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Abstract 

Introduction: A task‑sharing collaborative care model for integrated depression care for South Africa’s burgeoning 
primary health care population with chronic conditions was developed and tested through two pragmatic cluster 
randomized controlled trials. One trial focused on patients with hypertension and was located in one district where 
a collaborative care model was co‑designed with district stakeholders. The other trial, focused on patients on antiret‑
roviral treatment, was located in the same district site, with the addition of a second neighbouring district, without 
adaptation of the original model. This paper describes the package used to implement this model, and implementa‑
tion outcomes across the two sites, and summarises lessons and challenges.

Methods: The Template for Intervention Description and Replication (TIDieR) framework, adapted for complex 
health systems interventions, was used to describe components of the package. Additional elements of ‘modifications 
made’ and ‘actual implementation’ introduced in the ‘Getting messier with TIDieR’ framework, were used to describe 
implementation outcomes in terms of reach, adoption and implementation across the two trial districts.

Results: In the absence of a co‑design process to adapt the model to the context of the second site, there was less 
system level support for the model. Consequently, more project employed human resources were deployed to sup‑
port training of primary care nurses in identification and referral of patients with depression; and supervise co‑located 
lay counsellors. Referrals to co‑located lay counselling services were more than double in the second site. However, 
uptake of counselling sessions was greater in the first site. This was attributed to greater in‑vivo supervision and 
support from existing mental health specialists in the system. There was greater reliance on online supervision and 
support in the second site where geographical distances between clinics were larger.
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Background
South Africa and many other low-and-middle-income 
countries (LMICs) face an epidemiological shift in the 
disease burden towards chronic conditions [1]. South 
Africa has high rates of HIV, hypertension, diabetes, 
and common mental disorders (depression, anxiety, 
substance use disorders) (CMDs). Prevalence estimates 
for HIV in the 15–49 year age group was 19,6% in 2022 
[2]; for hypertension and diabetes, it was 37.1% and 
11.4% respectively in the ≥ 15 year population in 2016, 
with underdiagnosis estimated to be close to 50% for 
hypertension and 61% for diabetes [3]. Added to this, 
one in three people experience CMDs during their life-
time [4], with a treatment gap of 92% in public sector 
outpatient services [5]. Depression is the most preva-
lent single condition, with a lifetime prevalence of 9.7% 
[6]. HIV and tuberculosis (TB) often co-exist with non-
communicable diseases (NCDs), especially cardiovas-
cular disease, diabetes, and CMDs [4, 7–9]. Estimates 
of depressive symptoms in people living with HIV on 
antiretroviral treatment in sub-Saharan Africa (SSA) 
varies from between 14 and 32%, depending on the 
measure used [10]. Comorbidity of NCDs in people 
with depression is common, with a study in the West-
ern Cape finding that 80% of people with depression 
had at least one of the following NCDs: hypertension, 
diabetes, respiratory disease [9]. While co-occurring 
conditions are fewer in younger age groups, one in 
five South Africans have co-occuring conditions, with 
females and older adults being most affected, but also 
observed in younger adults and attributed to the high 
prevalence of HIV and hypertension [11].

Mental health conditions comorbid with physi-
cal conditions, and depression in particular, result 
in increased risk for poor physical health outcomes 
and increased health care costs compared to chronic 
care patients without associated CMDs [12–14]. The 
integration of mental health care into chronic service 
delivery platforms in primary health care (PHC), and 
in particular for depression, is thus critical to improv-
ing overall health outcomes and containing the cost of 
chronic care in LMICs, particularly for people living 
with HIV as well as the growing number with NCDs.

