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Abstract

Objectives: This pilot study evaluated the feasibility and potential impacts of delivering the
Psychosocial Rehabilitation Toolkit for people with serious mental illness within a health care
setting in Kenya.

Methods: This study used a convergent mixed methods design. Participants were people with
serious mental illness (n=23), each with an accompanying family member, who were outpatients
of a hospital or satellite clinic in semi-rural Kenya. The intervention consisted of 14 weekly
group sessions of psychosocial rehabilitation co-facilitated by health care professionals and peers
with mental illness. Quantitative data was collected from patients and family members using
validated outcome measures before and after the intervention. Qualitative data was collected
from focus groups with patients and family members, and individual interviews with facilitators,

after the intervention.



Results: Quantitative findings indicated that patients experienced moderate improvement in
illness management and, in contrast to qualitative findings, family members experienced
moderate worsening in attitudes towards recovery. Qualitative findings revealed positive
outcomes for both patients and family members, as reflected in greater feelings of hope and
mobilization to reduce stigma. Factors that facilitated participation included: helpful and
accessible learning materials; committed and involved stakeholders; and flexible solutions to
promote continued involvement.

Conclusions and Implications for Practice: This pilot study found that delivery of the
Psychosocial Rehabilitation Toolkit was feasible within a health care setting in Kenya and
associated with overall positive outcomes among patients with serious mental illness. Further

research on its effectiveness on a larger scale and using culturally validated measures is needed.
Impact and Implications

This pilot study examined the feasibility and potential impacts of a psychosocial rehabilitation
program for people with serious mental illness within a health care setting in Kenya. The
program provided a more engaged and inclusive approach to mental health services, through
which patients experienced a sense of possibility for their future lives and stakeholders became
advocates for mental health recovery within their communities. Study findings also indicated
improvements in recovery and increased connections with community among patients, and

discussion of opportunities for improving mental health service delivery among stakeholders.



Main Text

Introduction

Background

Mental illness is the leading cause of life-years lost due to disability worldwide (Murray et al.,
2012, 2015; Whiteford et al., 2013). In low- and middle-income countries (LMICs), the majority
of people living with serious mental illness do not receive mental health care (Alonso et al.,
2018; Demyttenaere et al., 2004; Thornicroft et al., 2017). These gaps in care often stem from a
lack of investment in resources dedicated to mental health, as well as inefficient and inequitable
distribution of existing resources (Kohn et al., 2004; Saxena et al., 2007). Common issues with
mental health care in LMICs include a limited number of mental health professionals, a lack of
specialized mental health facilities, insufficient mental health training, and high patient loads
(Docrat et al., 2020; Rathod et al., 2017). As a result, LMICs experience considerable disparities
in the availability, accessibility, and quality of mental health services relative to high-income
countries (World Health Organization, 2012, 2021). People in LMICs generally receive minimal
social supports related to income, housing, and employment, and often experience social
determinants of poor health including poverty, displacement, and conflict (Bass et al., 2012;
Becker & Kleinman, 2013). These systemic factors also require consideration when working to
improve mental health care in LMICs (Collins et al., 2013; Patel et al., 2018). Accordingly, The
Lancet Commission on global mental health and sustainable development proposed that the
burden of mental disorders be addressed by reducing gaps in prevention, treatment, and quality
of mental health services, as well as expanding the scope of services to include social care (Patel

etal., 2018).



Among the innovative approaches recommended by The Lancet Commission to address
the global burden of mental disorders, two strategies are particularly relevant to LMICs: (1)
community-based interventions that enhance the demand for care; and (2) psychosocial
interventions that task-share with non-specialized workers (Patel et al., 2018). Community-based
psychosocial interventions have previously been recommended as feasible and flexible methods
to aid in mental health recovery in LMICs (Collins et al., 2013; Patel et al., 2013), and have
demonstrated effectiveness in improving symptoms and functioning of people with serious
mental illnesses in these settings (Asher et al., 2017). Psychosocial rehabilitation is a set of
ethics, competencies, and evidence-based practices designed to promote recovery (Cnaan et al.,
1988; PSR/RPS Canada, 2017). Recovery has been defined as “a deeply personal, unique process
of changing one’s attitudes, values, feelings, goals, skills and/or roles” (Anthony, 1993), and it is
considered both the process and desired outcome of psychosocial rehabilitation (Mental Health
Commission of Canada, 2015). Beyond improvement in a person’s overall health and wellbeing,
recovery implies full integration within communities of choice and equal participation in the
various aspects of community life, including family, housing, education, and employment
(Deegan, 1996, 1997; Leamy et al., 2011). Thus, psychosocial rehabilitation supports people
with mental illness by encouraging development of skills and access to resources that can
enhance their capacity to be successful and satisfied in their living, working, learning, and social
environments (Mental Health Commission of Canada, 2015; PSR/RPS Canada, 2017).

In Kenya, one in four people who seek health care also have a mental illness, and rates of
substance and alcohol misuse have been rising (World Health Organization, 2021). Similar to
other LMICs, Kenya has a severe shortage of specialists, facilities, training, and resources to

provide adequate care for people with these disorders (Ndetei et al., 2007; Ndetei & Meyer,



2016). The gaps in care for mental health in Kenya may also be related to prominent stigma and
oppression associated with mental illness, which arises from perceptions of the public, family
members, and even oneself (Ndetei, 2008; Ndetei & Meyer, 2016). While Kenya does not have a
specific budget for mental health services, there is growing interest in improving the overall
health of its citizens (Kiima & Jenkins, 2010; Marangu et al., 2014; Ndetei & Meyer, 2016).
Consequently, there is an urgent need to implement rehabilitation services, within both the
community and health care settings, in order to effectively treat and support individuals with
serious mental illnesses and their family members.
Obijectives
The PSR Toolkit is an intervention in recovery-oriented, group-based, facilitated psychosocial
rehabilitation that was developed using current best evidence and practices with input from a
range of stakeholders (Citation masked for review). Initially, the PSR Toolkit was delivered to
employees of a work integrated social enterprise as part of the Community Recovery Achieved
Through Entrepreneurism (CREATE) Kenya project (Citation masked for review). Employees of
Point Tech Solutions, the work integrated social enterprise, were people with serious mental
illness living within the community in Machakos, a semi-rural region of Kenya. The intervention
was facilitated by local health professionals who were trained by co-creators of the PSR ToolKit,
including a Canadian occupational therapist with expertise in recovery-oriented psychosocial
rehabilitation training and a Canadian academic psychiatrist with expertise in recovery-oriented
interventions.

