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Abstract

Introduction Group Interpersonal Therapy (IPT), an evidence-based treatment of depression recommended

by the WHO mhGAP Intervention Guide, was implemented through a task-shifting approach in Senegal, as a treat-
ment for depressed people living with HIV (PLWH). Since a description of the resources used and the implementation
costs incurred is necessary to inform policymakers better, this study aimed to estimate the costs associated with its
implementation.

Methods Intervention costs were analyzed using an “ingredients-based costing approach”from the provider's
perspective. We identified and described the start-up and implementation costs for the initial phase and a projection
over 5 years (implementation at capacity). We estimated total annual costs and cost per beneficiary. We conducted

a scenario analysis to highlight some cost uncertainties and their impacts.

Results The total annual costs were estimated at $4064 for the initial phase and $8161 for the implementation

at capacity. The training was the main cost driver representing approximately 60% of the total annual costs. The cost
per beneficiary receiving group IPT was estimated at $65 for the implementation at capacity. The scenario analysis
also illustrated the importance of parameters like the screening strategy, training activities, and allocation to cover
transport costs mobilized by participants.

Conclusion This cost analysis highlighted the costs and cost allocations required to implement group IPT in Senegal
to treat depression in PLWH. This preliminary work should enable policymakers to identify the optimal resources to be
mobilized to implement and ensure the sustainability of this therapy in HIV at a country-level program.
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Background

Globally, 970 million people live with mental disorders
and depression is one of the most common (28.9%) [1].
Depression significantly impacts daily life since it is often
associated with social isolation, physical decline, prob-
lem-solving difficulties, and a reduction in economic
productivity.

In low-resource settings, the diagnosis and manage-
ment of depression are significantly limited and fre-
quently complex [2]. Limited human and financial
resources and poor integration of mental health ser-
vices contribute to difficulties in identifying and treating
patients with depression [3, 4]. The World Health Organ-
ization (WHO) recommends using psychological inter-
ventions as first-line treatment through task-shifting, the
training of non-mental health specialists to provide men-
tal health care under the guidance of specialists. Widely
acknowledged, task-shifting is an optimal method to sus-
tain the implementation of psychological interventions
[5, 6] by increasing the number of health services pro-
vided, reducing costs, and improving care delivery [7].

Among the psychological interventions, the WHO
also recommends group Interpersonal Therapy (group
IPT) as a first-line treatment for depression in resource-
limited countries [8]. Group IPT is based on the premise
that depressive symptoms are triggered by interpersonal
problems in one or more of the following areas: disagree-
ment or conflict; life changes (negative or even positive);
grief; and loneliness or social isolation [9, 10]. The effec-
tiveness of group IPT to treat depression was first shown
with adults and adolescents in Uganda [11-13], and sub-
sequently in vulnerable populations such as people living
with HIV (PLWH) in randomized clinical trials in South
Africa and Ethiopia [14, 15].

Group IPT was introduced in Senegal within the con-
text of the National Health and Social Development Plan,
which aims to strengthen mental health care policies in
the country [16]. The Senegalese health system has an
extensive experience in psychiatry but suffers from ine-
qualities in access to mental health care and the scarcity
of mental health specialists [17].

In this context, we assessed the feasibility of group
IPT implemented through a task-shifting approach (i.e.
therapy delivered by trained social or community health
workers) to treat depressed PLWH in Senegal. We high-
lighted that group IPT was a promising therapy for clos-
ing the mental health treatment gap in Senegal (i.e. high
completion rates, feasible implementation in the health
departments, high patient and staff satisfaction, etc.) [18].
However, to describe another significant aspect of its fea-
sibility and to better inform policymakers, the descrip-
tion of the resources and implementing costs associated
with its use is necessary [19]. Few data are available
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to document this, especially in sub-Saharan Africa. In
this study, we assessed the costs of group IPT among
depressed PLWH in Senegal.

Methods
Study design & settings
The “intervention depression” project aimed to evalu-
ate the acceptability and feasibility of group IPT in HIV
care services at different levels in the health pyramid, and
was conducted within the International Epidemiological
Databases to Evaluate AIDS (IeDEA) West Africa col-
laboration [20] (http://iedea-wa.org/). The “intervention
depression” project was organized in two steps. Step 1
was carried from March 2019 to March 2022 in Dakar,
Senegal, at the Fann National University Hospital Center,
a structure at the top of the health pyramid (level 3 hos-
pital), specifically in the Infectious and Tropical Dis-
eases Unit (SMIT) and the Outpatient Treatment Center
(CTA). Step 2 was then carried out from March 2022 to
December 2022 (10 months) at the Youssou M’Bargane
Diop Hospital in Rufisque (level 1 hospital) and the Hya-
cinthe Thiandoum Cardinal Health Promotion Center
(care center) in the suburbs of the capital.

In this sub-study, we described all costs associated with
the roll out of group IPT in both of the above steps, fol-
lowing the CHEERS reporting guidelines [21].

