
BackgroundBackground Arandomised controlledArandomised controlled

trial comparing group interpersonaltrial comparing group interpersonal

psychotherapywithtreatment as usualpsychotherapywithtreatment asusual

amongrural Ugandansmeeting symptomamongrural Ugandansmeeting symptom

and functional impairmentcriteria forand functional impairmentcriteria for

DSM^IVmajordepressive disorderorDSM^IVmajordepressive disorderor

sub-threshold disorder showed evidencesub-threshold disorder showed evidence

of effectiveness immediately following theof effectiveness immediately following the

intervention.intervention.

AimsAims To assess the long-termTo assess the long-term

effectiveness ofthis therapyover aeffectiveness ofthis therapyover a

subsequent 6-monthperiod.subsequent 6-monthperiod.

MethodMethod Afollow-up studyoftrialA follow-up studyoftrial

participantswas conducted inwhichtheparticipantswas conducted inwhichthe

primaryoutcomeswere depressionprimaryoutcomeswere depression

diagnosis, depressive symptoms anddiagnosis, depressive symptoms and

functional impairment.functional impairment.

ResultsResults At 6 months, participantsAt 6 months, participants

receiving the group interpersonalreceiving the group interpersonal

psychotherapyhadmeandepressionpsychotherapyhadmean depression

symptomand functional impairmentsymptomand functional impairment

scores respectively14.0 points (95% CIscores respectively14.0 points (95% CI

12.2^15.8;12.2^15.8; PP550.0001) and 5.0 points0.0001) and 5.0 points

(95% CI 3.6^6.4;(95% CI 3.6^6.4; PP550.0001) lower than0.0001) lower than

the controlgroup.Similarly, the rate ofthe controlgroup.Similarly, the rate of

majordepression among those inthemajordepression among those in the

treatment arm (11.7%) was significantlytreatment arm (11.7%) was significantly

lower thanthatinthe control arm (54.9%)lower thanthatinthe control arm (54.9%)

((PP550.0001).0.0001).

ConclusionsConclusions Participation in a16-Participation in a16-

weekgroup interpersonalpsychotherapyweekgroup interpersonalpsychotherapy

intervention continued to confer aintervention continued to confer a

substantialmentalhealthbenefit 6monthssubstantialmentalhealthbenefit 6months

after conclusion ofthe formalintervention.after conclusion ofthe formal intervention.
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Depression is a major cause of disabilityDepression is a major cause of disability

worldwide, with the World Healthworldwide, with the World Health

Organization estimating that by 2020Organization estimating that by 2020

depressive disorders will become the lead-depressive disorders will become the lead-

ing cause of disability in low-incomeing cause of disability in low-income

regions (World Health Organization,regions (World Health Organization,

2001). Studies in Africa have found rates2001). Studies in Africa have found rates

ranging from 0.8% for 12-month preva-ranging from 0.8% for 12-month preva-

lence in Nigeria (Demyttenaerelence in Nigeria (Demyttenaere et alet al,,

2004) to a point prevalence of 25% for2004) to a point prevalence of 25% for

those attending primary care clinics inthose attending primary care clinics in

Zimbabwe (Patel, 1998), and 15.5% andZimbabwe (Patel, 1998), and 15.5% and

20% for community samples in Rwanda20% for community samples in Rwanda

and Uganda respectively (Boltonand Uganda respectively (Bolton et alet al,,

2002, 2004). Numerous randomised con-2002, 2004). Numerous randomised con-

trolled trials in wealthy countries documenttrolled trials in wealthy countries document

the efficacy of psychotherapy-based inter-the efficacy of psychotherapy-based inter-

ventions in reducing depressive symptomsventions in reducing depressive symptoms

(Jane-Llopis(Jané-Llopis et alet al, 2003). However,, 2003). However,

psychotherapy trials in less affluent coun-psychotherapy trials in less affluent coun-

tries are sparse and have been clinic-basedtries are sparse and have been clinic-based

rather than community-based (Sumathipalarather than community-based (Sumathipala

et alet al, 2000; Araya, 2000; Araya et alet al, 2003; Patel, 2003; Patel et alet al,,

2003).2003).

This report examines the long-termThis report examines the long-term

effectiveness of a community-based groupeffectiveness of a community-based group

interpersonal psychotherapy trial conduc-interpersonal psychotherapy trial conduc-

ted in rural Uganda. The study aim wasted in rural Uganda. The study aim was

to determine whether the substantial treat-to determine whether the substantial treat-

ment benefits found immediately followingment benefits found immediately following

the formal intervention were maintainedthe formal intervention were maintained

6 months later.6 months later.

METHODMETHOD

The description of the trial and immediateThe description of the trial and immediate

post-intervention results were reportedpost-intervention results were reported

previously by Boltonpreviously by Bolton et alet al (2003). Briefly,(2003). Briefly,

the trial evaluated the feasibility and effec-the trial evaluated the feasibility and effec-

tiveness of group interpersonal psycho-tiveness of group interpersonal psycho-

therapy in the treatment of depression in atherapy in the treatment of depression in a

population drawn from 30 randomlypopulation drawn from 30 randomly

selected villages within Masaka and Rakaiselected villages within Masaka and Rakai

Provinces in south-west Uganda. PotentialProvinces in south-west Uganda. Potential

trial participants were persons identifiedtrial participants were persons identified

by both key informants and themselves asby both key informants and themselves as

suffering from at least one of two localsuffering from at least one of two local

depression-like syndromes,depression-like syndromes, yo’kwekyawayo’kwekyawa

andand okwekubazidaokwekubazida, loosely translated as, loosely translated as

‘self-loathing’ and ‘self-pity’ respectively.‘self-loathing’ and ‘self-pity’ respectively.

These syndromes had been identified asThese syndromes had been identified as

similar to depression in previous qualitativesimilar to depression in previous qualitative

research among the same population (Wilkresearch among the same population (Wilk

& Bolton, 2002). To create single-gender& Bolton, 2002). To create single-gender

study groups, in half the villages all thestudy groups, in half the villages all the

potential participants were male and inpotential participants were male and in

the other half, they were female. These indi-the other half, they were female. These indi-

viduals were then screened for inclusion inviduals were then screened for inclusion in

the trial based on responses to a depressionthe trial based on responses to a depression

and function assessment instrument (seeand function assessment instrument (see

below); 341 adults met eligibility criteria.below); 341 adults met eligibility criteria.

Randomisation to the intervention or treat-Randomisation to the intervention or treat-

ment as usual study arms was by village, soment as usual study arms was by village, so

that all participants in each study villagethat all participants in each study village

belonged to the same study arm.belonged to the same study arm.