The current study was developed when facilitators from the CREATE Kenya project
suggested that delivery of the PSR Toolkit not be limited to employees of the work integrated

social enterprise, and that these employees be given the opportunity to help facilitate its future



delivery. Therefore, the purpose of this pilot study was to evaluate the implementation of the
PSR Toolkit within a tertiary hospital and satellite clinic in Machakos, with regards to: (1) its
feasibility; (2) its potential impacts; and (3) the design, delivery, and contextual factors that
influenced participant experience.

Methods

Design and Procedure

This pilot study employed a convergent mixed methods design. The PSR ToolKit intervention
was delivered to all participants (patients with serious mental illness), and assessments were
conducted before and after the intervention (Time 1 and Time 2, respectively). Participants were
allocated to one of three groups that were staggered according to their availability: Group 1 was
initiated in summer 2017, Group 2 in fall 2017, and Group 3 in spring 2018. Quantitative data
collection involved participants and their family members completing validated outcome
measures at Time 1 and Time 2. Qualitative data collection involved focus groups with
participants and family members, and individual interviews with PSR Toolkit facilitators, which
occurred at Time 2. The study protocol was approved by the respective research ethics review
panels at Western University in Canada and Maseno University in Kenya.

Setting and Participants

This study was conducted at two sites providing mental health services in Machakos, Kenya: the
Machakos Level 5 Hospital and the affiliated Mutituni Level 3 Outreach Clinic. Participants
were eligible for inclusion if they met all of the following criteria: (1) between the ages of 18 and
60 years; (2) registered as a patient at one of the two medical sites; (3) diagnosed with a serious
mental illness including but not limited to schizophrenia spectrum disorder, bipolar disorder,

major depressive disorder, and severe anxiety disorders; and (4) able to provide informed written



consent in their preferred language (English, Swahili, or Kamba). One family member for each
participant was eligible for inclusion in the study, with consent of the participant.

The main modes of recruitment were posters, information sessions, and unbiased
introduction to the study by clinicians in the patient’s circle of care. Patients who expressed
interest in the study met with a trained research assistant to receive a detailed explanation of the
study in their preferred language. The research assistant determined the patient’s eligibility,
including capacity to consent by assessing their ability to comprehend the study information,
particularly the benefits and risks of the study. Based on previous experiences of PSR Toolkit
facilitators, an optimal number of 8-10 participants per group was determined; this sample size
can be considered adequate in terms of evaluating feasibility in a pilot study (Leon et al., 2011).
Intervention
The intervention consisted of 14 weekly group sessions of psychosocial rehabilitation, which
each lasted between 1.5 to 2.5 hours. The first 4 sessions utilized psychoeducational materials
geared to help participants learn about serious mental illness and its impact on individuals’ daily
life. The subsequent 10 sessions involved individualized skills-training modules to support self-
management of these illnesses: goal setting, wellness recovery plan, healthy living habits,
developing social supports, crisis management, relapse prevention planning, and workplace
skills. Sessions primarily consisted of didactic teaching (50-70%), followed by facilitated
discussion on applying the knowledge and skills being taught (30-50%). Family members
attended 2 sessions that were focused on building social supports for people with serious mental
illness, given their role in providing and maintaining these supports.

Each group was facilitated by at least one mental health care professional from the

Machakos Level 5 Hospital, which included psychiatric nurses, a social worker, and an



occupational therapist. Health care facilitators volunteered as part of their professional role and
were provided a stipend to cover additional expenses related to their involvement in the study,
including travel costs. These facilitators had previously undergone PSR Toolkit training as part
of the CREATE Kenya project (Citation masked for review). Groups were co-facilitated by a
peer with lived experience of mental illness, who received an honourarium to support their
involvement in the study. Peer facilitators were recipients of the inaugural delivery of the PSR
Toolkit as part of the CREATE Kenya project (Citation masked for review).

Analysis

The data analysis used an iterative review process to integrate the quantitative and qualitative
findings (Fetters et al., 2013; Guetterman et al., 2015). Members of the research team completed
separate analyses of the quantitative and qualitative data, and then reviewed both sets of findings
together, such that learning from one set of data was used to inform and raise questions relative
to the other.

Quantitative Data Collection Tools

The following questionnaires, which were translated from English to Swahili and Kamba, were
completed at Time 1 and Time 2:

Iliness Management and Recovery Scale (IMRS) (Mueser et al., 2006): The IMRS consists of 15
items developed to monitor progress towards recovery and better illness management. Each item
is rated from 1 (worst) to 5 (best), and these scores are used to generate a total mean score;
higher scores indicate improvement in management of and recovery from illness. Research has
established validity and reliability of the IMRS among populations with serious mental illness

(Fardig et al., 2011; Hasson-Ohayon et al., 2008). Only participants completed the IMRS.



Recovery Attitudes Questionnaire (RAQ-16) (Borkin et al., 2000): The RAQ-16 consists of 16
questions designed to identify beliefs and attitudes about recovery from concurrent disorders.
Each question is rated from 1 (best) to 5 (worst), and these scores are used to generate a total
mean score; higher scores indicate worsening attitudes towards recovery. Research has
established validity and reliability of the RAQ in a mental health services setting (Chiba et al.,
2016). Both participants and family members completed the RAQ-16.
Recovery Self-Assessment (RSA) (O’Connell et al., 2005): The RSA is a validated questionnaire
that evaluates the degree to which programs implement recovery-oriented practices. Each
question is rated from 1 (worst) to 5 (best), and these scores are used to generate a total mean
score; higher scores indicate improvement in recovery-oriented practices. Participants completed
the abbreviated 12-item client version, which has been validated (Barbic et al., 2015), while
family members completed the traditional 36-item family member version.
World Health Organization Quality of Life Scale - Brief (WHOQOL-BREF) (Skevington et al.,
2004): The WHOQOL-BREF assesses an individual's perception of the quality of their life in the
domains of physical health, psychological health, social relationships, and environment in the
context of their culture and value systems. Total scores in each domain are transformed onto a
100-point scale, with higher scores indicating improvement in quality of life. Research has
established the validity and reliability of the tool (Skevington et al., 2004), and it has been used
to assess quality of life in Kenya (Lund et al., 2013). Only participants completed the
WHOQOL-BREF.