Intervention timeline

Group IPT was delivered as weekly 90-min group ses-
sions for 8 weeks, preceded by one pre-group individual
meeting (same duration) following WHO manual guide-
lines [8]. The groups consisted of 6 participants.

The training was led by a clinical psychologist, referred
to as the “master trainer” To be trained as a group IPT
facilitator, a trainee needed to (1) attend a 5-day training
workshop on IPT principles, strategies, and techniques,
followed by (2) facilitating 3 groups: one in pairs (co-
facilitators) and two alone (single facilitator). Facilitators
then benefitted from 90-min supervision sessions, on
weekly basis. To be trained as a group IPT supervisor, a
group IPT facilitator needed to (1) attend a 4-h training
on the principles of supervision, (2) participate in super-
vision sessions with the master trainer and then gradually
become the sole supervisor.

The implementation took place over two phases (STEP
1 and 2). During STEP 1 (Fig. 1), depression screening
and diagnosis confirmation were made by a non-mental
health clinician and a psychiatrist, respectively. Three
social workers and one community health worker were
trained in group IPT. In course of the study, one of the
trained facilitators—a social worker—moved to another
health department and stopped group facilitation (but
he was not replaced). After the training (March 2019
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Fig. 1 Steps for group IPT implementation into 4 HIV care services in Senegal

to October 2019, 8 months), an initial implementation
phase was conducted between October 2019 to March
2022, over a 12-month period (interruption due to Covid-
19, delay in screening, and preparation of sessions). The
first facilitators trained in STEP 1 were involved as super-
vision trainees in STEP 2.

During STEP 2, three social workers and one com-
munity health worker were trained in group IPT (two
professionals in each site) and were also involved in the
depression screening and diagnosis confirmation with
a clinician. In addition to the 5-day training course held
remotely, they also attended a training on depression for
4 h in each site organized by a psychiatrist.

Collection and analysis of mobilized resources

and estimated costs

An ingredients-based costing approach from the pro-
vider’s perspective was used to collect the costs related
to group IPT. Costs were collected prospectively during
the study, between April and November 2022, using the
financial and administrative records related to the pro-
ject. Interviews with project staff were conducted in June
2022 to assess how they allocated their time between
activities, allowing to measure their salaries.

The total costs were categorized into start-up and
implementation costs. Within each category, we have
identified training, staff, and equipment & supplies costs
(Table 1).

Table 1 Types of cost observed during the start-up and initial implementation activities

Cost item

Details

Start-up activities

Training

Staff

Equipments & supplies

Implementation activities
Staff

Equipments & supplies

« 5-day training for group IPT

«IPT group practical session support

« 4 h of supervision training

« Depression training (8 h combined)

« Others: locals for training, accommodation, travel, per diem

« Screening for depression by clinicians or social workers
« Confirmation by a psychiatrist or a clinician
«IPT group sessions (+supervision) training for social workers

« Printing: screening tools and patients'records for group IPT
- Communication with participants to organize the sessions

« Screening for depression by clinicians or social workers
- Confirmation by clinicians or psychiatrist
«IPT group sessions by social workers (around 120 min per session)

« Printing: screening tools and other documents needed for group IPT
- Communication with participants to organize the sessions
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The start-up costs were related to the activities that
contributed to the training of facilitators (group facilita-
tion and supervision). In this analysis, we distinguished
two start-up activities: (1) in the initial phase (STEP 1
training activities); (2) at capacity. By capacity, we refer
to the completion of group IPT without a supervision
phase and a participation rate of approximately 97% of
beneficiaries in the session (rate observed during the ini-
tial implementation phase) [18]. In the start-up costs, we
identified costs related to the training (locals included)
and supervision activities performed by the master
trainer (consultant): the trainer’s fees during STEPS 1&2
and other related expenses (accommodation, per diem,
and travel transport mobilized only during STEP 1). We
also considered the time spent by the social and commu-
nity health workers for the screening of depression and in
their training role as facilitators/supervisors of group IPT
sessions. Finally, we included communication & printing
fees for the organization and running of the sessions.

In the implementation costs, we considered the actual
time spent by the facilitators to carry out group IPT ses-
sions. Interviews with facilitators revealed that perform-
ing micro-tasks directly related to the group IPT sessions
(i.e., facilitator and local, space preparation, report writ-
ing, post-meeting discussion) could extend the total time
spent (90 min for the sessions) to 120 min. These costs
also included the equipment and intervention to perform
the screening during consultations. The cost of the locals
or spaces used for the sessions were not included in the
analysis, as there were no opportunity costs associated
with their use (space not used for usual medical treat-
ment). Sessions were very often held in spaces, isolated
and prepared for the occasion to ensure the privacy of
the participants.

