
Family Strengthening Interventa7mf e7
nonspecialists to deliver evidence-based interventions with quality. However, there is still little 
research exploring nonspecialist experiences with training and supervision and how, if at all, their 
training and supervision experiences result in fidelity and competence in delivering the interven-
tion. This qualitative study uses data from a cluster-randomized trial of a family strengthening and 
violence prevention program in Rwanda, known as Sugira Muryango. In semi-structured inter-
views, the nonspecialists provided examples of using skills such as rapport-building, empathy, 
and active listening to deliver Sugira Muryango effectively. Because nonspecialists were serving 
in their own communities, they found that it was easier to earn trust with friends and neighbors, 
and this facilitated effective delivery of Sugira Muryango. Nonspecialists discussed how training, 
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monthly supervision, in-person monitoring visits, and the use of the manual and audio recorders 
equipped them to deliver Sugira Muryango with quality. Nonspecialists also provided examples of 
barriers to quality of delivery, including supervisor lack of availability, delayed compensation, and 
technology issues. Preparedness was consistent across gender; however, nonspecialists serving in 
a better-resourced district had previous experiences delivering evidence-based interventions and 
felt more prepared at the beginning of Sugira Muryango.

Introduction
The mental health and psychosocial support (MHPSS) care gap is well documented in low- and 

middle-income countries (LMICs). 1–6 Given a dearth of specialized providers in LMICs, nonspe-
cialists are critical for delivering evidence-based interventions (EBIs), including caregiving and 
family-focused interventions that holistically support family well-being and early child develop-
ment. 7,8 Evidence is growing that trained nonspecialists, such as peers, community health workers, 
or volunteers, can deliver evidence-based MHPSS interventions with effectiveness. 4,9, 10 Utilizing 
nonspecialist providers, who are often deeply embedded into local communities, provides an oppor-
tunity for those living in LMICs to receive accessible, evidence-based interventions from members 
of their own community 11 and for researchers and practitioners to have a cost-effective solution to 
addressing the MHPSS care gap in LMICs. 12–14

Training and supervision are key components of ensuring that nonspecialist providers can deliver 
evidence-based interventions with quality. Ingredients for equipping nonspecialist providers have 
included training, mentorship, and supervision from intervention experts or mental health special-
ists. 5,15–19 Supervision often entails assessing the nonspecialist quality of delivery with a checklist 
during in-person monitoring or via audio or video recorders. 20 Quality of delivery is defined as 
both fidelity, which is “the degree to which an intervention was implemented as it was prescribed 
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Data analysis strategy

Data was analyzed using thematic content analysis 41 with a combination of both deductive 
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(Supervision) helped us so much because in the case of any problem, the supervisor used to 
help me. For instance, I had a family which had a child with a physical disability. I sought 
advice from my supervisor, and it ended with the support of local leaders. The child was taken 
to the Gahini hospital (Female CBV in Ngoma).

CBVs described in-person quality monitoring visits from supervisors as helpful:

What helped me and boosted my confidence is when my supervisor came to visit me. They 
followed how I led the session and at the end they gave me helpful advice. It helped me be 
where I am now. (Male CBV in Rubavu).

However, several CBVs in both Ngoma and Rubavu mentioned issues getting ahold of supervi-
sors or getting the support they needed, particularly requesting more in-person supervision. Several 
examples from CBVs are below:

We would like to meet our supervisors more regularly. I know they have many responsibilities 
and many coaches in other areas to supervise, but it would be helpful if our supervisors gave 
us guidance or advice in-person, not doing everything on the phone. It would be great if they 
were available anytime we need them (Male CBV in Ngoma).
We did not get enough supervision, apart from the phone calls. For example, a supervisor 
visited me once, and the other families were asking why the supervisor did not show up for 
their families. They were promised to be visited at some point. I asked the supervisor about 
it, and I was told that there were other people that were going to visit them, apart from her. 
So, supervision did not go well (Female CBV in Ngoma).
In all three months I spent working with families, (name of supervisor) visited me only once. 
After a month and a half, the families were asking ‘why don’t those other people visit us?’ 
Therefore, I think the supervisors should visit the families at least once a month. For super-
vision to go well, we should increase how often you accompany the coach to visit families 
(Female CBV in Rubavu).

Weekly group sessions also allowed CBVs to build relationships with peers who were CBVs as 
well. These relationships also served as an additional source of support for several CBVs. One CBV 
described how he would receive advice from a fellow CBV:

When going through the sessions I was about to give, sometimes I could see that there was 
something I was not understanding. There were times that I would call the supervisor and find 
that they were busy, so then I called a fellow facilitator, who advised me how to go about it 
(Male CBV in Ngoma).

Fidelity and competence

Fewer CBVs in Nyanza mentioned fidelity than competence. In general, fewer comments were 
about preparedness in terms of fidelity compared to competence. Several CBVs referenced their 
ability to deliver Sugira Muryango with fidelity because of the support they received through train-
ing. For example:
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have spent a lot of time working on it, no one catches them. The goats no longer sleep in their 
house. If a child gets sick, they know to see a doctor. Because we humbled ourselves, we can 
discuss (these topics) with us (Male CBV in Ngoma). 

This CBV later added “If someone asks me a question about…how a child is educated, how to 
have hygiene, how someone can be confident and develop, I can explain it. Before, I didn’t know 
anything about it. I know it because I was trained on it.”

