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Executive Summary  

The global mental health and substance use disorders burden increased by 37·6% between 1990 

and 2010 (H.A Whiteford et al., 2013). The increase is believed to have been caused by 

population growth and poverty specifically among Low and Middle Income Countries (LMICs).  

Evidence from LMICs shows that a major barrier to addressing the current burden is the lack of 

adequate resources (mainly human and financial) dedicated to mental health services. The 

resource gap ranges from policy to service delivery which is further ameliorated by inefficient 

and non-equitable distribution of the resources (Saxena, Thornicroft, Knapp, & Whiteford, 

8AD).  The WHO mental health plan 2013-2020 recommends actions to address four major 

areas; strengthening effective leadership and governance for mental health, providing 

comprehensive, integrated and responsive mental health and social care services in community-

based settings, implementing strategies for promotion and prevention in mental health and 

strengthening information systems, evidence and research for mental health (World Health 

Organization, 2013a). 

 

While there has been argument that provision of mental health services would be best offered by 

mental health specialists, emerging evidence from LMICs has proved that task shifting and 

integration of mental health into primary healthcare is the only feasible and cost effective way of 

closing the huge global mental health treatment gap.  Integration would piggy back on existing 

health system structures and requires relatively less resources to implement. 

 

TEAM, which stands for Multi-sectoral Stakeholder TEAM Approach to Scale-Up 

Community Mental Health in Kenya was a Transition to Scale project which envisioned 

building on locally generated evidence and lessons learnt to integrate mental health services in 

the Kenyan context.  This project adapted the WHO mental health treatment guidelines in order 

to address seven priority mental health conditions.  The project key activities entailed training 

and building the capacity of existing health workers in both informal and formal health sectors to 

screen and provide interventions; provided mental health literacy and community psycho-

education to increase service demand, lobbied for policy formulation and enactment of 

legislation for mental health service delivery and engaged stakeholders to generate resources and 



      

synergy for buy in and implementation. Out of 15,078 persons screened, 12,170 were identified 

to have a probable mental health diagnosis out of which 8,516 were assessed by clinicians at 

primary care facilities. Those who were identified proceeded to receive psychotropic drugs, 

counseling or both. Symptom severity and disability reduction was observed across all disorders 

while quality of life indices improved. Nearly all beneficiaries endorsed that the services were 

friendly at the point of access and had optimism that the services would enhance their recovery. 

Participating stakeholders showed massive support and responsiveness towards the project.   

Credit should be given to Makueni county government for their willingness and a conducive 

environment to accept this innovation, policy makers need to fast track all efforts to formally 

ensure that these results are replicated in other countiesthe entire nation and can benefit every 

citizen.  
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Preamble  

There has been a substantial increase of 37.6% in the global burden of mental health and 

substance use disorders and their contribution to the global burden of disease over the last two 

decades is insurmountable. Further mental health and substance use disorders contributed to 

10.4% of global disability adjusted life years between 1990 and 2010 (Whiteford et al., 2013). 

Combined with neurological disorders such as epilepsy and stroke, mental and substance use 

disorders were responsible for causing more years lost to disability than any other disorder 

(Whiteford, et al, 2015). The worrying global trend has prompted the inclusion of psychological 

wellbeing as part of the global agenda in addition to the  inclusion of  relevant indicators for 

mental health in the sustainable development goals 2015-2030 through goals 3.3, 3.4 and 3.8 

(United Nations Economic and Social Council, 2016).  The WHO mental health action plan 

2013-2020 clearly identifies four action areas to address the challenges which impedes the 

implementation of universal mental health services (World Health Organization, 2013b).  Key 

bottlenecks to implementing easily accessible, affordable and high quality mental health include 

unresponsive health systems, lack of specialized personnel, inadequate stocks of psychotropic 

drugs, stigma and discrimination and poor legislative framework to support mental health 

activities (World Health Organization, 2013b).  

 

Globally, there is a paucity of practicing mental health professionals which is worse in low and 

middle income countries. Kenya is among the affected countries. The number of mental health 

professionals to the population in need is very low, for instance the Kenya psychiatrist 

population ratio of 1:594,339 in 2007 has only marginally changed (DM Ndetei et al., 2007). 

With a population estimated at 43 million, Kenya has less than 100 psychiatrists and just over 

500 psychiatric nurses. Furthermore a huge inequality exists such that most of the mental health 

professionals are largely based in the cities or are deployed to do work not related to mental 

health (D Ndetei, et al 2007).  As such a huge mental health treatment gap exists to the extent 

that those in need of mental health services are barely able to receive them. The prospects of 

addressing the population’s overwhelming mental health needs through the use of specialist 

mental health professionals is almost impossible (Jenkins et al., 2010).  

 



      

In the Kenyan context, mental health disorders are prevalent between 10% and 40% among 

community and hospital-based populations respectively (Jenkins et al., 2012); (D. M. Ndetei et 

al., 2009). Only a small population among those with mental disorders have been detected and 

are receiving treatment for the same, an indication of the huge mental health treatment gap 

locally (D. M. Ndetei et al., 2009).  Several positive strides have been made to facilitate mental 

health services in the country including the enactment of relevant legislature since post-

independence including the recently launched Kenya mental health policy 2015-2030. However 

these efforts are not matched with the necessary financial and technical support to ensure smooth 

implementation. Relevant bodies have highlighted the urgent need for governments to put in 

place strategies that would help 43 million people access mental health services at low or no cost 

(Kakuma et al., 2016).  While the calls for the government to develop policy guidelines to 

govern the provision of mental health services to those in need have yielded good results, the 

integration of mental health services within the existing primary healthcare remains a mirage 

(Jenkins et al., 2013).  Legal and systemic barriers have entangled every effort to operationalise 

integration, one of the key pillars to achieving universal mental health services as envisioned in 

the WHO mental health plan 2013-2020. Integration is seen as the most cost effective and 

sustainable avenue because it is built on the existing structures and resources.  

 

Successful  integration of mental health services in primary care is based on the creation of solid 

working partnerships and involvement of relevant stakeholders at local and international level 

both in and outside the government (Saraceno et al., 2007).  The focus of partnerships needs to 

be aimed at: building the capacity of the health workers and local health facilities to identify and 

intervene at early stages; to a) generate synergy, b) build political goodwill and c) develop 

policies supporting mental health programs (Campbell-Hall et al., 2010).  