We hypothesized that each facility would screen an
average of 7 patients per day (5-day week) respectively
over a year (i.e. 52 weeks) for an average screening time
of 5 min per patient [22]. The figures were calculated
based on the records at the facilities during the initial
implementation phase. For cost analyses, we included
43 patients who completed group IPT during the initial
implementation phase.

From the observations and results of the initial imple-
mentation phase, we modeled and projected an imple-
mentation at capacity of group IPT for all facilitators
inside the health facilities involved in the project (STEP
142) over 5 years in line with the project’s medium-
term financial planning, implementation strategy and
to allocate the start-up costs of the intervention over a
more reasonable number of patients than those occur-
ring in the initial implementation phase. We estimated
the expected annual number of both beneficiaries and
therapy groups based on the prevalence of depressive
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symptoms among PLWH obtained from a previous publi-
cation in Senegal (around 18%) [23], the existing list, and
the annual flow of new PLWH diagnosed in each of the
health facilities during the project.

The costs of implementing group IPT in this study are
expressed on an annual recurring basis, therefore, we
converted the start-up costs into an equivalent annual
cost [24]. The start-up costs were annualized over 5 years
as previously described using a discount rate of 3%
[25]. All costs were estimated in 2022 US dollars (USD)
using annual exchange rates of $1=623.76 XOF (OECD
2023, https://www.oecd.org/). We excluded research-
specific costs (e.g., monitoring & administrative costs)
from the analysis.

An annual cost per participant receiving group IPT was
calculated based on the annualized costs divided by the
number of participants expected in a year.

Sensitivity analyses were performed to assess the influ-
ence of two specific parameters on the implementation of
the activities: (1) the time allocated to each patient dur-
ing the screening to estimate the potential impact of an
overestimation/underestimation of the time necessary
for screening which can be very sensitive to the imple-
mentation context; (2) the take-up rate. Indeed, due to
the innovative nature of group therapy and the specificity
of our target population, the risks of refusal and/or drop-
out were included in the analysis. Issues of family respon-
sibilities, employment opportunities, stigmatization, and
inability to afford basic transportation costs may also
influence patients’ decision to attend group sessions [14,
18, 26].

Scenario analysis

Several assumptions related to the time spent on screen-
ing for depression and the organization of activities had
to be made to estimate these costs. To for this uncer-
tainty, we conducted a series of scenario analysis. First,
we varied the number of people screened per 5-day week
and the period over which this screening would be car-
ried out (scenario 1). This assumption was motivated by
the idea that, according to the staff, the screening process
could be reduced to a shorter period without having a
profound impact on the diagnosis and recruitment pro-
cess of participants for therapy sessions. Indeed, on aver-
age, patients visit the different services between 2 and 3
times a year, depending on the course of the disease and
medication needed. It is, therefore, possible to screen
all annual outpatient file during the 6 months following
the start of activities. Second, in connection with the
start-up activities, booster training (i.e. additional train-
ing to refresh knowledge and practices) every 2 years
was also considered as suggested by the IPT master
trainer (scenario 2). In a final scenario, we hypothesized
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a contingency fund to contribute to the transport costs
mobilized by the participants during the implementation
at capacity up to $3.2 per beneficiary/session (scenario
3). During the qualitative interviews conducted by our
team, the issue of transportation costs was reported as a
major challenge to sustain group IPT in routine practice
[15, 26, 27]. This average amount was chosen to cover the
costs of patients coming to the therapy. This amount was
agreed with the team on the condition that it was not too
attractive, so as not to become the reason for participa-
tion in therapy.

Ethics

The research was conducted in accordance with the Hel-
sinki Declaration. Ethical approval was obtained from
Senegal ethics committee: Conseil National d’Ethique
de la Recherche en Santé (CNERS) (approval number:
SEN22/49).

Results

Annual and unit costs associated with the implementation

of group IPT

In the initial phase, the total annual cost was reached
$4014. In this phase, start-up costs were estimated at
$2476 (62% of annual costs) (Table 2). These costs were
related to the training of the 3 facilitators involved in
STEP 1, driven by consultancy fees (master trainer),
which represented 50% of the annual cost. Staff time and
equipment allocation represented respectively 10% and
2% of the total annual cost. The costs of delivering the
therapy during the implementation were $1538. The main
driver of cost at this stage was staff: $1235 (31% of annual
costs). The equipment category was approximately 8% of
the annual costs. The annual costs per beneficiary receiv-
ing group IPT were estimated at $93.
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At capacity, the total annual cost was $8161. The start-
up activities in this context involved all facilitators (n=7).
The training category was estimated at $3461 (42% of the
annual costs). Staff and equipment on the other hand
represented respectively 14% and 3% of the annual costs.
Similarly, to the initial phase, during the implementa-
tion phase, the main driver of the costs was the staff,
estimated at $2657 (33% of the annual costs). Equipment
necessary to deliver group IPT to participants accounted
for 9% of the costs. Approximately 24 groups of IPT per
year (n=144) are expected during the upcoming imple-
mentation period in the 4 health facilities. Based on
observations and feedback from field staff on the imple-
mentation of activities, we strictly considered a total of
3 groups per facilitator per year (n=126, 21 groups) to
attend the sessions, which indirectly implies a participa-
tion rate of 88%. Annual costs per beneficiary receiving
group IPT were therefore estimated at $65 for this imple-
mentation at capacity.

