Step
1) of the BASIC trial (Table 1). Teacher counselors were mostly
female (70%), held a certificate (57%) or a Master’s degree
(27%), and were on average 42.8 (SD = 7.7) years old. CHV
counselors were mostly female (70%), had completed primary
(23%) or secondary (73%) education, and were on average 44.5
(SD = 9.5) years old. More than half (53% of teachers and 60%
of CHVs) reported receiving some prior psychosocial training
although no counselors had prior experience with TF-CBT or
other evidence-based interventions for child and adolescent
mental health problems.

Acceptability

The reflective measure (29) indicated high perceived acceptability
of the TF-CBT intervention after implementing two groups
(post-implementation) for lay counselors in both the Education
and Health sectors (Figure 2 and Table 2). Mean acceptability
was 4.67 (SD = 0.34) for teachers and 4.77 (SD = 0.31) for CHVs.

Descriptive statistics for all items from the formative measure (28)
are included in Table 2, separated by counselor type. Examining
responses on specific items to understand aspects of acceptability,
teachers and CHVs endorsed high agreement with “I felt good
about providing Pamoja Tunaweza/TF-CBT” (M = 4.73, SD =
0.45; M = 4.83, SD = 0.38; respectively). All responses were in
the 4 (“agree”) to 5 (“strongly agree”) range. Lay counselors also
endorsed high agreement with “I felt that the components of
Pamoja Tunaweza/TF-CBT made sense to me” (M = 4.73, SD =
0.52; M = 4.77, SD = 0.43, respectively), with responses in the 3
(“neither agree nor disagree”) to 5 range for teachers and the 4-5
range for CHVs. Most teachers (M = 4.5, SD = 0.82; Range 1-5)
and all CHVs (M = 4.7, SD = 0.47; Range 4-5) endorsed high
agreement with “I was satisfied with the supervision I received
when I provided Pamoja Tunaweza/TF-CBT”

Feasibility

The reflective measure (29) indicated high levels of perceived
feasibility at post-implementation among teachers (M = 4.35,SD =
0.60) and CHVs (M = 4.67, SD = 0.40) (Figure 3 and Table 3).
Descriptive statistics for all items from the formative measure
are included in Table 3, separated by counselor type. Examining
responses on specific items from the formative measure (28)
to understand aspects of feasibility, both teachers and CHVs
expressed high agreement with “I believe I am sufficiently skilled
at providing Pamoja Tunaweza/TF-CBT” at post-implementation
(M =4.60, SD = 0.72; M = 4.80, SD = 0.41, respectively), with all

>:

but two responses in the 4 (“agree”) to 5 (“strongly agree”) range.
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FIGURE 2 | Lay counselor perceptions of intervention acceptability at post-implementation.
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TABLE 2 | Reflective and Formative Measures of Acceptability among Teachers and CHVs at Post-Implementation.

Teachers (N = 30) CHVs (N = 30)
Reflective Measure' Mean SD Range Mean SD Range
Acceptability of Intervention? 4.67 0.34 (4,5) 477 0.31 (4,5)
Items from Formative Measures’
| liked providing PT/TF-CBT 4.63 0.49 (4,5) 4.87 0.35 (4,5)
| felt good about providing PT/TF-CBT 4.73 0.45 (4,5) 4.83 0.38 4,5)
| continue to enjoy learning PT/TF-CBT 4.69 0.47 (4,5) 4.90 0.31 (4,5)
| felt that the components of PT/TF-CBT made sense to me 4.73 0.52 (3,5) 4.77 0.43 (4,5)
| was satisfied with the supervision | received when | provided 4.50 0.82 (1,5) 4.70 0.47 (4,5)
PT/TF-CBT
CHV, Community Health Volunteer; SD, Standard Deviation; PT/TF-CBT, Pamoja Tunaweza/Trauma-focused Cognitive Behavioral Therapy.
’ltems measured on a five-point scale ranging from 1 (strongly disagree) to 5 (strongly agree).
2Mean of four items; range reflects minimum and maximum across all four items.
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FIGURE 3 | Lay counselor perceptions of intervention feasibility at post-implementation.

Although both teachers and CHVs also expressed high agreement
with “I have enough time for all activities that go into providing
Pamoja Tunaweza/TF-CBT” (M = 4.07, SD = 0.58; M = 4.57, SD
= 0.50, respectively), responses from teachers were more varied
(2-5 range; 2 corresponding to “disagree”) than those for CHV's
(4-5 range). Among the most highly endorsed statements for both
teachers and CHVs was “I am able to reach my Pamoja Tunaweza/
TF-CBT supervisor when needed” (M =4.67, SD = 0.55; M = 4.57,
SD = 0.68, respectively). Looking across all items on the formative

measure, all but two items at post-implementation had average
responses in the 4 (“agree”) to 5 (“strongly agree”) range. Two
items within the resources domain were rated the lowest and
had the greatest variability across respondents. Both teachers
and CHVss rated this item the lowest at post-implementation: “T
have the right equipment (e.g., pens/pencils/chalk, paper, exercise
books, slip [flip] charts, mark pens) to regularly provide Pamoja
Tunaweza/TF-CBT” (M = 3.70, SD = 1.15; M = 3.43, SD = 1.19,

respectively). Another relatively lower-rated resource item, by
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TABLE 3 | Reflective and Formative Measures of Feasibility among Teachers and CHVs at Post-Implementation.