In response to the growing multimorbidity problem 
in South Africa, the National Department of Health 

(NDoH) introduced Integrated Clinical Services Man-
agement as as part of re-engineering of primary health 
care (PHC) [15]. Integrated Clinical Services Manage-
ment is a health system strengthening model that builds 
on the strengths of the South African HIV programme 
to deliver integrated primary care to patients with any 
chronic disease [16]. It includes training of professional 
nurses, who provide 90% of public sector primary 
healthcare in South Africa [17], in the content of the 
World Health Organization’s mental health Gap Action 
Programme (mhGAP) guidelines. These are part of an 
integrated clinical decision support tool called Adult 
Primary Care (APC), for the management of adults 
presenting with NCDs, communicable diseases, men-
tal illness and women’s health [18]. However, previous 
research has shown that in the case of depression this 
training should be accompanied by system strengthen-
ing interventions to improve case detection [19].

Given the evidence from high- and middle-income 
countries of the cost-effectiveness of collaborative 
stepped care for co-existing mental physical conditions in 
PHC [20–22], a system strengthening collaborative pack-
age for chronic patients with co-existing depression was 
co-developed, and pilot tested in preparation for evalua-
tion through two parallel hybrid type 1 randomized con-
trol trials. One of the trials, the Co-morbid Affective HIV 
Long-Term health (CobALT) trial focused on the effect of 
this package on depression and viral load suppression in 
people on antiretroviral treatment (ART); and the other, 
the Programme for Improving Mental Health Care – 
South Africa (PRIME-SA) trial, on depression outcomes 
and hypertension control in people on treatment for 
hypertension [23, 24]. The CobALT trial was located in 
20 intervention and 20 control facilities across two neigh-
bouring district sites. The PRIME-SA trial was located 
in the 10 intervention and 10 control facilities in one of 
the two district sites, where the formative work inform-
ing the development of the collaborative care model and 
associated implementation package was conducted.

The aim of this manuscript is to describe the interven-
tion tested in the trials and better understand how con-
text impacted on implementation of the package and 
service delivery outcomes across the two district sites. 
This is in line with type 1 hybrid trials [25] with the view 
to first, induce implementation lessons and challenges 

Conclusion: The need for in‑country co‑designed collaborative care models, and ‘implementation heavy’ implemen‑
tation research to understand adaptations required to accommodate varying in‑country health system contexts is 
highlighted.

Keywords: Task‑sharing, Co‑designed collaborative care model, Integrated mental health care, Pragmatic cluster 
randomized controlled trial
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that may assist the interpretation of the trial findings. 
Second, to assist in narrowing the research-to-practice 
gap should the implementation package be introduced 
in other contexts or taken to scale as suggested by Rudd 
et al. [26].

Methods
Setting
The Dr Kenneth Kaunda (Dr KK) district in the North 
West province of South Africa, formed the site for the 
PRIME-SA trial as well as the first site for the phased 
CobALT trial, with the the second site being the prov-
ince’s neighbouring Bojanala Platinum (Bojanala) district. 
Dr KK was a pilot district site for National Health Insur-
ance (NHI) and as a consequence garnered additional 
resources such as NHI PHC doctors [27]. Bojanala was 
selected as the second site for the CobALT trial given that 
it conveniently bordered on Dr KK, was geographically 
larger, with almost twice the population of Dr KK and a 
large HIV population, with the CobALT trial powered to 
recruit a larger sample than the PRIME trial. Additional 
details of the sites can be found in Table 1.

Approach
The World Health Organization (WHO) continuum of 
implementation research [28] frames the development, 
evaluation and implementation of the PRIME/CobALT 
mental health integration package into routine practice, 
with the two trials located in the middle of this con-
tinuum. Between 2011 and 2014, there was an intensive 
formative phase in one of the two districts (Dr KK), with 
the PRIME trial restricted to this district. This forma-
tive work included a situational analysis; and qualita-
tive research with providers, patients and managers, 

culminating in theory of change workshops, where a 
collaborative care model was co-designed with key pro-
vincial and district stakeholders [29], integrated into a 
district mental health plan and then pilot tested [30]. This 
formative work was not replicated in the Bojanala district 
due to resource and time constraints. The purpose of the 
two trials, was to test the effectiveness of the intervention 
as part of routine practice.