Concerning the sensitivity analyses by varying the
screening time (Table 3A): With an average screening
time of 3 min (i.e. less than 2 h/week), the total annual
cost was about $7628 and the cost per beneficiary around
$61. With an average screening time of 10 min (i.e. about
6 h/week), the total annual cost was about $9507 and the
cost per beneficiary around $76. The staff costs mobilized
only for the implementation activities therefore repre-
sented 42% of the total annual cost.

Concerning the sensitivity analyses by varying take-
up rates (Table 3B): A take-up rate of around 50%, as
observed in the South African context using an adapted
version of group IPT [14], resulted in an average of 72
beneficiaries treated per year (12 groups), over the 5-year
period. The total annual cost was around $7577 and
the cost per beneficiary was $105, (almost61% higher

Table 2 Start-up and implementation total annual costs for the initial phase and at capacity

Initial phase At capacity
XOF (local currency) $ % XOF (local currency) $ %
Start-up costs
Training (consultant) 1,240,723 1989 50 2,159,144 3461 42
Staff 262,356 421 10 700413 1123 14
Equipments 41,365 66 2 132,170 212 3
Total: start-up costs 1,544,444 2476 62% 2,991,727 4796 59
Implementation costs
Staff 770,334 1235 31 1,657,555 657 32
Equipments 189,000 303 7 441,000 707 9
Total: implementation costs 959,334 1538 38 2,098,555 3364 41
Total: annual costs 2,503,778 4014 100 5,090,282 8161 100
Number of beneficiaries receiving group IPT 43 126
Annual costs per beneficiary 58,227 93 40,399 65
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Table 3 Sensitivity analyses by varying the screening time
and take-up rate

Total annual cost Annual
costs per
beneficiary

A. Screening time
3 min $7628 $61
5min* $8161 $65
10 min $9507 $76
B.Take-up rate
50% $7577 $105
88%* $8161 $65
100% $8349 $58

" Screening time and take-up rate used in the implementation at capacity

than when take-up was 88%). When we considered the
full participation of the expected patients (n=144, 24
groups) over a year without any refusal to enroll, the total
annual cost was around $8349 and the cost per benefi-
ciary of $58.

Scenario analysis of costs results
Results of the scenario analysis is presented in Table 4.
Scenario 1 emphasized both a reduction in the number
of patients screened per day (5 patients, 7 in the base sce-
nario) and the period over which screening was carried
out annually (26 weeks, 52 weeks in the base scenario).
The cost of staff during implementation was therefore
reduced, with the annual cost estimated at $7298 and the
cost per beneficiary at $58, a decrease of 11% compared
to the base scenario. In scenario 2, which included the
delivery of two booster training sessions, every 2 years
after the start of the implementation, the annual cost
was approximately $9320, with start-up costs represent-
ing 64% of the annual costs. The cost per beneficiary was
estimated to be $74, which is 15% more than the base sce-
nario. In scenario 3, including incentives to compensate
the travel expenses of beneficiary, the total annual cost
of implementing group IPT was approximately $11,797.
This contingency fund will account for 30% of the annual
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cost. The cost per beneficiary was estimated at $94, a 44%
increase over the initial scenario.

Discussion

This study examined the annual costs associated with
group IPT implementation in 4 health facilities includ-
ing the start-up activities. In the initial phase, the total
annual cost reached $4014, with start-up costs represent-
ing 62% of the annual costs. At capacity, the total annual
cost increased to $8161, with start-up costs represent-
ing 59% of the annual cost. Major cost contributors were
consultancy (training) and staff fees. The annual costs
per beneficiary receiving group IPT were estimated at
$93 in the initial phase and decrease to $65 at capacity;
these costs increased with a longer screening time allo-
cated per patients or when including booster training and
transport costs of beneficiaries, impacting drastically the
implementation of group IPT. Costs will also be naturally
impacted by the take-up rate of the intervention.