Descriptive statistics were conducted to summarize sociodemographic characteristics of
all participants. Continuous variables were summarized as means and standard deviations (SD),

and count variables were summarized as frequencies and percentages. Paired t-tests were



conducted to assess changes in quantitative measures within subjects from Time 1 to Time 2;
significance level was set at p<0.05 based on two-tailed tests. Test results were summarized as
mean differences with accompanying 95% confidence intervals (95% CI) and p-values.
Statistical analysis was conducted using Stata 16 statistical software (StataCorp. 2017. College
Station, TX: StataCorp LLC).

Qualitative Data Collection Sources

Participants and their family members participated in separate focus groups, and facilitators
engaged individual interviews, at Time 2. Focus groups and interviews were facilitated by a
Kenyan research assistant in a semi-structured fashion, and were conducted in both Swahili and
Kamba. The overarching intent of the inquiry was to consider the potential impact of the PSR
Toolkit on the lives of participants by asking the following questions: (1) how does participation
in the Toolkit impact the lives of people with serious mental illness and their families?; (2) what
design and delivery factors influence participants’ experience of the Toolkit?; and (3) what
broader contextual factors influence participants’ experience of the Toolkit?

Focus groups and interviews were recorded and transcribed. Data were analyzed using
framework analysis, which is a qualitative methodology that draws upon principles from various
epistemological traditions within the social sciences (Gale et al., 2013; Srivastava et al., 2009).
Framework analysis offers an established and structured approach to manage, analyze, and
synthesize qualitative data across five stages: (1) conducting multiple readings of the transcripts
to gain familiarization with the data; (2) developing a theoretical framework by identifying
recurrent and important themes; (3) indexing and charting the data; (4) summarizing the data
within the analytical framework; and (5) synthesizing the data through mapping and

interpretation.



Results

Sample Characteristics

Initially, 27 pairs of participants and their respective family members (n=54) were recruited. All
participants were outpatients during the study, although nearly 90% had at least one prior
inpatient psychiatric admission at the Machakos Level 5 Hospital. Four pairs withdrew from the
study and were lost to follow-up, yielding a final sample of 24 pairs (n=48). Group 1 consisted of
7 pairs (n=14), with 2 health care facilitators and 1 peer facilitator. Group 2 consisted of 9 pairs
(n=18), with 1 health care facilitator and 1 peer facilitator. Group 3 consisted of 7 pairs (n=14),
with 3 health care facilitators and 1 peer facilitator. Participant attendance across the 14 sessions
was 80% or higher for each of the groups. Sociodemographic characteristics of participants and
family members are listed in Tables 1 and 2, respectively. Complete data for these variables were
only available for 23 participants and 22 family members.

Quantitative Findings

Descriptive statistics of outcome measure scores and results of statistical tests are summarized in
Table 3. Complete data for quantitative measures at Time 1 and Time 2 were only available for
22 participants and 21 family members. Participants experienced moderate, statistically
significant increases on the IMRS (0.56, 95% CI 0.17-0.94, p=0.007), indicative of improved
management of and recovery from mental illness. Family members experienced a moderate,
statistically significant increase on the RAQ-16 (6.48, 95% CI 2.82-10.1, p=0.001), consistent
with worsening of attitudes towards recovery. All other changes were small and not statistically

significant.



Qualitative Findings

The following section of the paper examines qualitative findings in relation to each of the three
research questions:

1. How does participation in the Toolkit impact participants’ lives?

We identified two subthemes which indicated that engaging with the content of the PSR Toolkit:
(1) engendered a sense of hope and possibility among participants; and (2) mobilized
stakeholders to address the impact of stigmatization within their community.

The first subtheme speaks to the impact of living in line with learned concepts of
recovery that offer a sense of possibility for the future. For example, one participant noted, “I am
no longer scared about life because it [the Toolkit] gave me hope” (Group C, p10). As well, a
peer facilitator said, “Sharing my experience has been very encouraging...just talking to others
and getting their questions it has really helped. You realize that there is something small that you
can do and you have done and that encourages you to feel good” (AN, p6). Upon witnessing the
positive outcomes from former Toolkit participants, a health care facilitator reflected that it
inspired them and “gave us courage to begin [to recruit new] participants...who may be at the
beginning of their recovery journey” (AK, p3). This implies that early positive outcomes
engendered a new sense of hope among health care facilitators for participants who may have
significant challenges in the early stages of recovery.

The second subtheme describes interdependence as a springboard for mental health
advocacy and addressing stigmatization. Participants supported and challenged each other as
they worked together to apply the learning from the Toolkit and became advocates in addressing
stigmatization in the local community. A health care facilitator noted that they had begun

“encouraging [participants] to talk to the community and especially to go to places like the



chief’s bazar where the community converges for meetings” (AK, p5-6), emphasizing that
people in recovery should also be seen and heard in these places. This facilitator believed that the
community will recognize that “these people [with mental illness] can talk like us, they also
behave like us”, and even anticipated that “with time the stigma may stop” (AK, p5-6). By
enacting a collaborative culture of recovery among patients, family members, and health care
professionals, along with the demonstrated initial success of prior participants of the PSR Toolkit
(Citation masked for review), stakeholders took on new roles advocating for positive change for
people living with mental illness in their local community. As such, these interdependent actors
and actions served to promote community inclusion and reduce the impact of stigmatization.

2. What design and delivery factors influence participants’ experience of the Toolkit?

We identified three subthemes that examined the need for: (1) committed and involved
stakeholders, including peer involvement; (2) helpful and accessible learning materials; and (3)
flexible, local solutions to promote continued involvement in the Toolkit for participants and
their families.

The first subtheme speaks to the experience of how committed and involved stakeholders
uniquely contributed to the successes associated with the intervention. A family member talked
about the fact that everyone played a role in the change process, remarking that their role was
one of support for their relative with mental illness and that they were planning to “keep
encouraging him” (Group A, p6). According to a health care facilitator, there were mutual
benefits associated with implementing the intervention, stating that “I have benefited...and other
people have benefited through me” (MK, p8). In addition, peer involvement in the delivery of the
Toolkit material was valued, and peer facilitators appreciated that they could support the

recovery process with others from a lived experience perspective. As one peer facilitator noted,



“it was good because first I have the experience of dealing with mental illness and now [I have]
the information about the medications and [I] know the patients” (Group B, p3).

