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EXECUTIVE SUMMARY 

An estimated two million children in South Africa have lost one or both parents to 
acquired immune deficiency syndrome (AIDS) [1].  Parental illness and death have 
profound effects on the emotional and psychological wellbeing of children and 
youth. The past decade has seen an increase in programming and resource 
mobilization to provide support for children and adolescents impacted by human 
immunodeficiency virus (HIV) and AIDS in South Africa. However, many of these 
efforts have focused on children’s material and educational needs, and little has been 
documented about programs that may be working to address mental health. This 
case study aims to contribute to the evidence base on psychological support 
programming by providing a detailed description of World Vision South Africa’s 
Interpersonal Psychotherapy for Groups (IPT-G) intervention for vulnerable 
adolescents in the Eastern Cape.  

World Vision is an international, child-focused non-governmental organization that 
has been operating in South Africa since 1967, providing development support in six 
of the nine provinces. With financial support from the United States Agency for 
International Development (USAID) Southern Africa, World Vision has provided 
material, educational, nutritional and psychosocial support to orphans and 
vulnerable children (OVC) in South Africa since 2006.  In an effort to provide more 
age-targeted programs and more formal psychological services, World Vision began 
implementing IPT-G for vulnerable adolescents in Limpopo and Free State provinces 
in 2011, and in the Eastern Cape province in 2012.  IPT-G is a mental health 
treatment that uses interpersonal psychotherapy techniques, such as self-reflection, 
talking about experiences and feelings, and self-directed problem solving, in a peer 
support setting guided by a trained Facilitator.  Outside of South Africa, World 
Vision has been involved in the successful adaptation and implementation of IPT-G 
in a number of sub-Saharan African countries in the past decade, beginning with 
Rwanda and Uganda in the early 2000s. In the initial pilot programs in Uganda, IPT-
G was found to be effective in addressing a number of common depressive 
symptoms, such as grief, anxiety, sadness and fear, in both adults and adolescents 
[2-4].  

The focal site of this case study was the Eastern Cape province, where World Vision 
South Africa implemented IPT-G for 685 adolescents through two of their program 
sites in 2012. Facilitators were recruited and trained locally to provide IPT-G to 
groups of seven to 15 adolescents, aged 14 to 17 years, who were segregated by 
gender. Prior to commencing IPT-G, the Facilitators were trained in psychotherapy 
and communication techniques to prepare them for working with the youth. The 
model was adapted for the local context, incorporating words and descriptions in 
the local language to adequately depict depression and IPT-G in a sensitive, 
culturally appropriate, non-stigmatizing way.  To assess potential participants’ 
depressive symptoms prior to their enrollment in the intervention, an assessment 
tool based on the Hopkins Symptoms Checklist for depression [5] was employed, 
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and also adapted for the local language and cultural context.  Youth participants 
were assessed for depressive symptoms twice by the Facilitator before being 
enrolled in IPT-G. Individuals were only enrolled if they exhibited three or more 
depressive symptoms at both assessments, and youth who did not meet these 
criteria were not enrolled. Eligible participants were invited to attend IPT-G, which 
involved a once a week 60 to 90 minute group psychotherapy session for a total of 16 
weeks. 

This case study highlights the successes and challenges World Vision faced in 
providing IPT-G to vulnerable adolescents in the Eastern Cape.  The intervention 
was successful at reaching youth in underserved areas where mental health services 
were otherwise not available.  In addition to providing direct therapy, IPT-G 
ultimately served as a gateway from which youth were referred to other services, 
and helped to incubate sustainable peer support networks among group members. 
The inclusion of caregivers through individual and group meetings was important in 
securing their approval for adolescents’ participation in the intervention, and further 
provided an opportunity for interested caregivers to receive psychological support 
themselves.   

The program’s main challenges included the recruitment of adequate numbers of 
qualified local candidates, both male and female, to work as Facilitators.  This led to 
secondary challenges, such as finding transportation to ensure that Facilitators were 
able to attend IPT-G sessions in distant and remote communities. Some groups 
experienced problems with participant absenteeism, and World Vision staff 
employed a number of different approaches to address this, such as providing 
snacks during sessions and meeting with participants and their caregivers 
individually to address concerns. Some group members found the assessment 
redundant and burdensome, due to the weekly repetition of the assessment tool, 
which was intended to monitor changes in depressive symptoms.  Despite these 
challenges, Facilitators were able to draw on their training to engage youth in 
interpersonal psychotherapy, providing them with a safe space to share their 
emotional burdens, and helping them develop valuable tools for managing 
psychological distress and other problems.  The strategies used by World Vision to 
address these challenges and engage youth generated a number of promising 
practices that will be useful for subsequent implementation and expansion efforts. 

Information gathering activities for the case study began in August 2012 with a 
document review, followed by eight key informant interviews and two focus group 
discussions conducted at World Vision’s headquarters office in Johannesburg and at 
two program sites in the Eastern Cape where IPT-G was implemented.  This case 
study was made possible by financial support from the President’s Emergency Plan 
for AIDS Relief (PEPFAR) through USAID Southern Africa. The authors hope that 
this project will produce knowledge that can improve existing services for 
vulnerable youth and guide future investment in mental health interventions, in 
South Africa and elsewhere around the world. 
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INTRODUCTION 

South Africa has one of the highest HIV and AIDS prevalence rates in the world, 
with 18% of adults aged 15 to 49 years estimated to be HIV positive [6]. Children are 
profoundly impacted by the epidemic. The stress of parental illness and the trauma 
of a caregiver’s death, combined with instability and disruption to the child’s home 
life, have considerable psychological consequences. A systematic review of 23 
studies in 2007 established a strong association between AIDS orphanhood and 
compromised mental health [7]. There is also growing evidence of increased risk for 
mental health problems among children with HIV-positive parents [8-10]. Findings 
highlight the elevated likelihood of depression and other clinical disorders among 
HIV and AIDS-affected youth [11-13]. There is an urgent need for evidence-based 
interventions to address these issues.  

The past decade has seen an increase in resource mobilization for interventions for 
children and adolescents who have been orphaned or made vulnerable by HIV and 
AIDS in sub-Saharan Africa. These interventions have primarily focused on ensuring 
children’s access to food, material and educational support. To address the 
emotional strain that HIV and AIDS-affected children face, many programs have 
also included a psychosocial support component, primarily through home visits 
from a trained caring adult in the local community. However, while home visitors 
are able to offer comfort and service referrals, available research suggests that they 
may not be able to effectively ameliorate psychological distress in children and 
youth [14]. Further, the evidence on alternative interventions for improving the 
psychological health of orphans and vulnerable children remains scarce [15]. This 
case study aims to contribute to the knowledge base on psychological interventions 
for AIDS-affected adolescents in South Africa by documenting World Vision’s IPT-G 
program.  

Interpersonal psychotherapy is a theory- and evidence-based mental health 
treatment developed by clinicians that includes self-reflection, talking about one’s 
experiences and feelings, and engaging in problem solving. It is one of the most 
widely used therapies for depression around the world, and has been successfully 
adapted for group settings in both developed and developing countries [4,16,17]. 
World Vision has helped to pioneer the use of this treatment in sub-Saharan Africa 
as a peer support model of care with trained local Facilitators.  The pages that follow 
provide an in-depth description of the IPT-G intervention and World Vision’s 
experience implementing it with vulnerable adolescents in the Eastern Cape 
province. This case study was developed by Tulane University with PEPFAR 
financial support provided from USAID Southern Africa, who also supported 
intervention implementation within the focal areas. It is hoped the case study will 
offer useful insights and considerations to support the much-needed expansion of 
psychological interventions for HIV and AIDS-affected children in South Africa.  
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METHODOLOGY 

Information gathering for the case study began in August 2012, with a review of 
documents related to World Vision’s IPT-G program.  Site-based data collection took 
place in September 2012 and included a series of key informant interviews, focus 
group discussions (FGDs) and site visits.  Interviews and sites visits were conducted 
at World Vision’s South Africa headquarters in Johannesburg, and at two Area 
Development Programs (ADPs) – Mpofu ADP and Umizimvubu ADP – in Eastern 
Cape province where IPT-G was implemented.  World Vision delivers child-focused 
community development and support projects through ADPs, which are de-
centralized, regional program hubs that link villages together to address the root 
causes of poverty.  ADPs typically serve populations of 30,000 to 100,000 people, 
which are divided into smaller clusters, for a period of 10 to 15 years.  

 
ACTIVITIES 

A series of documents were reviewed, including IPT-G specific resources, such as 
the training manual and published research, as well as general World Vision annual 
and program reports. These resources provided an initial understanding of the 
organizational approach and key components of the intervention and helped to 
inform the development of interview and FGD guides.  

Eight in-depth interviews were conducted among key stakeholders. These 
interviews were semi-structured and covered topics such as World Vision’s history 
with the IPT-G intervention and other psychosocial services, the current state of the 
program in South Africa, roles and responsibilities of associated staff, lessons 
learned and best practices, as well as future goals for enhancing and expanding the 
intervention.  All interviews were conducted in English.   

At World Vision headquarters in Johannesburg face-to-face interviews were 
conducted with the Training Officer, who provides supervision and support to the 
two IPT-G program sites in the Eastern Cape, and with the Grant Manager, who is 
responsible for overseeing all aspects of IPT-G intervention as well as other services 
for OVC at six World Vision ADPs. A phone interview was completed with the 
World Vision Regional Psychosocial Advisor in Kenya, who was part of the team 
that originally developed IPT-G for World Vision’s use.  The Advisor trained the 
Facilitators who implemented IPT-G in the Eastern Cape, and continues to conduct 
Facilitator training and provide guidance and support for the program across World 
Vision sites in Africa.      

In the Eastern Cape, site visits were conducted at the two ADPs where World Vision 
has implemented IPT-G:  Umzimvubu ADP in the Alfred Nzo District, and Mpofu 
ADP in the Amatole District. At each ADP, interviews were conducted with the ADP 
Manager, who oversees all programs and activities in the catchment area including 
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IPT-G; and the Social Worker, who supervises and supports the IPT-G Facilitators 
and addresses any additional service needs of beneficiaries, both those participating 
in IPT-G as well as those served through other local World Vision programs.   

A FGD with IPT-G Facilitators was conducted at each of the two ADPs. Each FGD 
included eight Facilitators, two men and six women in Mpufo, and three men and 
five women in Umzimvubu. The FGDs were conducted in a mixture of English, 
Sesotho and Xhosa, and respondents, who were fluent in both languages, were free 
to answer in their preferred language. Translation between English, Sesotho and 
Xhosa was available during the FGD if anyone wanted clarification in any of the 
languages, and the discussion was recorded, transcribed and translated into English 
for analysis. In Umzimvubu, an additional one-on-one interview was held in English 
with one male Facilitator who was unable to attend the FGD.   