For each village a list of eligible peopleFor each village a list of eligible people

was created and ordered according towas created and ordered according to

decreasing depression severity. Workingdecreasing depression severity. Working

down the list, eligible individuals weredown the list, eligible individuals were

invited to join the study with the goal ofinvited to join the study with the goal of

recruiting eight participants per village.recruiting eight participants per village.

The purpose of this procedure was toThe purpose of this procedure was to

increase the likelihood of recruiting theincrease the likelihood of recruiting the

most severely affected individuals; seemost severely affected individuals; see

BoltonBolton et alet al (2003) for further description(2003) for further description

of the sampling strategy. In this way 284of the sampling strategy. In this way 284

individuals were invited to participate inindividuals were invited to participate in

the trial and 248 of these (87%) consented.the trial and 248 of these (87%) consented.

Ninety per cent of the 248 participantsNinety per cent of the 248 participants

((nn¼224) completed the trial and were224) completed the trial and were

assessed 2 weeks post-intervention. Ofassessed 2 weeks post-intervention. Of

these, 96% were evaluated at the 6-monththese, 96% were evaluated at the 6-month

follow-up assessment (intervention group,follow-up assessment (intervention group,

nn¼103; control group,103; control group, nn¼113) and are113) and are

included in this report (Fig. 1).included in this report (Fig. 1).

InterventionIntervention

The intervention was conducted in single-The intervention was conducted in single-

gender groups of five to eight participants,gender groups of five to eight participants,

with one group per participating village.with one group per participating village.

Groups met for approximately 90 min onceGroups met for approximately 90 min once

a week for 16 weeks. Each group was leda week for 16 weeks. Each group was led

by a local Ugandan of the same gender withby a local Ugandan of the same gender with

no previous mental health or counsellingno previous mental health or counselling

experience other than training in groupexperience other than training in group

interpersonal psychotherapy by membersinterpersonal psychotherapy by members

of the study team (K.F.C. and H.V.). Theof the study team (K.F.C. and H.V.). The

group leaders spoke English and Lugandagroup leaders spoke English and Luganda

(the local language), had completed high(the local language), had completed high

school, and were available to work asschool, and were available to work as

counsellors for the duration of the study.counsellors for the duration of the study.

Training consisted of 2 weeks of intensiveTraining consisted of 2 weeks of intensive

instruction comprising didactic and role-instruction comprising didactic and role-

play techniques. Out of an initial 10play techniques. Out of an initial 10

individuals, 9 successfully completed theindividuals, 9 successfully completed the

counselling training.counselling training.

5 6 75 6 7

BR I T I SH JOURNAL OF P SYCHIATRYBR IT I SH JOURNAL OF P SYCHIATRY ( 2 0 0 6 ) , 1 8 8 , 5 6 7 ^ 5 7 3( 2 0 0 6 ) , 1 8 8 , 5 6 7 ^ 5 7 3

Group interpersonal psychotherapy for depressionGroup interpersonal psychotherapy for depression

in rural Uganda: 6-month outcomesin rural Uganda: 6-month outcomes

Randomised controlled trialRandomised controlled trial

JUDITH BASS, RICHARD NEUGEBAUER, KATHLEEN F. CLOUGHERTY,JUDITH BASS, RICHARD NEUGEBAUER, KATHLEEN F. CLOUGHERTY,
HELEN VERDELI, PRIYA WICKRAMARATNE, LINCOLN NDOGONI,HELEN VERDELI, PRIYA WICKRAMARATNE, LINCOLN NDOGONI,
LIESBETH SPEELMAN, MYRNA WEISSMAN and PAUL BOLTONLIESBETH SPEELMAN, MYRNA WEISSMAN and PAUL BOLTON

AUTHOR’S PROOFAUTHOR’S PROOF

https://doi.org/10.1192/bjp.188.6.567 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.188.6.567


BASS ET ALBAS S ET AL

At each intervention session, the groupAt each intervention session, the group

leader encouraged each group member toleader encouraged each group member to

review his or her current depression symp-review his or her current depression symp-

toms, to describe the prior week’s eventstoms, to describe the prior week’s events

and to link both positive and negativeand to link both positive and negative

events to his or her current mood. Groupevents to his or her current mood. Group

members were also encouraged to providemembers were also encouraged to provide

support and suggestions to one another.support and suggestions to one another.

Attendance at group meetings was high,Attendance at group meetings was high,

with 75% of participants present for atwith 75% of participants present for at

least 80% of the weekly sessions (13least 80% of the weekly sessions (13

sessions) and only 4% of participantssessions) and only 4% of participants

present at fewer than 11 sessions. Reasonspresent at fewer than 11 sessions. Reasons

for absenteeism included participant illness,for absenteeism included participant illness,

family illness or death, or individual workfamily illness or death, or individual work

commitments. Details of the interventioncommitments. Details of the intervention

and its adaptation for this population haveand its adaptation for this population have

been described by Verdelibeen described by Verdeli et alet al (2003). In(2003). In

control villages, individuals did not receivecontrol villages, individuals did not receive

any specific treatment, nor did they, in theany specific treatment, nor did they, in the

context of this study protocol, meet incontext of this study protocol, meet in

groups for some other purpose. All villagersgroups for some other purpose. All villagers

in both study arms were free to access anyin both study arms were free to access any

locally available treatment, which maylocally available treatment, which may

have included counselling services providedhave included counselling services provided

by local HIV/AIDS organisations or talkingby local HIV/AIDS organisations or talking

with friends, family or church members.with friends, family or church members.

The study protocol did not include aThe study protocol did not include a

systematic effort to document utilisationsystematic effort to document utilisation

of these locally available treatments. Priorof these locally available treatments. Prior

discussions with local traditional healersdiscussions with local traditional healers

indicated that they believed they wereindicated that they believed they were

unable to treat these mental healthunable to treat these mental health

problems effectively.problems effectively.