Control condition
The control condition in both trials involved the Inte-
grated Clinical Services Management model described 
in the introduction and implemented by the Department 
of Health prior to the trials in both sites. Professional 
PHC nurses were, at the time of the trials, not authorized 
to prescribe psychotropic medication in South Africa. 
Consequently, in the control condition, they used APC 
to provide psychoeducation and referred patients they 
identified as having depression to stationed/ambulatory 
PHC doctors servicing PHC facilities (the norm in South 
Africa being 4 h per week at the time of the trials1 for the 
initiation of antidepressants; and/or to limited specialist 
mental health services, mostly at district hospital level, 
for more specialist mental health treatment. This was in 
addition to their role of managing psychiatric emergen-
cies requiring acute sedation and/or hospital admission.

Implementation of the model included reorganization 
of patient flow to include a dedicated stream for patients 
with chronic conditions and training of Professional 
PHC nurses in APC (described in the introduction). His-
torically, the 4-year pre-service training of professional 
nurses in South Africa prepares them to work in hospi-
tals alongside doctors, but not as independent clinicians 
in primary care. APC guidelines and accompanying in-
service training aims to equip professional nurses to work 
as independent PHC practitioners in PHC settings. The 
guide comprises a concise set of algorithms and check-
lists that cover all common symptoms and chronic condi-
tions in adults presenting to primary care, and is updated 
every two years [19]. Training in APC followed a cascade 
and phased approach whereby facility trainers selected 
from clinics were trained by Master Trainers drawn from 
manager and educator pools at provincial, district and 
sub-district level;  who were in turn, trained and men-
tored by Provincial Regional Training Centres (RTCs). 
APC training, described in detail elsewhere [31], com-
prised 27 structured case scenarios delivered through 12 
(1.5–2  h), onsite, interactive training sessions that inte-
grated content on NCDs, communicable diseases, mental 

Table 1 Description of Dr Kenneth Kaunda and Bojanala 
Platinum district

Sources: http:// cs2016. stats sa. gov. za/ wp- conte nt/ uploa ds/ 2018/ 07/ North West. 
pdf; http:// www. nwpg. gov. za/ VTSDE conomy/ Docum ents/ VTSD% 20Pro file/ Profi 
le% 20Boj anala% 20Dis trict. pdf; https:// www. hst. org. za/ publi catio ns/ NonHST% 
20Pub licat ions/ North% 20/ West% 20-% 20KK% 20Kau nda% 20Dis trict. pdf

Dr Kenneth 
Kaunda 
District

Bojanala 
Platinum 
District

Population 742 821 1 657 148

Unemployment rate 29.7% 25.6%

Poverty headcount 4.9% 8.8%

NHI pilot site Yes No

ICSM pilot site Yes No

Number of clinics 60 115

Leading causes of mortal‑
ity

HIV & TB 
burden

28% 22%

NCDs 47% 47%

1 2015 Health Workforce Normative Guides and Standards for Fixed PHC 
Facilities, Department of Health, South Africa.

http://cs2016.statssa.gov.za/wp-content/uploads/2018/07/NorthWest.pdf
http://cs2016.statssa.gov.za/wp-content/uploads/2018/07/NorthWest.pdf
http://www.nwpg.gov.za/VTSDEconomy/Documents/VTSD%20Profile/Profile%20Bojanala%20District.pdf
http://www.nwpg.gov.za/VTSDEconomy/Documents/VTSD%20Profile/Profile%20Bojanala%20District.pdf
https://www.hst.org.za/publications/NonHST%20Publications/North%20/West%20-%20KK%20Kaunda%20District.pdf
https://www.hst.org.za/publications/NonHST%20Publications/North%20/West%20-%20KK%20Kaunda%20District.pdf
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illness and women’s health (two of the training sessions 
were on mental illness covered by three cases, including 
depression), that were worked through using the APC 
guide available at the time.

