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Abstract
Aim: To assess mental health literacy of health workers in primary health care services in Kenya.

Background: Mentalillness is common in Kenya, yet there are fewer than 500 specialist mental health workers to
serve Kenya's population of over 50 million. The World Health Organization recommends the integration of men-

tal health care into primary health care services to improve access to and equity of this care, especially in low and
middle-income countries. An important step to integrating mental health care into primary health care services is to
determine mental health literacy levels of the primary health care workforce.

Method: A cross-sectional survey using Jorm's Mental Health Literacy Instrument (adapted for the Kenyan context)
was administered to 310 primary health care workers in four counties of Kenya.

Results: Of the 310 questionnaires distributed, 212 (68.3%) were returned. Of the respondents, 13% had a formal
mental health qualification, while only 8.7% had received relevant continuing professional development in the five
years preceding the survey. Just over one third (35.6%) of primary health care workers could correctly identify depres-
sion, with even fewer recognising schizophrenia (15.7%).

Conclusions: This study provides preliminary information about mental health literacy among primary health care
workers in Kenya. The majority of respondents had low mental health literacy as indicated by their inability to identify
common mental disorders. While identifying gaps in primary health care workers' mental health knowledge, these
data highlight opportunities for capacity building that can enhance mental health care in Kenya and similar low and
middle-income countries.

Keywords: Capacity building, Mental health care, Primary health care, Mental health literacy, Low and middle-
income countries

Background

Mental health care for people living in low and middle-
income countries (LMICs) has been described as inad-
equate, inefficient and inequitable [1, 2]. This leads to a
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‘treatment gap, which is defined as the number of peo-
ple with a mental disorder that do not receive mental
health care [3-5]. The treatment gap in most LMICs is
estimated to be as high as 85% [6]. In 2002, the World
Health Organization (WHO) launched the Mental
Health Global Action Program (commonly referred to
as mhGAP), in response to the increasing disease bur-
den attributed to mental, neurological and substance
use disorders, especially in LMICs [7]. A key strategy
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of the mhGAP was integration of mental health ser-
vices into primary health care settings to ensure acces-
sible, affordable and equitable mental health care [2,
8, 9]. Successful implementation of strategies such
as mhGAP in LMICs can be enhanced by adopting
Amartya Sen’s Capability Approach [10, 11]. Capabil-
ity Approach involves thorough analysis of context and
affirming existing health infrastructure and workforce
to improve health outcomes [10]. Focusing on Kenya,
this study utilised Jorm’s Mental Health Literacy survey
tool to describe mental health knowledge and attitudes
of the primary health care workers in four counties of
Kenya.

Kenya is a low-income country in East Africa with
a population of over 50 million people [12]. Overall,
Kenya is a resource-poor country that faces significant
challenges to provide health services to its population,
especially those living in rural and remote areas [13].
It has an aggregate medical personnel to population
ratio of 13:10,000, which is far below the minimum of
41:10,000 set by the International Labour Organisation
as being adequate to achieve Sustainable Development
Goals in LMICs [14]. This shortage of medical person-
nel is reflected in most of the health sector, but espe-
cially in mental health care where the specialist mental
health workforce consists of only 116 psychiatrists and
less than 500 registered psychiatric nurses [15, 16].
Additional constraints to mental health care provi-
sion in Kenya include lack of adequate financing, poor
health infrastructure, limited therapeutic resources and
socio-cultural stigma [17, 18]. Recent research by Mut-
iso et al. (2020) using the WHO Assessment Instru-
ment for Mental Health Systems (WHO-AIMS) has
pointed to lack of administrative structures for mental
health care provision such as policies and governance.
This has resulted to low prioritisation of mental health
care in Kenya [19].
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Kenya’s health system: structure and key components
Under the Kenya Health Policy 2014-2030, a six-level
structure of the health system is outlined (Fig. 1), begin-
ning with very basic primary health care at commu-
nity level (level 1) to tertiary care (level 6) [20]. Primary
health care services are provided in levels 1 to level 4 of
the Kenyan health system [13]. It has been acknowledged
that primary health care services in Kenya are the main,
and often the only, available source of health care for the
majority of Kenyans, yet, the highest percentage of the
health budget is concentrated on tertiary services that
serve a much smaller population [21, 22], as illustrated in
Fig. 1.