The costs of implementing psychotherapies in low- and
middle-income countries have been poorly documented.
One recent study in Nepal reported on implementation
costs of group IPT to treat adolescents in a school setting,
estimating $57,457 for the initial implementation over
2 years. The annualized cost was $27,728 and increased
to $34,867 if facilitators were to deliver the group IPT
sessions at capacity [28]. Depending on the number of
annual participants and the strategy employed, the unit
cost per beneficiary varied between $74 and $142. Cost
structure was not reported in this study; however, these
costs are much larger than those we reported. Differences
can be explained by the training organization (more
trainees, 10 day-training) and the content of the therapy
(larger groups, 12 weekly group sessions). In another
study, carried out in Uganda, authors investigated the
cost-effectiveness of a group support psychotherapy for
PLWH with depression [29]. As part of this randomized
trial, the implementation team also considered 5 days of
training for the 60 lay health workers involved with each
facilitating 8 group sessions of 3 h. The total cost of this
intervention strategy was estimated at $29,718 with 70%
of the costs, associated with training and supervision of

Table 4 Key parameter assumptions for the implementation at capacity—by scenario

Key parameters assumptions (by scenario) Base scenario Scenario 1 Scenario 2 Scenario 3
Number of patients screened per day over a week 7 5 - -

Duration of the screening period (weeks) 52 26 - -

Booster training None - 2 -

Incentives (implementation) None - - $3.12/session
Total annual cost $8161 $7298 $9320 $11,797
Annual costs per beneficiary $65 $58 $74 $94
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the lay workers who delivered the therapy. Direct com-
parisons with other studies remained difficult due to
several differences in the context of implementation,
the beneficiaries, the characteristics of the intervention
(i.e. numbers of sessions, duration, numbers of patients
in group therapy, etc.). Furthermore, antidepressants
could also be an alternative to treat depression in the
Senegalese context. Indeed, fluoxetine (20 mg/day), one
of the most recommended antidepressants, significantly
reduced depressive symptoms in PLWH over a 6-month
treatment period [30]. In June 2022, a box of 28 fluoxe-
tine tablets (20 mg) generally valid for 1 month of treat-
ment, was estimated at $13 on the Senegalese market,
approximately $77 for a 6-month treatment period (con-
sultation fees for a psychiatrist not included). Compared
to the results of our analysis, the cost of treatment per
patient, appears to be higher than the one obtained in the
estimate (at capacity). Beyond the costs, group IPT has
a shorter treatment duration compared to antidepressant
and in PLWH, it avoids the need to take new medications
in addition to antiretroviral treatments, thus limiting side
effects and drug interactions. Group IPT also encour-
aged the beneficiary to be an actor in his or her recovery
within a given 8-week period, with group exchanges and
weekly tasks.

Our Senegalese experience confirmed the feasibility
and acceptability of training social and community health
workers without prior mental health expertise to deliver
group IPT in health facilities [18]. Since staffing costs for
start-up and implementation activities were identified as
a significant expense, task shifting, in addition to be suit-
able, appeared as a saving cost approach in accordance
with previous studies [31, 32].

The scenario analysis indicated that reducing the
screening period to 6 months rather than a year (always
linked to the follow-up of patients of the annual outpa-
tient file) had a substantial impact on the staff time and
therefore the annual cost for implementation. Particular
attention should be paid to the time spent on screening.
Changes in the average time per patient (in minutes) for
depression screening would have an impact on the total
annual cost, and consequently on the cost per benefi-
ciary. During this project, it is important to note that staff
worked on the project in addition to their other usual
activities at the health care facilities. One of our chal-
lenges for sustainability is how to integrate group IPT
into routine activities: by rearranging work schedules or
by paying more for these activities. Advocacy and policy
changes are needed to integrate mental health services
into routine practice. The cost impact of incentives was
also significant. In other studies related to HIV testing
and treatment, it has been reported that “incentives”
were effective, particularly on clinical outcomes [33, 34].
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In the context of group IPT, a consideration must be
given to the provision of transport by those responsible
for implementation, especially in a population with very
limited income, to guarantee complete adherence of par-
ticipants to all sessions [14, 15, 26]. An emergency fund
to cover transportation costs of the most vulnerable ben-
eficiaries may be of particular interest.

The present study has several limitations. First, the
implementation at capacity was marked by some uncer-
tainty and underlying assumptions, particularly in terms
of the ongoing involvement of staff in the patient screen-
ing strategy. Although it was comparable to the results
put forward in some studies [35, 36], the data obtained
on the prevalence of depressive symptoms in PLWH
remains limited due to the absence of systematic screen-
ing and figures on routine practices. Second, the “declara-
tive” nature of the information obtained from staff on the
allocation of time for the implementation of group IPT,
could be subject to desirability and memory biases that
could under or overestimate the time allocation given by
the respondents. The presence of records did not always
allow for verification the information provided. Third, the
cost analysis was focused on the provider’s perspective.
Given the importance of non-direct health care costs in
the context of depression, it might be useful to encourage
their inclusion in a cost analysis, as done in other pro-
grams. A future analysis incorporating functionality and
wellbeing measures (e.g., WELLBY, DALYs) will allow for
an efficiency analysis (cost-effectiveness, cost-utility) of
group IPT conducted in a task-shifting strategy among
PLWH in Senegal.

Conclusion

This cost analysis highlighted the cost structure and
helped to inform the feasibility of implementing group
IPT in Senegal to treat depression among PLWH. It also
offers a first perspective in defining and understand-
ing the resources and economic effort that is mobilized
for group IPT in the context of sub-Saharan African
countries.

