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Abstract 
Background: Mental health challenges comprise a significant share of the global 

disease burden among adolescents. In many global settings, mental health services are 

limited and few adolescent mental health interventions (AMH) exist or have been 

sustained. This qualitative study sought to explore stakeholder perspectives on factors 

that influence sustainable implementation of AMH interventions in East and Southern 

Africa, and to explore youth leaders’ perspectives on and experiences with delivering a 

mental health intervention tailored to adolescents living with HIV in Tanzania. 

Methods: In-depth interviews lasting between 30-60 minutes were conducted virtually 

with 12 participants. One focus group discussion with six participants lasting 1.5 hours 

was conducted in Tanzania. Data were recorded and transcribed and then coded and 

analyzed using Nvivo 12 Pro software. Results: Sufficient political will, civil society 

involvement, multisectoral approaches, health system integration, and mental health 

awareness are important factors for sustainable implementation. Major constraints to 

sustainable implementation include the absence of these factors, as well as stigma, low 

mental health literacy, and insufficient funding and health system capacity. 

Conclusions: Mental health awareness, contextual fit, and the meaningful engagement 

of key stakeholders influences the sustainable implementation of AMH interventions. 

These findings have several important implications for policy and practice.  
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1. Introduction  
Adolescents aged 10 to 19 years comprise 16% of the global population (UNICEF, 

2019). Adolescence is a critical developmental stage during which neurological, physical, 

and psychosocial changes shape adolescents’ life trajectories, with important 

implications for the overall health of countries and their economies (World Health 

Organization, 2020b). Mental disorders comprise 16% of the global disease burden 

among adolescents aged 10 to 19 years (World Health Organization, 2020a). Mental 

disorders often develop in adolescence (up to 50% present by age 14) and the impacts of 

an adolescent’s experience with a mental disorder ripples out into that individual’s 

familial relationships, community, and broader society (Collins et al., 2011; Patel et al., 

2007; World Health Organization, 2020a). Among adolescents and young adults aged 10 

to 24 years, mental disorders such as depression and anxiety are among the top ten 

contributors to disability-adjusted life years (DALYs) (Vos et al., 2020). In sub-Saharan 

Africa (SSA), where adolescents aged 10 to 19 years make up nearly a quarter of the 

population, the prevalence of mental and substance disorders in 2019 was estimated to 

be 11% among adolescents aged 10 to 14 years and 14% among adolescents aged 15 to 19 

years (Institute for Health Metrics and Evaluation, 2019; UNICEF, 2019). Mental health 

challenges among adolescents can undermine national development and prosperity, yet 

public expenditures and treatment capacity for mental health in many countries, 



 

2 

including many in SSA, are underdeveloped, leaving a substantial treatment gap (World 

Health Organization, 2018).  

HIV/AIDS, meanwhile, was the ninth leading cause of DALYs for adolescents 

and young adults aged 10 to 24 years in 2019 (Vos et al., 2020). An estimated 34,000 

adolescents aged 10-19 died in 2019 due to AIDS-related causes (UNICEF, 2020). 

Adolescents living with HIV (ALWH) also tend to have worse outcomes across the HIV 

treatment cascade relative to adults (Nachega et al., 2009). Worldwide, an estimated 1.7 

million adolescents aged 10-19 years live with HIV, 88 percent of whom reside in SSA 

(UNICEF, 2020). Over 60% of children and adolescents living with HIV globally live in 

East and Southern Africa specifically (UNICEF, n.d.). Antiretroviral treatment (ART) for 

HIV is provided free of cost in many parts of the world and HIV prevention, care, and 

treatment services are the top global health priority as measured by share of global 

health spending in 2019 (23% of US$41 billion) (Gilks et al., 2006; Institute for Health 

Metrics and Evaluation, 2021). HIV, with ongoing care and treatment, can be a 

manageable chronic illness, making most of these premature deaths preventable.   

