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ABSTRACT 

This Background: In South Africa the rising co- 
morbidity of mental disorders with other non- 
communicable and communicable diseases, par- 
ticularly in people living with HIV/AIDS (PLWHA), 
has helped raise the public health priority of 
mental ill-health. Depression, in particular, com- 
promises anti-retroviral treatment (ART) adher- 
ence and virological suppression, thus threa- 
tening the effectiveness of South Africa’s ART 
programme. Given that evidence-based treat-
ment for depression comprises medication and/ 
or Western-derived psychotherapies, respond- 
ing to the current interest in expanding mental 
health services for PLWHA demands an under- 
standing of how best to provide culturally com-
petent care within existing resource constraints. 
Aim: To explore the context and local under- 
standings of depression in women living with 
HIV to inform the development of contextually 
appropriate mental health services that could be 
delivered within existing resource constraints in  

South Africa. Method: Semi-structured qualita- 
tive interviews were held with 35 women living 
with HIV in South Africa who met the diagnostic 
criteria for a major depressive disorder. Results: 
Being HIV-positive per se was not reported to be 
a major cause of depression. Instead, a number 
of social factors were reported. These included 
stigma and discrimination, poverty, and stressful 
life events. Symptoms of depression, especially 
social withdrawal, negative ruminating thoughts 
and excessive worry suggestive of comorbid 
anxiety, functioned to exacerbate and trap wo- 
men in a negative depressive cycle. Social sup- 
port emerged as a dominant coping strategy. 
Group-based interventions, which afford greater 
opportunities for improved social support, were 
mooted as the most appropriate intervention by 
the majority of participants. Individual counsel- 
ling provided through a home visitation pro-
gramme was suggested for those who were too 
ill or too poor to attend clinics. Task sharing was 
also endorsed. Conclusion: The need for multi- 
sector engagement in mental health promotion 
to address factors that trigger, maintain and exa- 
cerbate depression at a community level in PL- 
WHA is highlighted. The triggers, symptoms and 
local coping strategies employed by afflicted 
women in this study suggest a resonance with 
Western derived evidence-based psychological 
therapies. In relation to delivery channels, there 
was support for the provision of group interven-
tions or home-based individual counselling us-
ing a task sharing model. 
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1. INTRODUCTION 

The call by the global mental health movement to in-  
crease access to mental health services has been spurred 
by the rising burden of mental, neurological, and sub- 
stance use (MNS) disorders, which account for 13% of 
the global burden of disease [1] and the large treatment 
gap for these disorders. This gap is particularly high (up 
to 90%) in low and middle income countries (LMIC) [2]. 

South Africa, an upper middle-income country has a 
treatment gap of 75% for common mental disorders [3]. 
It also has one of the highest HIV burdens in the world. 
Concern over the rising co-morbidity of mental disorders 
with other non-communicable and communicable dis- 
eases, particularly in people living with HIV/AIDS (PL- 
WHA) has served to raise the public health priority of 
mental disorders in this country [4,5]. Common mental 
disorders (CMDs) co-morbid with HIV/AIDS are of con- 
cern to the South African Department of Health as they 
threaten to undermine the success of the country’s anti- 
retroviral therapy (ART) programme, the largest in the 
world [5]. This is because: 1) CMDs increase risk for 
poor ante-retroviral treatment (ART) adherence. A re- 
view of 23 studies in sub-Saharan Africa reveals that 
good adherence is 55% less likely in HIV-positive pa- 
tients with depressive symptoms than those without [6]. 
In SA specifically, a recent study confirms this associa- 
tion [7]; 2) Depression and stressful life events are inde- 
pendently associated with accelerated disease course, with 
psychosocial factors linked to immune suppression [8]. 

Common mental disorders (CMDs) are the most fre- 
quently observed disorders in PLWHA, with depression 
having the highest prevalence, followed by anxiety, post- 
traumatic stress disorder (PTSD) and alcohol abuse [9, 
10]. Major depressive disorder prevalence rates range from 
11.1% [11] to 34.9% [12] in PLWHA in South Africa. 