The second subtheme speaks to the need for helpful, accessible, and language-sensitive
learning materials. A family member remarked that “there are a few words that we did not
understand” (Group C, p12) and recommended adding a reference section at the back for future
learning. Design factors associated with the Toolkit that were particularly motivating included
messages of possibility and strategies for managing symptoms to allow for engaging in daily
activities. One family member noted that the Toolkit had “given our sick members confidence in
life and do their normal duties” (Group B, p4).

The third subtheme speaks to the need of offering unique solutions for each local group
to ensure continued participation with the Toolkit. According to one health care facilitator,
offering local Toolkit groups as close to the community as possible would be a useful solution
(AM, p3). They noted that financial incentives for transportation and food may be necessary to
support participation for patients, family members, and health care professionals, and
recommended that transportation cost less than 100 shillings (AM, p3). Another health care
facilitator suggested that Toolkit groups occur on market days, as it could reduce the
transportation burden for family members (SN, p2). This facilitator also noted that an effective
way to accommodate varying cognitive capacities is through the use of discussions to help
participants apply the learning, and offering additional one-on-one time where possible (SN, p2).
As noted by a peer facilitator, establishing an opportunity for support “from a friend in the group

if not doing well” (Group A, p8) is an essential design feature to promote success.



3. What broader contextual factors influence participants’ experience of the Toolkit?
This theme speaks to the need for support at the community level for: (1) mental health service
development, broadly; and (2) for the Toolkit implementation, specifically.

One health care facilitator described how “[mental health] services currently are largely
ignored and need government support” (AK, pl). This focus on the higher-level change
intersects with themes from the first research question, which calls for community engagement to
effect this change. When speaking about the Toolkit specifically, another health care facilitator
commented on the intersection with the local social-political-economic-cultural climate. They
noted that they “would recommend [the Toolkit] to others but it is difficult to launch”, as it needs
to be run with hospital support (AM, p8). As well, they noted that facilitators need release from
their duties at the hospital, so they can have time to support the Toolkit work (AM, p8). This
comment highlights that sustainability of the PSR Toolkit implementation may be an issue
without consistent community support.

Financial pressures for people with lived experience of mental illness within a LMIC
context demands that mental health programming offers a way to help people gain and keep
some source of income generation. Participants noted that the initial linking of the PSR Toolkit
with a social business offered new possibilities for recovery, including economic security for
participants. In support of promoting economic security, although outside the scope of this
project, a participant suggested that “I would like you to give us a go ahead like a loan so that we
can start our own businesses” (Group B, p5). Therefore, stakeholders seem particularly interested

in economic security as an essential component of their recovery.



Discussion

Strengths

This pilot study evaluated the feasibility of implementing the PSR Toolkit, a recovery-oriented
psychosocial rehabilitation intervention for people with serious mental illness in LMICs. When
designing and delivering mental health interventions in LMICs, it is critical to utilize existing
resources, reflect cultural contexts, and incorporate a public health approach (Collins et al., 2011,
Lund et al., 2011; Qureshi et al., 2021; White & Sashidharan, 2014). The concept of “recovery”,
however, has been criticized as a Western concept that may require adjustment for societies that
are more collectivist and interdependent (Tse & Ng, 2014). In order to help bridge “cultural
gaps”, it has been suggested involving “service users” and “family or concerned significant
others” in the process of developing interventions (Tse & Ng, 2014). Accordingly, we directly
collaborated with patients and their family members, as well as health care professionals, when
developing the PSR Toolkit content and in delivering the material. The credibility and uptake of
the Toolkit appears to have been enhanced by providing multiple opportunities for co-creation,
and showing people with lived experience of mental illness as effective and supportive
stakeholders. Notably, several of the primary beneficiaries of the PSR Toolkit from both the
current and initial studies continued meeting to review and discuss the PSR Toolkit content as
part of a registered self-help and advocacy group in Machakos.

We also examined the potential impacts of the Toolkit on patients, their family members,
and health care professionals in terms of recovery from mental illness, attitudes towards
recovery, and quality of life. Among patients, we found that the PSR Toolkit was associated with
improvements in recovery and positive changes in attitude towards their rehabilitation process.

The Lancet Commission on global mental health and sustainable development has recommended



improving the availability of psychosocial interventions to facilitate acquisition of self-
management skills and enable social circumstances for recovery (Patel et al., 2018). Patients
described the experience of emerging recovery processes both from independent and
interdependent perspectives, and were able to identify and apply personal strategies for
wellbeing. Patients also highlighted concepts such as connectedness, hope, identity, meaning,
and empowerment, which aligns with the CHIME framework of personal recovery processes in
mental health (Leamy et al., 2011). This framework noted that among Black and other minority
ethnic groups in high-income countries, collectivist notions of recovery and other culturally-
specific factors were important to the recovery process, in addition to a greater emphasis on
spirituality and stigma (Leamy et al., 2011). A recent review on the concept of recovery and
facilitating factors in LMICs similarly found three themes: (1) recovery as a personal journey
occurring along a continuum; (2) emphasis on social relationships as a facilitator; and (3)
spirituality as both a facilitator and an indicator of recovery (Gamieldien et al., 2021). However,
these findings are based on sparse evidence, including only one study conducted on the African
continent. Further research is needed on the applicability of the CHIME framework in LMICs
such as Kenya and/or the development of a unique framework of recovery from serious mental
illness in these settings.

Currently, peers with lived experience have not been fully accepted as a component of
the mental health workforce (Byrne et al., 2018). It has been contended, however, that peer
involvement “may be scaled up to reduce the treatment gap and reduce the pitfalls of Global
Mental Health” (Puschner, 2018). We observed that trained peer facilitators proved to be a strong
asset to the PSR Toolkit by naturally supporting the participants within the group and in the

community. These peers garnered much respect from stakeholders including health care



professionals as they took on new roles within the community, such as being advocates and
facilitators for mental health recovery. Upon witnessing the positive impacts on participants,
stakeholders seemed motivated to provide them with opportunities for community connections
and local partnerships, which included the articulation of funding for the mental health service
delivery (Citation masked for review). Our findings within this context supported the idea that
affording people the means to earn an income is central to community-based interventions
(Asher et al., 2018; Kidd & McKenzie, 2019). The PSR Toolkit was initially delivered in the
context of a work integrated social enterprise that employed people with serious mental illness
and paid them fair market wages (Citation masked for review). We are in the process of
conducting research on building an implementation and evaluation strategy for the PSR Toolkit
in Kenya, with a focus on understanding and overcoming barriers to its sustainable
implementation in various settings including health care, education, and business. Overall, the
delivery of the PSR Toolkit for registered outpatients in the health care setting provided a more
engaged and inclusive approach to mental health services, through which patients experienced a
sense of possibility for their future lives and stakeholders became advocates for mental health
recovery within their communities.