Despite the accessibility of HIV care and treatment, people living with HIV 

(PLWH) and ALWH in particular face unique challenges that contribute to higher rates 

of mental health conditions and symptoms relative to their HIV-negative peers (Remien 

et al., 2019; Vreeman et al., 2017). HIV-related stigma, for example, may contribute to 

depressive symptoms (MacLean & Wetherall, 2021). Although data are generally lacking 
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on mental health challenges among PLWH, a 2017 meta-analysis found that prevalence 

of depression among PLWH ranged from 9% and 32% in SSA (Bernard et al., 2017). 

Mental health challenges can lead to poor adherence to treatment, poor clinical 

outcomes, and premature mortality (Jerene et al., 2019). A 2012 systematic review found 

a pooled estimate of 31.2% for rates of depression symptoms among PLWH in SSA and a 

55% lower likelihood of maintaining ART adherence among individuals experiencing 

depression symptoms (Nakimuli-Mpungu et al., 2012). While data are limited on the 

mental health challenges facing ALWH in SSA countries, available evidence suggests 

relatively high rates of mental health challenges (Dessauvagie et al., 2020; Kaaya et al., 

2013; Vreeman et al., 2017). Studies suggest that as many as half of ALWH in Kenya and 

Uganda, for example, experience either a psychiatric disorder or substantial mental 

distress (Kamau et al., 2012; Musisi & Kinyanda, 2009). In Tanzania, evidence suggests 

an association between mental health challenges and HIV-related outcomes such as ART 

adherence (Dow et al., 2016; Lwidiko et al., 2018; Ramaiya et al., 2016). 

While some evidence-based interventions and technical guidance for mental 

health exist, few are tailored to adolescents and fewer still to ALWH. Most research on 

adolescent mental health (AMH) interventions, moreover, focuses on high-income 

country (HIC) contexts, making it difficult to understand what might effectively 

translate to low-or middle-income country (LMIC) settings (Das et al., 2016). Some 

technical tools for addressing mental disorders in LMICs are available, such as the 
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World Health Organization’s (WHO) Mental Health Gap Action Programme 

Intervention Guide (World Health Organization, 2019). The WHO also issued guidance 

for addressing adolescent health that includes several evidence-based mental health 

interventions such as “psychosocial support and related services for adolescent mental 

health and well-being” (World Health Organization, 2017). However, few evidence-

based interventions addressing AMH for those living with HIV have been published. A 

2015 review of 22 mental health intervention pilots or trials for PLWH in LMICs 

included only one adolescent-specific intervention (Bhana et al., 2014; Sikkema et al., 

2015). Very few randomized controlled studies to assess the efficacy of mental health 

interventions for ALWH in LMICs have been conducted (Bhana et al., 2014; Webb et al., 

2018; Willis et al., 2019). There is a dearth of evidence for AMH interventions tailored to 

ALWH in LMICs.  

A lack of specialized mental health care workers is a major limitation to 

delivering mental health care in LMICs and SSA. Engaging non-specialists, such as 

peers, in mental health service delivery can help fill this gap and respond to the 

significant unmet mental health needs among ALWH and adolescents more broadly. 

“Task sharing,” or training non-specialists in delivering components of care, is among 

the main strategies for overcoming the relative scarcity of mental health services in 

LMICs for adults and youth alike (Babatunde et al., 2019; Chibanda et al., 2011; Healy et 

al., 2018; Mendenhall et al., 2014). A growing body of research suggests that peer-led 



 

5 

psychosocial support interventions positively influence HIV-related and mental health 

outcomes among ALWH (Mark et al., 2019). Recent studies in Tanzania, Thailand, South 

Africa, and Zimbabwe, for example, have explored the efficacy of peer-led, psychosocial 

interventions for ALWH, with promising preliminary results (Bernays et al., 2020; Bhana 

et al., 2014; Dow et al., 2018; Nestadt et al., 2019; Willis et al., 2019).  