While the recent South African National Strategic Plan 
on HIV, STIs and TB (2012-2016) [13] identifies the 
need for counselling and mental health services for 
PLWHA, how to scale up effective services for CMDs in 
the context of South Africa’s constrained specialist men- 
tal health resources [14], remains unclear. A systematic 
review of international evidence indicates that effective 
interventions for depression in PLWHA include psycho- 
social interventions with a cognitive behaviour compo- 
nent or psychotropic drugs; with a combination of the 
two types of interventions being the most effective [15]. 
Current legislation in South Africa demands that psycho- 
tropic medication be initiated by medical practitioners. 
This limits accessibility given the scarcity of medical 
practitioners in primary health care. Further, there is 
growing criticism of the medicalization of the treatment 
of depression [16] given clear evidence of the social de- 
terminants of depression [17]. The need for an expansion 
of counselling services for co-morbid depression as ar-  

ticulated in the South African National Strategic Plan on 
HIV, STIs and TB (2012-2016) is thus endorsed. This is 
especially so in light of evidence that it can be effect- 
tively provided using a task sharing approach whereby 
specialist functions are shared with non-specialists [18]. 
There is evidence of the effectiveness of cognitive-be- 
havioural therapy (CBT), interpersonal therapy (IPT) and 
problem-solving therapy (PST) for treating depression 
within non-specialist settings [18].  

The need to understand the most appropriate therapeu- 
tic modality/combination of these modalities for PLWHA 
in South Africa is, however, important to inform their 
translation to ensure culturally competent care for the 
South African context. Culturally competent care refers 
to care where service providers strive to provide care 
within service users’ cultural framework and social reali- 
ties [19] and is important to ensure service user accept- 
ability, uptake and adherence. This requires an under- 
standing of local idioms of distress and healing with re- 
spect to depression in PLWHA in South Africa. 

In the context of an overburdened primary health care 
(PHC) system as well as limited specialist mental health 
personnel, there is also a need to understand mental 
health promotion interventions that can assist to prevent 
the development of depression in PLWHA at a commu- 
nity level as well as the acceptability of task sharing. 
Task sharing is promoted by the World Health Organiza- 
tion (WHO) and the global mental health movement as a 
mechanism for increasing access to mental health ser- 
vices in LMIC [20]. Task sharing is endorsed by the 
South African National Health Care Plan [21]. However, 
in relation to mental health services, the composition of 
treatment packages for CMDs, and roles and response- 
bilities of different health care providers in the delivery 
of different components of these packages requires clari- 
fication [22]. 

The aim of this exploratory study was thus twofold: 1) 
To understand the context and local understandings of 
depression in women living with HIV with the view to 
informing the content of a care package for depression 
that would be culturally acceptable; and 2) To develop an 
understanding of how best to deliver this package using a 
collaborative care task sharing approach within existing 
resource constraints. The scope of this study was limited 
to depression in HIV-positive women given that: 1) de- 
pression poses the greatest burden of mental illness in 
PLWHAs; 2) there is a higher prevalence of HIV/AIDS 
in South African women; and 3) there is a higher preva- 
lence of depression in women in the general population 
[23]. 

2. METHODOLOGY 

2.1. Study Sites 

The study sites were two HIV/AIDS Clinics, one in  
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KwaZulu-Natal and one in the North West Province of 
South Africa. Both health facilities served peri-urban 
populations, with the ante-natal prevalence for KwaZulu- 
Natal and North West Province in 2010 being 39.5% and 
29.6% respectively [24]. Both facilities provided HIV 
Counselling and Testing (HCT) as well as ART services 
for PLWHA. 