Mental health care in Kenya

Kenya has no record of national surveillance data on
mental illness. Disease burden related to mental ill-
ness for Kenya is difficult to estimate because of lack of
resources and governance systems that would make dis-
ease surveillance possible [23]. The Mental Health Atlas
series published by WHO provides the most comprehen-
sive surveillance data and resources for mental health for
affiliate countries and regions globally [24]. The series
is particularly important as a key source of informa-
tion on mental health system and resources for low and
middle-income countries. Currently, the Mental Health
Atlas country profile for Kenya provides in-patient data
generated by three psychiatric hospitals. The Mental
Health Atlas reports no information for community care
or residential care, or prevalence rates for mental illness
in Kenya [24]. Previous studies undertaken in parts of
Kenya have reported high prevalence rates of mental dis-
orders, Jenkins et al. reported a 10.8% point prevalence
of common mental disorders among the adult population
in Maseno, a rural town in Nyanza region of Kenya [30].
Earlier studies have reported even higher neuropsychi-
atric prevalence rates of 25% for Kenya [17, 25]. Taken
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Fig. 1 Structure of Kenya's health system
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together, this indicates an urgent need for a skilled work-
force at the primary health care level with the appropri-
ate skills to assess, plan and provide care for people who
experience mental illness across Kenya.

The mental health care system in Kenya is centred
around three main public level 6 hospitals and a few pri-
vate providers in major urban centres [17]. Similar to
other low-income countries, mental health services in
Kenya are not adequately funded, with <5% of the health
budget dedicated to mental health care [19]. A key pur-
pose of tertiary mental health facilities is to manage
exacerbations of mental disorders and to control for asso-
ciated risks. The outcome of tertiary driven mental health
services is often expensive institutional care that may be
characterised by long term care, human rights abuse, lack
of advocacy and stigma [26, 27]. A health system that
incorporates mental health services at the primary health
care level has a number of advantages, including holistic
care and better management of mental health complica-
tions related to chronic medical conditions such as car-
diovascular disease and diabetes [2]. Additional benefits
include improvements in mental health promotion and
prevention, enhanced treatment and follow-up, lower
costs to patients and their families, and enhanced capac-
ity of the health system to manage mental health prob-
lems [3].

Mental health literacy

The concept of mental health literacy was developed by
Anthony Jorm in the late 1990s in Australia [28]; this was
in response to the lack of research and action to address
the gaps in public knowledge and attitudes towards men-
tal illness. Jorm defined mental health literacy as knowl-
edge and belief about mental disorders which aid their
recognition, management and prevention (2000). There-
fore, good mental health literacy levels should enable
recognition of specific disorders and aid help seeking,
knowledge of causes and risk factors, self-treatments,
and positive attitudes [28]. Mental health literacy of the
primary health care workforce is necessary to ensure suc-
cessful integration of mental health care into primary
health care services. To date, no studies have explored
mental health literacy levels of the primary health care
workforce in Kenya.

As part of a wider study that assessed mental health
service systems in Kenya, this paper focuses on mental
health services at primary health care level and reports
on the following:

(a) Mental health literacy, indicated by the capability
of primary health care workers to assess, recognise
and respond appropriately to symptoms of com-
mon mental illnesses in hypothetical characters
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described in vignettes. For this study, schizophrenia
and depression were chosen because these two con-
ditions are associated with high levels of risk and
disability and are frequently encountered in clinical
settings of Kenya [29, 30];

(b) Types of support perceived as helpful for people
similar to those described in questionnaire clinical
vignettes; and

(c) Attitudes towards people similar to those described
in the questionnaire clinical vignettes.

Methods

In a cross-sectional survey design, a standardised ques-
tionnaire was used to assess the mental health literacy
of primary health care workers in four counties across
Kenya.