 
FOCAL SITES 

The geographic focus of this case study was 
Eastern Cape province, where World Vision 
has implemented IPT-G at two ADPs.  The 
Eastern Cape is generally considered to be the 
poorest province in South Africa [18], which 
has a considerable impact on the health and 
wellbeing of the population. About one-
quarter of adults in the province are 
estimated to be unemployed [19]. Research 
conducted in Eastern Cape in 2007 reported 
that 8% of households lived on less than the 
national minimum wage of ZAR800 per 
month, and an additional 12% reported no 

income whatsoever [19]. While efforts have been made to create economic growth 
and development through increased industry and manufacturing in the province, 
growth has not spread to the rural areas [20]. Most rural residents who earn wages 
do so through working as labourers on large-scale farms, or after migrating to other 
provinces for work, particularly in the mining sector [18].  Approximately 30% of 
homes in the Eastern Cape lack access to electricity or piped water [19].  

Economic challenges in the region are compounded by high rates of HIV, with an 
estimated adult prevalence of 15.2% [19], and limited access to services and care [20]. 
While the Eastern Cape makes up less than 13% of the overall population [21], nearly 
a quarter of all children in South Africa who have suffered the loss of one or both 
parents live within this province [22]. Approximately 28.1% of antenatal clinic 
attendees in the province are HIV-positive [23], suggesting that many children live 
with chronically ill parents. 

A secondary school supported by 
Umzimvubu ADP, which is also a 

venue for IPT-G. 
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“Alfred Nzo District is one of the areas 
that is neglected.  It is far, it is remote, it 
is isolated. There are few sources of 
running water, little electricity,  and 
sanitation is poor.  There are lots of 
child-headed households, and granny-
headed households...So the people we 
work with definitely need the [IPT-G] 
program.” 

 - ADP Manager      

 

 

World Vision’s Umzimvubu ADP is located in Alfred Nzo District, one of the most 
rural and impoverished districts in the Eastern Cape. Ninety-nine percent of the 
population resides in rural areas, and data from 2007 indicated that half of the 
households (52%) had no income and an 
additional 30% were living on less than 
ZAR800 per month [19].  The 
socioeconomic situation is similar in the 
Amatole District, where the Mpofu ADP 
is located.  In 2007 nearly half (47%) of 
households reported having no source of 
income, and a quarter were living on less 
than ZAR800 per month [19].  Amatole is 
still largely rural but slightly more 
urbanized relative to Alfred Nzo, with 
only 70% percent of the population living 
in rural areas [21].  
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“The intended outcomes are to treat 
people who have depression.  When 
there is no more depression, people 
function better, and so ultimately IPT-G 
helps people improve their lives, 
economically, socially and 
psychologically.” 

 - Regional Psychosocial Advisor      

PROGRAM DESCRIPTION 

OVERVIEW 

In response to the growing number of orphans and other children affected by HIV 
and AIDS in South Africa, World Vision in 2006 began implementing programs 
specifically for OVC. By 2012, World Vision South Africa was providing services to 
more than 35,000 OVC, an estimated 40% of whom were between the ages of 14 and 
17. The agency’s portfolio of services included efforts to address material, 
educational and nutritional needs, as well as providing psychosocial support 
through home visiting. Recognizing the need for both age-specific programs and 
more formal psychological services, World Vision introduced IPT-G for adolescents 
in Limpopo and Free State provinces in 2011 and in the Eastern Cape in 2012.  

Interpersonal psychotherapy was originally developed and used primarily in one-
on-one counseling sessions in North America and Europe, but has subsequently 
been adapted for peer support groups and for use around the world.  In both the 
one-on-one and group formats, the purpose of interpersonal therapy is to address a 
range of psychological issues through guided self-reflection and in-depth 
discussions about experiences and feelings that have impacted their emotional 
wellbeing. Participants are also supported in setting and achieving personal goals 
related to the problems they face.   

Interpersonal psychotherapy has been found to be widely effective in treating 
affective disorders such as depression and anxiety, among both adults and 
adolescents in developed and developing countries [4,24-27]. A 2005 review of 
randomized clinical trials in the West 
concluded that the effect of interpersonal 
psychotherapy was equivalent to that of 
medication [28]. While in developed 
countries this treatment is often facilitated 
by individuals with clinical expertise, 
promising effects of this approach has also 
been found when groups are 
implemented by paraprofessional or lay 
facilitators in developing countries 
[3,4,16].  

World Vision recruits and trains local community members to serve as IPT-G 
Facilitators. They are trained in psychotherapy and communication techniques to 
prepare them for the challenging task of guiding participants through difficult and 
emotional conversations. Groups typically consist of between seven to 15 
individuals, all of whom exhibit depressive symptoms and have difficulty 
functioning or performing ordinary, everyday tasks.  Groups are generally formed to 
include participants with similar ages and shared experience, such as grief related to 
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“There are unique expressions of 
depression in different contexts.  In 
Uganda, it was more of a deep 
sadness. In Rwanda, you see more 
self-destructive behaviour - self-
loathing and self-hatred.  In South 
Africa we found a lot of violence as an 
expression of internal hatred.” 

- Regional Psychosocial Advisor       

 

AIDS or conflict, although IPT-G is offered in some communities to individuals 
exhibiting depressive symptoms regardless of their personal history. Prior to 
enrollment, the Facilitator meets one-on-one with potential participants to assess 
their depressive symptoms and ensure that their psychological needs are within the 
scope of the intervention.  In each community the intervention is specifically adapted 
for the operating context, which typically includes translating concepts of depression 
and emotional issues into the local language, and working with local stakeholders to 
ensure that the assessment process and approach are culturally appropriate.  

The intervention consists of 16 to 20 weekly 60 to 90 minute psychotherapy sessions 
led by a trained IPT-G Facilitator. Sessions are designed to provide participants with 
opportunities to learn and practice interpersonal skills for solving problems that can 
contribute to depression, and to facilitate the provision of emotional support 
between members of the group. The Facilitator helps participants to identify people 
who are important in their lives, understand links between their psychological state 
and current problems, and practice new ways of problem solving.  Members are 
encouraged to talk about their emotional distress and how it affects them, and to 
offer support to one another throughout the process. In some cases the Facilitator 
helps individuals establish unique personal goals to work towards during the course 
of IPT-G. Other participants make suggestions on approaches that might help the 
individual reach their goal, and each member reports on their progress each week 
during the session.   

The 16 to 20 sessions are made up of three phases: 1) beginning phase, wherein 
participants get acquainted, set ground rules and learn how the group works; 2) 
working or middle phase, in which problems are discussed and participants are 
encouraged to identify and take actions to resolve their problems, and 3) termination 
phase, wherein group members summarize the resulting changes in their emotional 
symptoms and problems, discuss dealing with potential depression triggers in the 
future, and share their feelings about the group ending.  Throughout the course of 
IPT-G, members are referred to Social Workers if they have problems that require 
additional support or services.  For example, individuals are referred to Social 
Workers to help them access social assistance grants, or in cases of abuse or suicidal 
ideation. 

World Vision’s IPT-G intervention was 
initially conceived in 1999 through 
collaboration between World Vision’s East 
Africa Regional Office and Johns Hopkins 
University. The partnership was based on 
the shared goal of developing an 
appropriate mental health assessment and 
treatment approach that would work in the 
African context, where the need for 
psychological support was believed to be 
high, and interventions were scarce or non-
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existent. IPT-G was introduced as an option to provide a formal mental health 
intervention appropriate in the cultural context of sub-Saharan Africa, and that was 
practical to implement in places where few people had formal training in 
psychology.  The initial focus was on helping adults in Rwanda cope with trauma 
and depression resulting from war and conflict, and shortly thereafter, the approach 
was piloted and tested among adults in southwestern Uganda to determine if it 
could also be adapted to address depression related to HIV and AIDS. A 
randomized control trial among the pilot population in southwestern Uganda found 
that IPT-G was effective in reducing depressive symptoms [3]. Following this initial 
success among adults, World Vision twice adapted the model for adolescents, first 
for adolescents who were affected by the conflict in northern Uganda, and then for 
adolescents dealing with depression and grief following the loss of a parent due to 
AIDS. A randomized control trial among youth affected by the conflict in northern 
Uganda found that IPT-G reduced depressive symptoms compared with creative 
play or no therapy at all [4].  

The intervention model is largely the same between conflict-affected and HIV and 
AIDS-affected populations, maintaining focus on four main areas that trigger 
depressive symptoms: grief (due to death or illness of a loved one); interpersonal 
disputes (disagreements with important people in one's life); role transitions 
(changes in life circumstances); and deficits (persistent problems in initiating or 
sustaining relationships) [4].  An important consideration in the implementation of 
IPT-G among conflict versus HIV and AIDS-affected populations is the transient 
nature of those affected by war. World Vision’s experience highlights the increased 
challenges of completing 16 or more sessions with conflict-affected populations, 
noting the increased mobility and unavailability of participants and Facilitators even 
after the conflict ends.  Care must also be taken to ensure the utmost sensitivity in 
identifying the appropriate terms to discuss or describe violent events that took 
place during the conflict, and similarly in describing experiences pertaining to HIV 
and AIDS.  Distinctions between the adult and adolescent IPT-G models include 
differences in the communication techniques and approaches to build rapport within 
the group, the specific daily tasks and functioning that are assessed to identify 
depressive symptoms, and the personal goals individuals may choose to set and 
work towards. 

Following the initial piloting and testing of the model, World Vision expanded IPT-
G to conflict-affected populations in the Democratic Republic of Congo and in 
Somalia as well as among HIV and AIDS- affected populations in Kenya, Malawi, 
Zambia and, most recently, in South Africa.  In South Africa IPT-G has been 
implemented for adolescents in the Limpopo, Free State and Eastern Cape provinces, 
reaching as many as 1000 adolescents since 2011, many of whom are affected by HIV 
and AIDS. This case study provides a detailed description of IPT-G implementation 
among vulnerable adolescents in the Eastern Cape, where approximately 685 youth 
between age 14 and 17 participated in groups in 2012.  
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PROGRAM STAFF 

Facil itators  

IPT-G Facilitators are the backbone of 
the program, responsible for all 
aspects of implementation, including 
identifying and enrolling IPT-G 
participants, facilitating and reporting 
on the weekly group sessions, and 
following-up with participants who 
are absent. Facilitators also provide 
participants with one-on-one 
emotional support and refer them to 
the Social Workers as needed.  