2.2. Study Design 

A qualitative focused ethnographic approach was 
adopted using Kleinman’s concept of explanatory mod- 
els of illness [25] as a broad framework for guiding the  
interview questions. Ethnographic research is associated 
with field studies using observation and in-depth inter- 
views which aim to describe and interpret a culture, sys- 
tem or social group. Focused ethnography is used for the 
rapid and intensive collection of information on a spe- 
cific focused issue [26]. 

2.3. Recruitment and Sample Description 

The study was explained to service users attending the 
HIV clinics by field workers who were then formally 
invited to participate in the study. Following informed 
consent procedures, potential participants were recruited 
from the waiting room over a period of one month over 
four randomly chosen days in each site. A first stage 
screening instrument for common mental disorders, the 
Self Reporting Questionnaire-20 (SRQ-20), previously 
validated in South Africa was administered to potential 
participants [27,28], using a cut- off point of 8 or above. 
The second stage diagnostic screen used the depression 
module of the Structured Clinical Interview for DSMIV 
Diagnosis (SCID) for major depressive disorder (MDD). 
This instrument has also previously been used in South 
Africa [29] and was administered by mental health spe- 
cialists who had received training and supervision in the 
use of this assessment tool.  

Additional inclusion criteria were that women were 
not pregnant at the time of the study or had not delivered 
a baby in the last 6 months, had tested HIV+ previously, 
were 18 years or older, did not need urgent medical at- 
tention, and were competent to participate in the inter- 
view, i.e., did not have difficulty with hearing, speaking, 
or cognition. Participants with severe depressive symp- 
toms and/or suicidal ideation were immediately referred 
for treatment. Twenty participants from the site in 
KwaZulu-Natal and fifteen from the site in the North 
West Province, were finally recruited into the study. The 
demographic characteristics of the final sample are de- 
scribed in Table 1.  

2.4. Data Collection 

In-depth individual interviews were conducted to elicit  

Table 1. Demographic characteristics of participants. 

Demographic N = 35 Percentage 

Age: 18 - 20 2 6 

21 - 30 6 17 

31 - 40 11 31 

41 - 59 16 46 

Education:   

No Schooling 2 6 

Primary Education 5 14 

Secondary and Post-Secondary 28 80 

Marital Status   

Not married 14 41 

Married 6 18 

Married, living on own 4 23 

Cohabiting 8 12 

Divorced/ 2 6 

Separated/Widowed   

Employment Status   

Employed 10 28 

Unemployed (15 receive a social grant) 24 69 

Student 1 3 

Housing   

House 30 88 

Flat 1 3 

Rented Room 3 9 

Number Living in Household   

Under 16 years: None 5 15 

1 - 3 people 21 64 

4 - 6 people 7 21 

Over 16 years: 1 person 6 18 

2 - 3 people 17 50 

4 - 7 people 11 32 

 
participants’ explanatory models of illness for depression 
which included their understanding of the course, symp- 
toms, coping strategies and possible psychosocial inter- 
ventions. The individual interviews were audio recorded 
in isiZulu and seTswana (local languages in each prov- 
ince) with the permission of respondents and translated 
and transcribed into English. Back-translation checks 
were applied by an independent bilingual English-isiZulu 
and English-seTswana speaker. 

2.5. Data Analysis 

Guided thematic content analysis using NVIVO was  
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used. Data was coded using “a priori” and emergent 
codes. Kleinman’s conceptual framework for explana- 
tory models of illness was used as the overarching “a 
priori” coding framework for the analysis of the data. 
Constant comparisons were made across the cases in a 
progressive process of classifying, comparing, grouping 
and refining groupings of text segments to create and 
then clarify the definition of categories, or themes, within 
the data [30]. The data was coded by two independent 
coders to verify and ensure reliability of the emergent 
themes. 