Teachers (N = 30) CHVs (N = 30)
Reflective Measure' Mean SD Range Mean SD Range
Feasibility of Intervention? 4.35 0.60 (2,5) 4.67 0.40 (2,5)
Items from Formative Measures'
| believe | am sufficiently skilled at providing PT/TF-CBT to 4.60 0.72 2,5) 4.80 0.41 (4,5)
orphans
| have enough time for all the activities that go into providing PT/ 4.07 0.58 2,5) 4.57 0.50 (4,5)
TF-CBT
| have enough time to spend in supervision activities (e.g., 4.00 0.74 2,5) 4.60 0.50 (4,5)
attending supervision, practicing) related to PT/TF-CBT
| have enough time to travel to and from PT/TF-CBT groups NA NA NA 4.57 0.50 4,5)
| am provided with necessary transportation to regularly provide NA NA NA 417 0.91 2,5)
PT/TE-CBT
| have the right equipment (e.g., pens/pencils/chalk, paper, 3.70° 1.15 (1,5) 3.43 1.19 (1,5)
exercise books, flip charts, etc.)
| have the resources (e.g., phone, talk time) to reach my clients 4.03% 0.89 2,5 3.83 0.91 (2,5)
and/or PT/TF-CBT supervisor in between sessions when needed
| have sufficient access to a private space to meet with orphans 4.43 0.68 2,5) 4.63 0.49 (4,5)
and guardians receiving PT/TF-CBT
| have access to a space for individual visits with orphans and 4.23 0.63 2,5) 4.60 0.50 (4,5)
guardians
| am able to reach my PT/TF-CBT supervisor when needed 4.67 0.55 8,5 4.57 0.68 2,5)
| have sufficient access to continued PT/TF-CBT intervention 4.33% 0.84 1, 4.60 0.50 4,5)
support and training
| have access to the emotional support | may need to handle any 4.37 0.56 (3,5) 4.50 0.57 (3,5
stress related to delivering PT/TF-CBT (e.g., hearing stories about
their parent death)
PT/TF-CBT is too complex to do in this school/community 1.90 0.71 (1,4 1.50 0.73 (1,4)
Average hours per week on PT/TF-CBT (e.g., preparing, 3.42 1.35 (1,6) 513 3.03 (1,12)

delivering, reports, visits)

CHV, Community Health Volunteer; SD, Standard Deviation; PT/TF-CBT, Pamoja Tunaweza/Trauma-focused Cognitive Behavioral Therapy; NA, Not Applicable.

Tltems measured on a five-point scale ranging from 1 (strongly disagree) to 5 (strongly agree).

2Mean of four items; range reflects minimum and maximum across all four items.

SThese items diid not correlate highly with the reflective, Feasibility of Intervention Measure.

both counselor types, was: “I have the resources (e.g., phone,
talk time) to reach my clients and/or Pamoja Tunaweza/TF-CBT
supervisor in between sessions when needed” (M = 4.03, SD =
0.89; M = 3.83, SD = 0.91 respectively).

One item assessed intervention complexity, “Pamoja
Tunaweza/TF-CBT is too complex to use in this school/
community, with both teachers and CHVs endorsing
disagreement (M = 1.90, SD = 0.71; M = 1.50, SD = 0.73,
respectively) (Table 3). All but six counselors endorsed 1
(“strongly disagree”) or 2 (“disagree”). Another question assessed
“On average, how many hours per week do you spend on Pamoja
Tunaweza/TF-CBT (e.g., preparing for sessions, delivering
sessions, and supervision)” (Table 3). CHVs reported more
weekly hours spent on Pamoja Tunaweza/TF-CBT (M = 5.13,
SD = 3.03, Range = 1-12) than teachers (M = 3.42, SD = 1.35,
Range = 1-6) at post-implementation.

Appropriateness
Descriptive statistics for all items from the formative measure
are included in Table 4. Examining provider-referenced items

at post-implementation, teachers and CHVs endorsed high
agreement with “I believe that teachers/CHVs should be
providing Pamoja Tunaweza/TF-CBT” (M = 4.43,S8D = 0.68; M =
4.90, SD = 0.40, respectively), with responses in the 3-5 range
for both groups. At the mean level, most teachers and CHVs also
endorsed high agreement with “From my perspective, providing
Pamoja Tunaweza/TF-CBT is something I feel I should be doing
as part of my [job duties]” (M = 4.47, SD = 0.73; M = 4.83, SD =
0.46, respectively). Nearly all CHVs “strongly agreed” whereas
60% of teachers “strongly agreed” and more teachers endorsed
a lower rating of “moderately” Examining organization-
referenced items at post-implementation, teachers and CHVs
endorsed high agreement with “Providing Pamoja Tunaweza/
TF-CBT will be useful for my school/community” All teacher
responses were in the 3 (“moderately”) to 5 (“extremely”) range
(M = 4.57, SD = 0.63); all CHVs responded to this item with
a 5 (“extremely”). Teachers and CHVs also endorsed high
agreement with “Providing Pamoja Tunaweza/TF-CBT fits with
the goals of my school/community,” although there was more
variability in teachers’ responses (M =4.13, SD = 0.78; M = 4.93,
SD = 0.25, respectively).
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TABLE 4 | Formative Measure of Provider and Organizational Appropriateness reported by Teachers and CHVs at Post-Implementation.