In the Eastern Cape, World Vision 
recruited and trained 20 Facilitators 
for IPT-G.  Three of the Facilitators left 
the program shortly after training to 
pursue other employment or for 
personal reasons, and 17 were 
ultimately engaged as IPT-G 
Facilitators – eight at Mpofu ADP and 
nine at Umzimvubu ADP. Facilitators included twelve women and five men, each of 
whom was responsible for leading two to six separate IPT-G groups over a 10-month 
period. These individuals were hired as part-time employees and provided with a 
monthly stipend of ZAR2,000 (approximately USD230).  

To promote high-quality program delivery, World Vision purposively recruits IPT-G 
Facilitators with select characteristics. In the Eastern Cape, World Vision recruited 
Facilitators from within the communities where IPT-G was implemented, to 
guarantee fluency in the local language and an in-depth understanding of the 
cultural context. This was considered essential not only to ensure that the Facilitators 
could effectively communicate with and relate to the participants during the group 
sessions, but also because the Facilitators were actively involved in adapting the IPT-
G tools for the local context.   

The age, gender, education and experience of Facilitators were also important 
considerations. Believing that adolescents would relate better to young adults close 
to their own ages, only Facilitators between 23 and 25 years of age were recruited for 
the program in the Eastern Cape.  Because IPT-G adolescent groups are segregated 
by gender, Facilitators were also assigned according to the gender of the group.  

IPT-G Facilitators pose for a picture outside 
Mpofu ADP. 
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Facilitators were required to have graduated from high school to ensure they had the 
literacy skills needed to participate fully in the training and for report writing and 
record keeping. Lastly, World Vision also considered candidates’ relevant prior 
work or volunteer experience, for example, coaching youth soccer teams or teaching 
Sunday school. 

IPT-G was many Facilitators’ first work experience in the social development sector. 
Facilitators reported that they had gained a number of transferable skills through 
their work, including those related to communication and facilitation, speaking in 
front of a group, working with youth, and problem solving. Facilitators also reported 
that they had gained interpersonal skills and emotional maturity that helped them 
relate better to others, both in group sessions and in their everyday lives.   

 
Social Workers 

World Vision’s Social Workers serve two related roles in IPT-G: they directly 
supervise the Facilitators and also manage referrals from the Facilitators in cases 
where a participant requires assistance beyond what the group can provide, such as 
additional social services or in cases of abuse.  IPT-G Social Workers in the Eastern 
Cape also managed referrals from other World Vision programs (such as the home 
visiting program for OVC), although the majority of their work time was designated 
for the IPT-G program.  

World Vision recruited one Social Worker per ADP to supervise eight to 10 IPT-G 
Facilitators each.  The Social Workers were recruited and hired through the Human 
Resources Department at the World Vision headquarters, and were employed 
fulltime at the ADP, in accordance with World Vision’s Human Resources policies 
and pay scale. 

Social Workers reported that supervising the IPT-G Facilitators was a very hands-on 
job, necessitating frequent contact with Facilitators about the progress of the 
sessions, issues facing individual participants, and any challenges that arose. The 
Social Workers held monthly group meetings with the Facilitators to collect reports 
and hear updates on the groups, and to provide Facilitators with the opportunity to 
debrief. The Social Workers were also responsible for ensuring that the Facilitators 
had adequate transport to group session sites; because of the scarcity of transport in 
the rural areas of Eastern Cape where the program was implemented, this typically 
meant driving Facilitators to sessions.   

IPT-G Social Workers are required to possess a degree in social work from a 
recognized university and have previous social work experience, preferably with 
vulnerable children. While Social Workers working with IPT-G Facilitators in the 
Eastern Cape needed to speak the local languages and have some understanding of 
the local culture, unlike Facilitators, they were not necessarily recruited from within 
the local community – their experience and educational qualifications were more 
important than where they came from.   
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Management 

The ADP Manager oversees and monitors all staff and activities at the ADP, 
including IPT-G, to ensure that all programming is implemented as planned. The 
ADP Manager is responsible for mobilizing program resources and facilitating 
logistical arrangements to ensure that each program meets its intended objectives. 
Specific management responsibilities related to IPT-G in the Eastern Cape included 
overseeing recruitment and hiring of Facilitators, reviewing reports prepared by 
Facilitators and Social Workers, addressing logistical challenges (such as 
transportation and incentives) and approving all financial transactions. Managers at 
each ADP site also helped ensure coordination and support across activities; for 
example, linking OVC Home Visitors with Facilitators to assist in identifying 
potential IPT-G participants, or planning parent/guardian information sessions and 
workshops.  
	  
At World Vision’s headquarters in Johannesburg, the Training Officer and the Grant 
Manager supervised the IPT-G program.  The Training Officer played an active role 
in coordinating and overseeing implementation, dedicating about 30% of her time to 
IPT-G activities during this stage of the program. She conducted monthly site visits 
to each ADP to meet with the Facilitators and Social Workers, monitoring progress 
and troubleshooting any problems with IPT-G implementation. The Training Officer 
also coordinated and oversaw attendance recordkeeping, which included reviewing 
and responding to group attendance reports from the IPT-G staff at the ADPs, 
entering this information into a specially-constructed database and forwarding 
reports to external donors and partners. The Training Officer reports directly to the 
Grant Manager who supervises implementation and is responsible for authorizing 
the procurement of resources required for program operations.  

 
REPORTING AND SUPERVISION 

Facilitators kept individual records tracking participation and changes in depressive 
symptoms, as well as an attendance roster for the group. The Facilitator maintained 
a case file for each participant, where attendance and symptom records were 
compiled.  Case files were secured in a filing cabinet at the ADP site, where each 
Facilitator was provided space to store all records related to his/her groups. The 
Training Officer collected updated attendance rosters from all Facilitators on a 
monthly basis, and entered the data into a specially constructed database with 
automated summary reporting designed to serve as an early warning system for 
absenteeism and participant attrition. 

The records from IPT-G sessions formed the basis of the monthly reports, which the 
Facilitators were required to submit to the Social Worker at the monthly meeting.  
During the meetings, the Social Worker also facilitated a group debriefing session 
with all of the Facilitators so that they could share their experiences and help one 
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“I meet with the Facilitators and we 
sit down and talk about issues.  
Facilitation weighs on the 
Facilitators, and they need to talk 
about it and have someone follow up. 
They also talk about their own 
personal issues.   It’s hard to deal 
with someone who has problems 
when you have problems of your 
own, and that’s why this debriefing 
process is so important.” 

 - Social Worker      

another with challenges related to their work.  The Social Workers also reported that 
they encouraged the Facilitators to come to the ADP for a weekly meeting to check 
in with supervisory staff and work on their reports while the information was still 
fresh in their minds, and to prevent records from getting misplaced or forgotten over 
the course of the month. The Facilitators and the Social Worker were also in frequent 
contact via telephone to discuss the group sessions and specific issues that might 
require follow up.   

The Social Worker compiled monthly reports from the Facilitators and sent these 
reports to the Training Officer at World Vision headquarters, along with a report of 
his/her own monthly activities. These materials were reviewed and approved by the 
Training Officer and Grant Manager before the disbursement of stipends to the 
Facilitators.  The ADP Manager also received a copy of the report. The Social Worker 
and the Training Officer were in frequent communication by phone and email.  The 
Training Officer additionally made a minimum of one site visit to each ADP per 
month, to meet with the Social Worker and Facilitators and provide in-person 
support.  Quarterly site visits were conducted by the Grant Manager to review all 
programs at the ADP, including IPT-G. If challenges or problems arose that required 
input from the Grant Manager, site visits took place more frequently.   

 
Psychological Support for Facil itators 

The Social Worker also provided psychological support for Facilitators in group 
debriefing sessions and one-on-one meetings. Facilitators reported a considerable 
emotional burden related to their work with IPT-G, and they did not necessarily 
have outlets and support available in their own social circles.  The group debriefing 
therefore provided opportunities for peer support, as the Facilitators shared their 
experiences and helped each other find solutions to challenges that arose in groups.  
While the focus of the debriefings was to provide a time for Facilitators to talk about 
challenges and emotions related to IPT-G implementation and the support of 
participants, the Facilitators sometimes shared other personal issues. One-on-one 
sessions between the Facilitator and Social 
Worker were scheduled as needed, when 
specific issues or challenges arose which the 
Facilitator wished to discuss directly with the 
Social Worker.  Because the Social Worker 
drove Facilitators to their group sessions, 
they often had time for one-on-one debriefing 
during the drive. The Facilitators reported 
that affording time and attention to their own 
psychological wellbeing was important, 
helping them provide effective support to 
participants and to better lead the group 
through the series of IPT-G sessions. 
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“Some of us came to the training with 
our own problems from our own homes, 
and we were able to find help and 
healing at the training, and this prepared 
us to go back and assist other children in 
healing.” 

 - Facilitator      

KEY ACTIVITIES 

Facil itator Training  

Facilitators participated in 10 days of training focused on developing and practicing 
skills needed for effective group facilitation. World Vision’s Training Officer and 
Grant Manager attended the training as well, to enhance their understanding of IPT-
G implementation needs.  To assist with logistics, World Vision’s Training 
Coordinator also participated in the training. Typically the Social Workers also 
participate in this training, but in the Eastern Cape the Social Workers were recruited 
during or after the training, and thus one Social Worker participated in only part of 
the training and the other began working for World Vision shortly after the training 
was completed. However, because of their professional qualifications and previous 
experience working with vulnerable adolescents, both Social Workers were deemed 
equipped to serve in a supervisory and support capacity following a briefing on the 
program.   

The training was led by two IPT-G 
Trainers – one male and one female – who 
had extensive experience with IPT-G.  One 
of the Trainers was involved in the 
development of IPT-G for the African 
context, and the other completed the IPT-
G training-of-trainers program, and had 
several years of experience with the IPT-G 
program in a training and management 

capacity.    Including both a male and female Trainer is advised because groups are 
segregated by gender, and the Trainers provide important insights into the different 
issues that arise with groups of adolescent boys versus girls. Facilitators were 
provided with a training manual, which included an explanation of psychotherapy 
and a detailed description of activities to be carried out during IPT-G 
implementation and delivery.  The manual also included question guides and 
talking points to help the Facilitators during group facilitation.  Role-play and semi-
structured discussions were used extensively during training, in order to impart 
practical facilitation skills and provide real-life examples to participants.    
 