Intervention condition
The intervention tested in the trials was scaffolded 
off this control condition in both districts using a sys-
tem strengthening approach [28] and existing person-
nel wherever possible. The intervention was located 
at district and facility levels, with the specific goals to 
strengthen the capacity of the PHC workforce for inte-
grated primary mental health care; and to strengthen 
within-clinic referral pathways to include co-located 
counselling services provided by lay-counsellors. The lat-
ter was introduced given: i) a paucity of mental health 
specialists available to provide psychological counsel-
ling interventions at PHC level, with ample evidence of 
the effectiveness of task-shared lay-counselling services 
in LMICs [32]; as well as ii) limited availability of PHC 
doctors to initiate psychotropic medication in PHC set-
tings, with initiation beyond the scope of practice of pro-
fessional nurses in South Africa at the time of the study.

We used the Template for Intervention Description and 
Replication (TIDieR) framework for complex health sys-
tems interventions [33], to guide the description of the 
resulting intervention and implementation package to aid 
future replication [33].

The ‘Getting Messier with TiDIER’ framework has been 
found to be a useful tool for capturing changes and adap-
tations that occur over the course of projects in response 
to contextual changes [34]. We used the additional ele-
ment of ‘actual implementation’ to identify actual imple-
mentation of the package and ‘modifications made’ across 
the two sites together with the RE-AIM framework [35]. 
Notably, we focused on the reach and adoption of the 
training provided to the various providers in the system; 
as well as reach and adoption of the package in relation to 
patients as part of routine services. ‘Modifications made’ 
enabled us to report on the implementation element of 
the RE-AIM framework in relation to adaptations made 
across the two sites.

We describe below the intervention for each service 
provider within the system as well as the implementation 
strategies to implement the intervention.

Professional nurses

Intervention Within the collaborative care model that 
was tested in the two trials, nurse capacity to screen, 
diagnose and refer patients with depression was strength-
ened. Referral pathways for treatment initiation by PHC 

doctors or specialist mental health services remained 
the same as in the control condition. However, in the 
intervention condition, this was augmented by includ-
ing a referral pathway to lay-counsellors for psychological 
counselling. Further, they were also capacitated to pro-
vide a case management function, reviewing patient pro-
gress and referring complex and treatment resistant cases 
to specialist mental health services.

Implementation strategies In the intervention trial 
clinics, the standard APC training was strengthened by 
a supplementary APC Mental Health Module to better 
equip nurses to use APC to screen for and assess, advise 
and refer appropriately any patient with a common men-
tal health condition. The Mental Health module com-
prised four additional onsite sessions on mental health-
care, using nine mental health case scenarios. These 
scenarios focused on patients with various conditions 
designed to increase the users’ confidence in diagnos-
ing mild depression; diagnosing and treating moderate-
severe depression; diagnosing and treating depression in 
a patient with other chronic conditions, including HIV; 
dealing with non-adherence to treatment due to depres-
sion; managing a suicidal patient; diagnosing and manag-
ing substance abuse; and managing a depressed patient 
who was not responsive to treatment. The training also 
highlighted the distinction and relationships between 
social stressors, especially poverty, and depression, as 
pilot work had showed that nurses tended to prioritise 
referral to social welfare ahead of providing clinical care 
for people presenting with depression [29]. In addition, 
it addressed the stigmatised nature of mental illness, pro-
viding a non-judgemental space in which to speak can-
didly about working, and living with, people with mental 
illness. In relation to case management, the guidelines 
required nurses to review patients with depression after 
8  weeks to assess response to treatment and onward 
referral for specialist care following a treatment-to-target 
approach, as contained in the collaborative care model. 
Treatment to target involves tracking a patient’s symp-
tom severity and adjusting or intensifying treatment 
should patients not show an improvement in symptoms 
following initial treatment. The format of the training fol-
lowed the same cascade model of training used for basic 
APC training. District Master Trainers trained Facility 
Trainers to equip them to deliver the four onsite sessions 
to their co-workers at facilities. (see online supplement 
using TIDieR framework for additional details).