 

In the last decade, development partners in health including the World Health Organization 

(WHO) has recognized the need to prioritize mental health and recommended the development 

of local governance tools to support implementation of mental health in low and middle income 

countries (World Health Organization, 2013a). Further, research funding for mental health has 

increased with new funding origination from the Global Alliance for non-Communicable 



      

Diseases (GACD), the National Institute of Health, Grand Challenges Canada (GCC) and other 

partners across the globe. Grand Challenges Canada over the last decade had responded and 

contributed to ensuring better mental health care for all through providing funding for mental 

health innovation in Low and Middle Income Countries.  Africa Mental Health Foundation 

(AMHF) and its collaborators have benefitted from six such grants. AMHF has also received 

funding from other development partners including the NIH, the German government, IDRC etc. 

In 2015, AMHF received an award from GCC with matching funds from the County 

Government of Makueni to implement a transition to scale project integrating mental health 

services into the mainstream primary health services with minimal resources. AMHF has 

enjoyed an amicable working with the County government of Makueni since its inauguration in 

2013.  

 

For a period of 18 months up to November 2016, AMHF successfully implemented the project: 

Multi-sectoral Stakeholder TEAM Approach to Scale-Up Community Mental Health in Kenya 

Makueni County. This project envisioned Building on Locally Generated Evidence and Lessons 

Learnt to integrate mental health with minimal cost. The project adapted the WHO Mental 

Health Gap Action Program (WHO-mhGAP-IG) intervention guidelines as the key reference in 

addressing the mental health needs of the affected communities.  

 



      

About Africa Mental Health Foundation  

Africa Mental Health Foundation (AMHF) is a legally registered non-governmental organization 

since 2004 whose main mandate is to conduct mental health research to inform policy and 

practice. AMHF focuses on community mental health with the aim of providing innovative, 

appropriate, affordable, available and accessible mental health and substance use services to all. 

Our Vision 

To be the centre of excellence in Africa for research, training, knowledge translation, and 

advocacy in mental health. 

Our Mission 

To go beyond the ordinary in conducting innovative research, knowledge translation, training, 

capacity enhancement and advocacy toward mental health for all, realized through: 

1.  Multi-disciplinary, multi-sectored approaches 

2.  Strategic partnerships and alliances 

3.  Continually developing our internal capacity and capabilities 

4.  Strictly adhering to our core values and ethical standards  

5.  Conduct our activities in a manner that safeguards the environmental conservancy 

Major mandates 

We have over the past 10 years, partnered with public and private institutions both locally 

and abroad to: 

1.  Conduct mental health research and disseminate findings; 

2.  Develop innovative practices for mental health services in the context of prevailing 

socio-cultural and economic factors; 

3.  Enhance capacity in mental health and mental health research; 

4.  Advocate for mental health and the rights of persons with psychosocial disabilities; 

5.  Engage and influence policy makers in mental health.



 

 

Areas of interest 

AMHF focuses on a multi-disciplinary, multi-sectoral approach to research and knowledge 

translation in the following areas: 

1. Community  mental  health  –  Integration  of  mental  health  services  in  primary  

care  and  health promotion and prevention activities. 

2. Interventions for non-communicable diseases - The inclusion of mental health in the 

treatment and management of chronic non-communicable diseases such as diabetes, 

cancer and hypertension. 

3. Mother-Child health - Maternal mental health interventions in maternal depression 

and mother-infant interaction and the impact on child growth and development 

outcomes.4. Early childhood development – Promotion of mental well-being and 

support of positive cognitive development in children. 

4. School mental health - Mental health integration in schools and development of 

interventions that prevent early onset of mental illnesses and address risk of substance 

abuse. 

5. Suicide – Identification of suicide predictors by identifying risk and protective factors 

for suicide, and barriers and facilitators to uptake of services. 

6. Cost-effective  biological  and  psychosocial  interventions  for  the  various  types  

of  mental illnesses and substance use disorders - Affordable evidence-based 

mental health and substance use services that are available and accessible. 

7. Genetics and Genomics – To identify the biomarkers of mental and neurological 

illnesses such as bipolar disorder, epilepsy and autism. 

 



      

The TEAM Project  

Introduction  

Abbreviated as TEAM, the Multi-sectoral Stakeholder TEAM Approach to Scale-Up 

Community Mental Health in Kenya – Building on Locally Generated Evidence and Lessons 

Learnt (TEAM), is a project whose ultimate goal was to effectively integrate mental health 

services, with minimal expenditure of resources, into pre-existing, community-based, 

government funded, formal and informal health services in Kenya.  

 

This project was a scale up project of a proof of concept (POC) project that was implemented in 

Ngwata health centre and Kibwezi Sub-County Hospital in 2008-2009. The project (Task 

Shifting) harnessed the potential of task sharing (Phase1), using 6 trained health workers and 6 

trained traditional health practitioners (faith and traditional healers) as well as community health 

workers and increased the number of referrals to the facilities from zero (0) at baseline to over 

1500 slightly over 12 months.  

 

AMHF was working in partnership with the Department of Health, County Government of 

Makueni in implementing the TEAM project in 20 multi-tier public healthcare facilities. This 

project targeted eight priority mental health conditions i.e a) Epilepsy, b) Depression, c) 

Psychosis, d) Bipolar, e) Dementia, f) Alcohol use disorder, g) Substance use disorder and h) 

suicidal behavior). The participating health facilities were selected in consultation with senior 

county health officials and project implementers using criteria based on recorded daily outpatient 

workload and catchment population giving a potential to raise the anticipated numbers of screens 

and potential referrals for the eight conditions. These facilities were selected from the following 

five sub-Counties involved: 

 

1. Makueni Sub-county facilities included Makueni County Referral Hospital, Kathonzweni 

Health Centre, Kavuthu Health Centre, Kilala Health Centre Matiliku, Sub-County Hospital 

and Mutyambua Dispensary 

2. Kibwezi East Sub-Coounty facilities included Kibwezi-Sub County Hospital, Kambu Model 

Health Centre, Mtito Andei Health Centre and Ngwata Health Centre. 