Subsequently to the clinical benefits that are made to
PLWH presenting depressive symptoms, this therapy
based on a task-shifting approach will allow offering a
new paradigm in the management of depression in the
country.

Acknowledgements

The authors would like to thank the leDEA West Africa region: Site investiga-
tors and cohorts: Adult cohorts: Marcel Djimon Zannou, CNHU, Cotonou,
Benin; Armel Poda, CHU Souro Sanou, Bobo Dioulasso, Burkina Faso; Fred
Stephen Sarfo and Komfo Anokeye Teaching Hospital, Kumasi, Ghana; Eugene
Messou, ACONDA CePRefF, Abidjan, Cote d'lvoire; Henri Chenal, CIRBA, Abidjan,
Cote d'lvoire; Kla Albert Minga, CNTS, Abidjan, Cote d'lvoire; Emmanuel
Bissagnene, and Aristophane Tanon, CHU Treichville, Cote d'Ivoire; Moussa
Seydi, CHU de Fann, Dakar, Senegal; Akessiwe Akouda Patassi, CHU Sylvanus
Olympio, Lomé, Togo. Pediatric cohorts: Sikiratou Adouni Koumakpai-Adeothy,



Abounan et al. International Journal of Mental Health Systems

_CNHU, Cotonou, Benin; Lorna Awo Renner, Korle Bu Hospital, Accra, Ghana;
Sylvie Marie N'Gbeche, ACONDA CePReF, Abidjan, Ivory Coast; Clarisse Amani
Bosse, ACONDA_MTCT+, Abidjan, Ivory Coast; Kouadio Kouakou, CIRBA, Abid-
jan, Cote d'Ivoire; Madeleine Amorissani Folquet, CHU de Cocody, Abidjan,
Cote d'Ivoire; Frangois Tanoh Eboua, CHU de Yopougon, Abidjan, Cote d'lvoire;
Fatoumata Dicko Traore, Hopital Gabriel Toure, Bamako, Mali; Elom Takassi,
CHU Sylvanus Olympio, Lomé, Togo; Coordinators and data centers: Francois
Dabis, Renaud Becquet, Charlotte Bernard, Shino Chassagne Arikawa, Antoine
Jaquet, Karen Malateste, Elodie Rabourdin, Thierry Tiendrebeogo, ADERA,
Isped & INSERM U1219, Bordeaux, France. Sophie Desmonde, Julie Jesson,
Valeriane Leroy, Inserm 1027, Toulouse, France. Didier Koumavi Ekouevi,
Jean-Claude Azani, Patrick Coffie, Abdoulaye Cissé, Guy Gnepa, Apollinaire
Horo, Christian Kouadio, Boris Tchounga, PACCI, CHU Treichville, Abidjan, Céte
d'lvoire.

Author contributions

YA, JW, JMT, SZ, NdR, MS and CB conceptualised the study. YA performed the
analysis with support from CB, JW and SD. YA and CB wrote the first draft of
the paper and approved the final manuscript as submitted. JW, JMT, IN, SZ,
SD, HF, HV, NFG, NdR, AJ and MS critically reviewed the analysis, reviewed and
revised the manuscript, and approved the final manuscript as submitted. All
authors read and approved the final manuscript.

Funding

Research reported in this publication was supported by the US National
Institutes of Health (National Institute of Allergy and Infectious Diseases,

the Eunice Kennedy Shriver National Institute of Child Health and Human
Development, the National Cancer Institute, the National Institute of Mental
Health, the National Institute on Drug Abuse, the National Heart, Lung, and
Blood Institute, the National Institute on Alcohol Abuse and Alcoholism, the
National Institute of Diabetes and Digestive and Kidney Diseases, the Fogarty
International Center) under Award Number U0TAI069919. The content is solely
the responsibility of the authors and does not necessarily represent the official
views of the National Institutes of Health.

Data availability
The data that support the findings of our study are available from the cor-
responding author upon reasonable request.

Declarations

Ethics approval and consent to participate

The research was conducted in accordance with the Helsinki Declaration. Ethi-
cal approval was obtained from Senegal ethics committee: Conseil National
d’Ethique de la Recherche en Santé (CNERS) (approval number: SEN22/49).
This paper only comprises non-identifiable, aggregated services data.

Consent for publication
Not applicable. This paper only comprises non-identifiable, aggregated
services data.

Competing interests
The authors declare no competing interests.

Received: 2 August 2023 Accepted: 25 November 2024
Published online: 17 January 2025

References

1. World Health Organization. World mental health report—transforming
mental health for all. World Health Organization; 2022. p. 296.

2. Akena D, Stein DJ, Joska J. Does screening HIV-positive individuals in
Uganda for major depressive disorder improve case detection rates and
antidepressant prescription? AIDS Behav. 2013;17(8):2802-7.

