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Background. In this period of unprecedented levels of displacement, scalable interventions are needed to address men-
tal health concerns of forced migrants in low-resource settings. This paper describes the adaptation and piloting of a
guided, multi-media, self-help intervention, Self-Help Plus (SH+), which was developed to reduce psychological distress
in large groups of people affected by adversity.

Methods. Using a phased approach that included community consultations, cognitive interviewing, facilitator training,
pilot implementation, and a qualitative process evaluation, we adapted SH+ for use among South Sudanese refugees in a
refugee settlement in northern Uganda.

Results. The SH+ materials, including audio-recorded sessions and an accompanying illustrated manual, were trans-
lated into Juba Arabic. Cognitive interviewing primarily resulted in adaptations to language with some minor adapta-
tions to content. Facilitator training and supervision led to further suggested changes to delivery methods. An
uncontrolled pilot study (n = 65) identified changes in the expected direction on measures of psychological distress, func-
tional impairment, depression, wellbeing, and psychological flexibility. The process evaluation resulted in further adap-
tations to intervention materials and the decision to focus future effectiveness evaluations of the intervention in its
current form on South Sudanese female refugees.

Conclusions. We found that this potentially scalable, guided self-help intervention could be adapted for and feasibly
implemented among female South Sudanese refugees in northern Uganda. These findings lay the groundwork for a
future rigorous evaluation of SH+ in this context.
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Introduction

The world is currently experiencing unprecedented
levels of forced migration. A total of 22.5 million refu-
gees, 40.3 million internally displaced people, and 2.8
million asylum seekers were documented in 2016
(UNHCR, 2017a). Most forced migrants live in low-
and middle-income countries (LMIC) (UNHCR,
2017a), where the majority of the world’s armed con-
flicts take place (Melander et al., 2016). A recent sys-
tematic review and epidemiological modeling study
with conflict-affected populations in non-Western set-
tings found age-standardized pooled prevalence rates
of 12.9% for post-traumatic stress disorder (PTSD)
(66 studies, 27 countries) and 7.6% for depression (33
studies, 20 countries) (Charlson et al., 2016). In keeping
with this epidemiological literature, intervention
research in LMIC humanitarian settings has often
focused on evaluating psychotherapeutic interventions
for PTSD and depression (Tol et al., 2011).

There are multiple barriers that can limit the ability
of current evidence-based interventions to improve
population mental health in humanitarian settings.
First, many people in humanitarian settings suffer
from broad psychological distress, for example, non-
pathological anxiety, grief reactions, and demoraliza-
tion, that cannot be easily categorized as mental
disorder (WHO & UNHCR, 2012; Tol et al., 2013b).
Stress management strategies may be a more appropri-
ate approach for this population. Second, although
there is evidence from randomized controlled trials
supporting psychotherapies (e.g., for PTSD, trauma-
focused cognitive behavioral therapies and eye move-
ment desensitization and reprocessing) (Tol et al.,
2013a) such interventions have limitations with regard
to their feasibility for scale-up in disrupted and under-
resourced health systems, given the need for an exten-
sive workforce of adequately trained providers and
supervisors (Tol et al., 2014; Silove et al., 2017). Third,
current evidence-based psychotherapeutic treatments
have been conventionally designed to target single
mental disorders, whereas comorbidity of common
mental disorders is high in populations affected by
armed conflict (de Jong et al., 2003). Training workers
in multiple psychotherapies would require significant
resources. Fourth, the application of psychotherapies
evaluated in well-resourced randomized controlled
trials to real-world practice settings represents a widely-
recognized challenge (Weisz et al., 2005) and less
resource-intensive interventions may be more success-
ful in bridging this gap (Bennett-Levy et al., 2010).

As part of efforts to make available a series of scal-
able psychological interventions, the World Health
Organization (WHO) has developed a stress manage-
ment package based on a guided self-help format

called Self-Help Plus (SH+) that may address afore-
mentioned barriers (Epping-Jordan et al., 2016). A
guided, multi-media, self-help format was selected
informed by various meta-analyses: (1) research has
shown promising findings for bibliotherapy (den
Boer et al., 2004) and group psychosocial interventions
formatted as courses (Cuijpers et al., 2009); (2) guided
self-help approaches have similar benefits to face-
to-face psychotherapeutic interventions (Cuijpers
et al., 2010; Lewis et al., 2012); and (3) guided self-help
interventions are associated with larger effect sizes
than unguided self-help interventions (Hirai & Clum,
2006; Cuijpers et al., 2009).

In this paper, we describe the translation, adaptation,
and the first uncontrolled piloting of SH+ with South
Sudanese refugees in northern Uganda. In a participa-
tory needs assessment in the study area, ‘overthinking’
was the highest ranked mental health and psychosocial
concern amongst refugees in Rhino Camp (Adaku et al.,
2016). ‘Thinking too much’ is a cultural concept of dis-
tress that has been repeatedly identified in a wide
range of settings (Kaiser et al., 2015), including in quali-
tative studieswith refugees from southern Sudan before
independence (Coker, 2004; Goodman, 2004) and South
Sudan (Ventevogel et al., 2013). Given these findings, we
anticipated that the focus of SH+ on strategies for man-
agingdifficult thoughts and feelingswouldbeperceived
as highly relevant. At the same time, we expected that
adaptationswould be required to enhance acceptability,
feasibility, and satisfaction with the intervention in this
socio-cultural context.

Several frameworks for the cultural adaptation of
psychological interventions have been published
(Bernal et al., 1995; Hwang, 2009; Barrera et al., 2013)
with adapted interventions appearing to be more
effective than non-adapted interventions (Benish
et al., 2011; Harper Shehadeh et al., 2016). Adaptation
frameworks commonly suggest iterative processes
that emphasize engaging with stakeholders through
qualitative research approaches before piloting the
intervention using process evaluation methods.
Adapted interventions may then be tested using con-
trolled designs (Medical Research Council, 2008;
Chowdhary et al., 2014). Typically, researchers have
taken a ‘middle ground’ approach in which adapta-
tions are made to enhance acceptability and effective-
ness while maintaining fidelity to the core elements
of the psychological intervention (Chowdhary et al.,
2014). WHO is in the process of developing a system-
atic psychological intervention adaptation framework,
inspired, in part, by earlier work on translation and
adaptation of instruments (van Ommeren et al., 1999).
The current study is the first effort to apply key aspects
of this framework and adapt a self-help intervention
with refugees in a LMIC.
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Methods

Setting and population

The study was conducted in the Rhino Camp refugee
settlement in the West Nile region of northern Uganda,
which is inhabited primarily by refugees from South
Sudan. South Sudan became an independent nation in
2011 after decades of civil war, however, following an
alleged attempted coup in December 2013 conflict
resurged, and fighting subsequently re-intensified in
July 2016. By September 2017, the conflict had displaced
4.3 million people, including more than 2 million people
seeking refuge in the region. Uganda hosts the largest
number of South Sudanese refugees in the region (over
a million), of whom 223097 currently live in Rhino
Camp (UNHCR, 2017b). Sexual and other forms of
gender-based violence are one of the significant concerns
among South Sudanese refugees, with more than half of
women aged 15–24 have experienced at least one form
of gender-based violence (Protection Cluster South
Sudan - GBV Subcluster, 2015).