Teachers (N = 30) CHVs (N = 30)
Provider Level Appropriateness’ Mean SD Range Mean SD Range
| believe that | should be providing PT/TF-CBT 4.23 0.68 3,5 4.83 0.38 4,5)
| believe that teachers/CHVs should be providing PT/TF-CBT 4.43 0.68 (3, 4.90 0.40 3,5)
From my perspective, providing PT/TF-CBT is something | feel | should 4.47 0.73 3,5 4.83 0.46 3,5)
be doing as part of my job
From my perspective, attending supervision for PT/TF-CBT is something 4.43 0.68 (3,5) 4.67 0.71 (3,5)
| feel | should be doing as part of my role as a teacher/volunteer
activities as a CHV
Organizational Level Appropriateness’
| believe that the school/community should be responsible for providing 4.33 0.80 (3,5) 4.73 0.64 (3,5)
psycho-social education (including psycho-social counseling, psycho-
social support or mental health treatment) for orphaned children
PT/TF-CBT fits with our school/community’s approach to helping 4.13 0.78 (3,5) 4.93 0.25 (4,5)
orphaned children
Providing PT/TF-CBT fits with the goals of my school/community 4.13 0.78 3,5 4.93 0.25 4,5)
Providing PT/TF-CBT will be useful for my school/community 4.57 0.63 3,5 5.00 0.00 5,5)

CHV, Community Health Volunteer; SD, Standard Deviation; PT/TF-CBT, Pamoja Tunaweza/Trauma-focused Cognitive Behavioral Therapy.

"ltems measured on a five-point scale ranging from 1(not at all) to 5(extremely).

DISCUSSION

Overall
Lay counselors in both Education and Health endorsed high
acceptability, feasibility, and appropriateness of TF-CBT after
implementing Pamoja Tunaweza/TF-CBT. Our results provide
preliminary evidence thatlay counselors in both sectors perceived
TF-CBT to be a satisfactory intervention (acceptability), doable
in their respective settings (feasibility), and that delivering
TF-CBT is compatible with their role and sector’s approach to
helping children (appropriateness). Our findings suggest that
using task-shifting to deliver mental health services through
Education and community health extension in western Kenya is
a promising approach for potential scale up and sustainment.
The formative measures provide some context as to why lay
counselors in both sectors rated TF-CBT favorably and also may
suggest some differences across lay counselors from the two
sectors. The high ratings for acceptability among lay counselors
in both sectors are notable given demographic differences in
these groups and differences in their primary roles. For instance,
teachers generally reported more advanced education levels
than CHVs, yet both endorsed favorable ratings with regard to
TF-CBT making sense to them and feeling sufficiently skilled in
TF-CBT delivery. Our findings mirror those from other studies,
in which lay counselors with varied educational backgrounds
have competently delivered multi-component mental health
interventions that include some complex elements (e.g.,
cognitive processing; 46). At least among this sample of the first
implementing schools and communities in BASIC, our findings
are aligned with Murray and colleagues (24) who found high
TF-CBT acceptability among Zambian lay counselors. In our
study, there appears to be greater variability in satisfaction with
the supervision received among teachers compared to CHVs.
Other research notes the importance of supervision, particularly
for task-shifting (22). It will be important for our research

team, and other groups undertaking implementation efforts
involving task-shifting, to quickly identify any challenges with
supervision as well as identify any factors that may be associated
with lower satisfaction with supervision. Teachers’ responses
on other formative items from the feasibility scale may provide
some insight into factors that can be investigated with the larger
sample (e.g., high endorsement for ability to reach the supervisor
when needed, lower endorsement for having the time to engage
in supervision).

Overall, counselors seem to perceive TF-CBT to be highly
feasible, but there was more variation in feasibility, compared
to acceptability and appropriateness, and there appears to be
some variability across the two counselor types. Not surprisingly
given the resource-constrained context, both teachers and CHV's
seem to rate the availability of resources needed both to deliver
the intervention (e.g., paper, chalk) and communicate with
clients and supervisors (e.g., phone credit) lower than other
aspects of feasibility. These findings reflect Padmanathan and De
Silva’s (2013) identification of resources as a primary barrier to
task-shifting mental health care, and underline the importance
of planned implementation coaching for subsequent schools
and communities in BASIC (33). While we did not engage in
formal statistical testing of differences, there appear to be some
differences in how feasibility was perceived across the two
sectors. Teachers” perceptions of feasibility, although still high,
had greater variability than did CHV perceptions (Figure 3).
Teachers were delivering TF-CBT and finding time to participate
in supervision on top of their full-time positions as teachers and
were often constrained by schools’ schedules. In comparison,
CHVs were engaged in part-time voluntary work, with greater
schedule flexibility. Given their part-time work, they may have
found it easier to incorporate TF-CBT delivery and supervision
participation into their week. In another interesting comparison,
CHVSs estimates of how many hours TF-CBT required per week
were nearly double those of teachers. Potentially, due to greater
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flexibility in CHVs tasks and voluntary work, it is possible for
them to dedicate more time to preparation and delivery of the
intervention. Alternately, given that most of the teachers had
many years of teaching experience, their experience developing
and delivering lesson plans may have allowed them to be efficient
with their preparation time. It is notable that feasibility ratings
were generally positive for lay counselors in both sectors. Findings
from counselors in these first 10 schools and communities suggest
that a multicomponent, multisession mental health intervention
may be feasibly delivered by lay counselors in different sectors
with varying levels of workload and competing demands.