Limitations

In conducting this study, we observed some apparently contradictory findings between the
quantitative and qualitative data. Participants demonstrated a statistically significant
improvement in recovery on the IMRS, but not in attitudes towards recovery on the RAQ-16. In
the qualitative data, however, participants revealed a strong connection to recovery and held a

powerful sense that life was improving. As well, family members demonstrated worsening in



attitudes towards recovery on the RAQ-16, whereas the qualitative data indicated that their
feelings about recovery from mental illness had improved.

These apparent discrepancies could have stemmed from limits that we experienced with
language and culture. While all quantitative outcome measures were translated to local
languages, there may have been a lack of cultural translation related to important concepts, and
such nuances may have impacted scores on some of the measures. For example, on the RAQ-16,
“hope” and “faith” may have been interpreted within a religious context, while the “impact” and
“consequences” of mental illness may have been associated with being cursed. In the future, we
will consider our chosen tools more carefully, examine the appropriateness of each scale for the
specific environment, and identify factors that need to be considered in design and assessment.

An alternative explanation for these discordant findings is the impact of the intervention
itself. In working with the PSR Toolkit, participants likely gained greater awareness and
acknowledgment of the impact of their mental illness, the efforts required for their recovery, and
the potential issues with their economic security. As a result of this enhanced introspection,
participants’ psychological quality of life on the WHOQOL-BREF may have appeared to
worsen. Ultimately, if we had collaboratively “included participants in the analysis process”
(Jennings et al., 2018), we likely would have been able to better understand some of these
discrepancies and thereby improve our analysis.

Another important consideration in interpreting our findings is the study design. As a
pilot study, we sought to evaluate the feasibility of implementing the PSR Toolkit and its
potential impacts, rather than to determine its efficacy in improving recovery, attitudes, and
wellbeing. We used a quasi-experimental, single-group design, which is prone to methodological

biases that may have impacted our findings. We also did not determine the sample size required



to detect a specific effect size for any of the outcome measures, and so our findings may be
undermined by low statistical power. Nonetheless, exploratory evaluations such as this pilot
study hold value in terms of gathering evidence to assess whether the proposed intervention is
viable to evaluate using more rigorous methodology and with a larger sample.

Future Directions

We have established strong partners in Kenya, who recognize the potential of the PSR Toolkit to
promote recovery within a community and understand the need for financial support for
successful implementation. In collaboration with these partners, we plan to implement and
evaluate the PSR Toolkit on a larger scale in Kenya, and potentially in other LMIC settings. We
will change certain aspects of design and delivery of the Toolkit, such as clarifying the number
of sessions per series and providing options regarding content choice. As well, we will review
some of the language in the Toolkit to ensure meanings are clear and consistent. We hope to link
this work with income generation, such as social enterprise opportunities, which seems essential
to its success and requires additional partners. For example, we may approach large businesses
in LMICs who would support peers to develop health and wellness interventions for staff,

representing new economic opportunities for trained people with lived experience of mental

illness.

Conclusions
The present study found that the implementation of the PSR ToolKkit in health care settings in
semi-rural Kenya was feasible and associated with generally positive outcomes among people
with serious mental illness and other stakeholders such as family members and health care

professionals. While the PSR Toolkit shaped a more engaged, inclusive, and recovery-oriented



approach to the delivery of mental health services, the challenge is to maintain these changes

moving forward.



References

Alonso, J., Liu, Z., Evans-Lacko, S., Sadikova, E., Sampson, N., Chatterji, S., Abdulmalik, J.,
Aguilar-Gaxiola, S., Al-Hamzawi, A., Andrade, L. H., Bruffaerts, R., Cardoso, G., Cia, A.,
Florescu, S., de Girolamo, G., Gureje, O., Haro, J. M., He, Y., de Jonge, P., ... Thornicroft,
G. (2018). Treatment Gap for Anxiety Disorders is Global: Results of the World Mental
Health Surveys in 21 Countries. Depression and Anxiety, 35(3), 195-208.
https://doi.org/10.1002/da.22711

Anthony, W. A. (1993). Recovery from Mental llIness: The Guiding Vision of the Mental Health
Service System in the 1990s. Psychosocial Rehabilitation Journal, 16(4), 11-23.
https://doi.org/10.1037/h0095655

Asher, L., Hanlon, C., Birhane, R., Habtamu, A., Eaton, J., Weiss, H. A., Patel, V., Fekadu, A.,
& De Silva, M. (2018). Community-Based Rehabilitation Intervention for People with
Schizophrenia in Ethiopia (RISE): A 12 month Mixed Methods Pilot Study. BMC
Psychiatry, 18(1), 250. https://doi.org/10.1186/s12888-018-1818-4

Asher, L., Patel, V., & De Silva, M. J. (2017). Community-Based Psychosocial Interventions for
People with Schizophrenia in Low and Middle-Income Countries: Systematic Review and
Meta-Analysis. BMC Psychiatry, 17(1), 355. https://doi.org/10.1186/s12888-017-1516-7

Barbic, S. P., Kidd, S. A., Davidson, L., McKenzie, K. J., & O’Connell, M. J. (2015). Validation
of the Brief Version of the Recovery Self-Assessment (RSA-B) Using Rasch Measurement
Theory. Psychiatric Rehabilitation Journal, 38(4), 349-358.
https://doi.org/10.1037/prj0000139

Bass, J. K., Bornemann, T. H., Burkey, M., Chehil, S., Chen, L., Copeland, J. R. M., Eaton, W.