Setting

The setting was 78 primary health care facilities in four
counties in central and eastern Kenya. The primary
health care facilities comprised level 1 to level 4 of Ken-
ya’s health system. Purposive sampling is frequently used
in research to aid matching of the sample to research
aims, especially in diverse environments [31]. A purpo-
sive sampling strategy was adopted with the aim of col-
lecting data from areas that would typically represent
where Kenyans live, these being urban, peri-urban, rural
and remote. Nairobi county is very urbanised, Murang’a
and Meru county are peri-urban and rural, while Macha-
kos county is peri-urban, rural and remote.

At the time of the study, there were a total of 78 Level
1-4 public health care facilities in the four counties reg-
istered with the Kenya Master Facility List [32] at the
Ministry of Health (Nairobi). All primary health care
workers in Level 1-4 health facilities in these counties
were invited to participate.

Participants

The participants were primary health care workers,
including registered nurses, enrolled nurses, clinical
officers and doctors. Clinical Officer is a category of mid-
dle-level diploma and degree trained health workers who
supplement medical services and care that would typi-
cally be provided by doctors. Doctors are in short sup-
ply in Kenya, Clinical officers and registered nurses are
relied upon to assess, diagnose and prescribe treatment
for common illnesses in urban, rural and remote parts of
Kenya [33].

At the time of data collection there were a total of 5050
primary health care workers employed across the four
counties. Of these, approximately 25% (1253) were skilled
to work in Level 1-4 primary health care facilities and
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therefore eligible for this research. A total of 310 partici-
pants (approximately 25% of eligible health care workers)
participated in the survey. Kenya health workforce data
indicate that the majority of these health workers would
have been nurses [33, 34].

The questionnaire

Jorm’s Mental Health Literacy Questionnaire (MHLQ)
was identified as the most appropriate survey tool to
use in this study because of its reported ability to assess
mental health knowledge, attitudes and help-seeking effi-
cacy among health care workers [35]. The 56-item ques-
tionnaire assesses knowledge of mental illness including
common causes, symptoms and diagnosis, supportive
strategies, and exploration of common attitudes towards
people who experience mental illness. Jorm’s question-
naire has been widely used to measure mental health
literacy levels of health care workers in LMICs such
as India [36, 37], Pakistan [38], Nigeria [39] and South
Africa [40].

Questionnaire and clinical vignettes

Jorm’s Questionnaire (including clinical vignettes) was
adapted for use in Kenya by two researchers (EM & PM)
in this study, and in collaboration with research partners
in Kenya prior to data collection, the adapted question-
naire was pilot-tested with 12 health care workers in one
mental health facility in Nairobi, Kenya.

Consistent with the two official languages in Kenya, the
two vignettes were presented to participants in both Eng-
lish and Swabhili versions. The vignettes were only modi-
fied for names linguistic and cultural tone, the content of
original versions that describe common symptoms for
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depression and schizophrenia was maintained. The two
vignettes are included in Box 1.

Data collection

Data were collected between June 2014 and January 2015.
Due to the unreliability of the postal services in the four
counties, the survey packages (containing plain language
statements, consent forms and questionnaires) were hand
delivered to primary health care facilities in each of the
four counties by the first author (EM) and research assis-
tants. The quasi-random sampling approach [41] was
used in questionnaire distribution, researcher arranged
the questionnaires in batches of 50, consisting of 25 ques-
tionnaires with the schizophrenia vignette and 25 with
the depression vignette, they were sequentially arranged
so that every healthcare worker had an equal chance of
getting either version of the questionnaire.

Before handing the questionnaire to the participants,
consent was sought via completion and signing of a con-
sent form. The questionnaire took approximately 40 to
50 min to complete. A two-week period was stipulated
for the completion of the questionnaires, after which
they were collected by the first author (EM) and research
assistants. A total of 310 questionnaires were distributed
to primary health care workers across the four counties.

Data analysis

IBM SPSS Statistics [42] was used to analyse quantitative
data. Descriptive statistics are presented for socio-demo-
graphic characteristics as well as for responses to the
questions related to the vignettes. Associations between
accuracy of diagnoses for the person in the vignette and
various socio-demographic characteristics were analysed
using Chi-square tests (x?) where p-value was set at 0.05.