InstrumentsInstruments

Potential trial participants were screenedPotential trial participants were screened

using an adaptation of the depression sec-using an adaptation of the depression sec-

tion of the Hopkins Symptom Checklisttion of the Hopkins Symptom Checklist

(HSCL; Derogatis(HSCL; Derogatis et alet al, 1974), an instru-, 1974), an instru-

ment widely used for research with non-ment widely used for research with non-

Western populations (see, for example,Western populations (see, for example,

MollicaMollica et alet al, 1987; Sabin, 1987; Sabin et alet al, 2003).The, 2003).The

depression sub-scale of the HSCL correlatesdepression sub-scale of the HSCL correlates

well with other standard measures ofwell with other standard measures of

depression and with clinical judgement ofdepression and with clinical judgement of

change in depression over time (Mulderchange in depression over time (Mulder etet

alal, 2003). The instrument consisted of 15, 2003). The instrument consisted of 15

symptoms measured using a four-pointsymptoms measured using a four-point

Likert scale ranging from ‘not bothered atLikert scale ranging from ‘not bothered at

all’ by the symptom (scored as 0) toall’ by the symptom (scored as 0) to

‘bothered extremely’ (scored as 3) in the‘bothered extremely’ (scored as 3) in the

previous week. Depression severity wasprevious week. Depression severity was

measured as a sum of these items. Tomeasured as a sum of these items. To

quantify functional impairment, individualsquantify functional impairment, individuals

were administered a gender-specific ques-were administered a gender-specific ques-

tionnaire comprising nine items describingtionnaire comprising nine items describing

tasks previously identified in a qualitativetasks previously identified in a qualitative

study as important activities among ruralstudy as important activities among rural

Ugandans. Response options to the scaleUgandans. Response options to the scale

items consisted of a five-point Likert scale,items consisted of a five-point Likert scale,

ranging from having ‘no more’ difficultyranging from having ‘no more’ difficulty

(scored as 0) to being ‘frequently unable(scored as 0) to being ‘frequently unable

to do the task’ (scored as 4) compared withto do the task’ (scored as 4) compared with

others of the same gender and age group.others of the same gender and age group.

Individual functional impairment wasIndividual functional impairment was

measured as a sum of the responses to thesemeasured as a sum of the responses to these

items. The modification and cross-culturalitems. The modification and cross-cultural

validation of the HSCL with this popu-validation of the HSCL with this popu-

lation has been described (Bolton, 2001),lation has been described (Bolton, 2001),

as has the development and validation ofas has the development and validation of

the function instrument (Bolton & Tang,the function instrument (Bolton & Tang,

2002).2002).

A diagnosis for major depressive dis-A diagnosis for major depressive dis-

order was generated using an algorithmorder was generated using an algorithm

originally developed by Mollicaoriginally developed by Mollica et alet al

(1999) based on the DSM–IV A (or(1999) based on the DSM–IV A (or

symptom) criteria (American Psychiatricsymptom) criteria (American Psychiatric

Association, 1994). We expanded this algo-Association, 1994). We expanded this algo-

rithm to include the DSM–IV C and Erithm to include the DSM–IV C and E

diagnostic criteria pertaining to the compo-diagnostic criteria pertaining to the compo-

sition, number and duration of symptomssition, number and duration of symptoms

and functional impairment (dysfunction)and functional impairment (dysfunction)

(Bolton(Bolton et alet al, 2002). We did not obtain in-, 2002). We did not obtain in-

formation for the B and D criteria (referringformation for the B and D criteria (referring

to measurement of criteria for a mixedto measurement of criteria for a mixed

episode and physiological effects of a sub-episode and physiological effects of a sub-

stance or medical condition, respectively)stance or medical condition, respectively)

and therefore refer to the diagnosis as aand therefore refer to the diagnosis as a

modified version of the DSM–IV diagnosismodified version of the DSM–IV diagnosis

of major depressive disorder. Inclusionof major depressive disorder. Inclusion

criteria for trial participation were beingcriteria for trial participation were being

over 17 years of age; meeting all or all butover 17 years of age; meeting all or all but

one of the algorithm’s DSM–IV symptomone of the algorithm’s DSM–IV symptom

criteria for depression (the latter classifica-criteria for depression (the latter classifica-

tion being referred to as ‘sub-thresholdtion being referred to as ‘sub-threshold

depression’); and reporting some degree ofdepression’); and reporting some degree of

functional impairment.functional impairment.

The same measures and diagnosticThe same measures and diagnostic

criteria were used for the baseline, 2-weekcriteria were used for the baseline, 2-week

post-intervention and 6-month follow-uppost-intervention and 6-month follow-up

assessments. In addition, questions wereassessments. In addition, questions were

added to the 6-month follow-up question-added to the 6-month follow-up question-

naire to assess any activities the study parti-naire to assess any activities the study parti-

cipants might have engaged in during thecipants might have engaged in during the

intervening 6 months with regard to theirintervening 6 months with regard to their

depressive symptoms. The assessments,depressive symptoms. The assessments,

including the HSCL and functional impair-including the HSCL and functional impair-

ment measures, were administered inment measures, were administered in

Luganda by Ugandan interviewers. Inter-Luganda by Ugandan interviewers. Inter-

viewers were staff members of theviewers were staff members of the

collaborating organisation, World Visioncollaborating organisation, World Vision

(http://www.worldvision.org), and had at(http://www.worldvision.org), and had at

least a high-school education, spokeleast a high-school education, spoke

English and Luganda, and were availableEnglish and Luganda, and were available

for the duration of the study. Nine of thefor the duration of the study. Nine of the

10 interviewers had participated in earlier10 interviewers had participated in earlier

studies with the same research team. Thestudies with the same research team. The

baseline assessments were conducted inbaseline assessments were conducted in

the villages, with the randomisation ofthe villages, with the randomisation of

village groups to intervention or controlvillage groups to intervention or control

status done afterwards to ensure thatstatus done afterwards to ensure that

interviewers were not aware of participantinterviewers were not aware of participant

trial status at baseline. In an effort to keeptrial status at baseline. In an effort to keep

interviewers unaware of the participants’interviewers unaware of the participants’

intervention status, the post-interventionintervention status, the post-intervention

and 6-month follow-up assessments wereand 6-month follow-up assessments were

conducted at a centrally located communityconducted at a centrally located community
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Fig. 1Fig. 1 Participation and attrition rates of individuals eligible for the study (IPT̂ G, group interpersonalParticipation and attrition rates of individuals eligible for the study (IPT̂ G, group interpersonal

psychotherapy;TAU, treatment as usual).psychotherapy;TAU, treatment as usual).
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centre. At these assessments, trial partici-centre. At these assessments, trial partici-

pants were transferred from their villagespants were transferred from their villages

and were asked not to divulge either theirand were asked not to divulge either their

village of origin or their treatment assign-village of origin or their treatment assign-

ment status. To reduce measurement errorment status. To reduce measurement error

that might have arisen from different inter-that might have arisen from different inter-

viewing styles, study participants wereviewing styles, study participants were

interviewed by the same interviewer at eachinterviewed by the same interviewer at each

stage of the study.stage of the study.