W., Ganju, V., Hayward, E., Hock, R. S., Kidwai, R., Kolappa, K., Lee, P. T., Minas, H.,



Or, F., Raviola, G. J., Saraceno, B., & Patel, V. (2012). A United Nations General
Assembly Special Session for Mental, Neurological, and Substance Use Disorders: The
Time Has Come. PLoS Medicine, 9(1), e1001159.
https://doi.org/10.1371/journal.pmed.1001159

Becker, A. E., & Kleinman, A. (2013). Mental Health and the Global Agenda. New England
Journal of Medicine, 369(1), 66—73. https://doi.org/10.1056/nejmral110827

Borkin, J. R., Steffen, J. J., Ensfield, L. B., Krzton, K., Wishnick, H., Wilder, K., & Yangarber,
N. (2000). Recovery Attitudes Questionnaire: Development and Evaluation. Psychiatric
Rehabilitation Journal, 24(2), 95-102. https://doi.org/10.1037/h0095112

Byrne, L., Stratford, A., & Davidson, L. (2018). The Global Need for Lived Experience
Leadership. Psychiatric Rehabilitation Journal, 41(1), 76-79.
https://doi.org/10.1037/prj0000289

Chiba, R., Umeda, M., Goto, K., Miyamoto, Y., Yamaguchi, S., & Kawakami, N. (2016).
Psychometric Properties of the Japanese Version of the Recovery Attitudes Questionnaire
(RAQ) Among Mental Health Providers: A Questionnaire Survey. BMC Psychiatry, 16(1),
32. https://doi.org/10.1186/512888-016-0740-x

Cnaan, R. A, Blankertz, L., Messinger, K. W., & Gardner, J. R. (1988). Psychosocial
Rehabilitation: Toward a Definition. Psychosocial Rehabilitation Journal, 11(4), 61-77.
https://doi.org/10.1037/h0099561

Collins, P. Y., Insel, T. R., Chockalingam, A., Daar, A., & Maddox, Y. T. (2013). Grand
Challenges in Global Mental Health: Integration in Research, Policy, and Practice. PLoS
Medicine, 10(4), e1001434. https://doi.org/10.1371/journal.pmed.1001434

Collins, P. Y., Patel, V., Joestl, S. S., March, D., Insel, T. R., Daar, A. S., Bordin, I. A., Costello,



E. J., Durkin, M., Fairburn, C., Glass, R. I., Hall, W., Huang, Y., Hyman, S. E., Jamison, K.,
Kaaya, S., Kapur, S., Kleinman, A., Ogunniyi, A., ... Walport, M. (2011). Grand
Challenges in Global Mental Health. Nature, 475(7354), 27-30.
https://doi.org/10.1038/475027a

Deegan, P. E. (1996). Recovery as a Journey of the Heart. Psychiatric Rehabilitation Journal,
19(3), 91-97. https://doi.org/10.1037/h0101301

Deegan, P. E. (1997). Recovery and Empowerment for People with Psychiatric Disabilities.
Social Work in Health Care, 25(3), 11-24. https://doi.org/10.1300/J010v25n03_02

Demyttenaere, K., Bruffaerts, R., Posada-Villa, J., Gasquet, I., Kovess, V., Lepine, J. P.,
Angermeyer, M. C., Bernert, S., de Girolamo, G., Morosini, P., Polidori, G., Kikkawa, T.,
Kawakami, N., Ono, Y., Takeshima, T., Uda, H., Karam, E. G., Fayyad, J. A., Karam, A.
N., ... Zaslavsky. (2004). Prevalence, Severity, and Unmet Need for Treatment of Mental
Disorders in the World Health Organization World Mental Health Surveys. JAMA, 291(21),
2581-2590. https://doi.org/10.1001/jama.291.21.2581

Docrat, S., Besada, D., Cleary, S., & Lund, C. (2020). The Impact of Social, National and
Community-Based Health Insurance on Health Care Utilization for Mental, Neurological
and Substance-Use Disorders in Low- and Middle-Income Countries: A Systematic Review.
Health Economics Review, 10(1), 11. https://doi.org/10.1186/s13561-020-00268-x

Fardig, R., Lewander, T., Fredriksson, A., & Melin, L. (2011). Evaluation of the IlIness
Management and Recovery Scale in Schizophrenia and Schizoaffective Disorder.
Schizophrenia Research, 132(2-3), 157-164. https://doi.org/10.1016/j.schres.2011.07.001

Fetters, M. D., Curry, L. A., & Creswell, J. W. (2013). Achieving Integration in Mixed Methods

Designs: Principles and Practices. Health Services Research, 48(6-Pt 2), 2134-2156.



https://doi.org/10.1111/1475-6773.12117

Gale, N. K., Heath, G., Cameron, E., Rashid, S., & Redwood, S. (2013). Using the Framework
Method for the Analysis of Qualitative Data in Multidisciplinary Health Research. BMC
Medical Research Methodology, 13(1), 1-8. https://doi.org/10.1186/1471-2288-13-117

Gamieldien, F., Galvaan, R., Myers, B., Syed, Z., & Sorsdahl, K. (2021). Exploration of
Recovery of People Living with Severe Mental Iliness (SMI) in Low/Middle-Income
Countries (LMICs): A Scoping Review. BMJ Open, 11(3), e045005.
https://doi.org/10.1136/bmjopen-2020-045005

Guetterman, T. C., Fetters, M. D., & Creswell, J. W. (2015). Integrating Quantitative and
Qualitative Results in Health Science Mixed Methods Research through Joint Displays.
Annals of Family Medicine, 13(6), 554-561. https://doi.org/10.1370/afm.1865

Hasson-Ohayon, I., Roe, D., & Kravetz, S. (2008). The Psychometric Properties of the Iliness
Management and Recovery Scale: Client and Clinician Versions. Psychiatry Research,
160(2), 228-235. https://doi.org/10.1016/j.psychres.2007.06.013

Jennings, H., Slade, M., Bates, P., Munday, E., & Toney, R. (2018). Best Practice Framework for
Patient and Public Involvement (PPI) in Collaborative Data Analysis of Qualitative Mental
Health Research: Methodology Development and Refinement. BMC Psychiatry, 18(1), 213.
https://doi.org/10.1186/512888-018-1794-8

Kidd, S. A., & McKenzie, K. J. (2019). Social Entrepreneurship and Systems Thinking about
Mental IlIness in Low- and Middle-Income Countries. In L. Davidson (Ed.), The Routledge
Handbook of International Development, Mental Health and Wellbeing. Routledge.
https://doi.org/10.4324/9780429397844-6

Kiima, D., & Jenkins, R. (2010). Mental Health Policy in Kenya: An Integrated Approach to



Scaling Up Equitable Care for Poor Populations. International Journal of Mental Health
Systems, 4(1), 1-8. https://doi.org/10.1186/1752-4458-4-19

Kohn, R., Saxena, S., Levav, |., & Saraceno, B. (2004). The Treatment Gap in Mental Health
Care. Bulletin of the World Health Organization, 82(11), 858-866. https://doi.org//S0042-
96862004001100011