Lay counselors in both settings generally reported that TF-CBT
fit with them individually and their respective roles, as teachers
or as CHVs. This high role appropriateness for two very distinct
roles and sectors suggests that interventions such as TF-CBT may
fit for lay counselors with varied task demands, primary roles,
and time availability. Interestingly, there appears to have been
more variability in lay counselors’ ratings of setting or context
appropriateness of TF-CBT (compared to appropriateness for
their own roles). All CHVs felt that TF-CBT would be useful
for their community whereas teachers had positive, but more
varied responses. Similarly, ratings of the fit of TF-CBT with
one’s setting appear higher for CHVs, who are situated within the
community health extension context, than for teachers, who are
situated within the school context. This may reflect differences
in feasibility (noted above) or may highlight the importance
of considering the primary goals of a particular setting when
moving mental health treatments into non-traditional settings.
For instance, schools’ primary goals are academic, which may
affect the implementation of interventions for which academics
may not be the primary goal (47). Research increasingly
supports the positive impact of mental health interventions on
child academic outcomes (48, 49). Anecdotally, teachers who
provided TF-CBT as part of BASIC shared stories of improved
academic performance among children who received TF-CBT,
and our team is seeking further funding to empirically examine
academic outcomes for children who receive TF-CBT. With a
new academic policy in Kenya encouraging a holistic education
for children (50), mental health interventions may increasingly
be perceived as a better fit for the Educational context.

Accurate and valid measurement is crucial to advance the
fields of implementation science and global mental health, yet
there are limited measures of implementation constructs and little
research exists on their reliability or validity (28, 51-53). Valid and
pragmatic measurement is essential to facilitating implementation
and addressing stakeholder issues (54). We were able to use
recently developed measures validated in the United States (29),
measures specifically developed for task-shifted mental health
interventions in LMICs (28), and the relatively recent Theoretical
Domains Framework (42). While the Weiner measures were
useful in assessing lay counselors’ perceptions of intervention
acceptability and feasibility, they were not designed to provide
insight on why lay counselors held these perceptions. The combined
reflective and formative approach provided a way to both assess
an underlying construct (e.g., 29) and obtain an understanding of
what specific aspects led to it being perceived as acceptable, feasible,

and appropriate. Use of similar approaches in other global mental
health implementation studies may allow for some common
measurement using reflective measures, but specificity from
formative measurement. We felt the approach allowed for a deeper
understanding of acceptability, feasibility and appropriateness in
these two sectors, with some indication of implementation supports
needed and how we might tailor support by setting. Findings from
measures used in our approach mirror anecdotal evidence from
counselors and coded qualitative interviews at post-implementation
with a subset of these 60 counselors (55). Both teachers and CHV's
have continued to deliver Pamoja Tunaweza/TF-CBT for a year
following the post-implementation data collection point. As they
have continued to deliver the intervention, they have made some
adaptations to delivery to fit their context. In academic terms
of shorter duration (term 3) counselors have delivered 2 groups
in one week. Teachers and CHV counselors have developed
strategies to support one another, based on their role and location,
with teachers using their daily access to children (in the school/
classroom) to remind guardians to attend groups by sending
children home with reminder notes for their guardians. CHVs,
who are embedded in the community, have been able to do more
outreach with guardians who experience attendance problems
(due to time constraints because of work or lower interest in
group participation).

Limitations

These findings should be considered within a number of
study limitations. First, the findings are from only the first
sequence in a larger SW-CRT. Our sample size in each sector
is small. Results may be different after all 240 lay counselor
participants are enrolled. However, the random selection
and ordering process optimizes the validity of the selection
of village clusters and the relatively consistent favorable
scores across multiple measures of acceptability, feasibility,
and appropriateness is encouraging. Second, due to the small
sample, we did not consider it appropriate to conduct formal
statistical tests of differences across lay counselors from the
two sectors or to examine constructs that might predict low
or high ratings of our constructs of interest. Third, internal
consistency for the reflective measure of acceptability was
just below the commonly held 0.70 thresholds and two IICs
from the CHV surveys of feasibility were below the 0.20
threshold. These reflective measures hold promise given their
brevity and seeming applicability, but more measurement
work will be needed, with a larger sample, to determine if
they are performing as expected with more diverse provider
types and contexts. Fourth, while the JHU Implementation
measures were designed for lay counselor delivery and use
in low-resource contexts, some items required adaptation to
fit our intervention and contexts and additional items were
needed to capture aspects of feasibility and appropriateness
considered important by the study team. The tension between
using standardized measures when possible, and adapting
and tailoring measures to fit the context is a difficult one to
balance. Following recommendations of Martinez et al. (52),
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we have attempted to be clear about any measure adaptations
in our measures section and included all items in our tables.
We also plan to do more psychometric work on our measures
with the full sample of lay counselors. Finally, findings from
this study may not generalize to different regions or schools
(e.g., secondary schools), given our desire to situate the study
within the Kenyan context, and specifically, their community
health extension program. Our lay counselor sample may also
limit generalizability, as many of them indicated receiving
some prior psychosocial training. Prior experience may have
influenced lay counselors’ perspectives on the intervention’s
acceptability, feasibility, and appropriateness.