3. PatelV, Chisholm D, Parikh R, Charlson FJ, Degenhardt L, Dua T, et al.
Addressing the burden of mental, neurological, and substance use

(2025) 19:4

20.

AR

22.

23.

24.

Page 8 of 9

disorders: key messages from Disease Control Priorities, 3rd edition.
Lancet. 2016;387(10028):1672-85.

Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental
health: scarcity, inequity, and inefficiency. Lancet. 2007,370(9590):878-89.
Araya R, Flynn T, Rojas G, Fritsch R, Simon G. Cost-effectiveness of a
primary care treatment program for depression in low-income women in
Santiago. Chile AJP. 2006;163(8):1379-87.

Chibanda D, Bowers T, Verhey R, Rusakaniko S, Abas M, Weiss HA, et al.
The Friendship Bench programme: a cluster randomised controlled

trial of a brief psychological intervention for common mental disorders
delivered by lay health workers in Zimbabwe. Int J Ment Health Syst.
2015;9:21.

World Health Organization. PEPFAR, UNAIDS. Task shifting : rational redis-
tribution of tasks among health workforce teams : global recommenda-
tions and guidelines. World Health Organization; 2007. https://apps.who.
int/iris/handle/10665/43821. Accessed 21 Nov 2022

World Health Organization. Group interpersonal therapy (IPT) for depres-
sion. World Health Organization; 2016. Report No.: WHO/MSD/MER/16.4.
https://apps.who.int/iris/handle/10665/250219. Accessed 20 Dec 2021.
Markowitz JC, Weissman MM. Interpersonal psychotherapy: principles
and applications. World Psychiatry. 2004;3(3):136-9.

. Weissman MM, Markowitz JC, Klerman GL. The guide to interpersonal

psychotherapy, Updated and expanded ed. New York: Oxford Univer-
sity Press; 2018. xv, 283 p. (The guide to interpersonal psychotherapy,
Updated and expanded ed).

. Bolton P, Bass J, Neugebauer R, Verdeli H, Clougherty KF, Wickramaratne P,

et al. Group interpersonal psychotherapy for depression in rural uganda:
a randomized controlled trial. JAMA. 2003;289(23):3117.

Verdeli H, Clougherty K, Bolton P, Speelman L, Lincoln N, Bass J, et al.
Adapting group interpersonal psychotherapy for a developing country:
experience in rural Uganda. World Psychiatry. 2003;2(2):114-20.

Bass J, Neugebauer R, Clougherty KF, Verdeli H, Wickramaratne P, Ndogoni
L, et al. Group interpersonal psychotherapy for depression in rural
Uganda: 6-month outcomes: randomised controlled trial. Br J Psychiatry.
2006;188:567-73.

Petersen |, Hanass Hancock J, Bhana A, Govender K. A group-based coun-
selling intervention for depression comorbid with HIV/AIDS using a task
shifting approach in South Africa: a randomized controlled pilot study. J
Affect Disord. 2014;158:78-84.

Asrat B, Lund C, Ambaw F, Schneider M. Adaptation of the WHO group
interpersonal therapy for people living with HIV/AIDS in Northwest Ethio-
pia: a qualitative study. PLoS ONE. 2020;15(8): €0238321.

Plan National de Développement Sanitaire et Social (PNDSS) 2019-2028.
Sénégal: Ministere de la Santé et de 'Action Sociale; 2018. p. 134. https://
sante.gouv.sn/sites/default/files/1%20MSAS%20PNDSS%202019%
202028%20Version%20Finale.pdf

Petit V. Mental health: an underestimated development issue. In: Charbit
Y, editor. Population ans development issues. ISTE-WILEY. 2022. pp.
157-81. https://www.iste.co.uk/book.php?id=1877

Bernard C, Font H, Ziadeh S, Tine JM, Diaw A, Ndiaye |, et al. Management
of depression in people living with HIV/AIDS in Senegal: acceptability,
feasibility and benefits of group Interpersonal Therapy. Cambridge Prisms
Glob Ment Health. 2023. https://doi.org/10.1017/gmh.2023.31.

Bowen DJ, Kreuter M, Spring B, Cofta-Woerpel L, Linnan L, Weiner D, et al.
How we design feasibility studies. Am J Prev Med. 2009;36(5):452-7.
Egger M, Ekouevi DK, Williams C, Lyamuya RE, Mukumbi H, Braitstein

P, et al. Cohort Profile: the international epidemiological databases

to evaluate AIDS (IleDEA) in sub-Saharan Africa. Int J Epidemiol.
2012;41(5):1256-64.

Husereau D, Drummond M, Petrou S, Carswell C, Moher D, Greenberg

D, et al. Consolidated Health Economic Evaluation Reporting Standards
(CHEERS) statement. Value Health. 2013;16(2):e1-5.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med. 2001;16(9):606-13.