      

3. Kibwezi West  Sub-County facilities included Emali Model Health Centre, Kikumini Health 

Centre, Makindu Sub-County Hospital and Syumile Health Centre 

4. Kaiti Sub-County facilities included Kilungu Sub-County Hospital, Kyuasini Health Centre 

and Mukuyuni Health Centre 

5. Kilome Sub-County facilities included Kasikeu Dispensary, Sultan Hamud Sub-County 

Hospital and Uvete Dispensary 

 

Project Objectives 

The TEAM Project aimed to achieve the following three specific objectives:- 

1. To strengthen effective, self-driven leadership and governance to maximize community 

mental health ownership and sustainability in Makueni County. 

2. To provide comprehensive community mental health awareness to trained staff at the health 

facilities to promote health seeking behavior in the population. 

3. To continually document and collect data on all the activities to monitor and evaluate TEAM 

 

Project activities 

To achieve the above objectives, we implemented four major activities as follow: 

1. Training and capacity building of both formal and informal health workers in screening, 

identification/detection and management of mental health disorders.  The outcome of this 

activity was to increase the number of health workers who are able to identify/diagnose and 

manage mental disorders. 

2. Mental health literacy and community psycho-education whose outcome was to increase 

demand for mental health services and reduce stigma and discrimination. 

3. Policy formulation whose outcome was to create awareness on legislative and policy 

framework for mental health in the County Government and its stakeholders in order to 

support and sustain the provision of quality, accessible and affordable mental health 

services. 

4. Stakeholder involvement - At all levels from the community, County and National and 

international  level which was to lead to a network of stakeholders working in synergy 



      

towards changing the practice of mental health, mobilizing demand for services and 

participating in provision of quality public mental health services. 

 

Project Anticipated Outcomes 

Both health systems and patient outcomes were anticipated to be achieved as a result of the 

implementation of the TEAM project such that: 

a. We targeted to reach 6300 people with decreased cost for accessing mental health 

services at 9 months.  

b. We targeted that 4500 beneficiaries would have access to and utilizing psychotropic 

medications at 9 months.   

c. We targeted that 2520 beneficiaries with mental and neurological disorders would 

have reported improvement of symptoms by 9 months.  

d. We targeted that 6300 people would report improved quality of life indicators at 9 

months.  

e. We targeted to train 40 formal health care workers (nurses and clinical officers) to 

reach competency in confirming mental disorders and formulating interventions and 

follow up following the WHOmhGAP-IG. We anticipated training 160 informal health 

workers including 50 faith and 50 traditional healers and 60 Community health 

workers on community based screening/detection of mental disorders. 

f. We targeted to achieve 5973 mental health referrals at 9 months.    

g. We had projected to have 9000 people receive a verified mental health diagnosis at 9 

months.  

h. We projected to have developed, drafted and/or adopted two policies to guide mental 

health in Kenya at 9 months to forestall losses of the gains the project will have 

achieved and to guarantee sustainability of the innovations.  

 



      

 

 

 



      

Major achievement and highlights  

Stakeholder engagement 

The TEAM project created an opportunity to reach out to relevant stakeholders in mental health 

from the national, county, health facility and community level. Largely through structured 

meetings, stakeholder engagement helped to mobilize community’s synergy towards bringing 

change in mental health knowledge and practice, increased demand for mental health services 

and supported provision of quality mental health services. At the national level we were involved 

in meetings to draft the mental health bill and the recently launched Kenya Mental Health Policy. 

We are part of the mental health stakeholders’ forum at the national level. Furthermore we are 

providing input in the draft curriculum for training community health volunteers on mental 

health. Through regular meetings with the county health officials, a Technical Working Group 

(TWG) was formed whose membership included a mental health coordinator who was appointed 

with a mandate to ensure that mental health was adequately represented at the county senior 

management team meetings. 

 

The TWG was able to iron out implementation challenges including staff transfers affecting the 

project sites, the issue of psychotropic drugs, and the use of the waiver system for those who 

could not afford to pay for the services.  A conversation was initiated towards ring-fencing a 

budget towards mental health activities and incorporating mental health indicators into the 

county health strategic plan.  The TWG also looked at strategic possibilities of fulfilling the plan 

to create a mental health unit by the end of 2017 and creating recognition for mental health in the 

recently launched universal health services by the County government of Makueni. 

 

Other relevant stakeholders who were engaged included the county representatives of Traditional 

healers, community health workers and religious groups including National Traditional Health 

Practitioners Association (NATHEPA). Through structured dialogue meetings, both formal and 

informal health workers are working harmoniously alongside each other and previous mistrust 

has dissipated.  We also initiated discussions with a local NGO situated at Mtito Andei and they 

were engaged in referring cases to benefit from the model. We have also established a working 

relationship with the national user movement, i.e., the Users and Survivors of Psychiatry Kenya 



      

(USP-K) with an aim of incorporating support groups component to the model. We are at an 

advanced plan to include beneficiaries of mental health in a livelihood support program with 

funding from the National Council for the Persons with Disability (NCPD). Our existing 

collaborations with our fellow project implementers have also widened over the project period.  

 

Training and capacity building 

We use a needs-based approach to design and implement training for each of the four interest 

groups in order to address their peculiar needs. First, we adapted the training materials so that 

they can be easily understood and Kikamba used as the language of instruction for the CHWs, 

faith healers and traditional healers.  Informal health workers were trained to screen and refer 

individuals to the health facilities for treatment while formal health workers (nurses and clinical 

officers) were trained to screen, diagnose and provide evidence-based interventions using the 

WHO-mhGAP-IG. A total of 60 CHVs, 51 Faith healers and 59 traditional healers were trained 

to screen/detect mental disorders as they performed routine duties and active case screening from 

the community.  Out of the trained informal health workers 25 FHs, 47 CHWs and 23 THs 

maintained active screening and referring of patients for the project period. By the end of 

November 2016, the team had screened a total of 15,076. 

 

A total of 45 formal health workers (nurses and clinical officers) were trained to provide mental 

health interventions. Although 7 of the trained health workers were transferred to other health 

facilities where TEAM project was not implemented, nearly every nurse and clinical officer in 

the implementing facilities had received on-job training from their peers and through on-site 

mentorship by the end of the project.  Twenty nine research assistants (RAs) were recruited from 

the community around the health facilities, trained and stationed in each of the 20 health 

facilities participating in the project. The RAs helped in tracking individual patients to document 

changes in the treatment outcomes over the project period. 