Intervention

SH+ is intended to decrease psychological distress in
people with or without a diagnosed condition associated
with a range of adversities (e.g., interpersonal and col-
lective violence, chronic poverty), but is not intended
for participants with severe health problems such as
psychosis or imminent risk of suicide (Epping-Jordan
et al., 2016).

The intervention is based on principles of Acceptance
and Commitment Therapy (ACT), a third-wave cogni-
tive behavioral therapy that aims to enhance psycho-
logical flexibility (Hayes et al., 2006). Psychological
flexibility reflects how a person: adapts to fluctuating
situational demands; reconfigures mental resources;
shifts perspective, and balances competing desires,
needs, and life domains (Kashdan & Rottenberg,
2010). Based on the premise that attempts to suppress
or avoid unwanted thoughts and feelings may paradox-
ically worsen them, ACT teaches alternative methods to
accommodate difficult thoughts and feelings, primarily
through mindfulness techniques. At the same time,
ACT also focuses on guiding participants to live in
ways consistent with their personal values (Hayes
et al., 2011). Studies have suggested that ACT may be
effectively applied in a self-help format (Cavanagh
et al., 2014) and in diverse cultural contexts (White
et al., 2017).

The SH+ package comprises a pre-recorded audio
course and an illustrated self-help manual. The audio-
course can be delivered to groups of 20–30 people by
lay facilitators trained over a short period. The course
consists of five weekly 2-hour sessions that include

individual exercises and small group discussions. The
illustrated manual, inspired by an existing book
(Harris, 2014), covers the key points from the course
and is provided for participants to review on their
own time in between sessions. Initial development of
the generic intervention took place in response to the
crisis in Syria, with the generic version designed to
be applicable, once adapted, to diverse socio-cultural
settings.

Stakeholder involvement

In the early stages of intervention planning, a commu-
nity stakeholder meeting was held. The meeting was
attended by refugee leaders, traditional leaders, reli-
gious leaders, respected elders, and school principals.
These individuals were invited to join a community
advisory board, which was consulted at various stages
throughout the project. The project and intervention
were also formally presented at an inter-agency meet-
ing within Rhino Camp, which was attended by gov-
ernment stakeholders as well as representatives of
non-governmental organizations working in the refu-
gee settlements.

Following situation analysis involving secondary
data analysis and qualitative interviews (Adaku et al.,
2016), adaptation and piloting took place in four
phases: (1) translation and cognitive interviewing; (2)
adaptation during training and supervision; (3) pilot
implementation; and (4) process evaluation.

Phase 1: Translation and group cognitive
interviewing

South Sudan has 68 living languages, with the most
widely spoken languages being used mainly within
ethnic groups (e.g., Nuer, Dinka, Bari, and Zande)
(Lewis et al., 2015). Translation into one of these lan-
guages would limit accessibility for other ethnic
groups, and may have been perceived as privileging
one ethnic group over another. Instead, Juba Arabic
is a common lingua franca (UNICEF, 2016), although
a reliable figure for the number of Juba Arabic speakers
is not available (Lewis et al., 2015). Juba Arabic is spo-
ken by the large majority of refugees and is the lan-
guage most commonly used by humanitarian
agencies in interactions with refugees. As advised by
the community advisory board, we translated SH+
materials into Juba Arabic.

A complete translation of intervention materials
from English to Juba Arabic was conducted by a
bi-lingual speaker with experience working in humani-
tarian health programs in the region. This translation
was subsequently reviewed and edited by a Juba
Arabic speaking research assistant. The illustrator of
the generic WHO SH+ manual adapted the illustrations
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so that they would be appropriate for the study context
(e.g. changing characters, styles of clothing, housing,
environment, and common cultural practices).

We subsequently applied an adapted cognitive inter-
viewing approach. Cognitive interviewing is com-
monly used to check whether the meaning of survey
questions has been translated accurately (Beatty &
Willis, 2007), but has also been applied in the dev-
elopment of interventions such as health education
materials (Carbone et al., 2002). In general, cognitive
interviewing entails presenting participants with text
and then asking questions about how the participant
interprets the meaning of the text (Beatty & Willis,
2007). Cognitive interviews were facilitated by trained
interviewers residing in the region. We were interested
in conducting group cognitive interviews with two
separate groups of 8–12 people: one group of health
workers and one group of laypersons. During group
interviews, we read aloud brief segments of the trans-
lated script for the audio recordings, showed images
from the illustrated manual, and asked questions
focused on relevance, comprehensibility, and accept-
ability (van Ommeren et al., 1999). During these ses-
sions, a semi-structured form was used to record
comments applying to comprehensibility, acceptabil-
ity, relevance, as well as proposed changes pertaining
to each segment of script or illustration.

Proposed changes were later transferred to a struc-
tured form that included the eight adaptation dimen-
sions as described by Bernal et al. (1995) and by
Chowdhary et al. (2014). An adaptation workshop
was held in November 2015 with intervention develo-
pers and the research team to discuss these proposed
changes and adapt the intervention materials.

Phase 2: Adaptations suggested during training
and supervision

A need for further adaptations to SH+ was identified
during the training of facilitators and by facilitators
during the first pilot groups. Training was provided
to four female SH+ facilitators (selected to have com-
pleted secondary education; proficient spoken Juba
Arabic; and good English language skills) over 5
days by two authors (KC, FB) involved in the develop-
ment of SH+. All four facilitators were Ugandans living
in the settlement region with previous experience work-
ing in the settlement. Changes to SH+ were identified
during the training, recorded in field notes and later
categorized using the Bernal et al. (1995) framework.

Regular (mostly weekly) supervision calls were com-
pleted with one author (KC) and the social worker
supervisor was available for emergency cases and
responding to serious additional needs of participants
(e.g. reported risk issues). Further changes were

identified during the regular supervision. Where pos-
sible, agreed adaptations were incorporated before
the pilot implementation. Larger changes to content
were considered after the pilot implementation, due
to the time required to edit pre-recorded audio content.

Phase 3: Pilot implementation

Objective and overall design

The objective of the pilot study was to assess feasibility
and acceptability of the intervention and research pro-
tocols, and this was evaluated quantitatively through
an uncontrolled pre-post design followed by a qualita-
tive process evaluation (see Phase 4).