Leamy, M., Bird, V., Le Boutillier, C., Williams, J., & Slade, M. (2011). Conceptual Framework
for Personal Recovery in Mental Health: Systematic Review and Narrative Synthesis.
British Journal of Psychiatry, 199(6), 445-452. https://doi.org/10.1192/bjp.bp.110.083733

Leon, A. C., Davis, L. L., & Kraemer, H. C. (2011). The Role and Interpretation of Pilot Studies
in Clinical Research. Journal of Psychiatric Research, 45(5), 626-629.
https://doi.org/10.1016/j.jpsychires.2010.10.008

Lund, C., De Silva, M., Plagerson, S., Cooper, S., Chisholm, D., Das, J., Knapp, M., & Patel, V.
(2011). Poverty and Mental Disorders: Breaking the Cycle in Low-Income and Middle-
Income Countries. The Lancet, 378(9801), 1502—-1514. https://doi.org/10.1016/S0140-
6736(11)60754-X

Lund, C., Waruguru, M., Kingori, J., Kippen-Wood, S., Breuer, E., Mannarathd, S., & Raja, S.
(2013). Outcomes of the Mental Health and Development Model in Rural Kenya: A 2-year
Prospective Cohort Intervention Study. International Health, 5(1), 43-50.
https://doi.org/10.1093/inthealth/ihs037

Marangu, E., Sands, N., Rolley, J., Ndetei, D., & Mansouri, F. (2014). Mental Healthcare in
Kenya: Exploring Optimal Conditions for Capacity Building. African Journal of Primary
Health Care & Family Medicine, 6(1), 682. https://doi.org/10.4102/PHCFM.V611.682

Mental Health Commission of Canada. (2015). Guidelines for Recovery-Oriented Practice.



Mueser, K. T., Meyer, P. S., Penn, D. L., Clancy, R., Clancy, D. M., & Salyers, M. P. (2006).
The Iliness Management and Recovery Program: Rationale, Development, and Preliminary
Findings. Schizophrenia Bulletin, 32(Supp 1), S32-S43.
https://doi.org/10.1093/schbul/sbl022

Murray, C. J. L., Barber, R. M., Foreman, K. J., Ozgoren, A. A., Abd-Allah, F., Abera, S. F.,
Aboyans, V., Abraham, J. P., Abubakar, I., Abu-Raddad, L. J., Abu-Rmeileh, N. M.,
Achoki, T., Ackerman, I. N., Ademi, Z., Adou, A. K., Adsuar, J. C., Afshin, A., Agardh, E.
E., Alam, S. S, ... Vos, T. (2015). Global, Regional, and National Disability-Adjusted Life
Years (DALYSs) for 306 Diseases and Injuries and Healthy Life Expectancy (HALE) for
188 Countries, 1990-2013: Quantifying the Epidemiological Transition. The Lancet,
386(10009), 2145-2191. https://doi.org/10.1016/S0140-6736(15)61340-X

Murray, C. J. L., Vos, T., Lozano, R., Naghavi, M., Flaxman, A. D., Michaud, C., Ezzati, M.,
Shibuya, K., Salomon, J. A., Abdalla, S., Aboyans, V., Abraham, J., Ackerman, I.,
Aggarwal, R., Ahn, S. Y., Ali, M. K., AlMazroa, M. A., Alvarado, M., Anderson, H. R., ...
Lopez, A. D. (2012). Disability-Adjusted Life Years (DALYS) for 291 Diseases and Injuries
in 21 Regions, 1990-2010: A Systematic Analysis for the Global Burden of Disease Study

2010. The Lancet, 380(9859), 2197-2223. https://doi.org/10.1016/S0140-6736(12)61689-4
Ndetei, D. M. (2008). Mental Healthcare Programmes in Kenya: Challenges and Opportunities.
International Psychiatry, 5(2), 31.
Ndetei, D. M., & Meyer, A. C. (2016). Providing Sustainable Mental Health Care in Kenya: A
Demonstration Project. In H. Gelband (Ed.), Providing Sustainable Mental and
Neurological Health Care in Ghana and Kenya. National Academies Press.

https://doi.org/10.17226/21793



Ndetei, D. M., Ongecha, F. A., Mutiso, V., Kuria, M., Khasakhala, L. I., & Kokonya, D. A.
(2007). The Challenges of Human Resources in Mental Health in Kenya. African Journal of
Psychiatry, 10(1), 33-36. https://doi.org/10.4314/ajpsy.v10i1.30231

O’Connell, M., Tondora, J., Croog, G., Evans, A., & Davidson, L. (2005). From Rhetoric to
Routine: Assessing Perceptions of Recovery-Oriented Practices in a State Mental Health
and Addiction System. Psychiatric Rehabilitation Journal, 28(4), 378-386.

https://doi.org/10.2975/28.2005.378.386
Patel, V., Belkin, G. S., Chockalingam, A., Cooper, J., Saxena, S., & Unltzer, J. (2013). Grand
Challenges: Integrating Mental Health Services into Priority Health Care Platforms. PLoS
Medicine, 10(5), €1001448. https://doi.org/10.1371/journal.pmed.1001448
Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana, F., Bolton, P., Chisholm, D., Collins,
P. Y., Cooper, J. L., Eaton, J., Herrman, H., Herzallah, M. M., Huang, Y., Jordans, M. J. D.,
Kleinman, A., Medina-Mora, M. E., Morgan, E., Niaz, U., Omigbodun, O., ... UnUtzer, Ji.
(2018). The Lancet Commission on Global Mental Health and Sustainable Development.
The Lancet, 392(10157), 1553-1598. https://doi.org/10.1016/S0140-6736(18)31612-X
PSR/RPS Canada. (2017). Competencies of Practice for Canadian Recovery-Oriented
Psychosocial Rehabilitation Practitioners.
Puschner, B. (2018). Peer Support and Global Mental Health. Epidemiology and Psychiatric
Sciences, 27(5), 413-414. https://doi.org/10.1017/S204579601800015X
Qureshi, O., Endale, T., Ryan, G., Miguel-Esponda, G., lyer, S. N., Eaton, J., De Silva, M., &
Murphy, J. (2021). Barriers and Drivers to Service Delivery in Global Mental Health

Projects. International Journal of Mental Health Systems, 15(1), 14.