 

All the 20 health facilities were equipped with a fully functional desktop computer, a modem and 

airtime that helped build the capacity of the health facilities to enter data online as well as store, 



      

manage and report health related data. We developed and installed online data management 

software which enabled us to monitor mental health outcomes of the beneficiaries. 

 

Mental Health Literacy and Community Psycho-education 

The launch of TEAM project took place during the World Mental Health day at the county 

headquarters on 10
th

 October 2015. This was the beginning of community mental health 

education which was coupled with a medical camp, among other activities.  Translated 

information and communication material in form of brochures were distributed prior and during 

the world mental health celebrations in 2015. 

 

There was continued dissemination and sharing of mental health information through relevant 

forums including a) health talks delivered by health personnel at the waiting bays; b) continuous 

medical education (CMEs) to reach health workers including those trained and not trained on 

mental health, c) health education delivered during community outreaches by the health facilities  

d) during individual patient contact with service providers and accompanying family members 

during visits to the health facility and e) during contact with traditional healers, faith healers and 

community health volunteers before screening in the community.  We presume that a huge 

proportion of the catchment to each of the involved facilities were largely reached indirectly with 

mental health information in addition to the slightly over 15,078 people who were screened.   

Each of the trained health workers was supplied with a bound copy of the WHO-mhGAP-IG and 

additional copies were delivered to each facility as a clinical reference material. We also 

developed Standard Operating Procedures (SOPs) and patient management algorithms for 

specific mental health conditions and shared with the clinicians.  

Psycho–education was provided at each clinic visit to ensure compliance to treatment, to de-

mystify mental illness and to increase demand for mental health services and reduce stigma.  We 

were able to see a total of 15,078 people, 2908 screened negative, 3654 screened positive but 

did not turn up at the health facilities for interventions while 8,516 positively screened people 

showed up at the health facility for confirmation and treatment and 6,867 people were confirmed 

to have a clinical diagnosis of any of the eight priority conditions at 9 months.  



      

Furthermore the attitude of health works also changed and 5 health workers expressed interest to 

go for mental health training out of which 3 health workers were supported by the County 

Government of Makueni to study either an advanced diploma course or Master of Medicine in 

Psychiatry. The three include a medical officer, a nurse and a clinical officer. There was 

significant change in health worker knowledge immediately after training and which was 

sustained after offering services for six months. For instance, immediately after training 130 

(62.8%) reported improved knowledge and 40(60.6%) reported a similar trend 6 months later.  A 

reduction of stigmatizing attitudes was also observed.  Immediately after training 120 (65.6%) 

reported reduction of stigmatizing attitudes and 48(72.7%) reported a similar trend after 6 

months. All cadres of workers reported improvement in reported and intended behavior towards 

persons with MH problems. Immediately after training 118 (57.0%) reported an improvement of 

reported and intended behavior and 39(59.1%) reported a similar trend after 6 months. All the 

changes were proven using scientific statistical methods. 

 

Screening and Intervention 

a. Screening Process  

The screening process was done as indicated in fig.1 below:  

After training and community awareness that was done at every stage of entry, CHW, FH, TH 

screened from the community and referred to health facility where diagnosis would be confirmed 

by a trained clinician and appropriate intervention given to the patient according to the condition 

identified.   

  



      

 
 

b. Intervention Package  

 

The intervention package depended on the condition identified and the treatment plan by the 

trained clinician. Some of the intervention components consisted of the following:  

 

 Counseling/ Brief intervention to patients, especially those with Suicidal thought, 

Alcohol Use Disorders (AUDs) and Substance Use Disorders (SUDs) 

   Medical management of conditions with drugs 

   Psycho-education and prevention education  

   Dialogue with stakeholders and feedback  on  leadership, management procedures and 

sustainability strategies 

 

 

Through the implementation of the project we targeted to reach 8,516 people with confirmed 

diagnosis, so far a total of 15,078 patients were screened and a total of 6,857 had a confirmed 

diagnosis. The patients with confirmed diagnosis received either a single or combined 

interventions (psychosocial or biological) based on the WHO-mhGAP guideline by the trained 

clinicians.  All the 20 health facilities that were participating in the study had a workforce of 



      

screeners and clinicians to provide interventions. The interventions provided include counseling, 

treatment with psychotropic drugs and referral of special cases. 

Table 1: Total number of people that were screened and received interventions 

Summary of the Number of People Screened 

Screens  CHVs Traditional 

Healers 

Faith 

Healers 

Clinician Self 

referrals)  

Total  

Negative Screens 1,923 425 336 0 224 2,908 

Positive Non-

Shows  1,993 965 683 0 13 3,654 

Positive Shows 4,776 733 547 2,040 420 8,516 

Total  8,153 1,948 1,562 2,000 657 15,078 

The clinical concordance between the clinician diagnosis and that of the MINI PLUS was good. 

Overall agreement between referral diagnosis and clinical diagnosis was 88.7%.  While 

agreement between referral diagnosis and DSM V diagnosis varied between conditions with  

agreement rates of 68.78% for depression,   98.87% for AUD; 81.7% for self-harm risk.  For 

dementia and epilepsy agreement between the referral diagnosis and the clinician diagnosis was 

73.51% and 81.4% respectively. Overall agreement between clinician diagnosis and the MINI-

PLUS was 78.2%.  Depression was the most common diagnosis, followed by alcohol and 

substance use problems combined.  Dementia was the third most prevalent mental health 

diagnosis. Suicide and epilepsy were the least prevalent diagnoses.  



 

These results are tabulated below:  

Table 2: Frequency of the mental health diagnoses 

Condition Diagnosis (No (%)) On Medication (No (%)) 

Depression 4853(62.6) 3547(73.1) 

Bipolar/Psychosis 518(6.7) 471(90.9) 

Epilepsy 317(4.1) 289(91.2) 

Alcohol use disorders 690(8.9) 272(39.4) 

Substance use disorders 625(8.1) 253(40.5) 

Suicide 180(2.3) 108(60.0) 

Dementia 1235(15.9) 725(58.7) 

Others 149(1.9) 62(41.6) 

 

These results illustrate that community health workers and THPs have a high degree of detection 

for mental health problems. Through training and capacity building initiatives, they can be 

mobilized to increase timely identification/detection and referral of persons with mental health 

problems to the health facilities. The high rates of agreement illustrates that minimal clinician 

time is wasted evaluating people who potentially do not have mental health problems. This can 

also potentially be tapped for other NCDs such as cancer, diabetes, hypertension which have 

been on the rise in Kenya and other low and middle income countries. 