Sampling and recruitment

Participants for two SH+ groups were recruited from
one village in Rhino Camp. We consulted with the vil-
lage chief and community health workers about people
whom they thought should be screened for eligibility.
In addition, we applied a general door-to-door recruit-
ment strategy, with research assistants familiar within
the community moving from house to house until suf-
ficient people were enrolled to form one female and
one male SH+ group of around 25–30 participants.

Procedures

South Sudanese men and women over 18 years of age
were informed by the research team about the study
and asked if they would be willing to participate in
screening. Among those interested in the study,
informed consent was obtained and screening mea-
sures were administered in Juba Arabic by trained
research assistants.

Eligibility and measures

Screening focused on psychological distress measured
using the Kessler 6 (K6), a questionnaire that assesses
non-specific psychological distress (i.e., distress not
specifically tied to particular mental disorders) in the
last 30 days through six questions with a 0 (not at
all) to 4 (all the time) response format (total score
range 0–24) (Kessler et al., 2003). A person who scored
five or above (moderate psychological distress) on the
K6 was considered eligible for inclusion in the study
(Prochaska et al., 2012). Exclusion criteria included: (1)
imminent risk of suicide (assessed using a structured
protocol); (2) observable signs of psychosis, manic beha-
viors, or intellectual disability that impede participation
in a guided self-help intervention (assessed through
observation using a structured checklist). Participants
excluded for these reasons were referred to a mental
health professional.
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Among participants who met inclusion criteria, we
assessed violence exposure (the WHO Violence Against
Women Instrument, WHO-VAWI) (Garcia-Moreno
et al., 2006); functional impairment (World Health
Organization Disability Assessment Schedule 2.0,
12-item interviewer-administered version, WHODAS
2.0) (Ustun et al., 2010); depression (the Patient Health
Questionnaire, PHQ-9) (Kroenke et al., 2001); subjective
psychological wellbeing (5-item WHO Well-Being
Index, WHO-5) (Topp et al., 2015); and psychological
flexibility (Acceptance and Action Questionnaire-II,
AAQ-II) (Fledderus et al., 2012). The same measures,
including the K6, were re-administered within 2
weeks post-intervention.

Intervention implementation

The day before each SH+ session, intervention facilita-
tors visited participants’ homes to remind them of the
upcoming group. Groups were conducted with two
facilitators in each group (one to control the audio
and the other to respond to participants), with facilita-
tors completing a session reporting form after each
group.

Analyses

We used descriptive statistics to describe socio-
demographic characteristics of the sample at baseline.
Total scale scores were calculated for each participant
and these scale scores were averaged. To assess
psychometric properties of measures, we calculated
internal consistency (Cronbach’s Alpha) and we exam-
ined bi-variate Pearson correlations between the aver-
age sum of scores on scales to assess convergent and
divergent validity. After assessing the assumptions of
the paired samples t test, pre- and post-assessment
measures were compared using paired samples t
tests or the Wilcoxon signed-rank test to examine sen-
sitivity to change and to analyse the general direction
of changes before and after intervention. Statistical
analyses were carried out using Stata 13 (Statacorp,
2013).

Phase 4: Process evaluation

The process evaluation consisted of semi-structured
interviews with: participants who completed all five
sessions (N = 8); participants who discontinued the
intervention (N = 10); SH+ facilitators (N = 4); and one
supervising social worker. Interviews with interven-
tion participants were conducted in Juba Arabic, and
with other key informants in English. Interviews
were recorded, transcribed, and Juba Arabic interviews
were then translated into English. Participants who
attended all sessions were asked about their overall

impressions of the program; attendance; involvement
of family and friends; helpfulness; appropriateness;
and components deemed most useful. Participants
who attended sessions intermittently or stopped
attending were asked about similar topics, with the
exception of components deemed most useful. They
were also asked about reasons for missing sessions.
In addition to overall impressions, facilitators were
asked specifically about challenges in facilitation, lan-
guage, training and supervision, and the most useful
components of the intervention. The social worker
was asked about intervention delivery, implementa-
tion, scale-up, and potential for integration into pri-
mary or community healthcare.

Thematic analysis of key informant interviews
involved first reading the full set of transcripts and
then developing codes using a subset of transcripts.
Once a codebook had been developed, the full set of
transcripts were coded, with additional codes added
where required. The final set of codes was then
examined and at points combined to represent over-
arching themes within the following categories: bene-
fits; challenges and barriers; and suggestions for the
future. Themes were then revised according to their
fit with the data. All qualitative analyses were carried
out using Atlas.ti (ATLAS.ti Scientific Software
Development GmbH, 2016).

Ethics

All participants signed informed consent forms or noted
consent with a thumbprint. Study procedures were
approved by the WHO Ethics Review Committee,
Johns Hopkins Bloomberg School of Public Health
Institutional Review Board, the Lacor Hospital
Institutional Research and Ethics Committee, and the
Uganda National Council for Science and Technology.

Results

Phase 1: Cognitive interviews

Group cognitive interviews were carried out with one
group of health workers and one group of laypersons.
Cognitive interviews with mental health workers were
held over a 2-day meeting. Health workers proposed
31 changes to the illustrated manual and 42 to the
audio script. Proposed changes to the illustrated man-
ual included replacing text and adapting illustrations
(e.g., adding props for clarity of interpretation, improv-
ing the local relevance of images by changing hair-
styles or adding locally understood signs). The
majority of the proposed changes were related to lan-
guage rather than to changes in underlying interven-
tion concepts (e.g., exchanging the phrase ‘knots in
the stomach’ for ‘discomfort in the stomach’).
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Language is one of eight dimensions in the Bernal et al.,
framework, which also includes: persons, metaphors,
content, concepts, goals, methods, and context (Bernal
et al., 1995). In addition to language, some suggestions
were made regarding metaphor and concepts.
Moreover, the group cognitive interviews with health
workers identified few suggestions for adaptations
on the dimensions of persons and goals. These are
changes that can be made to the generic WHO inter-
vention so that in future such adaptations would not
be necessary.

The group of lay people consisted of 12 South
Sudanese refugees of both sexes and various ages.
Over six meetings the group participated in a complete
read through of the SH+ audio script and reviewed
some examples of adapted and non-adapted images
from the illustrated manual. The group did not suggest
any changes to the audio script and only proposed
three changes to images. Overall, participants indi-
cated that each of the sections in the materials covered
during cognitive interviewing were comprehensible,
relevant, and acceptable. To determine whether the
lack of suggested changes reflected accurately how
well the materials were comprehensible to participants,
additional questions were asked to check understand-
ing of concepts. This yielded mixed responses. For
example, some participants adequately described the
SH+ concept of ‘grounding’, but others provided gen-
eric responses describing the purpose of SH+ in
terms of ‘giving counselling to people who need it’.
Participants frequently re-iterated that the intervention
was seen as helpful, but were not always able to
explain specifically how. Participants emphasized the
relevance of many of the SH+ concepts to their commu-
nity due to the stresses that they were facing and did
not indicate that any of the text or illustrations were
offensive.