Depression Vignette

Akoth is 30 years old, and was fine until six
months ago when she began to feel tired
all the time. She says that she is sad and
has lost interest in life. Even her children
and family do not make her happy. She
cannot sleep and she has lost taste for
food, she has also lost interest in cooking
because she is not able to concentrate.
Recently, she has had thoughts of hanging
herself or taking a pesticide to end it all.

father regularly at the farm, but for last 10-

family report that in the last 2-3 months,

Schizophrenia Vignette

Maina is 21 years old, he used to help his
15 days, he has not been going to work. His

Maina has been aloof, seldom takes showers
and his general self-care and grooming is
poor. His parents are concerned because
lately he is hostile and has attempted to hit
his father in an altercation. Maina has been
observed talking to himself, and has
verbalised that the neighbours are after him.

Box 1 English versions of the depression and schizophrenia vignettes from the questionnaire
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Results

Demographic characteristics

The social and demographic characteristics of partici-
pants are summarised in Table 1. Of the 310 question-
naires distributed, 212 completed questionnaires were
returned, yielding a 68.3% response rate. The 212 primary
health care workers ranged in age from 24 to 62 years,
with a mean age of 32 years. The majority were female
(76%), under 40 years of age (67%) and qualified nurses
(79%). Most (87%) reported having no formal mental
health qualification, and 91% reported not undertak-
ing any mental health continuing professional develop-
ment during the previous five years of practice. Almost

Table 1 Social and demographic characteristics of participants

(n=212)
Variable Total
n (%)
Sex
Male 51 244
Female 158 756
Age-group
<30 years 52 249
30-39 years 87 416
40-49 years 41 196
>50 years 29 139
Marital status
Single 43 208
Married 155 749
Widowed 8 39
Separated/divorced 1 0.5
Highest level of education
Diploma/certificate 190 90.9
Degree 19 91
Professional role in the primary health care setting
Registered nurse 123 60.0
Enrolled nurse 39 19.0
Clinical officer 37 18.0
Medical officer 2 1.0
Other® 4 2.0
Formal mental health qualifications
Yes 27 13.0
No 181 87.0
Continuing professional development in mental health in past 5 years
Yes 18 8.7
No 190 913
Post-qualification experience
>5years 120 58.8
<5 years 84 412

2 Other included public health technicians and community health workers in
primary health care services
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two thirds (59%) had worked in their professional role for
over 5 years.

Knowledge of mental health symptoms and diagnosis

Of the 212 completed questionnaires, 104 (49.1%) were
related to the vignette on depression and 108 (50.9%)
were related to the vignette on schizophrenia.

Although the majority of participants (65%) were able
to identify that the symptoms described in their specific
vignette were related to a mental health problem (‘has a
problem; ‘brain/mind problem, ‘mental illness’), only a
few were able to identify the diagnosis, i.e. depression or
schizophrenia.

Participants diagnosed depression more frequently
than schizophrenia (p=0.034). Only 39% of the 104 par-
ticipants who considered the depression vignette cor-
rectly identified the disorder; even fewer participants
who considered the schizophrenia vignette could identify
the disorder: 24% of 108 participants.

Table 2 shows diagnostic accuracy by level of educa-
tion, professional role, formal mental health qualification,
continuing professional development in the past 5 years
and years of professional experience. None of these fac-
tors was significantly associated with diagnostic accuracy.

Helpful care strategies for a person with mental iliness
This item required participants to consider medical,
pharmacological and social interventions that would

Table 2 Associations between diagnostic accuracy and social
and demographic factors (n=212)

Variable Accurate diagnosis p-value
Yes No
n (%) n (%)
Education
Diploma/certificate 59(31.1) 131 (68.9) 1.000
Degree 6(31.6) 13 (684)
Profession
Registered nurse 42 (34.1) 81 (65.9) 0493
Enrolled nurse 12 (30.8) 27 (69.2)
Clinical officer 8(21.6) 29 (78.4)
Formal mental health qualification
Yes 9(333) 18 (66.7) 0978
No 56 (30.9) 125 (69.1)
CPD?
Yes 3(16.7) 15(83.3) 0.258
No 62 (32.6) 128 (67.4)
Post-qualification experience
> 5yrs 41(34.2) 79 (65.8) 0.289
< 5yrs 22 (26.2) 62 (73.8)

2 CPD (Continuing professional development in the previous 5 years)
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be considered for a person with symptoms described in
their allocated vignette. The questionnaire item read:

How do you think the person described in the vignette can
be helped? Choose all that apply from this list

With regard to strategies and people who could be help-
ful to support a person with the symptoms described in
the vignette, Table 3 presents a summary of frequencies
and confidence intervals (95% CI) in ranked order from
most commonly selected [1], to the least commonly
selected [12].