Where efficacious interventions for mental health have been identified, few have 

been sustained and scaled implementation has been slow. There remains a significant 

“research-to-practice gap” that pervades many health areas, including adolescent mental 

health interventions (Balas & Boren, 2000; Eaton et al., 2011; Yamey, 2012). Driving this 

gap is insufficient attention on the implementation climate surrounding interventions, 

including “setting-level social contextual factors” such as health system capacity or 

service user characteristics (Glasgow et al., 2003). Further research is therefore 

warranted to better understand how to implement effectively evidence-based 

interventions in “real-world” settings long-term (Glasgow et al., 2003). Yet fidelity 

monitoring dominates the literature on sustainability while few studies focus on 

implementation in LMICs (Hailemariam et al., 2019). Not exploring the implementation 

climate surrounding AMH interventions leaves serious gaps that can curtail the ability 

of these interventions to have sustained benefits. To sustain evidence-based and context 

appropriate AMH programs, it is imperative to understand what contextual factors 

influence implementation. 
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While there is concurrently a lack of evidence-based AMH interventions tailored 

to LMIC or SSA contexts – necessitating the continuation of piloting new interventions – 

the ongoing gap in understanding how to scale and sustain interventions once they are 

shown to be effective risks positioning them for failure. Ascertaining what factors may 

influence an intervention’s ability to be sustained over time and potentially scaled up to 

other locations is important for achieving long-term impact and health gains. The 

Exploration, Preparation, Implementation, and Sustainment (EPIS) Framework is among 

the few implementation science frameworks that explicitly incorporates consideration of 

intervention sustainability (Aarons et al., 2011; Moullin et al., 2019). The creators of EPIS 

also ground their analysis in child welfare and mental health services, making it 

especially relevant to the present study (Aarons et al., 2011). However, only one study 

appears to apply the EPIS Framework to a mental health intervention for ALWH in SSA 

(Donenberg et al., 2019). EPIS constructs, such as the inner context (i.e., characteristics of 

the implementing organization) and the outer context (e.g., national policy and 

financing landscape), may be useful to better understand factors that influence sustained 

implementation (EPIS Constructs, n.d.). Bridging factors between the inner and outer 

contexts, such as purveyors/intermediaries, and innovation factors, such as 

innovation/evidence-based characteristics and fit, are also relevant. 
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1.1 Study Objectives 

Qualitative research is a valuable tool for exploring and describing contextual 

factors that can influence implementation outcomes (Guest et al., 2014). In-depth 

interviews and focus group discussions are useful formats for identifying key 

stakeholders’ perceptions of the barriers and facilitators to sustained implementation of 

AMH interventions. The goal of this study was to help identify key factors that influence 

sustained implementation of mental health interventions for adolescents in East and 

Southern Africa, particularly ALWH in Tanzania. Two research objectives were pursued 

in support of this broader goal. First, this study sought to explore key stakeholder 

perspectives on the implementation climate for adolescent mental health interventions 

in East and Southern African countries and to identify which factors most influence the 

sustainability of interventions. Second, this study sought to explore peer group leaders’ 

perspectives on and experiences with delivering a mental health intervention tailored to 

ALWH in Tanzania. 
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2. Methods 
This formative study used an exploratory qualitative research design. Data 

collection was completed through semi-structured in-depth interviews (IDI) with 12 

adolescent mental health (AMH) stakeholders and one focus group discussion (FGD) 

with six group leaders. The Exploration, Preparation, Implementation, and Sustainment 

(EPIS) Framework and Implementation Outcomes Conceptual Framework informed 

study design and analysis (EPIS Constructs, n.d.; Moullin et al., 2019; Proctor et al., 2011). 

The study took place over the course of one year (March 2020 - March 2021), with data 

collection taking place during August through February 2021. NVivo 12 Pro software 

was used to conduct thematic analysis of the data (QSR International Pty Ltd., 2018).  