Phase 2: Adaptations suggested during training
and supervision

During training, facilitators suggested changes primar-
ily to the delivery method of SH+, including providing
a longer spoken introduction, using energizer games or
an opening activity consistent with practice in Rhino
camp (e.g., singing and dancing), setting ground
rules as a group, and providing further explanations
of key concepts where required. The initial concept of
SH+ was for facilitators to have an exceptionally min-
imal role, running the group and ensuring safety, but
giving little or no feedback or direction. All facilitators
suggested that for participants this would be unusual
and different from previous experiences, so the facilita-
tor role was adapted to somewhat increase their pres-
ence in the process by starting the group, introducing

the audio, and giving increased (but still minimal) clar-
ifications and instructions to participants. During train-
ing, facilitators reported some content (e.g. a repeated
grounding exercise) was too long (though these
changes could not be incorporated before the Phase 3
pilot). During and after supervision, facilitators pro-
vided additional suggestions for changes separate to
the process evaluation including, removal of work-
sheets (due to literacy concerns), simplifying the
audio script, reducing the length of sessions and
some exercises, adding audio cues to signal when a
facilitator had to do an activity, and showing relevant
illustrations from the SH+ manual to support under-
standing of key concepts. These changes were incorpo-
rated after the pilot.

Phase 3: Pilot implementation

Characteristics at baseline

A total of 86 men and women were screened for par-
ticipation and 65 (76%) (33 women, 32 men) who
scored above 5 on the K6 were included in the study
(Table 1). Participants on average reported severe men-
tal distress at baseline (M = 14.5, S.D. = 4.1), as compared
with the commonly used cut-off score of 13 for severe

Table 1. Demographic characteristics of the pilot sample at
pre-assessment

Characteristics
Females
(N = 33)

Males
(N = 32)

Age, Mean (S.D.) 35.4 (10.5) 33.5 (13.7)
Years of education, Mean (S.D.) 2.8 (3.6) 7.5 (5.1)
Marital status, No. (%)
Never married 1 (3) 12 (38)
Currently married 11 (33) 17 (53)
Separated 9 (27) 3 (9)
Widowed 12 (37) –

Employment, No. (%)
Paid work 1 (3) 1 (3)
Self-employed 10 (30) 15 (47)
Non-paid work 1 (3) 2 (6)
Student – 2 (6)
Keeping house/homemaker 20 (61) 3 (10)
Retired – 2 (6)
Unemployed – 4 (12)
Other – 3 (10)
Missing 1 (3) –

Ever experienced physical violence,
No. (%)
By partner 15 (45) 5 (16)
By non-partner 11 (33) 9 (28)
Sexual violence by non-partner,
No. (%)

2 (6) 2 (6)
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psychological distress on the K6. Participants reported
moderate functional impairment on the WHODAS
(M = 26.7, S.D. = 6.7) and moderate levels of depression
on the PHQ-9 (M = 12.8, S.D. = 5.2). Wellbeing scores
based on the WHO-5 were relatively low in this sample
(M = 33.6, S.D. = 21.2). With regard to interpersonal
violence, physical violence by a partner was reported
by 15 women (45%) and five men (16%). Non-partner
violence was reported by 11 women (33%) and nine
men (28%) (physical violence) and two women (6%)
and two men (6%) (sexual violence).

Psychometric properties of measures

Internal consistency estimates (Cronbach’s Alpha)
were satisfactory for all measures except for the K6,
ranging from α = 0.55 to 0.77. Internal consistency esti-
mates were as follows: K6 α = 0.55; WHODAS 2.0 α =
0.69; PHQ-9 α = 0.75; WHO-5 α = 0.77; AAQ-II α = 0.76.

Correlations between outcome measures are shown
in Table 2 as an indication of convergent and discrim-
inant validity. All correlations were in the expected
directions, although they did not always reach statis-
tical significance in this small sample. For example,
psychological distress and depression showed positive
correlations with functional impairment. Similarly,
psychological flexibility was negatively correlated
with psychological distress, functional impairment,
and depression, and positively correlated with well-
being, such that higher psychological flexibility was
related to better outcomes, as expected.

Attendance and changes over time

Attendance in the female group was high: 76% of
women (n = 25) missed none or one (out of five) ses-
sions, and 25% (n = 8) missed two or three sessions.
Attendance in the male group was mixed: 38% of
men (n = 12) missed none or one (out of five) sessions,

31% (n = 10) missed two or three sessions, and 31%
(n = 10) missed four sessions.

We were unable to conduct post-intervention inter-
views with 11 participants [17%: three female (9%),
eight male (25%)]. Pre- to post-assessment changes
were in the expected direction on all measures and
reached statistical significance despite the low sample
size. We report findings from the overall sample
below. Gender disaggregated findings can be found in
Table 3. The K6 scores decreased 58% from a mean of
14.6 (S.D. = 4.1) to 6.1 (S.D. = 3.7). Functional impairment,
as measured by WHODAS scores, decreased by 33%
from an average of 27.4 (S.D. = 6.6) to an average of
18.4 (7.4). PHQ-9 scores decreased from 13.4 (5.1) to
4.2 (4.4), reflecting an average improvement of 69% in
depression. The WHO-5 scores increased from an aver-
age of 32 (S.D. = 22.2) to 55.9 (21.5), an improvement of
75% in wellbeing. Psychological flexibility (AAQ-II)
increased 75% from 22.5 (9.6) to 39.3 (8.7).

Intervention implementation

All groupswere successfully conductedby the facilitator
team. Across the 10 SH+ sessions conducted, there were
many intervention adaptations suggested by facilitators
in the session feedback forms, but fewer than five docu-
mented instances where a participant requested add-
itional help or support from a facilitator (e.g. school
fees, referral to other organizations), or where reports
were suggestive of needing increased support or inter-
vention from the more experienced social worker. All
cases were adequately managed by the facilitator team
using a manualized protocol that helped participants
identify sources of support in their community (e.g.
friends, village leaders) with some limited advice and
supervision from the social worker and Geneva-based
clinical supervisor (KC). As a result, supervision Skype
calls from Geneva occurred less than once a week and
was less than 1 hour in length.