In terms of the modes of interventions provided, 4774 (61.55%) were started on medication, 

4909 (63.35%) were given psycho-education, 5809 (74.09%) received counseling and overall 

83% of all referrals received an intervention.  In addition, 677(8.7%) of the patients were 

referred to receive an additional service within and outside the facility they were initially treated. 

Amitriptyline was the most commonly prescribed antidepressant, followed by fluoxetine while 

chlorpromazine and haloperidol were preferred for psychotic patients. Other drugs are illustrated 

on the table below 



      

Table 3: Medication prescribed for the beneficiaries 

Medication Frequency  Percentage 

(%) 

Fluoxetine 154 2.0 

Benzhexol 413 5.3 

Chlorpromazine 248 3.2 

Amitriptyline 3788 48.8 

Carbamazepine 362 4.7 

Phenobarbitone 253 3.3 

Sodium Valproate 12 0.2 

Phenytoin 47 0.6 

Diazepam 200 2.6 

Haloperidol 219 2.8 

Lithium 5 0.1 

Others: 2984 38.5 

Total patients on medication 4774 61.5 

 

Improvement in beneficiary symptoms  

Out of 3851 participants who were assessed 3 months after receiving interventions, 2754 

(73.75%) reported a reduction of their psychiatric symptoms. Further 385 (out of 806) patients 

with dementia reported an improvement in cognitive function and 130(out of 223) beneficiaries 

with epilepsy reported a reduction of the number of days with a seizure(s). Overall 3269 

beneficiaries reported symptom changes after initiation of treatment. Patients with depressive 

symptoms and those with psychotic symptoms (affective and psychotic) continued to have a 

negative trend of their symptoms which were maintained across the three follow up periods as 

depicted on the graph below. The trends of the symptom changes for dementia using MMSE are 

also illustrated in the same graph  



      

Figure 1: Symptoms score changes for depression, dementia and psychotic patients 

 

Alcohol use, tobacco and khat were the most commonly abused substances.  Either with a 

diagnosis of dependence or abuse, those who had alcohol use problems reported a reduction of 

their risk scores.  A similar pattern was observed with tobacco.  However a mixed pattern was 

observed for khat use with risk scores oscillating between each of the three time points. A 

reduction of the risk score is an indirect measure of the reduction of the quantity consumption 

but also a direct reduction of self reported use associated problems, such as legal, financial, 

marital and occupational problems.  These results are promising and further confirm that 

outpatient-based treatments including brief intervention techniques are effective in dealing with 

substance use problems which is against a widely held believe that residential treatments are the 

only effective treatment modalities.  



      

Figure 2: ASSIST risk scores for alcohol, tobacco and khat among those with dependence 

 

For participants diagnosed to have convulsive epilepsy, there was a reduction in the total number 

of seizure events recorded over the 28 days preceding each of the follow-up assessments. There 

was a reduction in the number of days during which a seizure occurred in 28 days, from an 

average of four days to less than a day at nine months.  Similarly patients reported to staying 

longer without seizures from 17 days at baseline to 24 days.  

Figure 3: Reduction of number of days with at least a seizure days within 28 days 

 

 

 



      

Figure 4: Increase in the number of seizure-free days within 28 days period 

 

Improvement in quality of life (QOL) 

Although we were not able to assess all the 8,516 enrolled patients for changes in quality of life 

(QOL) indicators, we can report that across the four QOL domains (physical, social, 

environmental and psychological) for 3,851 participants who were assessed at 3 months, well 

being improved amongst 2,476 (64.29%) on physical health, 2,301(59.75%) on psychological 

health, 1,905(49.46%) on social well being and 2,281(59.25%) on environmental health.  Higher 

rates were observed among those who were assessed at six and nine months. 

Figure 5: Changes in QOL indices across the three time points  

 



      

Reduction in intimate partner violence 

Reported incidences of intimate partner violence (IPV) i.e. violence meted to the patients by their 

spouse or intimate partners reduced such that reported physical violence reduced from 

3055(38.5%) at baseline to 373(4.7%), sexual violence reduced from 1121(14.1%) to 

126(1.65%), emotional violence reduced from 3490(44.0%) to 747(9.0%) and finally spousal 

controlling behaviour reduced from 4479(56.5%) to 977(12.3%).  We did not directly intervene 

on IPV, but these results indicate that secondary benefits of increased understanding and 

harmony in relationships resulting from reduction in symptoms are remarkable. These findings 

might also imply that these patients became more valued, were less mistreated and their rights 

were less violated, three key achievements necessary for recovery. 

Reduction in disability 

Psychiatric disorders cause dysfunction among patients.  The reduction in symptoms was also 

matched by a reduction in impairment of function, meaning more patients were able to return to 

work, or resume responsibilities after the treatment.  For instance, at six months, reduction of self 

reported disability was reported among 1071(64.70%).  The mean reduction of WHODAS score 

(SD) was 10.47 points. (The Effect size for the reduction was 0.16 indicating that treating mental 

health problems achieved fairly good results in reducing impairment in function.  Additional 

reduction can be achieved through rehabilitation and provision of opportunities for function such 

as providing jobs, capital and resources for business. The continued reduction across 3, 6 and 9 

months indicates that as long as relapses do not occur function continues to improve.  These 

changes are depicted in Figure 6 below. 

 

 

 

 

 

 

 



      

Figure 6: Reduction in disability scores across the time points 

 

Policy transformation 

The TEAM project was the first of its kind in Kenya and managed to fully integrate mental 

health into primary health services in 20 health facilities in Makueni County. This has enormous 

policy implications for the county, the country at large and other LMICs.  However this was not 

without legislative challenges which had to be negotiated.  First, we lobbied for a review of drug 

supply policy at county level towards demand driven supply and stocking of drugs. Second, we 

had to ask for flexibility in handling the essential drug list so that some drugs meant to be 

stocked only in level 4 and 5 facilities were supplied to the lower level facilities. This was done 

through a pull based requisition through the sub-county MOHs. Again there were instances 

where drugs had to be redistributed/ shared between the facilities based on demand. Third, a 

structured dialogue had to be conducted to create a harmonious relationship between informal 

health workers and the health system, so that clinicians were able to accept referrals from the 

informal workers. Fourth, there was no focal person on mental health at the senior county 

management team, but we were able to lobby for establishment of a mental health coordinator 

position and senior nurse working at the director of health promotion was allocated that role. 