CONCLUSIONS

Task-shifting mental health care provides an approach
for addressing the shortage of mental health professionals
globally. In this study in western Kenya, lay counselors in both
the Education and Health sectors found an evidence-based
treatment for children and adolescents who had experienced
parental death, TF-CBT, to be highly acceptable, feasible, and
appropriate. Our findings suggest that, at least in terms of
perceptions of the lay counselors delivering the intervention,
despite differences in the lay counselors’ roles and context, both
sectors hold promise as potential options for scaling up mental
health treatment delivery.

DATA AVAILABILITY STATEMENT

The datasets for this manuscript are not publicly available because
we cannot guarantee protection of study subjects’ confidentiality
if we make the raw data publicly available. We are investigating
ways to create limited de-identified datasets that maintain
participant confidentiality for broader use upon completion of
the study. Datasets are available upon request to the MPIs.

REFERENCES

1. World Health Organization. (2017). Depression and other common mental
disorders global health estimates. Geneva.

2. Vigo D, Thornicroft G, Atun R. Estimating the true global burden of mental
illness. Lancet Psychiatry (2016) 3(2):171-8. doi: 10.1016/S2215-0366(15)
00505-2

3. Vos T, Abajobir AA, Abbafati C, Abbas KM, Abate KM, Abd-Allah F, et al.
Global, regional, and national incidence, prevalence, and years lived with
disability for 328 diseases and injuries for 195 countries, 1990 — 2016: a
systematic analysis for the Global Burden of Disease Study 2016. Lancet
(2017) 390(10100):1211-59. doi: 10.1016/S0140-6736(17)32154-2

4. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE.
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in
the National Comorbidity Survey Replication. Arch Gen Psychiatry (2005)
62:593-602. doi: 10.1001/archpsyc.62.6.593

5. World Health Organization. (2008a). Global burden of disease report: 2004
Update. Geneva, Switzerland.

6. Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap in mental
health care. Bull World Health Organ (2004)(82), 858-66. doi: 10.1590/
50042-96862004001100011

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Duke University Institutional Review Board and
the Kenya Medical Research Institute Institutional Review
Board. Written informed consent to participate in this study was
provided by the participants’ legal guardian/next of kin.

AUTHOR CONTRIBUTIONS

SD,RM, PM, NT, GW, CS, CA and CG wrote the paper. SD, KW,
CS, and AW conceptualized the overall study. CG analyzed
the data. SD, RM, PM, LL, NT, CG, CS, CA, AW, and KW
interpreted the results and contributed to the construction of
the Discussion section.

FUNDING

Funding for this research project was supported by a grant to the
first and last authors by the National Institute of Mental Health
(RO1 MH112633; Dorsey and Whetten, MPIs).

ACKNOWLEDGMENTS

We wish to thank project staff from the University of Washington,
Duke University, and Ace Africa, specifically Andrew Weinhold,
Kelly Thompson, Lillian Aluka, Bernard Nambafu, Sheila
Nderitu, Daisy Okoth, Anne Omariba, Elijah Agala, Oliver
Hillary, Emmanuel Muli, Micah Nalianya, Michael Nangila,
Victor Shalakha, Annette Sulungai, Sylvia Wafula, and Nelly
Wandera. We are indebted to all the community partners and
lay counselors in Education and the Health sectors. Their hard
work, dedication, and high integrity made this research possible.
We gratefully acknowledge the ongoing support of the Ministries
of Health and of Education. We also thank Bryan Weiner, Laura
Murray, and Emily Haroz for their support.

7. World Health Organization. (2009). Mental health systems in selected low- and
middle-income countries: A WHO-AIMS Cross-national Analysis. Geneva.

8. Patel V, Kieling C, Maulik PK, Divan G. Improving access to care for children
with mental disorders: a global perspective. Arch Dis Childhood (2013)
98(5):323-7. doi: 10.1136/archdischild-2012-302079

9. Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et al. Mental

health service provision in low- and middle-income countries. Health Serv

Insights (2017) (10):1-7. doi: 10.1177/1178632917694350

Bruckner TA, Scheffler RM, Shen G, Yoon J, Chisholm D, Morris J, et al. The

mental health workforce gap in low- and middle-income countries: a needs-

based approach. (2011) 2010:184-94. doi: 10.2471/BLT.10.082784

Thornicroft G, Cooper S, Van Bortel T, Kakuma R, Lund C. Capacity building

in global mental health research. Harvard Rev Psychiatry (2012) 20(1):13-24.

doi: 10.3109/10673229.2012.649117

World Health Organization. (2008b). Task shifting. Global recommendations

and guidelines. Retrieved from https://www.who.int/workforcealliance/

knowledge/resources/taskshifting_guidelines/en/.

Bolton P, Bass J, Neugebauer R, Verdeli H, Clougherty KF, Wickramaratne P,

et al. Group interpersonal psychotherapy for depression in rural Uganda:

a randomized controlled trial. JAMA (2003) 289(23):3117. doi: 10.1001/

jama.289.23.3117

10.

11.

12.

13.