Over half the participants (62%, n=131), viewed medi-
cal interventions and/or seeing a medical professional
(doctor, psychiatrist, nurse and/or medical social worker)
as helpful for a person with mental illness. Social inter-
ventions such as ‘talk with family and friends; ‘listen and
try to understand the problem, ‘give love and affection’
and ‘make happy and encourage him/her’ were consid-
ered favourably by 32.7% (n=61) of participants. Clinical

Table 3 Ranked frequencies and confidence intervals of

interventions by helpfulness (n=212%)

Rank order Intervention® N (%) 95%Cl

1 See a psychiatrist 67 (31.8) 25.6-384

2 Take to a mental hospital 29(13.7) 85-185

3 Talk with friends and family 25(11.8) 7.6-16.1

4 Listen and try to understand the 21(10.0) 5.7-14.7
problem

5 See a doctor 18(8.5) 4.7-128

6 Take medication 104.7) 19-80

7 Give love and affection 943) 19-76

8 Patient must first recognise the 8(38) 14-66
problem

9 Don't know 8(38) 14-66

10 See a clinical officer 7(33) 14-62

11 Make happy and encourage him/her ~ 6(2.8) 0.9-5.2

12 See/take to faith/traditional healer 3(14) 00-28

@ Multiple responses were recorded
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officers were considered helpful by only 3.3% (n=7) of
participants. Religious/faith and traditional healers were
considered helpful by the lowest number of participants
with only 1.4% (n=3) of participants ranking this option
as number 1.

Attitudes towards people with mental illness

To gauge participants’ attitudes towards the person in
their allocated vignette, a range of statements was pre-
sented. Participants were asked to indicate the likeli-
hood of the person in the vignette to: be violent, have
poor relationships, attempt suicide etc. or to have a good
marriage, be a good parent or understand other people’s
feelings.

Participants’ responses to positive and negatively
worded statements were similar and did not differ by
vignette type, and were therefore collapsed during analy-
sis as shown in Table 4.

The majority of participants reported favourable per-
ceptions of people with symptoms similar to those
described in their clinical vignette, with high ratings for
good parenting (92%), good marriage (90%) and ability to
understand other people’s feelings (empathy) (84%). Very
few participants considered the person described in their
vignette as violent (8%), associated with poor interper-
sonal relationships (15%), or suicide attempts (16%).

Attitudes towards socialising with a person with mental
iliness

A summary of the proportion of participants who agreed
with each of 12 statements reflecting attitudes towards
people with mental illness is presented in Table 5.

With regard to the six positively worded statements,
most participants agreed that they would associate these
with a person with mental illness, in social, work, neigh-
bourhood and personal relationships. Only a few (15.7%,
n=26) agreed with willingness to vote for a person with
mental illness. Despite overwhelmingly positive percep-
tions of people with mental illness, 63.9% (n=106) of

Table 4 Frequency distribution of participant responses to attitude statements (n=201)

Attitude statement: People like this Statement implication

Likely n (%)

Don't know n (%) Unlikely n (%)

are likely to...

Be violent Negative 15(7.8) 4(2.1) 173 (90.1)

Have poor relationships Negative 28 (14.7) 4(2.1) 158 (83.2)

Attempt suicide Negative 30(15.8) 42.0) 156 (82.1)

Have understanding of other people’s  Positive 157 (83.5) 9(4.8) 22(11.7)
feelings

Have a good marriage Positive 169 (89.9) ) 12 (

Be a good parent Positive 173 (92.0) 8 (4.3) .