Fifth, we were part of a mental health technical working group which had representation of the 

Director of health promotion, the mental health coordinator, the community strategy focal person 

and a representative of the Director of medical services. The Director of health commodities and 

the County health records officer were represented on an ad hoc basis. The TWG deliberated on 



      

critical issues and helped the smooth implementation of the project. There was need to 

accommodate patients who are not able to pay for service at level 4 facilities. The county 

allowed the use of the waiver system so that referred patients who could not afford registration 

and psychotropic drugs were able to get services. The drugs which were pulled to the lower level 

facilities were also dispensed at no fee which had a cost implication to the county health budget. 

 

Finally, we are in the process of drafting two policy briefs whose  aim is to influence the 

integration of mental health services and formal recognition of the informal health sector 

(traditional and faith healers) as a critical stakeholder towards accelerating achievement of  the 

provision of mental health services.  

Major challenges/ changes/Risks and mitigating factors 

While TEAM can be described to have experienced a smooth implementation, this process was 

not without some challenges. The following are some of the challenges that we experienced and 

which we were able to work together with the CHMT to identify mitigation measures that 

iteratively addressed them: 

1. Staffing challenges: first we were not able to train the clinical personnel from all the facilities 

at the same time because there were competing assignments and we had to conduct the 

training in two tranches, December 2015 and February 2016. This had cost implications, but 

also delayed the initiation of the project in five of the facilities, i.e, Kathonzweni, Sultan 

Hamud, Emali, Kasikeu and Kikumini. This delay derailed us from achieving our timelines 

in good time. Further, we continued to experience loss of personnel through staff transfers. 

This affected the implementation of the project since some facilities were left without  

trained health workers to provide interventions. However, we engaged the CHMT which was 

able to stop transfers of the trained personnel. Again any transfers of the trained personnel 

were done between the facilities participating in the project. We also re-trained more 

personnel and used on-job training to fill the staffing gap.  

2. Psychotropic stock management challenges: As discussed earlier, the essential drug list only 

permits three out of the 11 essential drugs to be stocked at health centre and dispensary level.  

At the beginning of the projects even most of the level 2 and 3 facilities did not even have 

any drugs on the essential list. There was a lag between when adequate supplies were 



      

available at the facilities and initially patients who were asked to buy the drugs were 

disillusioned and created a negative publicity for the project. We also appreciated that even 

for the level 4 facilities; psychotropic drugs were not regularly stocked because their use was 

erratic, partly because prescribers shied away from them. We worked hand in hand with the 

county pharmacist and the sub-county pharmacists to streamline the stock management. First, 

they allowed level 2 and 3 facilities to make orders which were supplied by the level 4 

facilities. Then level 4 facilities accommodated a huge buffer stock in their orders to take 

care of increased demand from the project, but also to take care of anticipated delays in 

supply from KEMSA.  This project thus enabled a deviation from a non-demand driven 

supply of psychotropic drugs to a pull system based on projected consumption using 

available consumption statistics and projected demand. There was also periodic redistribution 

of drugs to prevent shortages in between the quarterly re-stocking by KEMSA. 

3. Sustaining motivation: Community health volunteers and the informal health workers do not 

have a reliable income. They face the problem of unemployment in the same way as their 

patients or the community they live in. To sustain their motivation to commit time for our 

activities, we had to provide an output-based incentive to compensate for their time. While 

CHVs play an amazing role for the health system, the lack of a sustainable means of 

motivation was reported as a challenge to maintain their vigor in continuing screening in the 

community. Further the lack of a sustainable structure to motivate informal health workforce 

increased the dropout rate as many of the screeners opted to engage in income generating 

activities at the expense of the project activities. This affected our ability to reach our targets 

on time. A similar challenge was also witnessed for clinicians who had to assist in 

completing a clinical assessment form for every patient.  

4. Outcome evaluation: We had trained research assistants to help collect data from every 

patient enrolled in order to track their symptoms and changes in their wellbeing. We had to 

re-train new RAs after losing some of the trained RAs to greneer pastures, while others left to 

join college. The paperwork was also massive and some RAs had challenges comprehending 

the processes. However with supervision and mentorship every fortnight, we were able to 

assess all patients who came to the facilities. However, we also encountered problems with 

patients asking for compensation, or refund of transport when they showed up for follow up 

assessments. Since we had not factored this item in the project budget we were not able to 



      

provide such compensation. We also experienced challenges of space for the RAs in some 

facilities such as Sultan Hamud Sub-County Hospital, Kilungu Sub-County Hospital and 

Makueni County Referral Hospital. Stigma and discrimination: Mental illness is treated with 

a lot of stigma and discrimination at the community and health facility levels. First it was not 

easy for those referred with mental illness to rightfully agree that they were experiencing a 

mental illness. This potentially explains why we had patients who screened positive but did 

not turn up for interventions. Again, health workers did not warm up to mental health 

compared to other commonly heavily funded programs. It thus took longer to win their 

support although occasionally our activities were relegated when other competing activities 

happened concurrently. Through continued engagement and reassurance, we continued to 

experience improved attitudes towards mental health. Our stigma assessment results among 

patients and health workers depict the phenomenal changes that happened as a result of the 

TEAM project. 

5. Mistrust and suspicion: it is not usual for traditional healers and faith healers to work 

together with health professionals. Historically, mistrust has characterised their relationship. 

There is also a fear of ‘losing clients’ to the other. Most of these are based on misperceptions. 

To midwife collaboration between these cadres was not without challenges. We mitigated 

these by initially training and engaging each of the groups separately but tactfully 

demystifying the perceptions about the other group. Then when there was willingness to 

work alongside one another, we organised structured dialogue meetings during which we 

were able to persuasively bring them together.  