Frontiers in Psychiatry | www.frontiersin.org

13

December 2019 | Volume 10 | Article 0860


https://doi.org/10.1016/S2215-0366(15)00505-2
https://doi.org/10.1016/S2215-0366(15)00505-2
http://doi.org/10.1016/S0140-6736(17)32154-2
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1590/S0042-96862004001100011
https://doi.org/10.1590/S0042-96862004001100011
https://doi.org/10.1177/1178632917694350
https://doi.org/10.2471/BLT.10.082784
https://doi.org/10.3109/10673229.2012.649117
https://www.who.int/workforcealliance/knowledge/resources/taskshifting_ guidelines/en/.
https://www.who.int/workforcealliance/knowledge/resources/taskshifting_ guidelines/en/.
https://doi.org/10.1001/jama.289.23.3117
https://doi.org/10.1001/jama.289.23.3117
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Dorsey et al. Lay Counselor Treatment Perspectives
14. Chibanda D, Weiss HA, Verhey R, Simms V, Munjoma R, Rusakaniko 31. O’Donnell K, Dorsey S, Gong W, Ostermann J, Whetten R, Cohen JA,
S, et al. Effect of a primary care-based psychological intervention on et al. Treating maladaptive grief and posttraumatic stress symptoms in
symptoms of common mental disorders in Zimbabwe: a randomized orphaned children in Tanzania: group-based trauma-focused cognitive-
clinical trial. JAMA - ] Am Med Assoc (2016) 316(24):2618-26. doi: behavioral therapy. | Trauma Stress (2014) 27(6):664-71. doi: 10.1002/
10.1001/jama.2016.19102 jts.21970
15. Murray LK, Skavenski S, Kane JC, Mayeya J, Dorsey S, Cohen JA, et 32. Jarvis CB, MacKenzie SB, Podsakoff PM. A critical review of construct
al. Effectiveness of trauma-focused cognitive behavioral therapy indicators and measurement model misspecification in marketing and
among trauma-affected children in Lusaka, Zambia: a randomized consumer research. J Consum Res (2003) 30(2):199-218. doi: 10.1086/
clinical trial. JAMA Pediatr (2015) 169(8): 761-9. doi: 10.1001/ 376806
jamapediatrics.2015.0580 33. Dorsey S, Gray CL, Wasonga A, Amanya C, Weiner BJ, Belden CM, et al. (In
16. Patel V, Weiss HA, Chowdhary N, Naik S, Pednekar S, Chatterjee S, et al. Press). Advancing successful implementation of task-shifted mental health
Effectiveness of an intervention led by lay health counsellors for depressive care in low-resource settings (BASIC): Protocol for a stepped wedge cluster
and anxiety disorders in primary care in Goa, India (MANAS); a cluster randomized trial. BMC Psychiatry.
randomised controlled trial. Lancet (2010) 376(9758):2086-95. doi: 10.1016/ 34. Hemming K, Taljaard M, McKenzie JE, Hooper R, Copas A, Thompson JA,
S0140-6736(10)61508-5 et al. Reporting of stepped wedge cluster randomised trials: Extension of the
17. Weiss WM, Murray LK, Zangana GAS, Mahmooth Z, Kaysen D, Dorsey S, CONSORT 2010 statement with explanation and elaboration. BMJ (2018)
et al. Community-based mental health treatments for survivors of torture 363: k1614 doi: 10.1136/bmj k1614
and militant attacks in Southern Iraq: A randomized control trial. BMC 35. Dorsey S, McLaughlin KA, Kerns SEU, Harrison JP, Lambert HK, Briggs EC,
Psychiatry (2015) 15(1):249. doi: 10.1186/s12888-015-0622-7 et al. Evidence base update for psychosocial treatments for children and
18. Van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera SM, Pian J, et al. Non- adolescents exposed to traumatic events. J Clin Child Adolesc Psychol (2017)
specialist health worker interventions for the care of mental, neurological 46(3): 303-30. doi: 10.1080/15374416.2016.1220309
and substance-abuse disorders in low- and middle-income countries. 36. McMullen ], O’Callaghan P, Shannon C, Black A, Eakin J. Group trauma-
Cochrane Database Of Syst Rev (2013) 11:CD009149. doi: 10.1002/14651858. focused cognitive-behavioural therapy with former child soldiers and
CD009149.pub2 other war-affected boys in the DR Congo: A randomised controlled trial.
19. Padmanathan P, De Silva MJ. The acceptability and feasibility of task-sharing J Child Psychol Psychiatry (2013) 54(11):1231-41. doi: 10.1111/jcpp.
for mental healthcare in low and middle income countries: a systematic 12094
review. Soc Sci Med (2013) 97:82-6. doi: 10.1016/j.socscimed.2013.08.004 37. O’Callaghan P, McMullen ], Shannon C, Rafferty H, Black A. A randomized
20. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, controlled trial of trauma-focused cognitive behavioral therapy for sexually
et al. Outcomes for implementation research: conceptual distinctions, exploited, war-affected Congolese girls. ] Am Acad Child Adolesc Psychiatry
measurement challenges, and research agenda. Admin Policy In Ment Health (2013) 52(4):359-69. doi: 10.1016/j.jaac.2013.01.013