Table 2. Correlations between measures

Distress
(K6)

Functional Impairment
(WHO-DAS)

Depression
(PHQ9)

Wellbeing
(WHO5)

Psychological
Flexibility (AAQ-II)

Distress (K6) 1
Functional Impairment
(WHODAS)

0.31** 1

Depression (PHQ9) 0.26* 0.39*** 1
Wellbeing (WHO5) −0.20 −0.20 −0.53*** 1
Psychological Flexibility
(AAQ-II)

−0.39*** −0.41*** −0.50*** 0.33** 1

*p < 0.05, **p < 0.01, ***p < 0.001.
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Phase 4: Process evaluation

We conducted semi-structured interviews with 18 par-
ticipants (eight completers, 10 non-completers), four
SH+ facilitators, and the supervising social worker.
Detailed quotes highlighting themes that emerged
from the qualitative data analysis are presented in
online Supplementary Table S4. Sub-themes on the
overall helpfulness of the program, appropriateness,
involvement of family and friends, and proposed
adaptations were described by all participants, though
in more depth by completers. The theme of attendance
was discussed primarily in interviews with partici-
pants who dropped out part way through the pro-
gram. The facilitator and social worker perspectives
were captured through the themes of training and
supervision, barriers and facilitators to successful
facilitation, the most useful intervention components,
and integration.

Benefits

Overall, participants reported that SH+ helped reduce
overthinking and stress. A number of participants
also reported focusing their problem-solving on things
that could be changed, as well as improvements in
their awareness, sleep, and the ability to enjoy daily
activities. For example, a participant said:

This program helped me because before it started I had too much
stress. I am alone with my children. Despite what I am going
through, no one can provide a helping hand. Most of my relatives
died during the war, no one cares about me. This program helped
me reduce my stress and my mind is free because I picked up the
most important piece of advice they gave me: they said to change
what you can and leave what you cannot change. I have left all
those bad things I used to think about. (Female participant,
38 years)

Participants also indicated that the skills taught by
the program helped reduce ethnic tensions and
increased socially supportive behaviors. A female
facilitator explained:

“They said that women who are attending the program are chan-
ging because usually Dinka and Nuer do not talk or greet each
other but those who go for the program talk and greet one
another.” (Female intervention facilitator)

In addition, moving towards values was a theme
identified by facilitators as illustrated by the following
quote:

“It has also rewarded them in helping each other in situations of
being kind to one’s self and being kind to others, moving towards
one’s values.” (Female intervention facilitator, 27 years)

The majority of participants considered the SH+
materials such as the illustrated manual and the work-
sheets useful. These participants indicated that theyTa
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could easily understand and relate to the illustrations
and several indicated that they had shared the illu-
strated manual with others in their community. Even
those who were unable to read Juba Arabic indicated
that they understood the meaning from the illustra-
tions in the manual and enjoyed looking at the illustra-
tions, particularly after attending the SH+ sessions.

Challenges and barriers

The fact that no basic goods or services were provided
as part of SH+ delivery was one of the primary chal-
lenges that were mentioned by all participants,
although the extent to which this was a barrier to
attendance varied. Although the nature of the pro-
gram, including the lack of material goods and services
provided, was explained through the consent process
and reiterated at various points of interaction with
the research team and during the intervention, some
participants experienced disappointment when they
attended sessions and were not provided with material
goods.

Problems with understanding the audio-recording,
illustrated manual, and work-sheets were largely
related to language. A minority of key informants
reported that the Juba Arabic used in the recordings
was difficult to understand. Others indicated that
they would be more comfortable listening to a record-
ing in their ethnic language. One participant who did
not complete all five sessions said,

“This program could be made better if the materials were written
using the different languages. As you know, people here are from
different ethnic tribes and if materials were written using those
languages then reading would be easy”. (Female participant,
38 years)

When confusion arose during a session, facilitators
would pause the recording and offer a clarifying
explanation.

As noted, literacy was mentioned as a barrier to
understanding the text in the illustrated manual and
the worksheets. The issue of literacy was reported pri-
marily for female participants, many of whom
reported innovative ways to get around this obstacle.
For example, an intervention facilitator said:

“I think that mostly things were clear, except for the women’s
group, many of them were unable to read and write. So they
would take their books to their children or neighbors to read it
for them because a good number of them were unable to read.
But for the men, they were able to read and write.” (Female
intervention facilitator)

The text-heavy nature of the worksheets that were
part of the pilot version of SH+ was therefore consid-
ered a significant challenge for many participants not
only due to illiteracy but also due to an inability to

read Juba Arabic in some cases, which is used more
commonly as a spoken rather than a written language.

Many participants cited competing priorities as a
barrier to attendance. For example, some participants
indicated that it was difficult to make time for the ses-
sions given household and childcare responsibilities.
Others indicated that attending every session was chal-
lenging given the many other activities ongoing in the
camp. For instance, one of the SH+ sessions coincided
with a food distribution activity that had been sched-
uled by another agency working in the camp making
it challenging for participants to attend that day.

Finally, some male participants did not engage with
the program indicating that some other men were talk-
ing when the intervention was ongoing and that there
were men drinking alcohol before attending sessions,
as illustrated by the following quote:

“The thing that made me not attend the teaching those days was
the issue that people talk, the ones who are there, and some people
might first drink something and then they go and disturb people.
They talk about different things when the facilitators are speak-
ing.’ (Male non-completer, 30 years)”.

Participants indicated that some younger male parti-
cipants, in particular, did not find the program inter-
esting and were not open to learning in that setting.

Discussion

We applied a phased approach to translate, adapt, and
pilot a guided self-help intervention with South
Sudanese refugees in Uganda. We conducted group
cognitive interviews with translated intervention mate-
rials; recorded suggestions for adaptations during
training of facilitators and delivery of the groups; mon-
itored changes on outcome measures before and after
intervention in a first pilot implementation; and con-
ducted a qualitative process evaluation.

Based on our study’s results, we feel three key con-
clusions can be drawn from our findings. First, the
applied adaptation methods resulted in both minor
and more substantive adaptations at different stages
and showed the importance of an adaptation process.
Numerous minor changes to language and images
were suggested during the cognitive interviewing,
and the process evaluation highlighted the importance
of scheduling intervention sessions so they do not
clash with food distributions, vaccination campaigns,
and other settlement events. Scheduling can be
improved by closer coordination with other humani-
tarian agencies and consultation with the community
advisory board regarding optimal timing. In addition,
the training and pilot implementation identified a need
to remove worksheets due to literacy issues, as well as
a need to increase the role of facilitators (e.g. by
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introducing sessions, providing the instructions for
group discussions instead of using the audio to do
so, and answering questions to clarify content). The
dilemma presented by the latter – that primarily rely-
ing on pre-recorded materials was considered a critical
advantage of the SH+ format with regard to fidelity
and scalability – was addressed by revising the facilita-
tor manual to include clearer protocols to ensure the
division between providing necessary information
and guidance through the audio, while maintaining
manualized, brief clarifications through facilitators.
This approach retained the advantages of using audio-
recorded materials and an illustrated manual over con-
ventional group psychotherapeutic interventions (i.e.
easier to ensure fidelity to intervention content, ability
to have larger groups, reduced training, and supervi-
sion requirements).