Be collegial Positive 176 (93.1) 6(3.2) 7(3.7)
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Table 5 Participant responses to positively and negatively
worded statements

Attitude statements Agree
n (%) 95%Cl
Positive statements: | would...
Agree to socialise with this person? 138 (83.1) 77.1-88.6
Accept as a team member at work 125 (75.3) 68.1-81.9
Agree to be a neighbour 120(72.3) 65.7-78.9
Accept relationship by marriage 118 (71.1) 63.9-783
Accept interpersonal relationship 102 (61.4) 53.6-69.3
Would vote for the person 26 (15.7) 10.2-21.1
Negative statements
Sign of personal weakness 9(54) 24-9.0
Best to avoid this person 11 (6.6) 3.0-10.8
Not a real medical problem 18 (10.8) 6.6-16.2
People with this illness are erratic 75 (45.2) 37.3-524
Should be able to snap out of it 106 (63.9) 56.6-71.1
People with this illness are dangerous 89 (53.6) 458-62.0

participants indicated that a person with mental illness
could ‘snap out of it’

Discussion

This study revealed that primary health care workers had
very low mental health literacy indicated by low diagnos-
tic accuracy for serious and common mental disorders;
only 39% of participants allocated the depression vignette
correctly identified the disorder, and diagnostic accuracy
was even lower for schizophrenia (24%). Low diagnos-
tic accuracy levels can have significant implications for
treatment and care that people accessing health services
receive. Antidepressant medications and antipsychotic
medications are included in the Kenya Essential Package
for Health [20]; this implies that nurses and clinical offic-
ers working in primary health care services are expected
to prescribe and/or administer these medications when a
diagnosis of schizophrenia or depression is made. While
this study did not explore participants’ clinical practice
treatment choices in response to symptoms in their allo-
cated vignette, the results imply that most people pre-
senting with mental health symptoms in primary health
care services in Kenya may not receive accurate diagnosis
and/or treatment.

According to WHO’s mhGAP, transforming the health
workforce does not only involve training more health
workers, but should also include building the capabili-
ties of the existing workers [2, 7]. The primary health
care system can be leveraged to enhance access to mental
health services for people with mental illness where no
specialist mental health services exist (Patel et al., 2016).
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Results from this study serve to highlight that primary
health care workers in Kenya would require additional
training for optimal mental health service provision,
including assessment, diagnosis and treatment of peo-
ple with mental illness. Marangu et al. have highlighted
current capabilities within the Kenyan health workforce
that can be leveraged in mental health capacity build-
ing (2014). Using the Capabilities Approach, the authors
argued that high literacy levels, increased digitisation and
harnessing the complementary role of traditional and
faith healers can help to improve mental health care in
Kenya [10].

The majority of participants in this study were women,
under 40 years and with a diploma or certificate level of
college education. These participant characteristics are
consistent with other recent studies on the Kenyan health
system that have reported a primarily young, female and
college-educated health workforce [17, 25, 43]. This par-
ticular finding should be of interest to health planners
because investments in capacity building initiatives such
as training will be easier to scale up and sustain over a
long time due to the relatively young age and current low
literacy levels of the health workforce.

This study revealed that 87% of the participants did not
have a formal mental health qualification, and 91% had
not participated in any mental health specific continu-
ing professional development in the past five years. These
findings are consistent with other studies on the pri-
mary health care workforce undertaken in other LMICs
such as India [44], Pakistan [38], South Africa [45] and
Uganda [46]; these studies have reported low levels of
formal mental health education, and/or continuing pro-
fessional development among primary health care work-
ers. In addition, WHO and the International Council for
Nurses (ICN) [47] have highlighted the lack of adequate
opportunities for education and training in mental health
care globally. To meet this shortfall in training, men-
tal health capacity-building programs require innova-
tive approaches, such as the development of a diverse
workforce of appropriately trained and supervised non-
specialist health workers [48]. These authors have fur-
ther singled out task-shifting as a potential solution for
mental health care in LMICs that lack a specialist men-
tal health workforce such as psychiatrists, psychologists
and psychiatric/mental health nurses, whereby the ser-
vice should be restructured by moving specific tasks away
from professionals with higher qualifications to those
with fewer or lower qualifications [48].