Ment Health Serv Res (2011) 38(2):65-76. doi: 10.1007/s10488-010-0319-7 38. Murray LK, Dorsey S, Bolton P, Jordans MJD, Rahman A, Bass J, et al.
21. Davis FD. User acceptance of information technology: system characteristics, Building capacity in mental health interventions in low resource countries:
user perceptions and bahvioral impacts. Int ] Man-Machine Stud (1993) An apprenticeship model for training local providers. Int ] Ment Health Syst
38(3):475-87. doi: 10.1006/imms.1993.1022 (2011) 5(1):30. doi: 10.1186/1752-4458-5-30
22. Jordans MJD, Komproe IH, Tol WA, Susanty D, Vallipuram A, Ntamatumba P, 39. Dorsey S, O’Donnell K, Murray LK, Cohen JA. Pamoja tunaweza: lay
et al. Practice-driven evaluation of a multi-layered psychosocial care package counselor manual for delivering group-based trauma-focused-cognitive
for children in areas of armed conflict. Community Ment Health ] (2011) behavioral therapy for orphaned children (unpublished manual). (2012).
47(3):267-77. doi: 10.1007/s10597-010-9301-9 40. Southam-Gerow MA, Mcleod BD. Advances in applying treatment integrity
23. Cohen JA, Mannarino AP, Deblinger E. Treating trauma and traumatic grief research for dissemination and implementation science: introduction
in children and adolescents. New York City, NY: Guilford Press (2006). to special issue. Clin Psychol: Sci Pract (2013) 20(1):1-13. doi: 10.1111/
24. Murray LK, Skavenski S, Michalopoulos LM, Bolton PA, Bass JK, Familiar I, cpsp.12019
et al. Counselor and client perspectives of trauma-focused cognitive 41. Piedmont RL. Encyclopedia of quality of life and well-being research. In:
behavioral therapy for children in Zambia: a qualitative study. J Clin Child Michalos ACeditor. Inter-item Correlations.Springer (2014).
Adolesc Psychol (2014) 43(6):1-13. doi: 10.1080/15374416.2013.859079 42. Huijg JM, Gebhardt WA, Crone MR, Dusseldorp E, Presseau J. Discriminant
25. Murray Laura K., Dorsey S, Skavenski S, Kasoma M, Imasiku M, Bolton P, content validity of a theoretical domains framework questionnaire for
et al. Identification, modification, and implementation of an evidence-based use in implementation research. Implement Sci (2014) 9(1):1-16. doi:
psychotherapy for children in a low-income country: the use of TF-CBT in 10.1186/1748-5908-9-11
Zambia. Int ] Ment Health Syst (2013) 7(1):24. doi: 10.1186/1752-4458-7-24 43. Kraemer HC, Mintz ], Noda A, Tinklenberg J, Yesavage JA. Caution regarding
26. Eustache E, Gerbasi ME, Smith Fawzi MC, Fils-Aimé JR, Severe J, Raviola GJ, the use of pilot studies to guide power calculations for study proposals. Arch
et al. Mental health training for secondary school teachers in Haiti: a mixed Gen Psychiatry (2006) 63(5):484-9. doi: 10.1001/archpsyc.63.5.484
methods, prospective, formative research study of feasibility, acceptability, 44. Leon AC, Davis LL, Kraemer HC. The role and interpretation of pilot studies
and effectiveness in knowledge acquisition. Global Ment Health (2017) 4:e4. in clinical research. J Psychiatr Res (2011) 45(5):626-9. doi: 10.1016/j.
doi: 10.1017/gmh.2016.29 jpsychires.2010.10.008
27. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of 45. StataCorp. Stata Statistical Software: Release14. College Station, TX:StataCorp
evidence-based practice implementation in public service sectors. Admin LP (2015).
Policy In Ment Health (2011) 38(1):4-23. doi: 10.1007/s10488-010-0327-7 46. Bolton P, Lee C, Haroz EE, Murray LK, Dorsey S, Robinson C, et al. A
28. Haroz EE, Bolton P, Nguyen AJ, Lee C, Bogdanov S, Bass J, et al. Measuring transdiagnostic community-based mental health treatment for comorbid
implementation in global mental health: Validation of a pragmatic disorders: development and outcomes of a randomized controlled trial
implementation science measure in eastern Ukraine using an experimental among burmese refugees in Thailand. PloS Med (2014) 11(11):e1001757. doi:
vignette design. BMC Health Serv Res (2019) 19(1):1-11. doi: 10.1186/ 10.1371/journal.pmed.1001757
$12913-019-4097-y 47. Owens JS, Lyon AR, Brandt NE, Masia Warner C, Nadeem E, Spiel C,
29. Weiner BJ, Lewis CC, Stanick C, Powell B], Dorsey CN, Clary AS, et al. et al. Implementation science in school mental health: key constructs in
Psychometric assessment of three newly developed implementation outcome a developing research agenda. Sch Ment Health (2014) 6(2):99-111. doi:
measures. [mplement Sci (2017) 12(1):1-12. doi: 10.1186/s13012-017-0635-3 10.1007/s12310-013-9115-3
30. Dorsey S, Lucid L, Martin P, King KM, O’Donnell K, Murray LK, et al. 48. Durlak JA, Weissberg RP, Dymnicki AB, Taylor RD, Schellinger KB. The