Prior to data collection, all study procedures were approved by the Duke 

Institutional Review Board (IRB), the Kilimanjaro Christian Medical Centre (KCMC) 

IRB, and Tanzania’s National Institute for Medical Research (NIMR) to ensure 

compliance with all applicable research on human subjects regulations. A Data Transfer 

Agreement (DTA) was additionally sought and obtained in Spring 2020 to facilitate 

transfer of data between KCMC in Moshi, Tanzania and Duke University in Durham, 

NC, US. At the start of each interview, the purpose and goals of the study were 

explained and verbal informed consent was obtained from individuals to participate and 

to be recorded. All identifying information for all study participants was removed in the 

analysis stage.  
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2.1 Setting 

In-depth interviews (IDIs) took place virtually across seven countries – the US, 

Canada, Switzerland, Zimbabwe, South Africa, Tanzania, and Uganda – with the 

interviewer based in Durham, NC, US. A focus group discussion (FGD) was conducted 

in Moshi, Tanzania. The East and Southern African region was selected as the 

geographic focus for the study’s first objective due to the region’s large adolescent 

population and high prevalence of HIV among adolescents. Adolescents aged 10 to 19 

years comprise 23% of the population in East and Southern Africa (UNICEF, 2019). 

Among the 1.7 million adolescents living with HIV globally in 2019, 1.2 million, or 71%, 

live in East and Southern Africa (UNAIDS, n.d.). New HIV infections among this age 

group are also concentrated in the region: an estimated 110,000 of the 170,000 new HIV 

infections in 2019, or 65%, were in East and Southern Africa (UNAIDS, n.d.). Further, 

59% of the estimated 34,000 AIDS-related deaths in 2019 in this age group occurred in 

this region (UNAIDS, n.d.). Twenty-four countries comprise the region, of which most 

the World Bank classifies as low- or middle-income (World Bank, 2020, 2021). While 

some participants were based in North America and Europe at time of interview, they 

were invited to participate based on their experiences in East and Southern Africa.  

The study setting for the second research objective and the associated FGD was 

Tanzania. Tanzania is a large East African country with a population of 58 million 

people (World Bank, 2019). It is ranked 154th on the United Nations Development 
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Programme’s Human Development Index and nearly one-third of the population is 

aged 10 to 24 years while the median age is 18 years (National Bureau of Statistics, the 

United Republic of Tanzania, 2019; UNDP, 2019). An estimated 93,000 children aged 10 

to 14 years and 190,000 young people aged 15 to 24 years were living with HIV in 2019 

in Tanzania (UNAIDS, n.d.). The FGD took place specifically at Kilimanjaro Christian 

Medical Centre (KCMC), a large referral hospital providing health services to Tanzania’s 

Northern Zone, serving about 15 million people (National Bureau of Statistics, 2020). 

KCMC offers an adolescent specific HIV clinic. 

2.2 Participants 

Individuals were eligible to participate if they were 18 years or older and had 

professional backgrounds in mental health, pediatric and adolescent HIV, or both, and 

who also had experience in designing, implementing, overseeing, or funding 

interventions within these substantive domains. Participants were divided into three 

stakeholder groups.1 Stakeholder group 1 included agenda-setters and decision-makers 

embedded in global and national policy and resource landscapes, such as health aid 

donors, technical advisors, and national policymakers. Stakeholder group 2 included 

intervention developers and implementers, such as clinical providers, academic 

researchers, and civil society organizations (CSOs) and nongovernmental organizations 
 

1 While service users’ perspectives are foundational to understanding the implementation landscape around 
adolescent mental health interventions, participants who were service users were not included in the 
present study. This decision was made based on the scope of the project. Additionally, two related studies 
exploring adolescent service users’ perspectives were underway or completed at the time of this study.  
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(NGOs). Stakeholder group 3 included individuals responsible for delivering adolescent 

health interventions at the service point, such as peer group leaders. “Implementers” in 

stakeholder group 2 are distinguished from stakeholder group 3 participants as follows: 

“implementers” design, oversee, or otherwise manage implementation at the service 

delivery point, but may not themselves be responsible for delivering the service to the 

service users.2 

The three stakeholder groups aligned with the four constructs encompassed by 

the EPIS Framework (Figure 1). Stakeholder group 1 aligned with the “outer context,” or 

the external environment of the implementing entity (EPIS Constructs, n.d.). Stakeholder 

group 2 aligned with the “inner context,” or the entity responsible for implementing the 

intervention (EPIS Constructs, n.d.). Stakeholder group 3 aligned with inner context and 

“innovation factors,” or the specific intervention’s attributes and contextual “fit” (EPIS 

Constructs, n.d.). Both stakeholder groups 1 and 2 also aligned with the fourth EPIS 

construct, “bridging factors,” given its nature as the forces mediating the relationship 

between the inner and outer contexts (EPIS Constructs, n.d.).  