In response to initial formative work, where the need for 
non-technical skills was identified to orientate and equip 
nurses with skills for person-centred care [29], the APC 
Supplementary Mental Health Module was augmented 
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by four sessions on Clinical Communications Skills. 
These sessions orientated clinic staff to the collabora-
tive care model and the Department of Health Integrated 
Clinical Service Management model. They also provided 
training in clinical communication skills necessary for 
person-centred care that takes into consideration the 
emotional and physical well-being of patients, providing 
PHC nurses with skills to cope with emotional labour, as 
well as capacitating them in motivational interviewing 
skills to encourage patient self-management. The sessions 
were run on-site by clinical communication specialists in 
both districts. (See TIDieR online Supplement 1 for addi-
tional details).

PHC doctors

Intervention While the responsibilities of the doctors in 
the system remained the same as in the control condition, 
their capacity to diagnose and initiate antidepressant 
medication in patients referred to them by Professional 
Nurses was enhanced in the intervention condition.

Implementation strategy Two-day workshops were held 
in both districts to i) Orientate PHC doctors to the men-
tal health content of the APC Guide, the collaborative 
care model, and to the importance of their role in initi-
ating psychotropic medication to PHC patients referred 
to them; and ii) To strengthen their capacity to manage 
mental disorders, including initiation and monitoring 
of antidepressant and psychotropic medication. (See 
TIDieR online supplement 3 for additional details).

Lay‑counsellors

Intervention Within the intervention condition, lay-
counsellors were introduced into the facilities and were 
responsible for providing a manualized counselling inter-
vention to patients with depressive symptoms referred 
to them. Based on formative interviews with chronic 
care patients, the counselling intervention was adapted 
from a previous lay counselling intervention developed 
for depression counselling in HIV-positive patients spe-
cifically [36]. Formative work identified poverty; inter-
personal conflict; social isolation/ avoidance; grief and 
bereavement and internalised and externalised stigma 
as common triggers of depression [37]. The interven-
tion was made up of eight sessions and an additional 
adherence session called “Getting to know your chronic 
condition(s) and medication”. The initial session pro-
vided psychoeducation on depressive symptoms; with 
the middle sessions (n = 6), introducing common triggers 

of depression in the target community [38] using narra-
tive vignettes; with the last session on closure. Depend-
ing on the trigger, evidence-based cognitive behavioural 
techniques, including problem solving and behavioural 
activation [39] were used to work through issues raised in 
the vignettes. A waiting room educational talk delivered 
by the lay-counsellors, was also introduced to encour-
age patients waiting for consultations to disclose their 
symptoms during consultations and make them aware of 
available depression services in their facility. (see TIDieR 
online Supplement 3 for additional details).

While existing clinic-based HIV-counsellors were ini-
tially identified to provide the co-located counselling for 
patients during the formative phase [29], after initial test-
ing in Dr KK as part of the formative work, it was deter-
mined that this was not feasible as it potentially infringed 
on the services of pre- and post-test HIV counselling 
at a time when the UNAIDS 90–90-90 targets were 
first introduced, and in the context of clear ringfenc-
ing of conditional grant funding for HIV programmes 
[29]. To allow the trial to proceed, lay-counsellors were 
project-employed.

Implementation strategy Training and Supervision 
adopted an apprenticeship model involving a week-long 
off-site training, on-site peer to peer mentoring, in-
vivo/remote supervision by a mental health professional  
(a project-employed psychologist /registered psychologi-
cal counsellor2 or Department of Health psychologists 
completing their community service). A fidelity checklist 
adapted from the ENhancing Assessment of Common 
Therapeutic factors (ENACT) [40] rating scale was ini-
tially used to promote competency, with supervisor and 
lay-counsellor independently providing scores and con-
sensus reached upon discussion. This tool was also used 
to assess fidelity. Weekly group supervision was provided 
face-to-face or remotely, where challenging cases were 
discussed. Further, debriefing/emotional support sessions 
by psychologists were also provided on a monthly basis 
to lay counsellors either face-to-face or remotely (see 
online TIDieR Supplement 3 for additional details).