Facilitator training in Eastern Cape began with an explanation of interpersonal 
psychotherapy techniques, such as talking and reflecting, identifying triggers, 
linking depressive symptoms to past events and current problems, and problem 
solving to address emotional challenges. To help the Facilitators-in-training fully 
understand how IPT-G works, they also participated in a model IPT-G session 
themselves, sharing their own experiences and feelings and helping one another to 
find solutions to problems in their own lives.  Participants reported that this was an 
emotionally powerful experience, as it was the first time that most of them had 
disclosed their personal challenges or reflected on the psychological impact.  In the 
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following days, the 
Trainers ensured that 
there was time and space 
to revisit this process, 
allowing the Facilitators 
to debrief or follow up in 
a group setting according 
to preference.  The 
training covered the IPT-
G participant recruitment 
processes, which includes 
the pre-group meetings 
with adolescents, parent 
engagement activities, 
and use of the 
assessment tool to 
ascertain the extent of 
the potential 
participant’s depressive 
symptoms. Two or more days of IPT-G Facilitator training were devoted specifically 
to adapting the assessment tool, a checklist based on the depression and anxiety 
section of the Hopkins Symptoms Checklist [5].  To adapt the tool, the Facilitators 
discussed and built consensus around the most appropriate terms and phrases for 
describing depression in the local language. The Facilitators also drew pictures to 
illustrate the concept of depression, creating a visual tool that was later used to 
explain depressive symptoms and the purpose of IPT-G to adolescents and their 
parents/guardian. After the assessment tool was adapted for use in the Eastern 
Cape, Facilitators practiced conducting assessments with one another.  Once they 
were satisfied with the tool, the group spent roughly two days piloting it in the local 
community, by asking passersby to participate in an assessment and offer feedback 
on how appropriate, understandable and clear the questions were.  The feedback 
was used to further refine the tool and finalize it for use among IPT-G participants.  

The final three to four days of training were devoted to practicing facilitation and 
communication skills for the pre-group assessments with adolescents, the 
parent/guardian meetings, and the group sessions.  These skills included learning to 
ensure sensitivity when explaining IPT-G and assessing potential participants; 
employing neutral inquiry techniques and asking questions to understand 
participants’ personal histories; dealing effectively with emotion, conflict or tension 
within the group; gauging when and how to make referrals to Social Workers; and 
establishing group norms and maintaining participant confidentiality. Trainees were 
also advised on their responsibilities as Facilitators, which included keeping 
attendance records and updating case files during each group session, monitoring 
attendance and personally following-up with any absent participants to ascertain the 
reason for the missed session and to encourage consistent participation. Facilitators 
were taught specific age-appropriate skills for working with adolescent groups to 

A picture drawn by one of World Vision’s female 
Facilitators in the Eastern Cape during the training to 

illustrate depression as “a burden in the mind.” 
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build rapport, establish trust and 
confidentiality, and anticipate and 
understand common problems that 
adolescents experience.  Facilitators 
developed their skills through role-play 
exercises that offered hands-on 
preparation for facilitating the groups.  
After the two weeks of training, 
Facilitators were tasked with beginning 
the recruitment process, which included 
meeting with potential group members 
and parents/guardians to carry out the 
pre-group assessments and enroll eligible 
participants.  

 
Identifying Potential  Participants 

Primary participants for IPT-G in the Eastern Cape were drawn from a list of 
adolescents, age 14 to 17, who had lost one or both parents to HIV or had been made 
otherwise vulnerable by AIDS, and who were already receiving other support 
services through the ADP. In some cases a youth was enrolled in IPT-G at the age of 
13, but only if he/she would turn 14 within the session period.  Including youth 
younger than 13 in IPT-G was felt to create too much of an age range within groups. 
The organization believes that the natural differences in maturity and experience 
between youth ages 12 and 17 years could negatively impact group cohesion, which 
is critical to the success of the intervention. 

This list of youth was divided by gender and location, and each Facilitator was 
assigned a list of girls or boys within a village/area whom he/she was responsible 
for identifying and assessing for IPT-G eligibility.   The Facilitators were 
accompanied by World Vision’s Home Visitors when they made each initial 
household visit to identify eligible youth and obtain consent from 
parents/guardians to have their child participate in IPT-G. The Home Visitors 
provide ongoing support to families with children/youth identified as orphaned or 
otherwise vulnerable in the villages where they live, and have extensive knowledge 
of the layout of the villages and the families living there. In rural and remote areas 
where World Vision works, households generally do not have clearly identifiable 
home addresses, so Home Visitors’ assistance with locating specific households was 
invaluable. Home Visitors also introduced the Facilitators to the parents/guardians 
of youth receiving World Vision services, and this introduction likely put caregivers 
at ease and increased their willingness to allow their children to take part in IPT-G.  

Examples  of  Local 
Adaptations of  Depressive  
Symptoms in Eastern Cape 

 
Uxinzelelo lwengqondo means 
“pressure or burden in the mind” in 
Xhosa 
 
Kgatello ya maikutlo means “the 
oppression of feelings” in Sesotho 
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“In our culture, most of the time 
people don’t understand depression. 
If a person is depressed, they think 
that person is bewitched or 
something.  And so that’s where the 
discrimination comes in.” 

 - ADP Manager      

 

 

After being introduced to a parent/guardian, 
the Facilitator explained the intervention and 
requested consent to speak with the youth 
about IPT-G and carry out the assessment 
with the adolescent’s assent. These 
parent/guardian meetings took place 
privately, so that neither the adolescent nor 
other family members could overhear the 
conversation.  Depression was explained 

using the local definition and illustrations developed during the training.  Rather 
than relying on the term ‘depression’ or implying that the adolescent was sick or in 
need of help, Facilitators focused on the symptoms, explaining that these are fairly 
common among youth facing similar stressors, and may be mitigated through an 
intervention such as IPT-G. The Facilitators took care to communicate information 
about depressive symptoms and IPT-G without stigmatizing the adolescent or 
making the parent/guardian feel that there was something wrong with his/her 
child. The Facilitator also talked about confidentiality to assure the parent/guardian 
that nothing they said would be repeated to their child or in the group. Likewise, 
anything that the adolescent said in the group would not be repeated to anyone 
outside the group, including the parent/guardian.  After obtaining consent from the 
parent/guardian, the Facilitator met one-on-one with the adolescent to seek assent 
and carry out the pre-group assessment. 

In some villages the number of youth eligible for IPT-G was insufficient to form a 
group of seven or more boys or girls, the minimum required.  Rather than canceling 
these groups, World Vision opened enrollment to other youth in the community 
who were experiencing depressive symptoms, but whose lives had not necessarily 
been affected directly by HIV and AIDS.  Most of these adolescents were receiving 
services from World Vision through the child sponsorship program, which provides 
children and youth from low-income families with material, nutritional and 
educational support. These children were referred to the Facilitator by the Home 
Visitor, who was familiar with most families in the village where they worked.  In 
some cases teachers at the local schools also referred adolescents whom they thought 
would benefit from IPT-G. After receiving the referral, the Facilitator went out to 
identify the youth and their parents/guardians, and conducted the pre-group 
meetings and assessments.  

In total, over 685 adolescents participated in IPT-G between March and December 
2012. At Umzimvubu ADP a total of 370 adolescents participated in IPT-G – 243 of 
whom were orphaned or made otherwise vulnerable by AIDS, and 127 of whom 
were recruited through the sponsorship program or the local schools.  At Mpofu 
ADP a total of 315 youth participated in IPT-G, 153 of whom were identified through 
World Vision’s OVC beneficiary list, and 162 of whom were recruited through the 
alternative sources.  
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Pre-group Assessments 

The Facilitator met with each potential participant twice for a one-on-one pre-group 
assessment session that involved administering the assessment tool, which is a 
checklist for depressive symptoms.  At the first meeting the Facilitator introduced 
him/herself and explained depression and IPT-G.  The Facilitator explained that 
depression is a common condition with a range of different symptoms and that it is 
never the individual’s fault if he or she is experiencing these symptoms.  The 
Facilitator also explained that people are able to work through these difficult 
emotions and feel better, and that an intervention like IPT-G may be able to help 
catalyze that process.   

Following this introduction, the Facilitator asked permission to assess the youth for 
depressive symptoms to determine if he or she met the criteria for enrolling in IPT-
G. The Facilitator assessed the youth using the culturally appropriate assessment 
tool that had been adapted for local language and context during the training.  The 
assessment included questions regarding the adolescents’ functioning, examining 
participants’ ability to perform daily activities that a person of the same age and 
gender would normally be expected to accomplish. Activities included in the 
assessment tool covered schoolwork, household chores, self-care, community 
participation, and interaction with peers.  The assessment also included questions on 
a range of emotions and feelings, such as sadness, isolation, difficulty sleeping, 
difficulty concentrating, interactions with others (fighting and quarrelling), and 
energy and interest levels. The youth were asked if any of the symptoms listed in the 
assessment tool were present for them in the previous week. The assessment 
concluded with questions about how the individual perceived his/her emotional 
wellbeing and whether or not they thought they had depression, and if so, how long 
they believed they had had it. The assessment tool can be found in the Appendix. 

If the youth disclosed any depressive symptoms, the Facilitator asked more in-depth 
questions to find out what specific events or triggers may be contributing to the 
symptoms. These questions addressed the adolescent’s emotions, physical health, 
daily activities, the important people in his/her life, and relationships with friends 
and family.  To identify triggers, the Facilitator asked about potential linkages 
between depressive symptoms and events in the individual’s life. Using the 
assessment tool, the Facilitator made a list of depressive symptoms and problem 
areas that were discussed during the meeting. These records also provided a 
baseline from which to measure progress if the individual agreed to join IPT-G.   

The second pre-group meeting between the Facilitator and the potential IPT-G 
participant took place approximately one week after the first meeting. However, 
only youth who initially reported experiencing three or more depressive symptoms 
received a second visit from the Facilitator. During this second visit, the Facilitator 
repeated the assessment using the same tool to determine if depressive symptoms 
were still present. This strategy was designed to ensure that the first assessment did 
not merely catch an adolescent on a day when he or she was feeling unusually upset.  
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To be eligible for the IPT-G 
intervention in the Eastern Cape, 
World Vision required that 
adolescents exhibit three or more 
depressive symptoms in both 
assessments; although the symptoms 
exhibited may have changed.  World 
Vision sites elsewhere in the region 
have applied more conservative 
eligibility criteria, requiring the 
presence of five or more symptoms at 

each assessment period.   The more liberal inclusion of participants in the Eastern 
Cape was designed to promote maximum enrollment. In addition, program staff 
indicated that they believe all HIV and AIDS-affected and other vulnerable 
adolescents could benefit from the program, given the stressors they face. The 
rationale for including only youth with at least some depressive symptoms in IPT-G 
is that those experiencing similar feelings will best be able to support and 
understand one another and are likely to have problems the group process can 
effectively help to address. The shared experience with depressive symptoms also 
helps participants realize that they are not alone.   
	  