6. Financial resources and time: According to the original project proposal, this project was to 

be implemented over a two-year period. However the donor shortened the implementation to 

a one and half year period. This meant that the set-up and engagement duration was 

shortened and was conducted as the project was already running. This resulted to 

implementation obstacles because those who needed to provide input were becoming familiar 

with the project when it was already late.  It was not possible to secure appointments with the 

CHMT on time because of competing administrative priorities. This adversely affected their 

full involvement. However the delegation of authority to officers who were easily able to 

secure time was helpful. It was also not possible to meet the sub-County HMTs together as 

would have been desired, a factor that affected their participation. There was also a limitation 



      

of allocated funds to support engagement activities and thus CHMT members could not be 

supported to attend meetings out of their stations.  

 

Lessons Learnt  

1.  Supervision and mentorship: While informal and formal health workers have what it 

takes to move mental health to the next level, continuous supervision, mentorship and 

motivation are vital to maintain high levels of competency in screening and providing 

interventions. Furthermore, these also increase the quality of their work, maintain 

productivity, and increase their efficiency and effectiveness. 

2.  Leadership: Continuous oversight by the Principal Investigators and the CHMT were 

critical for the success of this project. This project required attention of the Directors of 

health commodities and the Director of Medical Services and their unwavering support 

cannot be assumed. The formation of an all-inclusive technical working group 

comprising the host government and the implementing agency, AMHF, relevant health 

stakeholders increased project acceptance and service uptake by government, 

beneficiaries and community. 

3. Compensation: While CHVs and informal health workers are open to engagement in 

health activities, they have economic needs which ought to be factored in any project 

proposal. First, they spent a lot of time in project work at the expense of engaging in 

personal income generating activities.  To ward-off potential apathy and project failure it 

is desirable that future projects involve CHVs and THPs so that appropriate 

compensation is factored in any proposal budget. This would ensure that they are fully 

committed to participating in the project. Involvement of other key stakeholders: Mental 

health problems do on most times co-occur with other health problems. On-going 

dialogue with key health stakeholders such those involved in HIV/AIDs, TB, surgery, 

MCH  etc would ensure that mental health services are integrated at every service 

delivery point (point of care).  Further it is critical to involve policy makers, and service 

users as well as courts, prison and social services so that mental health services are 

supported by appropriate legislative framework. This also reduces conflict among 

stakeholders and increases the performance of the project. 



      

Conclusion  

The integration of mental health as a routine health service at all levels of of care is plausible. In 

addition, minimal resources would be required to operationalise this as their implementation is 

feasible within the existing structures.  Allocation of adequate resources to facilitate procuring 

sufficient drugs and aligning the administrative structures so that they can appropriately support 

and supervise service delivery teams is a prerequisite if critical indicators are to be achieved. 

Furthermore, consensus building, continuous positive engagement and dialogue are necessary if 

teamwork is to be achieved between all the stakeholders’ involved. In addition, the TEAM 

project was backed by collection of robust scientific evidence which forms a strong foundation to 

scaling up these interventions to the entire county and the country at large including forming a 

basis for strengthening existing policies. The successful involvement of the informal health 

sector into mainstream service delivery on mental health is commendable.  This potential can 

plausibly be tapped to achieve similar results as the TEAM project especially with other non-

communicable diseases such as cancer, cardiovascular and metabolic diseases. 

 

Recommendations  

 

Globally mental health does not receive the attention that it requires especially in low and middle 

income countries. The commitment by most Ministries of health in LMICs on mental health 

services provision is limited and LMICs still suffer the challenges of inadequate human 

resources for health, capacity building, infrastructure and insufficient psychotropic drugs. 

Integration of mental health services within the existing primary health systems is therefore a 

step towards closing the enormous treatment gaps which is higher in LMICs. It is the most cost 

effective means to delivering universal mental health. The implementation of the TEAM project 

which integrated mental health into primary healthcare in Makueni County has therefore 

highlighted the following areas of recommendations.



 

 

A. To the County 

1. It is impossible to employ adequate mental health experts or specialized mental health 

workers and maintain them on the payroll to work especially in remote areas. It has not 

happened even in high income countries todate.  This project has demonstrated that it is 

cheaper and feasible to train the existing health workers using the WHO-mhGAP-IG to 

competently identify/detect and manage mental health conditions at minimal costs within the 

existing primary healthcare structures. The County Government of Makueni needs to 

increase budget allocation towards training existing health workers (Clinical officers and 

Nurses) so that they can provide mental health services. AMHF is willing to provide 

technical support to ensure all the remaining untrained health workers in the county can 

comfortably deliver mental health services. Similarly adequate resources should be allocated 

to support outreach activities, development of simple information and educational materials 

on mental health and health promotional activities should loop in mental health as a core 

subject area. 

2. The use of a multi-sector team approach especially with faith and traditional healers proved 

to be effective at ensuring mental health awareness, screening and detecting of cases 

happened from the community level. This engagement needs to be formalized. It is therefore 

possible for the County government to lobby the formalization of dialogue between formal 

and informal health workers. One such area is to provide advocacy support to relevant bodies 

so that national government and the national assembly can operationalize the traditional 

health practitioner’s bill.  This bill provides sufficient checks and balances and regulates the 

informal health sector. It is also possible that the county assembly can also develop and adopt 

a similar generic bill and pass it as a law at the county level. This will ensure ethical 

standards are adhered to in the informal health practice. 

3. The county government needs to develop a data collection tool at the facility level, which 

disaggregates mental health disorders because the data collected using Form 701A is not able 

to drive specific attention for specific mental health problems. Furthermore data collected 

from the tool can be used as evidence to lobby to the national government to incorporate 

specific mental health indicators to the health management information system (DHS 2). This 

will improve evidence-based decision-making for mental health and will result to 



      

development of need-based initiatives, for instance supporting the purchase and supply of 

psychotropic drugs.  

4. The number of citizens who need mental health services as a result of the awareness and 

mobilization created by this project has increased. The County Government of Makueni will 

therefore need to increase the budget for supply of mental health related supplies including 

psychotropic drugs. The Government of Makueni will need to review the essential list drug 

policy in order to allow the health centers and dispensaries order and stock some restricted 

drugs with supervision from the respective SCHMTs. Further the supervision and monitoring 

of mental health services should be well blended with the other supervisory activities so that 

health facilities remain motivated and accountable about mental health. 