District and PHC facility managers

Intervention To enlist the support of district and facil-
ity managers in the introduction of the collaborative care 
model in the intervention facilities, district and facility 

2 Registered counsellors are mid-level psychological providers. They have a 
4-year Bachelor Psychology (B.Psych) degree and registered with the Profes-
sional Board of Psychology in South Africa.
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operational managers were orientated to the collabora-
tive care model and the roles and functions of the differ-
ent health care providers in the model.

Implementation strategy Half-day orientation work-
shops were held with managers on implementation of the 
model, including the on-site training of nurses in the sup-
plementary APC Mental Health material as well as inte-
gration of the lay-counselling service. (See online TIDieR 
Supplement 4 for more details). Table 2 provides an over-
view of the intervention components and implementa-
tion strategies described.

Implementation strategy for the intervention as a whole
The intervention as a whole was implemented in a phased 
manner across both sites so as to allow an embedding 
period before recruitment and enrolment into the trial. 
Nurse training preceded that of the counsellor training, 
with training of doctors occurring once the trials had 
commenced. See timeline in Fig. 1.

Data collection
Project training records and facility training records were 
used to assess training coverage, including cascaded APC 
trainings provided by facility trainers. Project supervi-
sion records were used to assess supervision coverage, 
particularly of the counselling supervision. Counselling 
intervention fidelity was assessed using fidelity checklists 
adapted from the ENACT rating scale; and patient coun-
selling uptake assessed from patient tracking forms.

Results
Implementation of orientation of district and PHC facility 
managers
There were variations in implementation of the ori-
entation package between the Dr KK and Bojanala. 
In Dr KK, a half-day workshop was held with all dis-
trict and intervention facility managers present. In 
Bojanala, the workshop was attended by district man-
agers only. Facility managers were engaged individu-
ally through on-site visits conducted by study staff 
prior to any training activities and introduction of the 
counsellors into the facilities. These visits orientated 
the facility staff to the intervention components as 
well as attempting to generate buy-in. An intervention 
coordinator supported each facility in the coordina-
tion and delivery of the different components on-site, 
especially the APC mental health training, forming the 
link between Department of Health particularly the 
Regional Training Centre (Departmental body respon-
sible for in-service training) and the study staff and 
closely monitoring implementation. This additional 

support was deemed necessary given that Bojanala 
was not an NHI pilot site and, as such, did not have 
the same level of resources and support for APC train-
ings as Dr KK, where APC roll-out was implemented 
as part of the NHI piloting process.

Reach,adoption and implementation of cascaded APC 
training and clinical communication skills training
Training coverage of PHC nurses in the supplementary 
APC mental health module using the cascaded model 
of training was greater in Bojanala than in Dr KK, with 
adoption varying across facilities in both Dr KK and 
Bojanala. In Dr KK, the average exposure rate to one or 
more sessions across the facilities was 59%, (range: 36%-
80%). The average rate for completed training across 
facilities was 39% (range: 0%-80%). In Bojanala, the aver-
age exposure rate to one or more sessions across facilities 
was 85% (range: 56%-100%). The average completion rate 
was 78% (range: 43%-100%).

While clinical communication skills training reached 
all the intervention facilities in both sites, exposure rate 
to one or more sessions across the facilities was 56% in 
Dr KK and 52% in Bojanala. However, the application 
of clinical communication skills when using the APC 
guide was strengthened in Bojanala in response to feed-
back from nurse clinicans in Dr KK for greater integra-
tion of the trainings. In this regard, the use of different 
clinical communication skills were signposted during the 
training of the APC clinical content. Furthermore, use 
of counsellor referral forms was also  integrated into the 
APC training in Bojanala, so as to optimize confidence in 
making referrals.