If a youth reported that symptoms had persisted during the second assessment, the 
Facilitator gave a more in-depth explanation of IPT-G and the group processes and 
invited the individual to join the group.  If the adolescent was interested in 
participating, then the Facilitator detailed the logistics and expectations of the group, 
including session dates and location along with group rules, such as the importance 
of confidentiality and regular attendance.  The Facilitator then helped the youth to 
set some personal goals to work towards through IPT-G. In doing so, the Facilitator 
again discussed the potential events and triggers that were contributing to the 
youth’s depressive symptoms, trying to establish the underlying causes to aid in 
appropriate goal-setting. Goals included specific things that the adolescent wished to 
achieve through IPT-G, and these goals were revisited and monitored throughout 
participation in the group sessions. Goals could be emotion-based, such as mourning 
the loss of a loved one and expressing grief in a constructive way; action-based, such 
as identifying ways to find financial support to pay school fees; life change-based, 
such as coping with a new caregiving role due to the illness or death of a parent; or 
relationship-based, such as improved relations with a parent or guardian.   

In the Eastern Cape, approximately 750 youth were identified by the Facilitators and 
assessed for depressive symptoms.  Of these 750 youth, 685 or 91% were found to 
exhibit three or more depressive symptoms in both assessments, and agreed to 
participate in IPT-G.  Participation was voluntary and individuals were told 
explicitly that they were free to decline IPT-G, and that other services they receive 
through World Vision would not be affected by the decision.   
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“In our culture boys are not as free when talking in front of girls, and the other way 
around…[therefore] boy to boy and girl to girl is better than boy to girl.” 

 - ADP Manager      

Group Composition  

For optimum participation and discussion among the group members, it was 
recommended that groups have a minimum of seven and a maximum of 15 
participants.  Groups of less than seven may evidence less variety in discussions and 
ideas for problem solving. On the other hand, if groups expand above 15 
participants, Facilitators have found that it can be difficult to ensure that each 
member has sufficient time to speak, and larger groups can be challenging for 
Facilitators to manage.   

As previously mentioned, groups are segregated by gender in deference to the fact 
that boys and girls frequently experience different problems and challenges in 
adolescence, and may not be comfortable discussing these problems among 
members of the opposite sex.  The Facilitators reported that group members 
frequently brought up sensitive personal information related to the opposite sex 
(including a range of topics such as relationship issues, sexual abuse, and assault), 
and there was general consensus that it was easier for individuals to talk about such 
topics in gender segregated groups. Furthermore, separation by gender also helps to 
avoid romantic interests within the group, which could affect disclosure or reactions 
and serve as a distraction during sessions.  
 

 

When the groups were opened up to include youth who were not orphaned or made 
vulnerable by HIV and AIDS, there was some initial concern among program staff 
about having participants with different experiences and vulnerabilities together in 
the same group.  However, mixing groups in this way did not cause any notable 
problems, and groups were reportedly cohesive and supportive regardless of 
different backgrounds.  Youth not affected by HIV shared struggles related to 
poverty, parental conflict and feeling that they had nowhere to turn with their 
problems. Some of those affected by HIV and AIDS also had similar histories, as well 
as issues of parental illness and loss. In fact, some IPT-G staff felt that having mixed 
groups may have reduced stigma towards youth who are orphaned or made 
otherwise vulnerable by HIV and AIDS. 

 
Group Sessions 

If there was a secondary school in the village, the weekly group sessions were held 
there, immediately after classes finished for the day. There are however many 
villages in the Eastern Cape without a secondary school nearby, in which case 
adolescents must board away from home during the week in order to attend school.  
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“It gives the children a chance to 
talk and interact and understand 
that they are not on their own- 
they learn that others have 
problems too.” 

- Social Worker 
 

In areas without a secondary school, groups were held locally at a church, 
elementary school, or local community center on the weekend when the adolescents 
who relocated during the week for school returned home to be with their families.   
World Vision supported flexibility in the location of group sessions in order to 
accommodate participants’ preferences and needs. For example, one group of boys 
preferred to meet under a tree in a large open space, rather than in the school 
building. The sessions were 60 to 90 minutes in length, and took place over 16 weeks 
in the Eastern Cape, and up to 20 weeks in other locations.  The sessions were 
loosely divided into three phases, described below, but session topics were flexible 
and revolved around what the participants wanted to discuss, rather than a specific 
list of ideas or tasks.   

Phase 1:  Sessions one through four are considered the beginning phase, when group 
members get to know one another and become increasingly comfortable talking 
about their lives and feelings with the other participants.  During the first session, 
group norms and rules are established to ensure confidentiality and privacy, and to 
address important logistics such as when and where the group will meet.  While 
group norms sometimes change or evolve over time, confidentiality, privacy and 
expectations regarding attendance are discussed at the time of enrollment and again 
during the first session. Beyond standard norms and other logistics, the Facilitator 
does not dictate the rules, but rather facilitates the process of having the group 
develop their own code of conduct by asking what the members felt they need in 
order to feel safe and comfortable in the group.   

The Facilitator also explains what depression is 
at the outset of the group, and explains that 
many people experience depressive symptoms. 
The Facilitator further reiterates that the purpose 
of IPT-G is to provide a safe space where 
participants can help each other cope with their 
emotional difficulties and overcome their 
depressive symptoms.    

In initial sessions, the Facilitator works on making sure participants feel sufficiently 
comfortable in the group to talk about their feelings and experiences.  In some cases, 
participants open up to one another quickly, without seeming to require much 
encouragement from the Facilitator.  In other circumstances, the Facilitator has to 
work towards building trust among the participants, oftentimes by sharing 
something about his/her own personal history, and then asking the group members 
to share their own stories. Depending on the group dynamic, the Facilitator 
sometimes chooses to first ask the youth how they are feeling at that moment or 
asking them to share why they joined the group, before moving to more sensitive 
topics. Each group operates at its own pace with the Facilitator eventually 
encouraging everyone to talk about their unique experiences and concerns.   
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“At first some of them didn’t really understand what we were doing or where we were 
going with the groups.  But then one or two of them would share their stories, and then 
the following week, the others would start to share their stories, and everyone would 
come to realize we were there to talk. By session 5 or 6 everyone was talking.” 

 - Facilitator      

 

 

At the start of each session the Facilitator uses the assessment tool one-on-one with 
each of the participants to assess their depressive symptoms. This assessment is 
conducted to determine if each youth’s level of symptomology is increasing, 
decreasing or staying the same and the Facilitator tracks and records progress over 
time. The ongoing assessments continue beyond phase 1 for the duration of the 
groups. 

 
Phase 2: Once all of the participants have shared their stories and grown comfortable 
with one another, the group moves from the beginning phase to the middle phase of 
the intervention.  The Facilitator asks the participants to reflect and talk about what 
might be causing their depressive feelings, and helps them link experiences and 
triggers to these emotions.  For example, if a participant talks about having difficulty 
sleeping, the Facilitator asks how long the participant has been having this problem, 
and what may have been happening in his or her life when the insomnia started.  In 
this way, the Facilitator helps the participant understand that particular events can 
affect other areas of his/her life, such as sleeping habits. The Facilitator also helps 
participants understand the linkage between feelings and behavior, i.e. insomnia can 
be related to anxiety or sadness, which in turn may manifest in different ways, such 
as losing interest in activities that were once enjoyable, or becoming irritable with 
friends and family.  The Facilitator helps participants understand these links by 
asking questions such as, “What do you think about when you can’t sleep?” or 
“What were you feeling when that happened?”   

An important part of the peer support model is that group members help each other 
find solutions to the problems they face. This means not only talking about one’s 
own feelings and experiences but also listening to others and responding with ideas 
for how to cope with problems. When an individual discloses a personal challenge 
or a goal they are working towards, the other members are encouraged to give 
suggestions on how to address the problem and accomplish the goal.  The individual 
in question then decides which strategy to try, and that becomes “homework” for 
the coming week.  Examples of “homework” in the Eastern Cape have included 
replacing negative thoughts with more positive ones, fighting less with family 
members, and coping with the loss of a family member by acknowledging the pain 
of the loss and the resulting sadness.  At the next session the individual reports back 
to the group members on whether or not he or she was able to address the problem.  
If the suggestions and advice do not work, the participants try to find alternative 
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“Even if I don’t give solutions, like money, my time is a resource that I’ve shared with the 
child. We support them by sitting and listening, by giving them an opportunity to vent 
and to talk about their true feelings, and by giving them space to express any emotion.”  

 - Facilitator 
     

“During the training we learned to ask 
the children, ‘what happened’, and I 
found that it was important to ask them 
this to find out what has happened in the 
past week.  Then you also ask them how 
they are feeling because every feeling is 
connected to something that happened.” 

 - Facilitator      

 

ways to address the problem. However, each individual is encouraged to identify 
and apply the coping strategies that will work best for them. At the end of each of 
these sessions the Facilitator summarizes what happened in the group and asks each 
participant to identify homework for the week ahead.   

Phase 3:  In the final two to three sessions, 
the Facilitator begins closing the main 
discussion points to prepare participants 
for the end of IPT-G. Participants are 
encouraged to discuss how they are 
feeling after participating in IPT-G for 13 
or more weeks as well as the changes that 
have or have not occurred in their lives 
over the course of the program. They also 
discuss their worries and anxieties about 
the future and how they intend to try to cope with these emotions moving forward. 
The Facilitator assures the participants that the mixed emotions they are probably 
feeling about the group ending is a normal and healthy response. Members are also 
invited to share their feelings about the group ending, which provides closure and 
helps the youth to deal with the emotional aspects of living without this weekly 
support structure. During the final session the Facilitator performs a last assessment 
of each participant’s symptoms and reminds them of their goals and related plans. 
The Facilitator summarizes the progress that has been made by each group member, 
while also acknowledging that some participants are still working through their 
issues and feelings.  The Facilitator reinforces that each participant has gained 
valuable tools to help them overcome emotional difficulties, emphasizing this as the 
group comes to an end.  The Facilitator also encourages the youth to continue 
offering support to one another by being available to talk and listen as friends in 
times of difficulty. 

All groups in the Eastern Cape end after 16 sessions in order to accommodate the 
large pool of eligible and interested participants.  In other settings, IPT-G groups 
continue for up to 20 sessions, and sometimes the members form their own social 
club following the group’s end. Indeed, adolescent groups in some African countries 
where IPT-G has been implemented have later formed soccer teams or singing 
groups, and all the groups in the Eastern Cape are encouraged to do the same.   
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Attendance 

Participants are strongly encouraged not to miss any sessions and if they are absent 
for three sessions they may be removed from the group and given the opportunity to 
start again in a new group if they wish to continue with IPT-G.  The rationale for this 
strict focus on attendance is that intermittent participation and prolonged absence 
will reduce the effectiveness and continuity of the treatment for the individual and 
the other group members. At the second individual assessment as well as the first 
group meeting, participants were asked to commit to regular attendance and to 
provide an explanation to the Facilitator and the group if they must be absent. 