2.6. Ethical Considerations 

Ethical approval was obtained from the Ethics com- 
mittees of the University of KwaZulu-Natal, and respec- 
tive Department of Health authorities in the provinces of 
KwaZulu-Natal and North West 

3. RESULTS  

3.1. Perceived Causes of Depressive 
Symptoms and Exacerbating Factors 

Being HIV-positive 
Receiving an HIV-positive diagnosis and being HIV- 

ill did not emerge as the main trigger of depression. Only 
4 out of 35 respondents suggested that receiving the di- 
agnosis itself was responsible for causing their depres- 
sive symptoms. Further, only 3 respondents attributed 
their depressive state to being physically ill as a result of 
the virus.  

Stigma and discrimination 
A large number of respondents (23) (14 from KZN 

and 9 from NW), reported experiencing external stigma 
and discrimination which contributed to their depressive 
state. This took the form of people making fun of them, 
insulting them, gossiping about them, not wanting to 
help them or have anything to do with them: 

Others make fun of you when they know your status 
(crying)…They talk about you behind your back if you 
have disclosed…And if you have told your children, 
when they hear this you (feel) … disgraced… it’s be- 
cause of these talks (stigma and discrimination) (Case 6, 
KZN). 

Some respondents (5 from KZN and 4 from NWP) 
also reported internalized stigma as contributing to their 
depression: 

It affected me big time-my self-esteem has dropped big 
time and I just feel like…I’m not worth (anything), like I 
don’t deserve to have a boyfriend you know something 
like that and it’s not even easy to tell my mom about it 
(Case 4, KZN). 

Lack of social support 
Lack of social support, particularly not being able to 

share their problems with family, and partners who re- 
fused to let them talk about their problems, ignored them 
or reprimanded them when they tried to talk to them 
about their problems, emerged as a key factor which 
contributed to depressive symptoms in almost half the 
respondents from both provinces (17) (9 in KZN and 8 
from NWP): 

…what can I say (what causes my depression) I think 
it’s because at home we are not getting along… He 
doesn’t want to hear about it (my HIV+ status)… I told 
him to go for testing he doesn’t want to and even if I told 
him that I’m on ARVs he said that he doesn’t care and 
said that he does not want to see these pills in the 
house… so I’m in this on my own (Case 18, KZN). 

Sometimes when you tell someone that you have a 
problem and it is like this, they will tell you that “you 
brought it upon yourself and we warned you”. This is 
very discouraging instead of them offering a supportive 
ear (Case 22, NWP). 

Partner rejection/abuse/abandonment 
Partner rejection/abuse and/or abandonment, through 

either being unfaithful or leaving them to fend for them- 
selves and their children as well as abuse emerged as a 
trigger of depression in just under half (16) of the par- 
ticipants (8 in NWP and 8 in KZN). 

It (depression) is when his girlfriend is telling me that 
if I’m not sleeping with him, he will end up with her and 
he will forget about me. That hurt me very badly because 
I always told him that if you are cheating please do it 
somewhere else not around me because if you do it 
around me it very hurtful…Maybe he does it because I’m 
sick and because she is fresh… (Participant, 18, KZN)  

Other family problems 
Other family problems were reported to trigger depre- 

ssion in half of participants (17) (9 in KZN and 8 in 
NWP). These included difficulties in parenting, with 
children not being respectful; having to care for un- 
wanted orphaned children; conflicts over issues such as 
finances and substance abuse; and other interpersonal 
disputes as reflected in the following quotations: 

His family (father of my child) neglected my child so 
much because my partner left the money for my child. It 
was not that much but his family did some fraud with the 
money (and) I had to fight with them (Participant 13, 
KZN). 