Reach and implementation of the training for doctors
The training provided to primary health care doctors 
was provided by project employed psychiatrists, doc-
tors and nurses. While doctors were mostly available on 
a sessional basis in both sites, they were more present in 
the PHC facilities in Dr KK, given that additional doc-
tors were employed in the district through the NHI pilot. 
There was thus greater restrictions on the availability of 
doctors for in-service training in Bojanala. This contex-
tual variation led to variations to exposure and content 
of the training across the two sites. In Dr KK, the train-
ing reached 65% of PHC doctors, who were exposed to 
more wide-ranging information on assessment, diag-
nosis and psychotropic treatment beyond CMDs, using 
both mhGAP and APC guildelines. In Bojanala, training 
reached just over 50% of the estimated number of PHC 
available. Further, they were only exposed to assessment 
and treatment of depression and anxiety using APC given 
greater time constraints.
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Reach and implementation of counselling intervention 
training and supervision
All lay counsellors received the same initial offsite train-
ing as they were project employed. Weekly group super-
vision attendance was high across both district sites 
– with an average attendance rate by counsellors of 79% 
in Dr KK and 88% in Bojanala. However, group supervi-
sion in Bojanala was mostly online, whereas in Dr KK it 
was face-to-face.

Further variation across the sites occurred with respect 
to implementation of in-vivo supervision. Being bet-
ter resourced and geographically smaller, all ten inter-
vention facilities in Dr KK received in-vivo supervision, 
either from intern psychologists from the existing 
health system or a project-employed psychologist/reg-
istered psychological counsellor. However, in Bojanala 
only project-employed Bachelor of Psychology  psy-
chological counsellors were available to provide in-vivo 
supervision and fidelity assessments – as there were no 
psychologists/intern psychologists available to provide 
this service in the district. Further, given large distances 
between facilities, the use of audio-recordings for super-
vision were used  more widely in Bojanala. Recordings 
were submitted to the supervisor during weekly group 
supervision. The supervisor listened to them aided by the 

fidelity checklist and provided feedback to the counsellor 
during their next meeting. In addition, due to the trau-
matic nature of the cases the counsellors were receiving 
in Bojanala, additional online psychological services were 
enlisted to provide debriefing for both the lay counsel-
lors as well as the psychological counsellor supervisor. 
The services of a non-government organization (NGO) 
to provide forensic services and inter-personal violence 
(IPV) counselling in Bojanala to assist with the large 
number of disclosures of trauma, particularly rape and 
other violent crimes were also enlisted.

Reach, adoption and implementation of the counselling 
intervention
A total of 4298 patients were referred to the co-located 
counselling service across both districts, with 2907 of 
these in Bojanala over an 18 month period and 1391 in 
Dr KK over a 17 month period. Just under half of referred 
patients attended at least one session (n = 2200), with 
6418 counselling sessions provided in total. Adoption of 
counselling sessions was higher in Dr KK where referred 
patients received an average of 3.61 counselling sessions 
relative to those in Bojanala who received an average of 
1.55 sessions.

Fig. 1 Timeline of intervention implementation activities during the trials
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Counselling fidelity assessments were done in both 
Dr KK and Bojanala, whereby audio recordings of the 
counselling sessions were independently rated by two 
psychological counsellors with a Bachelor in Psychology 
qualification. In Dr KK, fidelity assessments for six or 
more session were done for 11 lay counsellors, with inter-
vention fidelity ranging from 46 to 99% with an average 
of 71%. In Bojanala, seven lay counsellors received fidelity 
assessments for six or more sessions. Intervention fidelity 
ranged from 43 to 76% with an average of 61%.

Discussion
Differences in implementation between the two trial 
study sites may have impacted implementation outcomes 
across the two sites, influencing the real-world effec-
tiveness of the implementation package at the different 
sites. The importance of modifying system strengthening 
interventions to suit varying contexts in pragmatic trials 
that span more than one district is highlighted; as is key 
stakeholder involvement in co-designing district-specific 
implementation strategies to support implementation.

While a formative phase engaging in such processes 
was conducted in Dr KK, the same process was not 
applied in Bojanala, with the collaborative care model 
not adapted to suit the Bojanala context. As a con-
sequence, system support for implementation of the 
PRIME/CoBALT package was not as forthcoming in 
Bojanala as it was in Dr KK. Engagement of key stake-
holders in the co-design of systems strengthening inter-
ventions is vital in identifying potential challenges and 
solutions to promote uptake of innovations in real-world 
settings [41]. Further, layering interventions into the 
existing health system organizational structure and lev-
eraging existing processes and available health resources 
assists to promote ‘goodness of fit’, enhancing the long-
term potential of uptake and broader dissemination of 
the innovation [42].