When a participant missed a session, the Facilitator followed up directly with that 
individual, meeting one-on-one to talk about why he or she was absent and 
encouraging attendance at the next scheduled session.  By speaking to participants 
individually, the Facilitators were able to help address some of the reasons for poor 
attendance.  For example, Facilitators reported reassuring youth that whatever was 
shared in a group would be kept confidential, and reiterating the benefits of IPT-G 
for those who were skeptical.  Where these concerns were relevant to the group, the 
Facilitator would encourage the individual to attend the next session so that the 
issue could be further addressed in the group setting. Often if one individual was 
concerned about something, others were also concerned. Talking about an issue in 
the group opened the door for other members to vocalize these matters and offer 
other perspectives.  This helped the group members build trust in one another and 
also develop solutions to problems and worries as they arose. 

Early in the roll-out of IPT-G, World Vision staff discovered that one commonly 
cited reason for absenteeism pertained to hunger. World Vision found that after a 
long day of school, hunger overshadowed the need for psychological support and 
also affected concentration.  The organization responded by providing snacks for 
each group so that participants did not need to skip the session in order to go home 
to get food. The staff reported that the provision of food also improved the group’s 
ability to focus on meaningful conversations.    

World Vision, USAID and the other IPT-G stakeholders also decided that the 
provision of incentives might help to encourage enthusiasm and participation in the 
sessions, as well as serve as a reward for consistent attendance and progress.  To 
provide ongoing motivation and as a celebration of their hard work, participants 
received incentives such as a blanket, umbrella, water bottle and pencil case at 
various points during the 16 sessions.  
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“I recruited the parents by going door to 
door and talking with them.  But what really 
helped was when they went to the 
workshop.  After the workshop all the 
parents were encouraging their children to 
go to IPT-G.” 

 - Facilitator 
     

 

Parent/Guardian Workshops 

Although the Facilitators met with all the parents/guardians of potential 
participants before assessing and enrolling the youth, some caregivers who provided 
consent later expressed reservations about the intervention. Adolescent attendance 
was reportedly initially affected by caregivers’ reluctance as well as their preference 
that youth return home from school immediately to attend to household chores, 
rather than participate in IPT-G. After this barrier was revealed by adolescents, 
Facilitators met individually with parents and guardians who had such concerns to 
explain the importance of their child attending IPT-G for the full 16 sessions. This 
message was also revisited during a series of workshops World Vision held 
specifically for caregivers with adolescents in IPT-G.  

Approximately three months after the 
initial IPT-G sessions started in March, 
all parents/guardians of IPT-G 
participants were invited to take part 
in this two-day event, where all the 
transport, accommodation and food 
were paid for by World Vision to 
enable caregiver attendance. The 
workshops were led by World Vision’s 
Training Officer, and the Social Workers and Community Nurse from the ADP. 
Groups of 90 to 100 caregivers participated in each workshop, with two workshops 
conducted per ADP, for a total of 380 caregivers participating. Not all of the 
parents/guardians were able to attend the workshops, largely because they were 
unable to get time off work, or unable to leave home for two days because there was 
no one to look after younger children and take care of the household in their 
absence.   

The purpose of the workshops was to discuss IPT-G with caregivers in greater detail, 
and to provide an opportunity for them to experience the intervention themselves.  
The discussions included topics such as depression, how the IPT-G sessions work, 
expected outcomes, and important related issues such as confidentiality. The lengthy 
question and answer period gave participants an opportunity to ask questions of 
World Vision staff, which resolved much of the skepticism and reservations about 
the intervention. The parents/guardians broke into smaller groups to participate in a 
“mini-IPT-G session,” where they discussed problems and challenges and had an 
opportunity to share their feelings.  This helped caregivers to understand the peer-
support process and experience the healing impact of IPT-G.  The Social Workers 
also made themselves available for one-on-one counseling after the IPT-G session, 
and many parents/guardians availed themselves of that opportunity. The Social 
Workers reported staying up late each night of the workshop to talk to 
parents/guardians about issues affecting them. World Vision also used the 
workshops as an opportunity to provide information to these caregivers about 
adolescent health issues and other local programs available for their children.  
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LESSONS LEARNED 

The IPT-G implementation experience was instructive; World Vision encountered 
both notable successes and important challenges in reaching vulnerable adolescents 
with this innovative psychological intervention. IPT-G materials were successfully 
adapted for local use in the Eastern Cape through a thoughtful, inclusive process. 
Early meetings with parents/guardians proved instrumental in garnering their 
support for the intervention. Youth in underserved areas and with a previously 
unmet need for psychological support were successfully reached with the 
intervention. Finally, IPT-G served as the catalyst for other types of services, and for 
the development of sustainable peer support networks.  

Local recruitment of adequate numbers of qualified candidates, both male and 
female, proved difficult and provoked new problems such as transport. The 
assessment process, designed to be repetitive, was viewed as burdensome by some 
participants. Absenteeism was an issue in some groups leading World Vision staff to 
craft solutions such as providing snacks and other incentives, and meeting 
individually with caregivers to address previously unacknowledged concerns. 
Ultimately, Facilitators reported adopting a number of successful strategies to 
engage vulnerable adolescents in the unfamiliar process of group interpersonal 
psychotherapy. Through this process, youth gained valuable tools for managing 
depressive symptoms and overcoming personal challenges and struggles. 

 
SUCCESSES AND INNOVATIONS 

Adaptabil ity for Diverse Cultures and Age Ranges 

IPT-G blended traditionally Western and African concepts of depression and 
delivered psychotherapy in a culturally appropriate and locally relevant way for 
participants of varying ages. The successful adaption of the assessment tool and use 
of local words to describe depressive symptoms was a fundamental component of 
IPT-G implementation. Involving the Facilitators and other local staff in this process 
fostered ownership right from the start of implementation and throughout program 
delivery.   

More specifically, the use of local language and illustrations to describe 
psychological challenges provided a basis for discussing depression in a way that 
did not medicalize the condition or stigmatize participation in the intervention.  This 
was particularly important in areas where considerable discrimination and 
misunderstanding around mental health conditions exist, and where those who 
experience such problems are often ostracized or subjected to mistreatment or abuse. 
IPT-G enabled the development of a culturally appropriate and sensitive way of 
assessing and discussing psychological problems.  Moreover, the intervention 
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created a safe space for participants to talk about mental health issues in a culture 
where it may not otherwise be socially acceptable, or common practice, to do so. 
Indeed, Facilitators reported that IPT-G has successfully broken the social and 
cultural barriers in their communities that prohibit adolescents from discussing their 
problems and feelings, and in particular discourages males from talking about such 
things.  

The healing effect of IPT-G 
extended beyond the adolescent 
participants to include their 
parents and guardians, as well 
as those delivering the 
intervention.  During the 
Facilitator training, the trainees 
were able to experience IPT-G 
themselves by participating in a 
group session where they 
shared their histories and 
talked about personal problems 
and potential solutions. The 
qualified IPT-G Trainers 
facilitated this process so that 
the trainees understood 
through firsthand experience the healing that peer support and psychotherapy can 
bring. The Facilitators reported that this process helped them relate better to others, 
both while leading group sessions and in their personal lives.  It also provided in-
depth and hands-on experience with IPT-G, which strengthened their ability to 
facilitate the intervention.   

Similarly, the parents/guardians of participating adolescents were invited to attend 
a two-day workshop where they also had the opportunity to take part in an IPT-G 
session.  During the session, the workshop leaders helped to foster sharing and 
group problem solving while also briefing the caregivers about the differences they 
might notice in their child through the course of IPT-G.  In particular, World Vision 
discussed the possibility that their child might become more open and vocal about 
their feelings.  In a culture where discussing one’s problems and emotions is unusual 
and discouraged, especially among children and youth, it was important to sensitize 
parents/guardians to the intervention and it’s likely and intended outcomes. In 
addition, this experience gave the caregivers a hands-on opportunity to understand 
the intervention better and reportedly fostered improved communication between 
them and their children. As with the assessment and intervention itself, the 
parent/guardian outreach activities generated a small but significant shift in cultural 
norms.     

 

Facilitators at Mpofu ADP. 
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“Children are dying inside and they don’t have anyone to talk to. IPT-G gives them a 
chance to interact with others and understand that they’re not on their own, that others 
have problems too. Then they start caring for each other and they know there are people 
around them who care and who they can talk to.” 

 - Social Worker      

World Vision Social Workers and Facilitators noted that that the workshop was a 
powerful experience for caregivers, helping them begin to understand the value of 
talking about feelings and problems rather than holding them inside.  Following the 
two-day workshop, adolescent attendance at IPT-G sessions in some groups 
improved, as parents/guardians were reportedly less likely to hold their children 
back from the group. In fact, support for IPT-G increased to such an extent that 
Social Workers and Facilitators received requests from parents/guardians to 
implement IPT-G for adults in their communities.   Indeed, previous research from 
South Africa has indicated high unmet need for mental health services among adults 
caring for orphans and other vulnerable children, and showed children to be at 
higher risk of maltreatment if the caregiver’s mental health was poor [29]. With a 
successful history of implementation among adults in other African countries, IPT-G 
may hold promise for addressing the psychological needs of caregivers in South 
Africa.  

 
Scalable and Accessible Mental Health Intervention  

IPT-G has successfully delivered mental health services to a large number of 
adolescents in rural communities, a population that might otherwise be unlikely to 
access such services. This was accomplished by training local people and adapting a 
one-on-one counseling model to a group support model, which enabled each 
Facilitator to reach more individuals per session than a counselor would have.  By 
recruiting and training local community members as Facilitators, IPT-G was a much 
more affordable intervention than the traditional counseling model, which relies on 
specialized education and often costly service provision.  IPT-G was offered free of 
charge to adolescents right in their own communities, at convenient times and 
locations.  By bringing trained IPT-G Facilitators into the community to work with 
youth who live there, World Vision addressed a significant barrier to accessing 
mental health services.   

The group sessions represented a safe and supportive space for adolescents to talk 
about the things that were troubling them, including academic and social problems, 
worries about the future, and coping with loss. The peer support obtained through 
the sessions helped participants realize they were not alone in experiencing such 
challenges. The presence of a trained adult Facilitator during the sessions ensured 
that norms and rules were upheld, making participants feel safe sharing and 
listening. These norms and rules included confidentiality, respecting what others 
say, and giving each member a chance to share and be heard. Training that covered 
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“Since I started facilitating I feel very 
useful in my community.  Now the 
children are able to continue helping 
each other, even after the group, or 
they say to each other, go talk to [the 
Facilitator].” 