Statistical analysisStatistical analysis

To test whether the initial interventionTo test whether the initial intervention

effect on depression severity and functionaleffect on depression severity and functional

impairment was maintained, symptomimpairment was maintained, symptom

scores both from the 2-week post-scores both from the 2-week post-

intervention assessment and the 6-monthintervention assessment and the 6-month

follow-up assessment were compared withfollow-up assessment were compared with

baseline scores. A repeated-measures analy-baseline scores. A repeated-measures analy-

sis using a mixed model approach wassis using a mixed model approach was

conducted to allow for within-village andconducted to allow for within-village and

within-subject correlations. Separatewithin-subject correlations. Separate

analyses were performed of depressionanalyses were performed of depression

severity and functional impairment out-severity and functional impairment out-

comes. The independent variables includedcomes. The independent variables included

treatment status (interventiontreatment status (intervention vv. treatment),. treatment),

time of assessment, a term for the inter-time of assessment, a term for the inter-

action of treatment and time, and baselineaction of treatment and time, and baseline

scale scores. The interaction term testsscale scores. The interaction term tests

whether the treatment effect varies bywhether the treatment effect varies by

assessment period. The effect of villageassessment period. The effect of village

and participant are treated as random.and participant are treated as random.

Tests of significance for main effects andTests of significance for main effects and

interaction terms were set atinteraction terms were set at PP550.05,0.05,

two-tailed using SAS version 8.0 (SAStwo-tailed using SAS version 8.0 (SAS

Institute Inc., Cary, North Carolina,Institute Inc., Cary, North Carolina,

USA). Owing to widespread illiteracy inUSA). Owing to widespread illiteracy in

the region, informed consent was obtainedthe region, informed consent was obtained

by the interviewer reading the consent formby the interviewer reading the consent form

to the participant, with consent indicatedto the participant, with consent indicated

by the interviewer signing the form as aby the interviewer signing the form as a

witness. This investigation was approvedwitness. This investigation was approved

by the Johns Hopkins University insti-by the Johns Hopkins University insti-

tutional review board. In Uganda, wetutional review board. In Uganda, we

received approval for the study from repre-received approval for the study from repre-

sentatives of the local government andsentatives of the local government and

community groups who had been involvedcommunity groups who had been involved

in the previous qualitative and quantitativein the previous qualitative and quantitative

studies.studies.

RESULTSRESULTS

Six months after the post-interventionSix months after the post-intervention

assessment, 103 (96%) of the 107 partici-assessment, 103 (96%) of the 107 partici-

pants in the intervention group who com-pants in the intervention group who com-

pleted the trial and 113 (97%) of the 117pleted the trial and 113 (97%) of the 117

controls were reassessed. Among thosecontrols were reassessed. Among those

unavailable for this assessment, 6 hadunavailable for this assessment, 6 had

moved away or otherwise could notmoved away or otherwise could not

be found and 2 had died. Among thebe found and 2 had died. Among the

individuals available at 6 months, 52%individuals available at 6 months, 52%

were women and the mean (baseline) agewere women and the mean (baseline) age

was 46.4 years (s.d.was 46.4 years (s.d.¼16.0). The baseline16.0). The baseline

mean depression scores were 23.6mean depression scores were 23.6

(s.d.(s.d.¼6.5) and 24.5 (s.d.6.5) and 24.5 (s.d.¼6.2) and the6.2) and the

functional impairment scores were 12.2functional impairment scores were 12.2

(s.d.(s.d.¼6.7) and 12.6 (s.d.6.7) and 12.6 (s.d.¼6.6) for the inter-6.6) for the inter-

vention and control groups respectively.vention and control groups respectively.

There was no statistically significant differ-There was no statistically significant differ-

ence in characteristics at baseline betweenence in characteristics at baseline between

participants in the two arms of the trialparticipants in the two arms of the trial

(Table 1). The similarity in depressive(Table 1). The similarity in depressive

symptom means and the non-significantsymptom means and the non-significant

between-group difference in proportion ofbetween-group difference in proportion of

participants meeting diagnostic criteriaparticipants meeting diagnostic criteria

reflect minor between-group variations inreflect minor between-group variations in

the relationship of reported symptoms tothe relationship of reported symptoms to

the diagnostic algorithm for major depres-the diagnostic algorithm for major depres-

sive disorder. The follow-up samples insive disorder. The follow-up samples in

each trial arm did not differ significantlyeach trial arm did not differ significantly

from the initial baseline sample.from the initial baseline sample.

Mean HSCL and functional impair-Mean HSCL and functional impair-

ment scores at each assessment are pre-ment scores at each assessment are pre-

sented in Table 2. The mean HSCL scoresented in Table 2. The mean HSCL score

of the participants receiving the interven-of the participants receiving the interven-

tion was about 14 points lower than thattion was about 14 points lower than that

of the control group at the 2-week and 6-of the control group at the 2-week and 6-

month post-intervention assessmentsmonth post-intervention assessments

((PP550.0001) (Table 3). The analysis of0.0001) (Table 3). The analysis of

functional impairment produced parallelfunctional impairment produced parallel

results. The overall mean functional impair-results. The overall mean functional impair-

ment score was about 4 points lower in thement score was about 4 points lower in the

intervention group compared with the con-intervention group compared with the con-

trol group 2 weeks after the interventiontrol group 2 weeks after the intervention

and about 5 points lower 6 months afterand about 5 points lower 6 months after

the intervention (the intervention (PP550.0001). All analyses0.0001). All analyses

were adjusted for time of assessment andwere adjusted for time of assessment and

baseline function score. In the formalbaseline function score. In the formal

repeated-measures analysis the interactionrepeated-measures analysis the interaction

between assessment time and treatmentbetween assessment time and treatment

status was not significant for the HSCLstatus was not significant for the HSCL

score (score (PP¼0.71), indicating that the differ-0.71), indicating that the differ-

ence achieved in depression between theence achieved in depression between the

intervention and control groups 2 weeksintervention and control groups 2 weeks

afterafter the intervention had not changedthe intervention had not changed

at theat the 6-month follow-up. The main effect6-month follow-up. The main effect

of treatment allocation across both follow-of treatment allocation across both follow-

up points was large, and significant inup points was large, and significant in

favour of the intervention.favour of the intervention.

At baseline 86% of participants in theAt baseline 86% of participants in the

intervention group met the modified diag-intervention group met the modified diag-

nostic criteria for major depressive disordernostic criteria for major depressive disorder

and 94% of those in the control group metand 94% of those in the control group met

these criteria (prevalence difference wasthese criteria (prevalence difference was

not statistically significant). The corres-not statistically significant). The corres-

ponding percentages for the 2-week post-ponding percentages for the 2-week post-

intervention assessment were 7% andintervention assessment were 7% and

57% and at the 6-month follow-up were57% and at the 6-month follow-up were

12% and 55% respectively. The differences12% and 55% respectively. The differences

in prevalence between the study arms werein prevalence between the study arms were

statistically significant at both follow-upstatistically significant at both follow-up

assessments (assessments (PP550.0001).0.0001).