Task-shared trauma-focused cognitive behavioral therapy for children who
experienced parental death in Kenya and Tanzania: a randomized clinical
trial. (In press).

impact of enhancing students’ social and emotional learning: a meta-analysis
of school-based universal interventions. Child Dev (2011) 82(1):405-32. doi:
10.1111/j.1467-8624.2010.01564.x

Frontiers in Psychiatry | www.frontiersin.org

14

December 2019 | Volume 10 | Article 0860


https://doi.org/10.1001/jama.2016.19102
https://doi.org/10.1001/jamapediatrics.2015.0580
https://doi.org/10.1001/jamapediatrics.2015.0580
https://doi.org/10.1016/S0140-6736(10)61508-5
https://doi.org/10.1016/S0140-6736(10)61508-5
https://doi.org/10.1186/s12888-015-0622-7
https://doi.org/10.1002/14651858.CD009149.pub2
https://doi.org/10.1002/14651858.CD009149.pub2
https://doi.org/10.1016/j.socscimed.2013.08.004
https://doi.org/10.1007/s10488-010-0319-7
http://doi.org/10.1006/imms.1993.1022
https://doi.org/10.1007/s10597-010-9301-9
https://doi.org/10.1080/15374416.2013.859079
https://doi.org/10.1186/1752-4458-7-24
https://doi.org/10.1017/gmh.2016.29
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1186/s12913-019-4097-y
https://doi.org/10.1186/s12913-019-4097-y
https://doi.org/10.1186/s13012-017-0635-3
https://doi.org/10.1002/jts.21970
https://doi.org/10.1002/jts.21970
https://doi.org/10.1086/376806
https://doi.org/10.1086/376806
https://doi.org/10.1136/bmj.k1614
https://doi.org/10.1080/15374416.2016.1220309
http://doi.org/10.1111/jcpp.12094
http://doi.org/10.1111/jcpp.12094
https://doi.org/10.1016/j.jaac.2013.01.013
https://doi.org/10.1186/1752-4458-5-30
https://doi.org/10.1111/cpsp.12019
https://doi.org/10.1111/cpsp.12019
https://doi.org/10.1186/1748-5908-9-11
https://doi.org/10.1001/archpsyc.63.5.484
https://doi.org/10.1016/j.jpsychires.2010.10.008
https://doi.org/10.1016/j.jpsychires.2010.10.008
https://doi.org/10.1371/journal.pmed.1001757
https://doi.org/10.1007/s12310-013-9115-3
https://doi.org/10.1111/j.1467-8624.2010.01564.x
https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org

Dorsey et al.

Lay Counselor Treatment Perspectives

49.

50.

51.

52.

53.

54.

Ssewamala FM, Ismayilova L. Integrating children’s savings accounts in the
care and support of orphaned adolescents in rural uganda. Soc Serv Rev
(2009) 83(3):453-72. doi: 10.1086/605941

Wasonga ], Ojeny B, Oluoch G, Okech B. Kenya comprehensive school
health policy: lessons from a pilot program. J Public Health In Afr (2014)
5(1):43-6. doi: 10.4081/jphia.2014.313

Lewis CC, Fischer S, Weiner BJ, Stanick C, Kim M, Martinez RG. Outcomes
for implementation science: An enhanced systematic review of instruments
using evidence-based rating criteria. Implement Sci (2015) 10(1):1-17. doi:
10.1186/s13012-015-0342-x

Martinez RG, Lewis CC, Weiner BJ. Instrumentation issues in
implementation science. Implement Sci (2014) 9(1):1-9. doi: 10.1186/
s13012-014-0118-8

Rabin BA, Purcell P, Naveed S, Moser RP, Henton MD, Proctor EK, et al.
Advancing the application, quality and harmonization of implementation
science measures. Implement Sci (2012) 7(1):1. doi: 10.1186/1748-5908-7-119
Glasgow RE, Riley W'T. Pragmatic measures: what they are and why we need
them. Am J Prev Med (2013) 45(2):237-43. doi: 10.1016/j.amepre.2013.03.010

55. Dorsey S, Martin P, Meza RD, Soi C, Woodard GS, Gray CL, et al. (in prep).
Overcoming implementation challenges in low-resource communities:
methods and solutions from western Kenya.

Conflict of Interest: The first author, SD, and last author, KW, have received grant
funding to test TF-CBT.

The remaining authors declare that the research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.

Copyright © 2019 Dorsey, Meza, Martin, Gray, Triplett, Soi, Woodard, Lucid,
Amanya, Wasonga and Whetten. This is an open-access article distributed under the
terms of the Creative Commons Attribution License (CC BY). The use, distribution
or reproduction in other forums is permitted, provided the original author(s) and
the copyright owner(s) are credited and that the original publication in this journal
is cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.

Frontiers in Psychiatry | www.frontiersin.org

15

December 2019 | Volume 10 | Article 0860


https://doi.org/10.1086/605941
https://doi.org/10.4081/jphia.2014.313
https://doi.org/10.1186/s13012-015-0342-x
https://doi.org/10.1186/s13012-014-0118-8
https://doi.org/10.1186/s13012-014-0118-8
https://doi.org/10.1186/1748-5908-7-119
https://doi.org/10.1016/j.amepre.2013.03.010
http://creativecommons.org/licenses/by/4.0/

https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

	Lay Counselor Perspectives of Providing a Child-Focused Mental Health Intervention for Children: Task-Shifting in the Education and Health Sectors in Kenya

	﻿Introduction

	﻿Method

	﻿Building and Sustaining Interventions for Children (BASIC) Overview

	﻿Procedures

	﻿Participants

	﻿Intervention

	﻿Lay Counselor Training

	﻿Implementation, Supervision, and Fidelity Monitoring

	﻿Measures

	Measurement Approach

	Selection and Adaptation of Reflective Measures


	﻿Analytic Approach


	﻿Results

	﻿Counselor Demographics

	﻿Acceptability

	﻿Feasibility

	﻿Appropriateness


	﻿Discussion

	﻿Overall

	﻿Limitations


	﻿Conclusions

	﻿Data Availability Statement

	﻿Ethics Statement

	﻿Author Contributions

	﻿Funding

	﻿Acknowledgments

	References