With regard to major changes, we decided to focus
further evaluation efforts through a randomized con-
trolled trial with refugee women only based on the
pilot implementation and process evaluation. We felt
the low attendance of men, negative dynamics due to
alcohol use by some participants, and observed disin-
terest of young men in particular, indicated the need
for further intervention development with this popula-
tion. Previous evaluations of group psychotherapy
have found better impacts with women in this geo-
graphic region (Bolton et al., 2003; Bolton et al., 2007),
so this remains a critical area for future investigation.
Overall, the adaptations identified in this study are
similar to adaptations reported in the mental health
intervention literature in LMIC. A systematic review
of adaptation efforts of depression interventions found
that the most common adaptations are in the categories
of language (e.g. use of colloquial expressions); therapist
(e.g. adjusting therapeutic style); contextual fit (e.g.,
inclusion of family members if requested); and methods
(e.g. reducing tasks relying on literacy) (Chowdhary
et al., 2014).

Overall, we feel the study findings highlight the
importance, particularly with new or innovatively
delivered interventions, of taking an iterative and com-
prehensive approach to adaptation that uses multiple
methods drawing from diverse fields and views adap-
tation as a continuous process of improvement. Our
experience of this approach has been that it resulted
in a more feasible and easy to deliver intervention
than would have been the case if the adaptation was
viewed as a singular event occurring before piloting.

Second, we identified two challenges that may not
be so easily addressed. A common complaint con-
cerned the lack of provision of material support during
the intervention. Since the process evaluation indicated
that the majority of participants appreciated a focus on
stress management, if possible, further clarifying the

limitations of the intervention may be beneficial,
though requests for meeting basic needs may still be
expected given the extreme stressors faced by partici-
pants. In response, future applications of SH+ could
consider integrating the intervention into livelihoods
interventions if the evaluation shows the intervention
to be efficacious. This may be a particularly interesting
avenue because the format of the intervention (e.g.
large group, relatively light training and supervision
requirements) would allow for easier integration as
compared with other psychotherapeutic interventions.
If proven effective, SH+ could be more feasibly inte-
grated into other humanitarian programs, which may
assist in breaking observed vicious cycles between
social determinants (e.g., poverty and intimate partner
violence) and psychological distress (Lund et al., 2011;
Tol et al., 2017).

Further challenges related to the use of Juba Arabic
for the audio-recorded materials frequently arose. A
choice for Juba Arabic was initially made in con-
sultation with the community advisory board.
Comprehension of intervention materials for some par-
ticipants was challenging due to the different ways in
which Juba Arabic is used by different groups in
South Sudan. Future efforts could focus on developing
intervention materials for the different languages spo-
ken by large sections of the community in South
Sudan, giving a choice of groups to be attended, and
possibly recruiting community members to act as inter-
preters. However, in addition to time and logistical
constraints, the advantage of increased comprehension
of materials in ethnic languages needs to be weighed
against the risk of showing partiality towards specific
ethnic groups as well as the benefits noted in the pro-
cess evaluation with regard to the increased positive
social interaction between refugees of different
ethnicities.

Third, an important finding is that the uncontrolled
pilot showed promising results. Overall, findings
regarding feasibility and acceptability of the research
and intervention protocols were favorable. Psychometric
properties of measures overall were satisfactory in
terms of internal consistency, sensitivity to change,
and convergent/ discriminant validity. Moreover, com-
parison of pre- and post-intervention scores for both
sexes were in the expected direction for all outcome
measures. These findings provide scope for future
more rigorous evaluation in this context, which is
critical to identify whether this innovative adapted
intervention reduces psychological distress.

These conclusions need to be read in light of the fol-
lowing limitations. First, the group cognitive inter-
views with laypersons did not lead to substantial
suggestions for adaptations, in contrast to the more
detailed suggestions from group cognitive interviews

global mental health

https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2018.14
Downloaded from https://www.cambridge.org/core. University of Liverpool Library, on 31 Jul 2018 at 13:41:21, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/gmh.2018.14
https://www.cambridge.org/core


with health workers, as well as the comments from
intervention participants in the process evaluation. A
recommendation for future use of group cognitive
interviewing on multi-media materials is to listen to
the recorded audio in a mock group format instead
of reading through a script in order to increase validity
and attention. Second, the pilot study’s assessment of
pre- and post-intervention scores was completed with
a small convenience sample without a control group,
and did not take into account participants lost to
follow-up (17%: three women, eight men). These
results should not be interpreted as an indication of
the effectiveness of the intervention but rather as
an indication of the potential appropriateness of the
assessment measures and trends that should be
explored further in future controlled studies. Third,
the analysis of the qualitative process evaluation data
was conducted by one person, increasing the risk for
subjectivity in analyses.

Notwithstanding these limitations, our findings are
promising and indicate that delivery of an innovative,
scalable psychological self-help intervention to large
groups of participants in challenging settings is feas-
ible with minimal training and supervision, and was
well-received by female participants. As such, the
research contributes to a wider consideration of oppor-
tunities and challenges associated with the global dis-
semination of psychological interventions (Fairburn &
Patel, 2014; White et al., 2017). We have planned a
small cluster randomized cluster trial to test the feasi-
bility of research procedures, and a fully powered ran-
domized controlled trial as a more rigorous evaluation
of the potential benefits of SH+ in South Sudanese
women. A further adaptation for use with men is war-
ranted in the future.

Supplementary material

The supplementary material for this article can be
found at https://doi.org/10.1017/gmh.2018.14

Acknowledgements

The authors alone are responsible for the views
expressed in this article and they do not necessarily
represent the views, decisions or policies of the institu-
tions with which they are affiliated. The authors wish
to thank the facilitator and research teams, as well as
JoAnne Epping-Jordan and Claudette Foley for their
important suggestions which greatly improved the
course.

The research reported here was funded by the
United Nations Fund for Action Against Sexual
Violence in Conflict.

Declaration of interest

The authors do not report any conflicts of interest.

References

Adaku A, Okello J, Lowry B, Kane JC, Alderman S, Musisi
S, Tol WA (2016). Mental health and psychosocial support
for South Sudanese refugees in northern Uganda: a needs
and resource assessment. Conflict and Health 10, 18.

ATLAS.ti Scientific Software Development GmbH (2016).
Atlas.ti 8 for Mac. ATLAS.ti Scientific Software Development
GmbH: Berlin, Germany.

Barrera Jr. M, Castro FG, Strycker LA, Toobert DJ (2013).
Cultural adaptations of behavioral health interventions: a
progress report. Journal of Consulting and Clinical Psychology,
81, 196–205.

Beatty PC, Willis GB (2007). Research synthesis: the practice
of cognitive interviewing. Public Opinion Quarterly 71,
287–311.

Benish SG, Quintana S, Wampold BE (2011). Culturally
adapted psychotherapy and the legitimacy of myth: a
direct-comparison meta-analysis. Journal of Counseling
Psychology 58, 279–289.