 - Facilitator 
     

communication skills specific to adolescents helped Facilitators to establish rapport 
and build trust within the group, which in turn helped elicit meaningful interactions 
among participants. Through guided facilitation, the Facilitator helped the group 
members posit linkages between past events in their lives, ongoing triggers, and the 
emotions that they experienced as a result.  Participants told Facilitators that gaining 
these insights into their own lives was an important part of the healing process. 
Indeed, a unanimous theme in the interviews and FGDs conducted for this case 
study was how effective IPT-G was in helping participants cope with the emotional 
challenges they faced.   

 
Wide Spectrum of Support Provided to Participants  

A substantial amount of time during the 16 
sessions was devoted to participants helping 
each other find solutions to the current 
challenges they faced. This was a 
constructive and interactive process that 
helped build problem-solving skills. 
Furthermore, the process strengthened 
relationships within the group and reinforced 
participants’ understanding that no one is 
alone in trying to cope with the problems they face.   The group model helped foster 
the formation of a peer network of care where participants help one another 
recognize and resolve problems in their lives. Furthermore, the support began to 
extend beyond the group setting as friendships formed that lasted beyond the 16 
weeks.   

In addition to bringing psychotherapy and a model of peer support to adolescents in 
the Eastern Cape, IPT-G provided a gateway through which social work and other 
referrals could be provided to youth.  The availability of dedicated Social Workers to 
assist IPT-G participants who needed additional help ensured that a wider variety of 
needs were met.  The Facilitators made referrals to the Social Worker when 
necessary, and then arranged a time for a meeting with the participant.  Because the 
Social Workers often drove the Facilitators to the sessions, meetings with individual 
youth often happened directly before or after the sessions, although the Social 
Workers were also available to meet the youth elsewhere as necessary. The Social 
Workers were able to help adolescents and their families access the social services 
they needed, as well as be available for one-on-one counseling and front-line support 
for more serious issues like abuse or suicide.  Like the Social Workers, IPT-G 
Facilitators strove to make themselves available to youth in need by phone or in 
person outside of the group sessions.  
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“There is no local transport and that 
is a problem. Or the transport only 
comes once a day, so if you get there, 
how will you get home?” 

 - Social Worker 
     

“We make ourselves available around the clock because sometimes we have to deal with 
emergency situations.  For example, some of the children have threatened to commit 
suicide and we then have the support, transport and referral services available, so we can 
get them to the hospital and make sure they have what they need.” 

 - Training Officer      

 

 
 
CHALLENGES  

Recruiting a Sufficient Number of Male and Female Facil itators Locally 

World Vision staff highlighted the challenges of recruiting and retaining a qualified 
pool of Facilitators in rural areas.  World Vision’s ideal criteria were hard to realize 
because of the limited number of available applicants with sufficient education and 
experience, as well as the fact that certain obstacles were not considered in the initial 
implementation plan. Issues related to participant attrition, gender matching, and 
long travel distances between villages made the allocation of Facilitators to groups 
particularly difficult. 
 
Although World Vision aimed to identify Facilitators from within the villages where 
groups were being implemented, finding enough male and female Facilitators in 
each village who met the minimum criteria proved challenging. World Vision also 
realized the value of gender segregation only after recruitment efforts and thus had a 
shortage of male facilitators at the time of training; the final allocation of boys’ 
groups to Facilitators was therefore accomplished very late in the implementation 
process and delayed the start of some groups.  Further, World Vision lost three of 
their 20 trained Facilitators early on in the implementation stage, as a result of 
competing employment opportunities and other issues that prohibited participation. 
This not only meant that resources invested in training were lost, but also resulted in 
an increased workload for the remaining 17 Facilitators.  

To address the shortage of male and female 
Facilitators living within the catchment areas 
of the villages targeted for the intervention, 
World Vision assigned Facilitators to work in 
areas outside of their own villages. However, 
as a result, transportation was a major issue in 

these deeply rural Eastern Cape communities. Facilitators experienced considerable 
difficulty reaching distant villages using local transport, which resulted in group 
sessions starting late or being cancelled at the last minute. World Vision ultimately 
had to provide transport for the Facilitators, tasking the Social Workers with driving 
them to group sites and providing a vehicle exclusively dedicated to IPT-G 
throughout the intervention period. These time and resource costs had not been 
accounted for in the initial implementation plan.  
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“At certain times you find that the child only ticks on one of the symptoms [on the 
assessment tool] and the child may not even be paying attention when you’re asking the 
questions.  For that reason I decided to include the child even though they only ticked 
one symptom.  When we got into the group I realized this child really did have a 
problem.” 

 - Facilitator 
     

World Vision’s experience overall highlights the importance of preparation work in 
advance of Facilitator recruitment as well as contingency planning. Staff at the 
organization suggested that listing IPT-G-eligible boys and girls in each village at the 
outset could have better informed Facilitator recruitment efforts. Further, in spite of 
the obvious benefits of a place-matched recruitment approach, World Vision now 
accepts that it may not always be realistic to find a suitable candidate within each 
target area, and that it may be necessary to incorporate transportation into the 
implementation plan. Lastly, providing training to more Facilitators of each gender 
than necessary will help to ensure that back-up Facilitators are available as needed, 
distribute the workload evenly, and potentially lesson transportation burdens. 
 
Assessing Youth 

Despite the fact that the assessment tool was adapted and tested in the local 
language and context, Facilitators noted that some youth seemed unreceptive to the 
assessment process.  Facilitators reported cases where they felt that youth clearly 
exhibited depressive symptoms yet did not acknowledge these symptoms when 
asked as part of eligibility screening. In other cases, the youth provided misleading 
or contradictory information during the assessment.  This left the Facilitators facing 
a conundrum as to whether or not to enroll the youth in IPT-G.  Facilitators most 
often invited the youth to join IPT-G anyway, and some youth accepted while others 
declined. Once these youth were attending the group sessions, the Facilitators 
reported that near-universally the youth did indeed have emotional challenges and 
benefited from participating in IPT-G.   

 
Undertaking a second depressive-symptoms assessment with each youth posed 
other challenges. There was a considerable time investment in traveling to visit 
adolescents on multiple occasions given the rural and remote location of many 
homes. The travel issues were compounded by the fact that some youth boarded 
away from home during the week in order to attend secondary school and therefore 
were only available during the weekend. Even for those who remained within the 
village throughout the week, youths’ commitments to school, chores and peers 
limited the times when visiting was possible. Further, requiring two assessments one 
week apart naturally prolonged the overall enrollment and recruitment period. 
These issues were particularly salient given the large number of adolescents World 
Vision aimed to recruit. The distances between villages and homes and the number 
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“One of the problems I had with the group 
was the assessment form, where we looked 
at their performance on tasks and activities 
at each session.  Every time I would ask the 
same questions and it was boring for them.” 

 - Facilitator 
     

 

of children who required assessment led to substantial delays in the identification 
and enrollment process. This subsequently delayed the start of the group sessions.  
In some cases, once the group sessions got underway, World Vision tried to make up 
for the lost time by meeting more than once a week during phase 3 (termination 
phase), which could have impacted intervention quality.     

Finally, Facilitators also reported that 
while a second visit helped to establish 
rapport with the adolescent, a number 
of youth complained about having to 
go through the symptoms assessment 
a second time and did not take the 
follow-up assessment seriously.  
Similarly, they indicated that 
repeating the individual assessment as part of each group session was also not well 
received by some adolescents, who found it redundant and gave flippant responses, 
potentially compromising the checklist’s utility as an assessment tool.  

The use of the current assessment process as a screening tool may be worth 
reviewing for possible revision, particularly given the liberal criteria World Vision 
applied that resulted in 90% of adolescents being deemed eligible for IPT-G.  The 
assessment tool may hold most utility as a way to explain depressive symptoms and 
the value of the intervention to potential participants, rather than a measure of 
eligibility. Moreover, implementers may want to carefully weigh the benefits of 
conducting two separate assessments prior to enrollment with the time and resource 
investment required to do so among a large pool of recruits. Further, while the 
assessment tool was reportedly used to collect information on depressive symptoms 
among participants on an ongoing basis, these data were never aggregated at an 
individual or group level. If systematically conducted and documented, the 
assessment outcomes could be an important measure of program impact. However, 
the strength of such data would be enhanced if the optimum timing of assessments 
were more carefully considered. It may also be advantageous to provide Facilitators 
with further training and support to equip them to better engage youth in the 
assessment process and elicit honest and complete responses.  

 
Group Attendance 

Keeping attendance rates high was a considerable challenge for some groups. A 
number of different factors seemed to contribute to absenteeism, not only at the 
outset of IPT-G but also as groups progressed through sessions. Due to the initial 
problems with transportation, Facilitators had difficulty making it to the groups on 
time, which led some youth to disengage because of their uncertainty about the 
Facilitator’s commitment. Among the groups that took place after school, attendance 
was also affected by participants’ hunger as they would prefer to head straight home 
after class to get food, rather than staying at school to go to an IPT-G session.  Once 
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they were at home, it was unlikely that group members would return to school to 
attend the session. There were also cases where youth were reported not to 
understand the potential benefits of IPT-G, or not to trust the other members to 
maintain confidentiality. 

In other cases, parents/guardians held their children back from IPT-G sessions 
despite initially giving consent for the youth to attend.  Caregivers reported different 
reasons: some had concerns related to whether or not confidentiality would be 
maintained, or were worried that difficulties faced by a child or other members of 
his/her household would become community gossip. Other parents/guardians did 
not allow their children to attend IPT-G session because they needed them to help 
with chores at home.  This was a particular problem among families with 
adolescents who were away at school during the week, whose caregiver often felt 
that the child should do a correspondingly larger share of the chores over the 
weekend when the IPT-G session was held.   

To address attendance concerns and prevent attrition, World Vision introduced a 
number of strategies. Facilitators began to provide snacks during group sessions to 
combat hunger, also reporting that this helped participants to concentrate. The 
Facilitators and Social Workers also spent time following up with any and all youth 
who missed a session to persuade youth and their caregivers of the importance of 
attending for the full 16 weeks.  The two-day workshop for parents/guardians also 
reportedly helped to boost attendance in some groups, as it addressed shared 
concerns and gave caregivers a chance to experience the benefits IPT-G for 
themselves. By September 2012 youth enrolled in completed groups had attended an 
average of 14 out of 16 sessions. However, the consequences of absenteeism may 
have lingered as missed sessions were not repeated and thus some youth may not 
have obtained the full benefit of the intervention. While World Vision successfully 
responded to concerns that arose, and was able to keep rates of absence relatively 
low overall using the tactics described, establishing such provisions as part the initial 
implementation plan may ultimately prevent attendance problems from arising.  