Participants reported that during the 6Participants reported that during the 6

months following termination of the formalmonths following termination of the formal

intervention 14 of the 15 therapy groupsintervention 14 of the 15 therapy groups

continued to meet without group leaders,continued to meet without group leaders,

with 85% (with 85% (nn¼88) of the 103 participants88) of the 103 participants

who were reassessed at the 6-monthwho were reassessed at the 6-month

follow-up attending. Figure 2 presents thefollow-up attending. Figure 2 presents the

mean HSCL scores for the control andmean HSCL scores for the control and

intervention groups, with participants inintervention groups, with participants in

the latter group stratified as to whether orthe latter group stratified as to whether or

not they reported attending any meetingnot they reported attending any meeting

with their group during the 6-month post-with their group during the 6-month post-

intervention period. The difference in meanintervention period. The difference in mean

HSCL scores between those who reportedHSCL scores between those who reported

attending group meetings and those notattending group meetings and those not

attending was not statistically significantattending was not statistically significant

at the 2-week post-intervention assessment,at the 2-week post-intervention assessment,

but was statistically significant (but was statistically significant (PP550.05) at0.05) at

the 6-month follow-up.the 6-month follow-up.

DISCUSSIONDISCUSSION

The results of our study indicate that theThe results of our study indicate that the

marked reductions in depressive symptomsmarked reductions in depressive symptoms

and accompanying dysfunction found inand accompanying dysfunction found in

those treated with group interpersonalthose treated with group interpersonal

psychotherapy at the conclusion of thepsychotherapy at the conclusion of the

intervention were sustained 6 months later.intervention were sustained 6 months later.
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Table1Table1 Baseline socio-demographic and clinical characteristics of those assessed at 6-month follow-upBaseline socio-demographic and clinical characteristics of those assessed at 6-month follow-up

CharacteristicCharacteristic11 Intervention group (Intervention group (nn¼103)103) Control group (Control group (nn¼113)113)

Age, years: mean (s.d.)Age, years: mean (s.d.) 47.6 (15.5)47.6 (15.5) 45.3 (16.5)45.3 (16.5)

Education, years: mean (s.d.)Education, years: mean (s.d.) 4.7 (2.8)4.7 (2.8) 3.9 (3.2)3.9 (3.2)

Female,Female, nn (%)(%) 52 (50)52 (50) 60 (53)60 (53)

Depression score: mean (s.d.)Depression score: mean (s.d.) 23.6 (6.5)23.6 (6.5) 24.5 (6.2)24.5 (6.2)

Function score: mean (s.d.)Function score: mean (s.d.) 12.2 (6.7)12.2 (6.7) 12.6 (6.6)12.6 (6.6)

Major depression,Major depression, nn (%)(%)22 88 (85)88 (85) 106 (94)106 (94)

1. Participants in the two arms of the trial did not differ significantly on any of these characteristics.1. Participants in the two arms of the trial did not differ significantly on any of these characteristics.
2. Major depression diagnosed using a modification of the criteria from DSM^IV (see Method).2. Major depression diagnosed using a modification of the criteria from DSM^IV (see Method).
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Of note is the stability in mean depressionOf note is the stability in mean depression

scores in both the control group and thescores in both the control group and the

participants receiving interpersonal psycho-participants receiving interpersonal psycho-

therapy who reported attending any grouptherapy who reported attending any group

meeting after the formal intervention wasmeeting after the formal intervention was

complete (Fig. 2). The stability in scorescomplete (Fig. 2). The stability in scores

for the control group may in part befor the control group may in part be

explained by the sampling strategy used inexplained by the sampling strategy used in

this study. Symptom severity varies withthis study. Symptom severity varies with

time, and members of the study sampletime, and members of the study sample

were likely to have been selected when theirwere likely to have been selected when their

symptoms were more severe. Over timesymptoms were more severe. Over time

without treatment, they would be expectedwithout treatment, they would be expected

to regress back to some population (orto regress back to some population (or

sample) mean reflected in the level ofsample) mean reflected in the level of

depressive symptoms at the 2-week anddepressive symptoms at the 2-week and

6-month post-intervention follow-up6-month post-intervention follow-up

assessments.assessments.

A similar regression to the mean wouldA similar regression to the mean would

also have operated among the groupalso have operated among the group

receiving the intervention; however, somereceiving the intervention; however, some

other factor is needed to explain why theother factor is needed to explain why the

depression scores remained stable for 6depression scores remained stable for 6

months at levels much lower than those ofmonths at levels much lower than those of

the controls. One possibility is that thethe controls. One possibility is that the

lingering impact of the psychotherapy waslingering impact of the psychotherapy was

extraordinarily strong over the 6-monthextraordinarily strong over the 6-month

follow-up period. Alternatively, some effec-follow-up period. Alternatively, some effec-

tive elements of the intervention might stilltive elements of the intervention might still

have been in place, as suggested by thehave been in place, as suggested by the

majority of the groups continuing to meetmajority of the groups continuing to meet

without group leaders. Limited informationwithout group leaders. Limited information

is available about how often the groups metis available about how often the groups met

during the post-intervention period, withduring the post-intervention period, with

some respondents indicating that thesome respondents indicating that the

groups met regularly and others describinggroups met regularly and others describing

meetings arranged more on anmeetings arranged more on an ad hocad hoc basisbasis

if a group member wanted to get everyoneif a group member wanted to get everyone

together. Intervention participants whotogether. Intervention participants who

continued to attend meetings during thecontinued to attend meetings during the

6-month follow-up period indicated that6-month follow-up period indicated that

their groups addressed a range of topics.their groups addressed a range of topics.

The matter most often mentioned wasThe matter most often mentioned was

development of income-generating projectsdevelopment of income-generating projects

for the group as a whole and for individualsfor the group as a whole and for individuals

within the groups. Many of the participantswithin the groups. Many of the participants

also noted that groups were used for infor-also noted that groups were used for infor-

mal counselling, discussing how eachmal counselling, discussing how each

person was doing socially and emotionally,person was doing socially and emotionally,

and advising about problems they wereand advising about problems they were

facing.facing.