Other CBVs mentioned their ability to deliver the intervention with fidelity but did not directly 
tie these skills to the training or supervision received during Sugira Muryango. For example, one 
CBV discussed the changes they saw in a family that they were working with and stated that they 
witnessed these changes “because I explained to them that a balanced diet does not require you to be 
rich and showed them that we can eat a balanced diet from the vegetables we cultivate here” (Male 
CBV in Nyanza). Another CBV of a different gender and district referenced the manual and how it 
helped with fidelity, stating that “I felt confident when I was coaching the families. when I would 
forget something, the book would help remind me” (Female CBV in Ngoma).

Across all three districts, CBVs discussed how being a member of the same community as the 
Sugira Muryango families made it easier to build rapport and gain trust when delivering Sugira 
Muryango, which are two key components of competence. In addition, many CBVs felt that their 
position as Sugira Muryango facilitators helped them become recognized as leaders in the commu-
nity. Both male and female CBVs in each district provided illustrative examples of their relationship 
with their communities. Several examples are below:

I used to ask myself ‘These families are my neighbors, how are they going to like the fact 
that I am the coach? Were they going to be neutral, or will they bring in feelings because they 
know me already?’ But it didn’t happen that way. They were happy about me being their coach 
(Female CBV in Nyanza).
The good thing is that the families and parents that I have worked with have made me their 
friend. They were familiar to me, therefore whoever had a problem could come to me and tell 
me whatever the problem was and ask me for advice. It is good when you talk with people 
who love you. I got the knowledge to help them (Male CBV in Rubavu).
Before I became coach in this program, (the Sugira Muryango families) and I lived well 
together. We were familiar, we had no problems, and when they saw that I was their coach, 
they trusted me (Male CBV in Rubavu).
Being a coach helped me to be known in the community at the village level and cell level. 
Because of what I have been teaching in this program, I am now considered someone who is 
an expert in this domain. Therefore, local leaders have asked me to sensitize about this subject 
and build awareness in the community (Male CBV in Ngoma). 

Many CBVs referenced setting an example and how it was important to embody the skills that 
they were teaching to the families. For example, a female CBV in Nyanza mentioned that “To build 
rapport with families, first of all, you have to be a trustworthy person and an honest person. It is all 
about a good reputation. They had trust in me.”

The majority of CBVs discussed how the training provided them with skills in competence, often 
referring to staying humble and calm, using communication techniques such as active listening, and 
showing empathy to the families with whom they were working. One CBV stated that:

What was helpful to me during the trainings is listening. That way of alternating in the conver-
sation/discussion and relating yourself to whom you are having a conversation with. (Female 
CBV in Rubavu). 

Another described how they would use calm responses when delivering Sugira Muryango:
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supervision helpful included opportunities for peer learning, regular meetings with supervisors 
(preferably in-person), and correction in private. When asked about their preparedness, more 
CBVs described their skills in competence rather than in fidelity, particularly in Nyanza, which 
could be a result of what stood out to CBVs personally, or it could indicate that CBVs had greater 
skills in competence than fidelity. If so, this could be a result of the training and supervision 
content received, or this could be due to interviewing techniques providing incomplete data. 
While CBVs often provided examples of families improving in child development, nutrition, and 
hygiene and decreasing family violence, the interviewers did not probe to ask if this was a result 
of their fidelity to the manual. Future research should use mixed methods to compare quantita-
tive fidelity and competence scores with detailed qualitative descriptions of CBV performance 
in both fidelity and competence.

This study also explored what, if any, differences across CBV gender and/or district existed 
regarding supervision and training experiences or CBV quality of delivery. Data did not reveal 
any significant gender differences between supervision or training experiences nor their ability 
to deliver Sugira Muryango with quality. This finding is consistent with what is seen quantita-
tively in a study using data from a later iteration of Sugira Muryango, also delivered by male 
and female nonspecialists. 43 Some differences in themes existed across districts, namely, CBVs 
in Nyanza provided examples of other trainings they had received. These trainings were about 
HIV prevention and reconciliation after the genocide.

In the future, it may be helpful for research teams to seek out information regarding previ-
ous training received during an initial landscape analysis or baseline data collection or through 
networking with other agencies working in communities. This could help clarify in training 
how this information builds upon or complements what nonspecialists have learned before. In 
the case of Sugira Muryango, CBVs felt that the Sugira Muryango training complemented what 
they had previously learned in other psychosocial programs. The training went deeper into skills 
they already had and provided new skills without negating what they had learned previously. 
Ideally, all training that nonspecialists receive is complementary; however, it is possible that in 
the future, this may not be the case, and it may be necessary to rectify any information learned 
previously that is not evidence-based or consistent with the latest evidence.

In addition, CBVs in Ngoma and Rubavu districts mentioned challenges getting ahold of their 
supervisors on the phone or in person. In Rwanda, Ngoma is more remote and more difficult to 
traverse; however, some of these issues may be due to the supervisors themselves and their work-
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However, greater technology support may be needed regarding the integration of tablets, which 
were used by CBVs to record data about the families.

Nonspecialists may be likely to perform better when they believe in the content of the interven-
tion itself and its goals. Almost all CBVs delivering Sugira Muryango mentioned seeing personal 
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Conclusion
This study demonstrates that supervision and training enable nonspecialist providers, CBVs, to 

deliver an evidence-based intervention in Rwanda, Sugira Muryango, with both competence and 
fidelity. Improvements to training and supervision, including more in-person monitoring, greater 
and more timely compensation, and technological support may help nonspecialist providers feel 
more equipped when delivering evidence-based interventions.

Data Availability  Data for this study is available upon request.
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