Despite the model not being initially adapted to the 
Bojanala context, modifications in implementation of 
the package were made in response to these contextual 
differences; with some modifications also in response 
to learnings from implementation in the Dr KK site. An 
important contextual difference between the two sites 
was that Bojanala was much larger geographically than 
Dr KK, with vast distances between PHC facilities. Fur-
ther, Dr KK was better resourced, especially with regard 
to PHC doctors and APC training support, both of which 
were introduced as part of the NHI piloting process. 
Bojanala, not being a NHI pilot site, was characterized by 
weaker human resource support (PHC doctor availability, 
APC training as well as specialist mental health services). 
Greater project support was thus provided in Bojanala. 

This was in respect of implementation and uptake of the 
Mental Health APC component of the intervention pack-
age developed for the Dr KK site, as well as mental health 
specialist support for the supervision and debriefing of 
the lay counsellors.

Greater project support for the APC component may 
have influenced the higher completion of the APC men-
tal health training observed in Bojanala compared to 
Dr KK. This may in turn, have positively influenced the 
greater number of referrals made to the lay-counsellors 
in Bojanala, compared to Dr KK during the trial periods. 
Evidence suggests that in-service mental health training 
of PHC nurses is a key driver of referrals made [43].

Greater project support for the lay counselling inter-
vention did not, however, translate into greater coun-
selling uptake. While mental health specialist support 
for the supervision and debriefing of the lay-counsellors 
was entirely project supported in the Bojanala district, it 
was not greater than in Dr KK. In Dr KK, lay counsellors 
received a greater amount of specialist in-vivo individual 
supervision and support. In Bojanala, such in-vivo super-
vision and support for lay counsellors was not always 
possible because of long geographical distances and lay-
counsellors were more likely to have had to record ses-
sions with feedback provided on the recorded sessions. 
Further, Dr KK also had the advantage of having face-to-
face individual emotional debriefing support provided 
by district intern psychologists, while in in Bojanala, 
this was provided remotely in groups via digital tech-
nology by project-employed psychologists. While other 
contextual factors may have influenced the lower uptake 
of counselling sessions by referred patients in Bojanala, 
greater in-vivo and face to face supervision and emo-
tional support for lay counsellors observed in Dr KK may 
have influenced counsellor competency, with fidelity rat-
ings lower in Bojanala. Fidelity has been previously found 
to impact on the uptake and effectiveness of lay-counsel-
ling services [37].

Since completion of the trials, the intervention has 
been refined and expanded for implementation and 
scale-up across different contexts using implementation 
science to understand the modifications required for 
the different contexts through the Mental health INTe-
gration (MhINT) and Southern African Mental health 
INTegration (SMhINT) projects in KwaZulu-Natal 
(KZN) province of South Africa [44, 45]. Key elements 
that have been added to strengthen the intervention 
have been efforts to enhance the fidelity of APC mental 
health training, and the introduction of screening and 
psychoeducational demand generating components [46, 
47] along the cascade of care for other conditions within 
the system.
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Conclusion
In the context of the large treatment gap in South Africa 
[5], the large number of patients referred to the co-
located counselling service in the 10 facilities over the 
trial period of 17–18 months in each site is testament to 
the utility and acceptability of lay-counselling services 
as part of a collaborative care model within PHC set-
tings in South Africa. However, the appropriateness of 
a one-size fits all collaborative care model for different 
contexts in South Africa was challenged. The importance 
of co-design of collaborative care models for in-country 
contextual differences, as well as in-country ‘implemen-
tation heavy’ research to adapt innovations for different 
contexts is highlighted. Innovations within health sys-
tems that accommodate varying contexts are more likely 
to find fertile ground in advancing efforts at scale-up.
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