The 14% who responded that they didThe 14% who responded that they did

not continue to attend group meetings hadnot continue to attend group meetings had

higher depression scores (not statisticallyhigher depression scores (not statistically

significant) immediately after the inter-significant) immediately after the inter-

vention than those who responded that theyvention than those who responded that they

did attend meetings. However, the meandid attend meetings. However, the mean

depression score for this subsample haddepression score for this subsample had

gone up significantly at the 6-month assess-gone up significantly at the 6-month assess-

ment, although it remained lower thanment, although it remained lower than

that of the control group (Fig. 2). Hence,that of the control group (Fig. 2). Hence,

the 6-month findings could be interpretedthe 6-month findings could be interpreted

as evidence either of the enduring benefitsas evidence either of the enduring benefits

of short-term treatment or of the continu-of short-term treatment or of the continu-

ing benefits of attending group meetingsing benefits of attending group meetings

even in the absence of a trained groupeven in the absence of a trained group

leader (or both). Assessing the relativeleader (or both). Assessing the relative

contribution of these two factors to ourcontribution of these two factors to our

study findings is not possible within thestudy findings is not possible within the

framework of the current investigation,framework of the current investigation,

but certainly warrants future study.but certainly warrants future study.

Comparison with other trialsComparison with other trials

To our knowledge, this is the first formallyTo our knowledge, this is the first formally

evaluated follow-up of a community-basedevaluated follow-up of a community-based

randomised controlled trial of psycho-randomised controlled trial of psycho-

therapy for depression in a low-incometherapy for depression in a low-income

country. To date, the few published reportscountry. To date, the few published reports

of randomised controlled trials of non-of randomised controlled trials of non-

pharmaceutical interventions in suchpharmaceutical interventions in such

countries have been clinic-based and toocountries have been clinic-based and too
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Table 3Table 3 Adjusted differences in mean score for the intervention groupmean scoresminus the control groupAdjusted differences in mean score for the intervention groupmean scoresminus the control group

mean scoresmean scores

Difference inmean scoresDifference in mean scores

(95% CI)(95% CI)11
PP

HSCL scoresHSCL scores

Baseline to 2-week follow-upBaseline to 2-week follow-up 13.91 (10.99^16.84)13.91 (10.99^16.84) 550.00010.0001

Baseline to 6-month follow-upBaseline to 6-month follow-up 13.98 (12.17^15.79)13.98 (12.17^15.79) 550.00010.0001

Functional impairment scoresFunctional impairment scores

Baseline to 2-week follow-upBaseline to 2-week follow-up 4.32 (2.80^5.84)4.32 (2.80^5.84) 550.0010.001

Baseline to 6-month follow-upBaseline to 6-month follow-up 4.97 (3.56^6.38 )4.97 (3.56^6.38 ) 550.0010.001

HSCL,Hopkins Symptom Checklist.HSCL,Hopkins Symptom Checklist.
1. Data refer to the difference in mean score between intervention and control groups, controlling for baseline in a1. Data refer to the difference in mean score between intervention and control groups, controlling for baseline in a
random effectsmodel.random effectsmodel.

Table 2Table 2 Depression and function score outcomes according to trial groups and assessment period (analysisDepression and function score outcomes according to trial groups and assessment period (analysis

comparing trial groups as allocatedwith observed data only)comparing trial groups as allocatedwith observed data only)

Intervention groupIntervention group

((nn¼103)103)

Control groupControl group

((nn¼113)113)

HSCL scores: mean (s.d.)HSCL scores: mean (s.d.)11

BaselineBaseline 23.6 (6.5)23.6 (6.5) 24.5 (6.1)24.5 (6.1)

2-week post-intervention2-week post-intervention 6.1 (6.3)6.1 (6.3) 20.6 (9.0)20.6 (9.0)

6-month follow-up6-month follow-up 6.1 (7.5)6.1 (7.5) 20.5 (10.1)20.5 (10.1)

Functional impairment scores: mean (s.d.)Functional impairment scores: mean (s.d.)22

BaselineBaseline 12.3 (4.7)12.3 (4.7) 12.5 (6.6)12.5 (6.6)

2-week post-intervention2-week post-intervention 4.3 (4.7)4.3 (4.7) 8.7 (7.5)8.7 (7.5)

6-month follow-up6-month follow-up 3.6 (5.4)3.6 (5.4) 9.5 (8.1)9.5 (8.1)

HSCL,Hopkins Symptom Checklist.HSCL,Hopkins Symptom Checklist.
1. The HSCL scale consisted of14 items, with four responses for each item related to the degree of distress due to a1. The HSCL scale consisted of14 items, with four responses for each item related to the degree of distress due to a
particular symptom (range 0^42 points); higher scores indicatemore severe depression.particular symptom (range 0^42 points); higher scores indicatemore severe depression.
2. The function scale consisted of 9 itemswith five responses for each item indicating degree of difficulty in completing2. The function scale consisted of 9 itemswith five responses for each item indicating degree of difficulty in completing
the activity (range 0^36 points); higher scores indicatemore dysfunction.the activity (range 0^36 points); higher scores indicatemore dysfunction.

Fig. 2Fig. 2 Depression scores over the study period inDepression scores over the study period in

intervention recipients who did not attend groupintervention recipients who did not attend group

meetings during the 6-month follow-up periodmeetings during the 6-month follow-up period

(group interpersonal psychotherapy (IPT̂ G) meet-(group interpersonal psychotherapy (IPT̂ G) meet-

ings not continued;ings not continued; nn¼15), intervention recipients15), intervention recipients

who did attend groupmeetings during this periodwho did attend groupmeetings during this period

(IPT̂ Gmeetings continued;(IPT̂ Gmeetings continued; nn¼88) and the control88) and the control

group receiving treatment as usual (TAU;group receiving treatment as usual (TAU; nn¼13).13).

HSCL,Hopkins Symptom Checklist.HSCL,Hopkins Symptom Checklist.
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few to form conclusions. A Chilean trial offew to form conclusions. A Chilean trial of

a psychoeducational group intervention fora psychoeducational group intervention for

depressed women at primary care clinicsdepressed women at primary care clinics

found a significant reduction in depressivefound a significant reduction in depressive

symptoms among those treated comparedsymptoms among those treated compared

with women receiving usualwith women receiving usual care at bothcare at both

3-month and 6-month post-3-month and 6-month post-interventionintervention

follow-ups (Arayafollow-ups (Araya et alet al, 2003). In contrast,, 2003). In contrast,

results from the general psychological treat-results from the general psychological treat-

ment arm of an intervention trial, consist-ment arm of an intervention trial, consist-

ing of relaxation exercises and symptom-ing of relaxation exercises and symptom-

focused problem-solving, for depressedfocused problem-solving, for depressed

adults attending a medical out-patientadults attending a medical out-patient

clinic in India, reported no short-term orclinic in India, reported no short-term or

long-term treatment benefit compared withlong-term treatment benefit compared with

placebo treatment (Patelplacebo treatment (Patel et alet al, 2003)., 2003).