I have a problem because if the child comes home high 
after taking drugs. I shout at him and sometimes the 
neighbours will hear our quarrel. Then I’ll be scared to 
go outside because they now know that I have a child 
who doesn’t listen…He tells me that I’m going to die 
because I’m HIV positive and I just wish I was dead or 
think of killing myself and… let him continue with his life 
because he’s a trouble child (crying) (Participant 8, 
KZN) 
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Poverty related stress 
Socio-economic deprivation and not having enough 

money to cover basic needs was reported by over half the 
respondents (20) (10 in KZN and 10 in NWP) as causing 
their depressive symptoms. A major concern for most of 
the respondents was not having enough money to ade- 
quately care for their children. As one respondent indi- 
cated:  

Eeh, it happens that I don’t have anything for my 
children to eat and they will sleep on an empty stomach. 
It would be better if I was not alive anymore than to see 
my children suffer like this. If I was not sick I would go 
and look for job but now I can’t (Case 5, KZN). 

Trauma and Loss 
Trauma and loss emerged as a trigger for depression in 

a number of respondents (10) (4 in KZN, 6 in NWP). 
Multiple loss and bereavement was common, with trau- 
ma associated with abuse, rape and interpersonal vio- 
lence being the source of depressive symptoms for a few 
(4).  

I lost my younger brother, G sometime back before my 
sister P passed away. My sister and another brother 
passed away 2.5 months after G. My brother passed 
away on Friday during Christmas followed by P the day 
after New Year’s. I have accepted my brother and G’s 
passing but I cannot forget P (Participant 7, NWP). 

3.2. Symptoms 

A large proportion of the participants reported with- 
drawing from activities and not wanting to be with others 
(26) (14 in KZN, 12 in NWP).This functioned to exac- 
erbate depression and deepen poverty. As participants 
withdrew, they experienced social isolation and less so- 
cial support. Withdrawing from activities also included 
withdrawing from activities that could promote income 
generation or from social networks that could assist in 
finding out about such opportunities, thus deepening 
poverty. 

You find that people are happy like I was before (find- 
ing out my HIV+ status) and now I’m not able to go and 
be happy like them and they will ask-why don’t you go to 
this and that place. I don’t want to see them or be with 
them… because I have accepted the situation… I don’t 
go (out) (Case 15, KZN). 

Excessive worry and intrusive thoughts also emerged 
as a common complaint (24 participants, 11 in KZN, 13 
In NWP) which functioned to exacerbate depression. 
Excessive worry was commonly related to concerns 
about the impact of their positive HIV status on their 
families. A common worry was about making ends meet 
and the impact of their illness on their family, particu- 
larly their children:  

I’m thinking about my children… they don’t have 

anyone in case I die… To know that if I die I know that 
my children will suffer…If my parents were alive my 
children would have been okay (Case 11, KZN) 

Thinking negatively about oneself also has the poten- 
tial to trap people in a negative cycle of depression and 
poverty as reflected in the following quotation: 

My rule is that I am a person who wants to continue 
with her studies…I…..but now I become ashamed even 
when a person says there is a course somewhere I see 
that I am not going to be able attend that course because 
I have a problem (Participant 12, NWP).  

Short-temperedness and irritability was reported by 
almost half the respondents (16) (10 in KZN, 6 in KK) 
and contributed to increased withdrawal and social isola- 
tion of respondents. 

Someone will say something but because I’m not okay 
at that time I’ll say leave me alone. That’s what makes 
them say I’m short-tempered. It’s because of tiredness 
emotionally... because I’ve never told them about prob- 
lems that are worrying me emotionally…we just end up 
not getting along like that (crying) (Case 7, KZN). 

Other common symptoms mentioned included physic- 
cal symptoms such as headaches, fatigue and sleep diffi- 
culties (23) (12 in KZN, 11 NWP), tearfulness and hy- 
per-emotionality (14) (9 in KZN, 5 in NWP), and hope- 
lessness and anhedonia (16) (9 in KZN, 7 in NWP). 

3.3. Current Coping Strategies and Possible  
Interventions 

Current coping strategies 
The importance of social support for helping alleviate 

depressive symptoms was mentioned by nearly all the 
participants (31) (20 in KZN, 11 in NW). Emotional 
support in the form of someone to talk to within their 
families was emphasized, although having supportive 
friends was also important. Fewer indicated the useful- 
ness of instrumental support in the form of grants, food, 
etc., (6) as well as informational or advisory support (8). 