Bennett-Levy J, Richards D, Farrand P, Christensen H,
Griffiths KM, Kavanagh D, Klein B, Lau MA, Proudfoot J,
Ritterband L, White J, Williams C (2010). Oxford Guide to
Low Intensity CBT Interventions. Oxford University Press:
Oxford.

Bernal G, Bonilla J, Bellido C (1995). Ecological validity and
cultural sensitivity for outcome research: issues for the
cultural adaptation and development of psychosocial
treatments with Hispanics. Journal of Abnormal Child
Psychology 23, 67–82.

Bolton P, Bass J, Betancourt T, Speelman L, Onyango G,
Clougherty KF, Neugebauer R, Murray L, Verdeli H
(2007). Interventions for depression symptoms among
adolescent survivors of war and displacement in northern
Uganda: a randomized controlled trial. Journal of the
American Medical Association 298, 519–527.

Bolton P, Bass J, Neugebauer R, Verdeli H, Clougherty KF,
Wickramaratne P, Speelman L, Ndogoni L, Weissman M
(2003). Group interpersonal psychotherapy for depression
in rural Uganda: a randomized controlled trial. JAMA 289,
3117–3124.

Carbone ET, Campbell MK, Honess-Morreale L (2002). Use
of cognitive interview techniques in the development of
nutrition surveys and interactive nutrition messages for
low-income populations. Journal of the American Dietetic
Association 102, 690–696.

Cavanagh K, Strauss C, Forder L, Jones F (2014). Can
mindfulness and acceptance be learnt by self-help?: a
systematic review and meta-analysis of mindfulness and
acceptance-based self-help interventions. Clinical Psychology
Review 34, 118–129.

Charlson FJ, Flaxman A, Ferrari AJ, Vos T, Steel Z,
Whiteford HA (2016). Post-traumatic stress disorder and
major depression in conflict-affected populations: an
epidemiological model and predictor analysis. Global
Mental Health 3, e4.

global mental health

https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2018.14
Downloaded from https://www.cambridge.org/core. University of Liverpool Library, on 31 Jul 2018 at 13:41:21, subject to the Cambridge Core terms of use, available at

https://doi.org/10.1017/gmh.2018.14
https://www.cambridge.org/core/terms
https://doi.org/10.1017/gmh.2018.14
https://www.cambridge.org/core


Chowdhary N, Jotheeswaran AT, Nadkarni A, Hollon SD,
King M, Jordans MJ, Rahman A, Verdeli H, Araya R,
Patel V (2014). The methods and outcomes of cultural
adaptations of psychological treatments for depressive
disorders: a systematic review. Psychological Medicine 44,
1131–1146.

Coker EM (2004). “Traveling pains”: embodied metaphors of
suffering among southern Sudanese refugees in Cairo.
Culture, Medicine and Psychiatry 28, 15–39.

Cuijpers P, Donker T, Van Straten A, Li J, Andersson G
(2010). Is guided self-help as effective as face-to-face
psychotherapy for depression and anxiety disorders? A
systematic review and meta-analysis of comparative
outcome studies. Psychological Medicine 40, 1943–1957.

Cuijpers P, Munoz RF, Clarke GN, Lewinsohn PM (2009).
Psychoeducational treatment and prevention of depression:
the “coping with depression” course thirty years later.
Clinical Psychology Review 29, 449–458.

De Jong JT, Komproe IH, Van Ommeren M (2003). Common
mental disorders in postconflict settings. Lancet 361, 2128–
2130.

Den Boer PC, Wiersma D, Van Den Bosch RJ (2004). Why is
self-help neglected in the treatment of emotional disorders?
A meta-analysis. Psychological Medicine 34, 959–971.

Epping-Jordan JE, Harris R, Brown FL, Carswell K, Foley C,
Garcia-Moreno C, Kogan C, Van Ommeren M (2016).
Self-Help plus (SH+): a new WHO stress management
package. World Psychiatry 15, 295–296.

Fairburn CG, Patel V (2014). The global dissemination of
psychological treatments: a road map for research and
practice. American Journal of Psychiatry 171, 495–498.

Fledderus M, Oude Voshaar MA, Ten Klooster PM,
Bohlmeijer ET (2012). Further evaluation of the
psychometric properties of the acceptance and action
questionnaire-II. Psychological Assessment 24, 925–936.

Garcia-Moreno C, Jansen HA, Ellsberg M, Heise L, Watts
CH (2006). Prevalence of intimate partner violence: findings
from the WHOmulti-country study on women’s health and
domestic violence. Lancet 368, 1260–1269.

Goodman JH (2004). Coping with trauma and hardship
among unaccompanied refugee youths from Sudan.
Qualitative Health Research 14, 1177–1196.

Harper Shehadeh M, Heim E, Chowdhary N, Maercker A,
Albanese E (2016). Cultural adaptation of minimally
guided interventions for common mental disorders: a
systematic review and meta-analysis. JMIR Mental Health 3,
e44.

Harris R (2014). The Illustrated Happiness Trap: How to Stop
Struggling and Start Living, Shambhala: Boston, MA.

Hayes SC, Luoma JB, Bond FW, Masuda A, Lillis J (2006).
Acceptance and commitment therapy: model, processes
and outcomes. Behaviour Research and Therapy 44, 1–25.

Hayes SC, Villatte M, Levin M, Hildebrandt M (2011). Open,
aware, and active: contextual approaches as an emerging
trend in the behavioral and cognitive therapies. Annual
Review of Clinical Psychology 7, 141–168.

Hirai M, Clum GA (2006). A meta-analytic study of self-help
interventions for anxietyproblems.Behavior Therapy 37, 99–111.

Hwang WC (2009). The formative method for adapting
psychotherapy (FMAP): a community-based

developmental approach to culturally adapting therapy.
Professional Psychology, Research and Practice 40, 369–377.

Kaiser BN, Haroz EE, Kohrt BA, Bolton PA, Bass JK, Hinton
DE (2015). “Thinking too much”: a systematic review of a
common idiom of distress. Social Science & Medicine (1982)
147, 170–183.

Kashdan T, Rottenberg J (2010). Psychological flexibility as a
fundamental aspect of health. Clinical Psychology Review 30,
865–878.

Kessler RC, Barker PR, Colpe LJ, Epstein JF, Gfroerer JC,
Hiripi E, Howes MJ, Normand SL, Manderscheid RW,
Walters EE, Zaslavsky AM (2003). Screening for serious
mental illness in the general population. Archives of General
Psychiatry 60, 184–189.

Kroenke K, Spitzer RL, Williams JB (2001). The PHQ-9:
validity of a brief depression severity measure. Journal of
General Internal Medicine 16, 606–613.

Lewis C, Pearce J, Bisson JI (2012). Efficacy, cost-effectiveness
and acceptability of self-help interventions for anxiety
disorders: systematic review. The British Journal of Psychiatry:
The Journal of Mental Science 200, 15–21.