Although Patel and colleagues did not findAlthough Patel and colleagues did not find

that the psychological intervention wasthat the psychological intervention was

more efficacious than placebo treatment,more efficacious than placebo treatment,

they did find that the initial reductions inthey did find that the initial reductions in

symptom scores for both treatments weresymptom scores for both treatments were

generally maintained over time at both thegenerally maintained over time at both the

6-month and 1-year follow-up assessments6-month and 1-year follow-up assessments

(Patel(Patel et alet al, 2003). These results are in con-, 2003). These results are in con-

cordance with the sustained effects wecordance with the sustained effects we

found in our 6-month follow-up.found in our 6-month follow-up.

Choice of intervention strategyChoice of intervention strategy

This research was done to assist WorldThis research was done to assist World

Vision to identify locally appropriate andVision to identify locally appropriate and

effective interventions for depression. Ineffective interventions for depression. In

Masaka and Rakai, as in other parts ofMasaka and Rakai, as in other parts of

sub-Saharan Africa, non-governmentalsub-Saharan Africa, non-governmental

organisations are the major providers oforganisations are the major providers of

mental health services where such servicesmental health services where such services

exist. Outside the Ugandan capital city ofexist. Outside the Ugandan capital city of

Kampala, the major alternative is tradition-Kampala, the major alternative is tradition-

al healers (Ndyanabangial healers (Ndyanabangi et alet al, 2004), but, 2004), but

conversations with local healers suggestedconversations with local healers suggested

that they did not believe they had much tothat they did not believe they had much to

offer for depression-like illnesses. Thus,offer for depression-like illnesses. Thus,

although it might be beneficial in somealthough it might be beneficial in some

parts of the world to work with the primaryparts of the world to work with the primary

healthcare system so that the interventionhealthcare system so that the intervention

could be scaled up and sustained nationally,could be scaled up and sustained nationally,

in regions where the infrastructure isin regions where the infrastructure is

notnot yetyet in place to do this, workingin place to do this, working

with well-with well-established non-governmentalestablished non-governmental

organisations is a good alternative.organisations is a good alternative.

The decision to employ psychotherapyThe decision to employ psychotherapy

was made with World Vision on the basiswas made with World Vision on the basis

of expense and infrastructural limits. Treat-of expense and infrastructural limits. Treat-

ing depression with psychoactive medi-ing depression with psychoactive medi-

cation in this population was determinedcation in this population was determined

to be impractical for both World Visionto be impractical for both World Vision

and local government, given the cost ofand local government, given the cost of

antidepressants, the cost of employingantidepressants, the cost of employing

medically trained personnel to monitormedically trained personnel to monitor

dosage and side-effects, and the potentialdosage and side-effects, and the potential

logistical problems in maintaining thelogistical problems in maintaining the

supply of the drugs in the region. Inter-supply of the drugs in the region. Inter-

personal psychotherapy in a group formatpersonal psychotherapy in a group format

was selected specifically because it was con-was selected specifically because it was con-

sidered the most culturally appropriatesidered the most culturally appropriate

intervention for this population, based onintervention for this population, based on

results of our previous qualitative researchresults of our previous qualitative research

(Bolton(Bolton et alet al, 2004) and on discussions with, 2004) and on discussions with

representatives of the local population. Itsrepresentatives of the local population. Its

focus on relationships as a basis forfocus on relationships as a basis for

problem-solving leading to reduction inproblem-solving leading to reduction in

depressive symptoms was judged to bedepressive symptoms was judged to be

more in accord with local cultural practicemore in accord with local cultural practice

than, for example, the individual, cognitivethan, for example, the individual, cognitive

focus of cognitive–behavioural therapyfocus of cognitive–behavioural therapy

(Weissman(Weissman et alet al, 2000). In addition, inter-, 2000). In addition, inter-

personal therapy has been shown to bepersonal therapy has been shown to be

effective foreffective for treating depressive symptomstreating depressive symptoms

in HIV-in HIV-positive patients (Markowitzpositive patients (Markowitz et alet al,,

1998), which is important given the high1998), which is important given the high

prevalence of HIV infection in this regionprevalence of HIV infection in this region

of Africa. The population for this studyof Africa. The population for this study

lived in south-west Uganda, a regionlived in south-west Uganda, a region

severely affected by the HIV epidemic, withseverely affected by the HIV epidemic, with

prevalence rates estimated at 16.1% andprevalence rates estimated at 16.1% and

with HIV/AIDS accounting for nearlywith HIV/AIDS accounting for nearly

two-thirds of adult deaths in the areatwo-thirds of adult deaths in the area

(Sewankambo(Sewankambo et alet al, 2000)., 2000).

AA post hocpost hoc analysis of a possible dose–analysis of a possible dose–

response relationship between number ofresponse relationship between number of

intervention sessions attended and severityintervention sessions attended and severity

of subsequent depression found that theof subsequent depression found that the

more sessions attended the lower the over-more sessions attended the lower the over-

all depression score, although this effectall depression score, although this effect

was not statistically significant, potentiallywas not statistically significant, potentially

because of the lack of power to detect thebecause of the lack of power to detect the

comparatively small effect produced.comparatively small effect produced.

LimitationsLimitations

We compared group interpersonalWe compared group interpersonal

psychotherapy with treatment as usual,psychotherapy with treatment as usual,

although we did not systematically evaluatealthough we did not systematically evaluate

what other treatments people actuallywhat other treatments people actually

sought, if any. We chose treatment as usualsought, if any. We chose treatment as usual

as the control condition because ouras the control condition because our

primary purpose was to determine whetherprimary purpose was to determine whether

the addition of this intervention would be athe addition of this intervention would be a

useful activity for our collaborating partneruseful activity for our collaborating partner

to undertake. A problem with thisto undertake. A problem with this

approach is that we cannot make aapproach is that we cannot make a

systematic comparison of group inter-systematic comparison of group inter-

personal psychotherapy with other formspersonal psychotherapy with other forms

of treatment available in the community.of treatment available in the community.

To explore this issue we conducted a short,To explore this issue we conducted a short,

open-ended survey at the follow-up assess-open-ended survey at the follow-up assess-

ment on the self-reported use of counsellingment on the self-reported use of counselling

services in the 6 months since the inter-services in the 6 months since the inter-

vention ended. Sixty per cent of partici-vention ended. Sixty per cent of partici-

pants in the intervention group but onlypants in the intervention group but only

16% of the control group reported seeking16% of the control group reported seeking

some sort of counselling. The definition ofsome sort of counselling. The definition of

counselling was left purposely vague, tocounselling was left purposely vague, to

capture multiple types of services. The typecapture multiple types of services. The type

of counselling mentioned by the controlof counselling mentioned by the control

group ranged from asking local develop-group ranged from asking local develop-

ment agencies for financial assistance,ment agencies for financial assistance,

going to friends and family for emotionalgoing to friends and family for emotional

support, relying on church and communitysupport, relying on church and community

groups for social support, and getting HIVgroups for social support, and getting HIV

counselling from a local AIDS organisation.counselling from a local AIDS organisation.