To be emotional depressed I can say it depends on the 
family that you are living with, and how they support you 
and the friend that you have. When you talk to them, they 
support you, and you won’t be emotional depressed if 
you get support from your friend and at home… (Par- 
ticipant 1, KZN). 

Spiritual help in the form of attending church also 
emerged as helpful by fewer respondents (8) (4 from 
KZN, 4 from NWP). Helping others was also suggested 
as helpful by 2 respondents, as was taking analgesics to 
cope. Positive thinking was mentioned by only one re-
spondent. 

Possible Psychosocial Interventions 
In relation to more formal interventions, a number of 

respondents (15) (8 in KZN and 7 in NW) suggested that 
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individual counselling provided at the clinic or at peo- 
ple’s homes would be useful, with home visits being 
suggested for those who were too sick or poor to go to 
the clinic. Only three indicated that this service needed to 
be provided by mental health professionals or medical 
doctors. In relation to roles and functions, a few respon- 
dents indicated that nurses could help by identifying 
signs of depression. Some felt that nurses could provide  
counselling, but were ambivalent as to whether they 
would agree to this as reflected in the following quota- 
tion. 

They (nurses) are not going to agree (to counselling). 
Some will agree and others will not… some are patient 
and others are not (Participant 7, NWP). 

There was greater support for the use of community 
care givers and lay counsellors to provide psychosocial 
interventions. While some felt that this could be provided 
during their home visits, group-based interventions re-
ceived the greatest amount of support, being suggested 
by 23 participants (8 from KZN and 15 from NWP) as 
being potentially useful given that people would be able 
to share their problems with people in similar situations.  

If you are with people who are in the same situation 
and talk together maybe someone will tell you something 
that will help you and (you will realize) that you are not 
the only one who is facing problems (Participant 11, 
KZN). 

Surprising, income generating interventions and em- 
ployment opportunities to assist with poverty related 
stress were mentioned by relatively fewer respondents (9) 
(7 in KZN and 3 from NWP). 

4. DISCUSSION 

The emergent themes suggest that being HIV-positive 
per se was not viewed as a major cause of depression. 
Our data points to three factors that lead to depression in 
women who live with HIV, namely, stigma and dis- 
crimination; the stressors associated with living in poor 
socio-economic conditions; and stressful life events, par- 
ticularly rejection/abuse/abandonment by partners, other 
family conflicts, multiple loss and other traumatic events. 
These findings are similar to previous studies [11,31]. 
While the social determinants of depression are now well 
established [17], this exploratory study illuminates the 
specific social factors that were reported to be associated 
with depression in South African women who live with 
HIV, providing important cultural and contextual infor- 
mation for possible interventions.  

Our data also shows how the symptoms of depression, 
particularly withdrawal and social isolation, as well as 
intrusive negative thoughts about themselves, and con- 
stant worries, serve to exacerbate depression, trapping 
people in a negative depressive cycle. Symptoms of gen- 
eralized anxiety disorder such as excessive worry, fa-  

tigue, irritability/short-temperedness and sleep disturbance 
also suggestive of co-morbid anxiety in some partici- 
pants. Co-morbid depression and anxiety is common in 
patients with chronic illness [32] and at least one study in 
sub-Saharan Africa shows that mixed anxiety and de- 
pressive disorder is one of the most common categories 
of anxiety disorder in PLWHA [33]. 

Externalized stigma and discrimination associated with 
being HIV-positive is associated with withdrawal and to 
a lesser degree faulty or unhealthy thinking, which char- 
acterizes internalized stigma. Both these symptoms deep- 
en depression through diminishing access to social sup-
port which was indicated by the majority of participants 
to assist in alleviating depressive symptoms (see Figure 
1). 