Poupard M, Ngom Gueye N, Thiam D, Ndiaye B, Girard P, Delaporte E,

et al. Quality of life and depression among HIV-infected patients receiv-
ing efavirenz- or protease inhibitor-based therapy in Senegal. HIV Med.
2007;8(2):92-5.

Drummond M, Sculpher M, Claxton K, Torrance G. Methods for the
economic evaluation of health care programmes. Oxford University Press;
2015.


https://apps.who.int/iris/handle/10665/43821
https://apps.who.int/iris/handle/10665/43821
https://apps.who.int/iris/handle/10665/250219
https://sante.gouv.sn/sites/default/files/1%20MSAS%20PNDSS%202019%202028%20Version%20Finale.pdf
https://sante.gouv.sn/sites/default/files/1%20MSAS%20PNDSS%202019%202028%20Version%20Finale.pdf
https://sante.gouv.sn/sites/default/files/1%20MSAS%20PNDSS%202019%202028%20Version%20Finale.pdf
https://www.iste.co.uk/book.php?id=1877
https://doi.org/10.1017/gmh.2023.31

Abounan et al. International Journal of Mental Health Systems (2025) 19:4

25.

26.

27.

28.

29.

30.

31

32.

33.

34

35.

36.

Vassall A, Sweeney S, Kahn JG, Gomez G, Bollinger L, Marseille E, et al.
Reference case for estimating the costs of global health services and
interventions. September 2017. https://ghcosting.org/pages/standards/
reference_case.

Meffert SM, Neylan TC, McCulloch CE, Blum K, Cohen CR, Bukusi EA, et al.
Interpersonal psychotherapy delivered by nonspecialists for depression
and posttraumatic stress disorder among Kenyan HIV-positive women
affected by gender-based violence: Randomized controlled trial. PLoS
Med. 2021;18(1): e1003468.

Bernard C, Mané |, Ziadeh S, Tine JM, Diaw A, Benzekri N, et al. Percep-
tions, facilitators and barriers to the implementation of interpersonal
group therapy to treat depression among people living with HIV in
Senegal: a qualitative study. Front Public Health. 2024;12:1295181.

Clarke K, Bk P, Magar J, Pradhan |, Shrestha P, Hassan E, et al. School-based
group interpersonal therapy for adolescents with depression in rural
Nepal: a mixed methods study exploring feasibility, acceptability, and
cost. Glob Ment Health. 2022,9:416-28.

Nakimuli-Mpungu E, Musisi S, Wamala K, Okello J, Ndyanabangi S, Birungi
J, et al. Effectiveness and cost-effectiveness of group support psycho-
therapy delivered by trained lay health workers for depression treatment
among people with HIV in Uganda: a cluster-randomised trial. Lancet
Glob Health. 2020;8(3):e387-98.

Ngo VK, Wagner GJ, Nakasujja N, Dickens A, Aunon F, Musisi S. Effec-
tiveness of antidepressants and predictors of treatment response for
depressed HIV patients in Uganda. Int J STD AIDS. 2015;26(14):998-1006.
Buttorff C, Hock RS, Weiss HA, Naik S, Araya R, Kirkwood BR, et al. Eco-
nomic evaluation of a task-shifting intervention for common mental
disorders in India. Bull World Health Organ. 2012;90(11):813-21.

Petersen |, Lund C, Bhana A, Flisher AJ, the Mental Health and Poverty
Research Programme Consortium. A task shifting approach to primary
mental health care for adults in South Africa: human resource require-
ments and costs for rural settings. Health Policy Plan. 2012;27(1):42-51.
Bassett IV, Wilson D, Taaffe J, Freedberg KA. Financial incentives to
improve progression through the HIV treatment cascade. Curr Opin HIV
AIDS. 2015;10(6):451-63.

Montoy JCC, Dow WH, Kaplan BC. Cash incentives versus defaults for HIV
testing: a randomized clinical trial. PLoS ONE. 2018;13(7): e0199833.
Bernard C, Dabis F, de Rekeneire N. Prevalence and factors associated
with depression in people living with HIV in sub-Saharan Africa: a system-
atic review and meta-analysis. PLoS ONE. 2017;12(8): e0181960.

Amare T, Getinet W, Shumet S, Asrat B. Prevalence and associated factors
of depression among PLHIV in Ethiopia: systematic review and meta-
analysis, 2017. AIDS Res Treat. 2018;2018:5462959.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 9 of 9


https://ghcosting.org/pages/standards/reference_case
https://ghcosting.org/pages/standards/reference_case

	Costs analysis of integrating group interpersonal therapy into HIV care services in Senegal
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study design & settings
	Intervention timeline
	Collection and analysis of mobilized resources and estimated costs
	Scenario analysis
	Ethics

	Results
	Annual and unit costs associated with the implementation of group IPT
	Scenario analysis of costs results

	Discussion
	Conclusion
	Acknowledgements
	References