5. The county government needs to find locally relevant and appropriate ways of compensating 

the informal health workers and CHVs when they are engaged in health activities so that they 

can remain motivated and focused. Such would include allocating resources from the annual 

budget to support out-put based compensation or creating income generating activities for the 

informal workers.  This will help to improve their indicators especially in mental health. The 

government might also look for strategic partners and train the CHVs and informal workers 

on entrepreneurial skills so that they are able to set up and effectively run such social 

enterprises. This would need strategic working partnership between the County Departments 

of Health Services, Social Services, Trade and Development. 

6. The county government will need to maintain the mental health coordinator position and 

continue supporting the all-inclusive Technical Working Group on mental health so that they 

can continue following up on the strategic action areas which they were already working on 

before the end of this project. The mental health coordinator will serve as the focal person for 

mental health, representing mental health issues at the CHMT and providing technical and 

supportive supervision to the SCHMTs and facilities and acting as a linkage for multi-

sectoral collaboration. 

7. There is need to urgently establish a mental health unit at the county referral hospital. It is not 

only expensive to the patients in need of emergency admission to be referred to Machakos 

Level 5 Hospital for admission. In our recently concluded, economic evaluation of the mental 

interventions, transport took 50% of the costs that patients and families incurred in accessing 

mental health services (the economic evaluation report will be shared shortly).  With the 



      

newly completed maternity unit, it is possible to modify one of the existing structures to 

create at least a ten bed unit. This in the long term will come in handy in reducing 

administrative costs of sending students from the three KMTC campuses to Machakos for 

practicum. 

8. While the county had made significant strides in capacity building staff to take specialized 

mental health post basic training, it would be desirable to affirmatively create 3 slots 

annually for the next five years to send staff (nurses, clinical officers and MOs) for training 

to prevent unavoidable massive shortages when five senior psychiatric nurses working in the 

county retire in 2018.  The County Government of Makueni needs to take the strategic lead 

in looping in other county governments to adopt this model, provide an environment for 

benchmarking and lead in advocacy in inclusion of mental health as a core service in all 

senior level meetings. This includes the Council of Governors’, the CECs and Inter 

ministerial forums. 

 

B. To the National Government 

1. The national government through the Ministry of Culture and Social Services needs to work 

closely with the National Assembly to expedite the enactment of Traditional Health 

Practitioner’s bill 2014 in order to motivate the practitioner’s participation in health services. 

2. Government of Kenya through the Ministry of Health will need to review policy on 

allocation of funding towards mental health. Increased resource allocation will support 

capacity building initiative to increase mental health experts’ procurement of adequate 

amounts of psychotropic drugs and support monitoring and evaluation and for research. 

These would fast track the alignment of service delivery to the Kenya Mental Health Policy 

2015-2030. 

3. The national government needs to adopt the WHO-mhGAP-IG as the service delivery 

treatment guideline for mental health as well as fast track adoption of the completion of the 

curriculum for training CHVS and informal sector workers on mental health. This will result 

to a smooth implementation of integrated mental health services.  
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Appendices  

Budget summary on the total amount used to implement the project under the above 

activities:   

This budget is for the Project period between 16th July 2015 to 15
th

 November 2016 (17 

months). It include the budget for training and building the capacity of informal health worker to 

be able to screen and detect mental health cases in the community and formal health workers to 

be able to provide mental health interventions at the local health facilities. The budget covered 

motivation for health workers to screen and intervene and carry out psycho –education. We also 

covered continuous supervision and mentorship to monitor data collection, purchased 20 

computers for all 20 facilities to integrate mental health information into county health systems, 

carry out meeting and dialogues with stakeholders to identify solutions to implementation 

challenges, engaged a health economic expert to assess the cost effective and feasibility of the 

model, engaged experts in developing policy brief’s based on evidence from data and car 

maintenance, communication and travel of teams to implement the project. See the budget 

summary below  

 



      

Table 4: Budget Summary (Direct financial investment per Category) 

  Description   Amount  

1  Personnel ( FTE Costs)  

                      

24,494,560  

2  Travel Cost  

                        

1,000,000  

3  Consulting Cost  

                        

4,900,000  

4  Supplies and Services Cost  

                           

800,000  

5  Equipment Cost  

                        

2,800,000  

    Research Cost  
  

6  Ethical Clearance  

                             

10,000  

7  Community entry: Stakeholders meetings   

                           

400,000  

8  Pilot, develop, translate, adapt and adopt training materials   

                           

550,000  

9 

 Continuous training of Traditional Healers, Clergy, CHWs, Clinical 

officers, Nurses and CHEWs  

                        

1,700,000  

10 

 Compensation and continuous engagement with Traditional Healers, 

Clergy,  CHWs, Clinical officers, Nurses and CHEWs  

                        

2,000,000  

11  Data collection: Baseline, mid-point and end point  

                        

3,600,000  

12  Motor Vehicle running, repair and routine maintenance costs  

                           

900,000  

13  Local travel to research sites by staff  

                        

1,600,000  

14 

 Monitoring & Evaluation, Validation of the results, Disengagements 

and drafting policy briefs  

                        

2,000,000  

   Total  Research Cost  

                      

12,760,000  

15  Total Indirect project costs  

                        

5,600,000  

  Total Project cost 

                      

52,354,560  

 



 

Pictures  

Fig 1: Health Workers Training  

 

 

Fig 2: Mental Health Literacy and Community Psycho-education During World Mental 

Health Day 10
th

 Nov, 2015  

 



      

 

 

Fig 3: Patient Feedback meeting on Screening and Intervention 

 

 
 

 

 
 

 

 

 

 

 

 

 

 



 

 

Fig 4: Meeting with Governor, other Senior Government officials and CEO, Grand 

Challenges Canada  

 

 
 

 

 

  

 

 

 

 



 

 

Fig 5: Theory of Change 

 
 



      

 
 

 

 

 

 

 

 

 

 

 



      

Fig 6: Implementation Structure (County and AMHF) 

 



 

Fig 7: Ethical Approval 

 



      

 

 

 

 

 

Africa Mental Health Foundation 

P. O. Box 48423-00100 
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Phone: +2542651360 

Email: info@amhf.or.ke 

Website:  www.africamentalhealthfoundation.org 
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