Living in conditions of poverty is a major contributing 
factor to depression in women in the general population 
in LMICs [17,34]. Our data suggests that this may be 
exacerbated in women living with HIV. Being poor and 
HIV-positive compounds marginalization as their illness 
makes it more difficult for them to seek or maintain em- 
ployment. In addition, in African culture, women are 
typically responsible for raising children and are often 
burdened with having to care for deceased relatives’ or- 
phaned children under dire socio-economic circum- 
stances. In the context of these social realities, symptoms 
of anxiety, particularly intrusive thoughts relating to 
concerns about not being able to meet the basic needs of 
their children, as well as concerns about who will take 
care of their children and families, should they die, 
served to exacerbate depression for these women (see 
Figure 1). 

In the context of heightened vulnerability, the role of 
stressful life events in triggering depression is well docu- 
mented, with bereavement, family conflict, separation/ 
divorce and exposure to violence and crime being some 
of the identified factors [17]. Being rejected/abused/ 
abandoned by partners, other family conflicts and to a 
lesser degree multiple loss and other traumas were the 
most common stressful life events that triggered depres- 
sion in HIV-positive women. Rejection/abandonment by 
partners was associated with lower social and material 
support and greater financial difficulties and associated 
depressive symptoms, particularly constant worry and 
intrusive thoughts (see Figure 1). 

Using a broad health systems framework these find- 
ings indicate the need for interventions at community, 
facility and organizational levels. At a community level, 
there is a need for culturally sensitive mental health 
promotion interventions to reduce stigma and discrimi- 
nation as well as encourage income generation initiatives 
to promote sustainable livelihoods for women living with 
HIV. There is also a need for mental health promotion 
interventions to promote gender equity, with physical 
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Figure 1. The role of social factors in depression in women living with HIV. 

 
partner violence, being the strongest predictor of any 
lifetime mental disorder in women in South Africa [35]. 
These findings endorse the call for greater multi-sector 
engagement for the promotion of mental health in South 
Africa [36]. 

The promotion of social support for women living 
with HIV through the development of health enhancing 
social capital is also indicated. Social support was the 
most commonly identified coping mechanism by the 
participants. Group-based interventions that simultane- 
ously promote social support and sustainable livelihoods 
have been shown to assist in improving the mental health 
of marginalized women in India [37].  

At a health facility level, there is a need for identifica- 
tion of depression in PLWHA. Within a collaborative 
care approach, this needs to be accompanied by referral 
pathways for the initiation of psychotropic medication 
and psychosocial care in the form of group-based psy- 
chosocial interventions. For those too frail to attend such 
groups, individual counselling provided through a home 
visitation programme was suggested. Only a few partici- 
pants indicated that such psychosocial services needed to 
be delivered by specialists. The concept of task sharing 
thus seems to be acceptable to service users. A collabo- 
rative-care task sharing model, requires, however, that at 
the organizational level of the health care system, roles 
and responsibilities of different PHC providers in the 
deliv- ery of the package of care are clearly identified 
and training and supervision provided. In relation to the 
re- engineered PHC system in South Africa, PHC nurses 
and doctors, trained lay counsellors who have histori-
cally done pre- and post-test HIV counselling, as well as 

general community care givers are potential resources for 
the delivery of a task-sharing package for PLWHA with 
depression. Previous research suggests that while PHC 
nurses may be trained to assist in the identification, re- 
ferral and administration of follow-up psychotropic 
medication for mental health service users, they are 
unlikely to have the time to provide psychosocial inter- 
vention packages [22]. This suggests that trained lay 
counsellors and community care givers within the system 
be harnessed to play a greater role in this regard. Task 
sharing with this cadre of workers would, however, re- 
quire strong supervision and support structures as well as 
structured manualised interventions [38-40]. 