Lewis MP, Simons GF, Fennig CD (2015) Ethnologue:
Languages of South Sudan. SIL International: Dalles, Texas.

Lund C, De Silva M, Plagerson S, Cooper S, Chisholm D,
Das J, Knapp M, Patel V (2011). Poverty and mental
disorders: breaking the cycle in low-income and
middle-income countries. Lancet 378, 1502–1514.

Medical Research Council (2008) Developing and Evaluating
Complex Interventions: New Guidance. Medical Research
Council: London.

Melander E, Petterson T, Themner L (2016). Organized
violence, 1989–2015. Journal of Peace Research 53,
727–742.

Prochaska JJ, Sung HY, Max W, Shi Y, Ong M (2012).
Validity study of the K6 scale as a measure of moderate
mental distress based on mental health treatment need and
utilization. International Journal of Methods in Psychiatric
Research 21, 88–97.

Protection Cluster South Sudan - GBV Subcluster. (2015).
Gender Based Violence Factsheet [Online]. Available: http://
reliefweb.int/sites/reliefweb.int/files/resources/gender_
based_violence_fachsheet_december_2015.pdf (Accessed
12 July 2016).

Silove D, Ventevogel P, Rees S (2017). The contemporary
refugee crisis: an overview of mental health challenges.
World Psychiatry 16, 130–139.

Statacorp (2013). Stata Statistical Software: Release 13. StataCorp
LP: College Station, TX.

Tol WA, Barbui C, Bisson J, Cohen J, Hijazi Z, Jones L, De
Jong JT, Magrini N, Omigbodun O, Seedat S, Silove D,
Souza R, Sumathipala A, Vijayakumar L, Weissbecker I,
Zatzick D, Van Ommeren M (2014). World Health
Organization guidelines for management of acute stress,
PTSD, and bereavement: key challenges on the road ahead.
PLoS Medicine 11, e1001769.

Tol WA, Barbui C, Galappatti A, Silove D, Betancourt TS,
Souza R, Golaz A, Van Ommeren M (2011). Mental
health and psychosocial support in humanitarian
settings: linking practice and research. Lancet 378,
1581–1591.

global mental health

https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2018.14
Downloaded from https://www.cambridge.org/core. University of Liverpool Library, on 31 Jul 2018 at 13:41:21, subject to the Cambridge Core terms of use, available at

http://reliefweb.int/sites/reliefweb.int/files/resources/gender_based_violence_fachsheet_december_2015.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/gender_based_violence_fachsheet_december_2015.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/gender_based_violence_fachsheet_december_2015.pdf
https://www.cambridge.org/core/terms
https://doi.org/10.1017/gmh.2018.14
https://www.cambridge.org/core


Tol WA, Barbui C, Van Ommeren M (2013a). Management
of acute stress, PTSD, and bereavement: WHO
recommendations. JAMA 310, 477–478.

Tol WA, Greene MC, Likindikoki S, Misinzo L,
Ventevogel P, Bonz AG, Bass JK, Mbwambo JKK
(2017). An integrated intervention to reduce intimate
partner violence and psychological distress with
refugees in low-resource settings: study protocol for
the Nguvu cluster randomized trial. BMC Psychiatry
17, 186.

Tol WA, Rees SJ, Silove DM (2013b). Broadening the scope
of epidemiology in conflict-affected settings: opportunities
for mental health prevention and promotion. Epidemiology
and Psychiatric Sciences 22, 197–203.

Topp CW, Ostergaard SD, Sondergaard S, Bech P (2015).
The WHO-5 well-being index: a systematic review of
the literature. Psychotherapy and Psychosomatics 84,
167–176.

UNHCR (2017a). Global Trends – Forced Displacement in 2016.
UNHCR: Geneva, Switzerland.

UNHCR (2017b). Refugee Settlements Health Indicators Analysis
(December 2017). UNHCR: Kampala, Uganda.

UNICEF (2016). The Impact of Language Policy and Practice on
Children’s Learning: Evidence From Eastern and Southern
Africa – South Sudan. UNICEF: New York.

Ustun TB, Kostanjsek S, Chatterji S, Rehm J (2010).
Measuring Health and Disability: Manual for WHO Disability
Assessment Schedule (WHODAS 2.0). WHO: Geneva.

Van Ommeren M, Sharma B, Thapa SB, Makaju R, Prasain
D, Bhattarai R, De Jong JTVM (1999). Preparing
instruments for transcultural research: use of the translation
monitoring form with Nepali-speaking Bhutanese refugees.
Transcult.Psychiatry 36, 285–301.

Ventevogel P, Jordans M, Reis R, De Jong J (2013). Madness
or sadness? Local concepts of mental illness in four
conflict-affected African communities. Conflict and Health 7, 3.

Weisz JR, Jensen AL, McLeod BD (2005). Development and
dissemination of child and adolescent psychotherapies:
milestones, methods, and a new deployment-focused
model. In Psychosocial Treatments for Child and Adolescent
Disorders: Empirically Based Strategies for Clinical Practice (eds
E. D. Hibbs, P. S. Jensen), American Psychological
Association: Washington, DC, pp. 9–39.

White R. G., Gregg J., Batten S., Hayes L. L., Kasujja R. 2017.
Contextual behavioral science and global mental health:
synergies and opportunities. Journal of Contextual Behavioral
Science, https://doi.org/10.1016/j.jcbs.2017.07.001.

WHO and UNHCR (2012). Assessing Mental Health and
Psychosocial Needs and Resources: Toolkit for Humanitarian
Settings Geneva. WHO: Switzerland.

global mental health

https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2018.14
Downloaded from https://www.cambridge.org/core. University of Liverpool Library, on 31 Jul 2018 at 13:41:21, subject to the Cambridge Core terms of use, available at

https://doi.org/10.1016/j.jcbs.2017.07.001
https://www.cambridge.org/core/terms
https://doi.org/10.1017/gmh.2018.14
https://www.cambridge.org/core

	Translation, adaptation, and pilot of a guided self-help intervention to reduce psychological distress in South Sudanese refugees in Uganda
	Introduction
	Methods
	Setting and population
	Intervention
	Stakeholder involvement
	Phase 1: Translation and group cognitive interviewing
	Phase 2: Adaptations suggested during training and supervision
	Phase 3: Pilot implementation
	Objective and overall design
	Sampling and recruitment
	Procedures
	Eligibility and measures
	Intervention implementation
	Analyses

	Phase 4: Process evaluation
	Ethics

	Results
	Phase 1: Cognitive interviews
	Phase 2: Adaptations suggested during training and supervision
	Phase 3: Pilot implementation
	Characteristics at baseline
	Psychometric properties of measures
	Attendance and changes over time
	Intervention implementation

	Phase 4: Process evaluation
	Benefits
	Challenges and barriers


	Discussion
	Supplementary material
	Acknowledgements
	Declaration of interest
	References