 
PROMISING PRACTICES 

Close examination of World Vision’s experience implementing IPT-G in two ADPs 
in the Eastern Cape yields a number of promising practices. These include helpful 
approaches to identifying eligible youth, composing groups, facilitating sessions 
effectively, supporting Facilitators, encouraging participant enrollment and keeping 
attendance high. All of the implementation strategies and program components 
highlighted below were noted to be especially advantageous, and may be useful for 
replicating IPT-G in other areas and program contexts. 
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Identifying and Enroll ing Youth  

• Involving Home Visitors in the identification and enrollment process is 
important, as they are most familiar with the geography of the villages and 
are already known to and trusted by the families. 
 

• Holding both one-on-one and group meetings with parents/guardians 
provides critical opportunities for individual and collective discussions about 
IPT-G, addressing caregivers’ concerns, and boosting their confidence in the 
intervention. Group meetings or workshops also provide an opportunity for 
the parents/guardians to experience IPT-G and better understand the healing 
power of the intervention. 

 
Group Composition 

• Groups can be mixed in terms of the specific problems or vulnerabilities they 
report facing, as this does not negatively affect group cohesion and may even 
reduce stigma associated with targeting certain adolescents.  
 

• Gender segregation makes it easier for youth to bond and divulge personal 
information. Gender segregation likely also reduces the distractions and 
problems associated with nascent romantic relationships between participants 
in mixed-sex settings, thereby improving group cohesion and disclosure. 

 

 
Facil itating Groups 

• Having Facilitators “break the ice” by sharing information about themselves 
can help build trust within the group and encourage participants to talk about 
their own experiences.  
 

• Asking participants to bring up their concerns about IPT-G with the rest of 
the group helps them learn to process and deal with issues collectively and 
build trust in one another. 

 
Improving Attendance  

• Having Facilitators and Social Workers follow up directly with an individual 
when they miss a session helps to get to the root of the absence and motivate 
a participant to attend more consistently. 
 

• Providing snacks for the group during the session improves overall 
attendance as well as participants’ ability to stay focused. 
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• Providing an opportunity for parents/guardians to participate in an IPT-G 
session or workshop at the outset of program implementation leads them to 
encourage and support adolescents’ participation. 

 
Psychological Support for Facil itators 

• Consistent opportunities for one-on-one and group debriefing sessions for 
Facilitators provides them with psychological support and relieves them of 
some of the emotional weight of IPT-G facilitation. 
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THE WAY FORWARD 

Through IPT-G, World Vision has brought a scalable and accessible mental health 
intervention into communities where this would otherwise be unavailable. The 
provision of mental health services to adolescents has created awareness and interest 
in this kind of support among youth, as well as their parents/guardians, many of 
whom requested that IPT-G be expanded to include groups for adults. The cultural 
adaptability of IPT-G made it an acceptable intervention in areas where accessing 
psychological support services otherwise risks stigma. One of IPT-G’s most notable 
successes was that it provided an opportunity for youth to talk about emotional 
problems in a culture that does not traditionally encourage young peoples’ 
individual expression.  Indeed, many of the groups have decided to form social 
clubs and continue meeting after the 16 IPT-G sessions have been completed. In light 
of these successes, World Vision may want to consider expanding IPT-G to reach a 
greater number of beneficiaries and across different age groups.   

As with the roll-out of any new intervention, World Vision faced a number of 
challenges implementing IPT-G in the Eastern Cape. The lessons learned in the 
process will be important to guide subsequent expansion efforts, to prevent delays 
and support enrollment and attendance from the start.  Some notable lessons include 
the importance of planning for gender-segregated groups when recruiting 
Facilitators and including a transportation plan when working in rural areas. 
Furthermore, the Facilitators in the Eastern Cape experienced some challenges when 
using the assessment tool among youth, as some participants were resistant to taking 
formal and/or repeated assessments.  While IPT-G addresses many of the cultural 
barriers to seeking emotional support, the intervention may benefit from further 
consideration of the best use of the assessment tool among adolescents.    

When carrying out initial assessments during the enrollment stage, World Vision 
found high levels of depressive symptoms among adolescents, with approximately 
90% of assessed youth consistently exhibiting three or more symptoms. Children, 
adolescents and adults affected by HIV and AIDS as well as other adverse 
circumstances may be particularly vulnerable to mental health problems. 
Psychological interventions are not widely available in South Africa, and there is a 
tremendous need to scale up such support services to reach communities throughout 
the country.  IPT-G has shown promise as a response to this critical need. World 
Vision may wish to share the intervention model more widely and exercise 
leadership in raising awareness about the importance of psychological support 
services in community development programs.  
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Appendix: Assessment Tool  

Preliminary Instructions 

Hello, my name is ______________.  I work for World Vision Umzimvubu ADP and we are 
conducting a survey in this community to help us to better serve the people here.  Would you 
have about 30 minutes to answer some questions?   

If the respondent asks questions, answer them but do not provide information that 
could affect their answers to the questionnaire.  If the respondent answers yes, then 
explain the following: 

Insist that the interview be conducted in private.  If this is questioned by anyone, 
explain that this is an important part of our procedure, and that we have found that 
some people give different answers when there are other people present. 

Respondent name: __________________________________________________________  

Address:  
___________________________________________________________________________  

Part A: Assessment of Function 

I am going to read a list of tasks and activities.  These are tasks and activities that young 
people in this community told us were important for people to be able to do.  For each task I 
am going to ask you how much more difficulty you are having doing it THAN MOST 
OTHER CHILDREN OF YOUR AGE.  You should tell me whether you are having no more 
difficulty, a little more, or a lot more, or you often cannot do that task. 

To make it easier to remember I have a card here with pictures.  Each picture represents a 
different amount of difficulty. 

Show the respondent the card illustrating levels of difficulty.  Point to each picture 
as you describe it. 

The first picture shows someone who has no more difficulty than most other people of their 
age.  The second picture shows someone who has a little more difficulty.  The third picture 
shows someone who is having a moderate amount difficulty.  The fourth picture shows 
someone who is having so much difficulty that they often cannot do the task.  For each task or 
duty, I will ask you to point to the picture which shows how much more difficulty you are 
having in doing that task, compared to most other people of your age. 

Now say each task, and after each one say: 

Are you having no more difficulty than most other people your age, a moderate amount more 
or are having so much difficulty that you often cannot do the task? 
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For boys only. 

Pointing to each picture as you say it, and record the response by marking the 
appropriate box next to the symptom in the table below.   

Task or activities for 
boys 

A little 
difficulty 

Moderate Quite a bit Often cannot 
do the task 

B1. Going to school 1 2 3 4 

B2. Cleaning/ 
brushing your 
shoes 

1 2 3 4 

B3. Playing with 
other   children 

1 2 3 4 

B4. Gardening 1 2 3 4 

B5. Making the 
beds 

1 2 3 4 

B6. Doing errands 1 2 3 4 

B7. Doing 
Homework 

1 2 3 4 

B8. Doing your hair 1 2 3 4 

B9.Herding cattle 1 2 3 4 

B10. Fetching water 1 2 3 4 

B11. Collecting 
wood 

1 2 3 4 

B12. Participating 
in youth activities 

1 2 3 4 

B13. Doing 
Homework 

1 2 3 4 
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For girls only. 

Pointing to each picture as you say it, and record the response by marking the 
appropriate box next to the symptom in the table below.   

Tasks or activities for 
girls 

A little 

 

Moderate 

 

Quite a bit 

 

Often cannot 
do 

G1. Going to school  1 2 3 4 

G2. Washing 
yourself  

1 2 3 4 

G3. Dressing up  1 2 3 4 

G4. Cooking food  1 2 3 4 

G5. Cleaning the 
house 

1 2 3 4 

G6. Playing with 
other children 

1 2 3 4 

G7. Washing 
clothes  

1 2 3 4 

G8. Participating in 
youth activities 

1 2 3 4 

G10. Doing your 
hair  

1 2 3 4 

G11. Fetching water  1 2 3 4 

G12. Collecting 
firewood  

1 2 3 4 

G13. Doing 
Homework 

1 2 3 4 
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Part B - Psychosocial Assessment Tool  

I am going to read you a list of problems that people sometimes experience.  For each one I am 
going to ask you how much you have experienced each one IN THE LAST ONE WEEK, 
including today. 

Say each symptom/syndrome, and after each one ask how much it has bothered the 
respondent.   Repeat the categories after each symptom/syndrome and let the 
respondent choose one. Record the response by ticking the appropriate box next to 
the symptom. 

Depression 
symptoms/common 
local syndromes 

A little Moderate Quite a bit All the time 

 

S1. Isolation 1 2 3 4 

S2. Loneliness 1 2 3 4 

S3. Crying 1 2 3 4 

S4. No sleeping 1 2 3 4 

S5. Aggressive 1 2 3 4 

S6. Not interested 
in anything 

1 2 3 4 

S7. Sadness 1 2 3 4 

S8. Angry 1 2 3 4 

S9. Feeling down 1 2 3 4 

S10. Not talking 1 2 3 4 

S11. No appetite 1 2 3 4 

S12. Fighting 1 2 3 4 

S13. Quarreling  1 2 3 4 

S14. Difficulty 
concentrating 

1 2 3 4 

S15. Feeling 
criticized  

1 2 3 4 

S16. Feeling guilty 1 2 3 4 

S17. 
Shouting/yelling 

1 2 3 4 

S18. No energy or 
low energy 

1 2 3 4 
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Part C - Self-Assessment 

C1.  Do you think you have burden on the mind?                       Yes (1) No (2) 
C2.  Has anyone said that you seem to have burden on 

the mind? 
Yes (1) No (2) 

     

C3.  How long have you had this?              Day_____ Weeks______ Month_____Years_____ 

 

Part D - Demographic Information. 

D1. Age _____________ (years) 

D2. Currently enrolled in school?    (1) Yes           (0) No 

D3. What grade are you in?  ______________________ 

D4. Do you have a child?             (1) Yes           (0) No 

 

Part E – Follow-Up Questions 

E1.  Do you have parents?                           Yes______             No_________ 

E2. Who do you live with?         (a) Both Parents 

                                                 (b) One parent 

                                                 (c) Grandparents 

                                                 (d) Siblings             

                                                 (e) Guardians 

 

Thank you for your assistance. 
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