In relation to the content of the care package, available 
resources include the World Health Organization’s re- 
cently developed Mental Health Gap Action Programme 
(mhGAP). This provides algorythms for the identifica- 
tion and management of priority mental disorders in- 
cluding depression by PHC workers [41]. These guide- 
lines have been integrated into a set of guidelines for a 
number of chronic diseases, including HIV and tubercu- 
losis for PHC nurses and doctors in South Africa, called 
Primary Care 101 [42]. Referral for evidence-based coun- 
selling is recommended for less severe cases.  

Our data suggests that group-based interventions, 
which provide opportunities for sharing problems with 
other people who have similar experiences, would reso- 
nate with local understandings of distress and healing 
and build on local strengths and support systems. Sup- 
port groups have also been found helpful to people who 
suffer stigmatizing illnesses such as HIV/AIDS [43].  

In relation to psychological therapeutic modalities that 
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would be appropriate to adopt, IPT is useful for assisting 
people with existing interpersonal problems and dealing 
with situations or contexts that increase their vulnerabil- 
ity to the development of mental disorders [45]. It could 
thus be potentially useful to address the interpersonal 
issues that trigger depression in women with HIV such as 
externalized stigma, partner rejection and other interper- 
sonal conflicts. An adapted group-IPT intervention run 
by trained community care givers in rural KwaZulu-Na- 
tal, which has one of the highest HIV prevalence rates in 
the country, has been shown to be a feasible and promis- 
ing approach for alleviating depressive symptoms and 
building social support for women in South Africa [44]. 

Problem Solving Therapy (PST) is also useful for as- 
sisting with current existential problems, including socio- 
economic difficulties. PST is a behavioural process which 
makes available a variety of response alternatives for 
dealing with a problematic situation, and increases the 
probability of selecting the most effective response from 
among these alternatives [46]. Two RCTs, one in Zim- 
babwe and one in South Africa, report positive outcomes 
for PST delivered within a task sharing model to people 
with depressive symptoms [47,48].  

CBT is potentially useful for dealing with symptoms 
of depression and co-morbid anxiety symptoms, particu- 
larly, negative and intrusive thoughts and excessive worry 
which serve to exacerbate depression. It is a structured 
short-term, present oriented psychotherapy for depres- 
sion directed toward solving current problems and mo- 
difying dysfunctional (inaccurate or unhelpful) thinking 
and behaviour, as well as motivating people to begin to 
act on their problems through behavioural activation [49]. 
It has been successfully used within a task sharing ap- 
proach for maternal depression in Pakistan [50].  

It appears thus, that elements of all three evidence- 
based psychological interventions for depression in LMICs 
[18] could be harnessed for the development of an ac-
ceptable psychosocial intervention that could be deliv- 
ered by trained lay counsellors/community care givers.  

5. CONCLUSIONS 

The results of this exploratory study endorse the need 
for multi-sector engagement in mental health promotion 
to address factors that trigger, maintain and exacerbate 
depression at a community level in PLWHA. These fac- 
tors include stigma and discrimination, economic mar- 
ginalization and gender inequities, with interventions to 
address these factors being central for the re-integration 
of PLWHA into society and the promotion of sustainable 
recovery in the long term. Working collaboratively with 
communities in the development of such interventions 
can also assist to empower communities to gain control 
over the social determinants of poor mental health, and 

in this instance, depression in women living with HIV, in 
particular. 

In relation to treatment of depression in women living 
with HIV in South Africa, a collaborative care task shar-
ing model is proposed that provides opportunities for 
limited referral for medication and emphasises group 
counselling, or individual counselling through a home 
visitation programme for those too frail to attend at a fa- 
cility. Triggers and symptoms of depression reported by 
afflicted women suggest the applicability of a range of 
evidence-based Western derived techniques. CBT tech- 
niques could be included to foster the development of 
healthy thinking and reduce the most prominent symp-
toms of depression and co-morbid anxiety; PST tech- 
niques to develop problem solving skills to address so- 
cial and materially based problems; and group-based IPT 
techniques to promote greater social support. 
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