Nurses and clinical officers provide the bulk of men-
tal health care services in Kenya in both hospital and
primary care settings. There are very few doctors and
even fewer psychiatrists, especially in rural areas [49].
Despite this, when participants in this study were asked
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to identify helpful persons to whom they would refer the
person with mental illness described in the vignette, psy-
chiatrists were the most endorsed option (32%), while
only 3% of participants considered clinical officers help-
ful, despite their prominent role in primary health care
services. This finding is interesting given that survey par-
ticipants were health care workers, who did not seem to
recognise their own role in mental health care provision,
but rather ascribed mental health care as a tertiary func-
tion more suited for psychiatrists. Re-orienting the pri-
mary health care workforce on their role in mental health
care would be key to mental health capacity building in
Kenya.

Overall, participants’ responses to the questionnaire
items on attitudes towards people with mental illness
highlighted positive attitudes, with the majority indicat-
ing that people with mental illness were capable of being
good parents, maintain a successful marriage and have
empathy towards other people. These findings of posi-
tive perceptions are consistent with the African commu-
nity care ethos described by Noor et al., that despite long
distances and failing health systems, community ethos
ensures families and communities take care of the sick
and the vulnerable until appropriate care is available [50].
Despite these positive perceptions, 64% of participants
responded that the person described in the vignette
could ‘snap out of it, despite the respondents being col-
lege-trained health care workers. This is indicative of
low mental health literacy levels in the health workforce.
Positive perceptions about people with mental illness
are important in education and campaigns designed to
combat stigma against mental illness [51]. These findings
of positive perceptions in Kenya can be leveraged when
planning and implementing mental health capacity build-
ing programs and human rights awareness campaigns for
primary health care workers.

Implications for health policy and practice

Kenya has aligned itself with other countries to achieve
the United Nation’s Sustainable Development Goals
(SD@Gs), including attainment of SDG-3 (Good Health)
[14, 33]. Through the national development agenda
Vision 2030, Kenya aims to transform itself into a glob-
ally competitive, prosperous and industrialising middle-
income country [13]. Furthermore, the Kenyan 2010
constitution has proclaimed a comprehensive, people-
driven and rights-based approach to health service pro-
vision [52]. To achieve these goals, good and accessible
health care, including mental health care, for all the
population is essential. Recent initiatives such as launch-
ing of the national mental health policy in 2015 [53], and
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commissioning of the national mental health taskforce by
the president of Kenya are good developments and steps
in the right direction.

Findings from this study provide new insights into
current gaps relating to mental health literacy levels of
the primary health care workforce in Kenya and similar
countries.

Limitations

Jorm’s MHLQ [28] has been widely used to undertake
mental health literacy surveys of health care work-
ers and the general public in many settings including in
LMICs; however, while the instrument was adapted for
use in Kenya, it was not validated for the Kenyan context.
Our findings may be further limited by the self-report
approach used to collect data from participants. Par-
ticipants’ self-reported mental health literacy may differ
from their actual clinical practice.

Further potential limitation of this study was the low
response rate. The authors acknowledge that the response
rate was low at 25%. Although such low response rates
are not uncommon in unsolicited surveys, especially
among busy health care workers, this implies that results
should be interpreted with caution as they may not be
representative of the workforce.

Conclusions

This study provides insights into mental health literacy
of the primary health care workforce in Kenya. The study
has highlighted the need for interventions that can help
to develop and enhance mental health knowledge and
skills among primary health care workers to ensure ade-
quate and effective response to the disease burden related
to mental illness in Kenya. The most salient finding was
the very low levels of diagnostic accuracy for mental ill-
ness among participants whose primary role includes
assessment, diagnosis and treatment of mental illness.
Similarly, the finding that psychiatrists were frequently
endorsed as the most helpful source of support for a per-
son with mental illness was concerning considering their
very low numbers in the country.

To our knowledge, the current study is the first to
report on mental health literacy of the primary health
care workforce in Kenya. Results from the study provide
an important empirical baseline from which future men-
tal health and educational interventions can be planned.
This research also helps to address the dearth of research
into the capacity of primary health care workers who
provide the bulk of health care in Kenya and similar
countries.
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