The participants in the intervention groupThe participants in the intervention group

mentioned the same sources but also namedmentioned the same sources but also named

other group members as providers ofother group members as providers of

counselling and support. These resultscounselling and support. These results

suggest that the intervention might havesuggest that the intervention might have

been effective partly through enabling thebeen effective partly through enabling the

treatment recipients to access additionaltreatment recipients to access additional

social support mechanisms that were help-social support mechanisms that were help-

ful in maintaining their non-depressedful in maintaining their non-depressed

status. Given the lack of information onstatus. Given the lack of information on

the specific treatment accessed by those inthe specific treatment accessed by those in

the control group, we can conclude onlythe control group, we can conclude only

that groups organised for the provision ofthat groups organised for the provision of

interpersonal psychotherapy were moreinterpersonal psychotherapy were more

efficacious at reducing the burden ofefficacious at reducing the burden of

depression than allowing study participantsdepression than allowing study participants

to access the locally available services theyto access the locally available services they

would normally seek out. Without awould normally seek out. Without a

control group that met regularly, we cannotcontrol group that met regularly, we cannot

disentangle the effect of interpersonaldisentangle the effect of interpersonal

psychotherapy from the effect of meetingpsychotherapy from the effect of meeting

as a group on a regular basis. In this regard,as a group on a regular basis. In this regard,

we cannot be certain that the observedwe cannot be certain that the observed

benefits of the intervention derived specifi-benefits of the intervention derived specifi-

cally from the provision of the therapycally from the provision of the therapy perper

sese. We plan to investigate this in future. We plan to investigate this in future

studies. At present we can only say thatstudies. At present we can only say that

membership of an interpersonal psycho-membership of an interpersonal psycho-

therapy group was more effective intherapy group was more effective in

reducing depression than not being partreducing depression than not being part

of such a group.of such a group.

The interviewers were staff members ofThe interviewers were staff members of

World Vision and as such worked in theWorld Vision and as such worked in the

general geographical area of the interventiongeneral geographical area of the intervention

trial. We attempted to mask the inter-trial. We attempted to mask the inter-

viewers to the participants’ treatment statusviewers to the participants’ treatment status

by not revealing participants’ treatmentby not revealing participants’ treatment

assignments or villages of origin. Becauseassignments or villages of origin. Because

many of the interviewers were familiar withmany of the interviewers were familiar with

the study villages and might have person-the study villages and might have person-

ally worked with some of the study partici-ally worked with some of the study partici-

pants over the course of the trial (in theirpants over the course of the trial (in their

roles as World Vision staff), the extent toroles as World Vision staff), the extent to

which masking was successfully achievedwhich masking was successfully achieved

is not known. We do not know of anythingis not known. We do not know of anything

that the interviewers might gain by deliber-that the interviewers might gain by deliber-

ately biasing the results, because they wereately biasing the results, because they were

not involved in the provision of the treat-not involved in the provision of the treat-

ment and would not personally benefit ifment and would not personally benefit if
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the treatment were found to be more or lessthe treatment were found to be more or less

efficacious.efficacious.

We did not directly ascertain the HIVWe did not directly ascertain the HIV

status of the study participants and thusstatus of the study participants and thus

cannot distinguish between depression ascannot distinguish between depression as

a secondary effect of HIV/AIDS anda secondary effect of HIV/AIDS and

major depressive disorder as specified inmajor depressive disorder as specified in

DSM–IV. However, the theoretical pers-DSM–IV. However, the theoretical pers-

pective of interpersonal psychotherapy ispective of interpersonal psychotherapy is

that it sees the depressive episode as nestedthat it sees the depressive episode as nested

in perturbed human relationships or fuelledin perturbed human relationships or fuelled

by stressful life events, and since a diagnosisby stressful life events, and since a diagnosis

of AIDS and all the social and practicalof AIDS and all the social and practical

turmoil that follows represent stressfulturmoil that follows represent stressful

events, depression secondary to AIDS isevents, depression secondary to AIDS is

entirely consistent with the therapeuticentirely consistent with the therapeutic

model.model.

Implications of our findingsImplications of our findings

Achieving long-term sustained benefits ofAchieving long-term sustained benefits of

mental healthcare is particularly importantmental healthcare is particularly important

in low-income countries, where scarcity ofin low-income countries, where scarcity of

resources virtually precludes frequent offer-resources virtually precludes frequent offer-

ings of further interventions. These resultsings of further interventions. These results

are impressive, considering that our trainersare impressive, considering that our trainers

had not worked in Africa previously andhad not worked in Africa previously and

that this was the first time that the groupthat this was the first time that the group

leaders had had any mental health trainingleaders had had any mental health training

or been involved in an intervention trial.or been involved in an intervention trial.

Under these circumstances the initial inter-Under these circumstances the initial inter-

vention effects, together with the sustain-vention effects, together with the sustain-

ability of these effects over 6 months,ability of these effects over 6 months,

speak to the potential feasibility and effec-speak to the potential feasibility and effec-

tiveness of these types of interventions intiveness of these types of interventions in

the future. No further assessment was con-the future. No further assessment was con-

ducted on this sample, in part because,ducted on this sample, in part because,

following the strong results presented here,following the strong results presented here,

World Vision began to provide the therapyWorld Vision began to provide the therapy

to those in the control group still requiringto those in the control group still requiring

assistance.assistance.

The results from this trial indicate thatThe results from this trial indicate that

the intervention effects seen immediatelythe intervention effects seen immediately

after the completion of the interventionafter the completion of the intervention

were sustained 6 months later. Whetherwere sustained 6 months later. Whether

the results represent a direct effect of thethe results represent a direct effect of the

16-week intervention or whether they16-week intervention or whether they

represent an indirect benefit of the inter-represent an indirect benefit of the inter-

vention in creating social network groupsvention in creating social network groups

that continued to meet after the formalthat continued to meet after the formal

intervention was complete is still up forintervention was complete is still up for

investigation. Regardless of which explana-investigation. Regardless of which explana-

tion is correct, group interpersonaltion is correct, group interpersonal

psychotherapy as tested here appears to bepsychotherapy as tested here appears to be

both feasible and effective.both feasible and effective.
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