https://doi.org/10.1186/s13033-020-00427-x



Rathod, S., Pinninti, N., Irfan, M., Gorczynski, P., Rathod, P., Gega, L., & Naeem, F. (2017).
Mental Health Service Provision in Low- and Middle-Income Countries. Health Services
Insights, 10(1), 1-7. https://doi.org/10.1177/1178632917694350

Saxena, S., Thornicroft, G., Knapp, M., & Whiteford, H. (2007). Resources for Mental Health:
Scarcity, Inequity, and Inefficiency. The Lancet, 370(9590), 878-889.
https://doi.org/10.1016/S0140-6736(07)61239-2

Skevington, S. M., Lotfy, M., & O’Connell, K. A. (2004). The World Health Organization’s
WHOQOL-BREF Quiality of Life Assessment: Psychometric Properties and Results of the
International Field Trial. Quality of Life Research, 13(2), 299-310.
https://doi.org/10.1023/B:QURE.0000018486.91360.00

Srivastava, A., Thomson, S. B., Barnett-Page, E., Thomas, J., Carroll, C., Booth, A., Cooper, K.,
Dixon-Woods, M., Framework, S. B., Tyler, K. C., David, V., Smith, J., & Firth, J. (2009).
Framework Analysis: A Qualitative Methodology for Applied Policy Research. BMC
Medical Research Methodology, 4(2), 72-79.

Thornicroft, G., Chatterji, S., Evans-Lacko, S., Gruber, M., Sampson, N., Aguilar-Gaxiola, S.,
Al-Hamzawi, A., Alonso, J., Andrade, L., Borges, G., Bruffaerts, R., Bunting, B., De
Almeida, J. M. C., Florescu, S., De Girolamo, G., Gureje, O., Haro, J. M., He, Y., Hinkov,
H., ... Kessler, R. C. (2017). Undertreatment of People with Major Depressive Disorder in
21 Countries. British Journal of Psychiatry, 210(2), 119-124.
https://doi.org/10.1192/bjp.bp.116.188078

Tse, S., & Ng, R. M. K. (2014). Applying a Mental Health Recovery Approach for People from
Diverse Backgrounds: The Case of Collectivism and Individualism Paradigms. Journal of

Psychosocial Rehabilitation and Mental Health, 1(1), 7-13. https://doi.org/10.1007/s40737-



014-0010-5

White, R. G., & Sashidharan, S. P. (2014). Towards a More Nuanced Global Mental Health.
British Journal of Psychiatry, 204(6), 415-417. https://doi.org/10.1192/bjp.bp.113.139204

Whiteford, H. A., Degenhardt, L., Rehm, J., Baxter, A. J., Ferrari, A. J., Erskine, H. E., Charlson,
F.J., Norman, R. E., Flaxman, A. D., Johns, N., Burstein, R., Murray, C. J. L., & Vos, T.
(2013). Global Burden of Disease Attributable to Mental and Substance Use Disorders:
Findings from the Global Burden of Disease Study 2010. The Lancet, 382(9904), 1575-
1586. https://doi.org/10.1016/S0140-6736(13)61611-6

World Health Organization. (2012). Global Burden of Mental Disorders and the Need for a
Comprehensive, Coordinated Response from Health and Social Sectors at the Country
Level.

World Health Organization. (2021). Mental Health ATLAS 2020.



Tables

Table 1. Characteristics of participants (N=23)

Characteristic Ill/: :gﬂ;ff(% )
Age 35.0+9.2
Gender Male 16 (69.6%)
Female 7 (30.4%)
Highest education level Primary school 7 (30.4%)
Secondary school 10 (43.5%)
Some college/university 2 (8.7%)
College/university 4 (17.4%)

Current occupational status

Unemployed, looking for work
Unemployed, not looking for work
Part time

Full time

Student

15 (65.2%)
2 (8.7%)

4 (17.4%)
1 (4.3%)

1 (4.3%)

Abbreviations: SD = standard deviation



Table 2. Characteristics of family members (N=22)

Characteristic :y: 233;‘;?&% )
Age 53.5+14.5
Gender Male 6 (27.3%)
Female 16 (72.7%)
Relationship to primary participant Parent 12 (54.5%)
Spouse/Partner 3 (13.6%)
Sibling 6 (27.3%)
Grandparent 1 (4.5%)
Living with primary participant Yes 20 (90.9%)
No 1 (4.5%)
Missing 1 (4.5%)
Highest level of education No formal school completed 4 (18.2%)
Primary school 7 (31.8%)
Secondary school 6 (27.2%)
Trade/technical/vocational 1 (4.5%)
College 2 (9.1%)
Missing 2 (9.1%)

Abbreviations: SD = standard deviation



Table 3. Outcomes of participants and family members before and after intervention

Measure Time 1 Time 2 Mean Difference p-value
Primary Participants (N=22)
IMRS 3.25(2.92, 3.57) 3.80 (3.47,4.13)  0.56 (0.17, 0.94) 0.007*
RSA-B 3.80 (3.52, 4.09) 3.91(3.58,4.24)  0.11(-0.25, 0.47) 0.54
RAQ-16 32.2(30.3, 34.1) 29.3(25.5,33.1)  -2.86 (-7.07, 1.34) 0.17
WHOQOL-BREF
Physical 61.4 (54.7, 68.0) 67.4(60.2,74.6)  6.01(-2.13, 14.1) 0.14
Psychological 67.0 (59.0, 75.1) 63.1(55.9,70.3)  -3.98 (-15.0, 7.07) 0.46
Social 61.9 (48.6, 75.2) 65.9 (54.5,77.2)  3.97 (-7.20, 15.1) 0.47
Environmental 56.8 (47.5, 66.2) 60.4 (52.0,68.8)  3.55 (-6.62, 13.7) 0.48
Family Members (N=21)
RSA 4.01 (3.56, 4.46) 412 (3.91,4.33)  0.11(-0.43,0.64) 0.68
RAQ-16 27.4 (24.4, 30.4) 33.9(31.8,36.0)  6.48(2.82,10.1) 0.001*

Abbreviations: IMRS = Iliness Management & Recovery Scale; RAQ-16 = Recovery Attitudes Questionnaire — 16;
RSA = Recovery Self-Assessment; RSA-B = Recovery Self-Assessment — Brief; WHOQOL-BREF = WHO Quality
of Life — Abbreviated

Notes: Values reported as Mean (95% Confidence Interval); Mean Difference calculated from Time 1 to Time 2; *
denotes statistical significance as determined by paired t-test (p<0.05)
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