 

2 While participants were sampled by stakeholder group type (i.e., by group 1, 2, or 3), multiple participants 
had experiences that overlapped with group types for which they were not recruited. For example, some 
participants sampled in group 1, agenda-setters and decision-makers, also had experiences as clinicians or 
researchers (i.e., stakeholder group 2).  



 

12 

 
 

Figure 1: Mapping of Stakeholder Groups against the EPIS Framework  

 

Stakeholder groups 1 and 2 participants were recruited using purposive 

sampling and snowball sampling once data collection was underway. A minimum of 12 

total IDI participants across stakeholder groups 1 and 2 were sought, based on existing 

literature regarding achieving thematic saturation in qualitative research (Guest et al., 

2006). IDI participants were identified through desk-based searches of membership 

networks for adolescent health, adolescent HIV, and mental health, such as the 

International AIDS Society’s Adolescent HIV Treatment Coalition, and of funders and 

technical advisors that support adolescent health and mental health in East and 

Southern Africa. IDI participants were also identified through research team members’ 

knowledge of the adolescent HIV landscape and professional connections within that 
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landscape. Given the focus of this study’s second research objective on Tanzania, a 

document review was also conducted of Tanzania’s 2018 Country Operating Plan (COP) 

submitted to PEPFAR to identify relevant agencies within the Tanzanian government, 

CSOs and NGOs, and donors that support Tanzania’s HIV/AIDS programming.  

Seventy-nine eligible IDI participants were identified through purposive 

sampling and ten additional IDI participants were identified through snowball 

sampling, for a total of 89 eligible participants. Of these 89 eligible participants, 40 were 

invited to participate through tailored email communication. IDI participant recruitment 

took place between August 2020 and January 2021. Of the 40 eligible IDI participants 

invited to participate, 21 did not reply, three declined due to time constraints or other 

factors, four replied but did not participate due to scheduling constraints, and 12 agreed 

to participate and were included in the study.  

Stakeholder group 3 participants were purposively sampled based on experience 

delivering the Sauti ya Vijana (SYV) mental health intervention as peer group leaders (see 

Section 2.4.1.). Six SYV group leaders (stakeholder group 3) were eligible to participate 

and participated in an FGD in December 2020.   

2.3 Data Collection Procedures 

IDIs with stakeholder groups 1 and 2 participants were conducted virtually via 

Zoom, WhatsApp audio, or telephone. IDI participants were also given the option to 

respond via written responses. An informed consent document was sent via email prior 
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to interview dates for informational purposes. Verbal consent to participate and to be 

recorded was obtained at the start of each interview. Interviews began with a brief 

overview of the study’s goals and confidentiality procedures, and an opportunity to ask 

questions about the study. Interviews were organized around a semi-structured IDI 

guide (see section 2.4 below and Appendix A). No incentives were provided for IDI 

participation. Interviews were conducted virtually by a master’s student at Duke 

University in Durham, NC, US, who had about one year of qualitative research 

experience at the time of interviews. IDIs lasted between 30 and 60 minutes and all IDIs 

were conducted in English, recorded using either Zoom or a handheld audio recorder, 

and transcribed. 

A focus group discussion (FGD) with stakeholder group 3 participants was 

conducted in-person in a private office at KCMC in Moshi, Tanzania and facilitated by a 

Tanzania-based research scientist trained in public health and qualitative research with 

another member of the research team virtually present via Zoom. An informed consent 

document was printed and shared with FGD participants prior to the FGD for 

informational purposes. Verbal consent to participate and to be recorded was obtained 

at the start of the focus group. The FGD began with a brief overview of the study’s goals 

and confidentiality procedures, and an opportunity to ask questions about the study. 

FGD participants were also asked to complete a short demographic questionnaire prior 

to the start of the FGD. The FGD was organized around an FGD guide (see section 2.4 
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below and Appendix B). No incentives were provided for participation; however, FGD 

participants were reimbursed for their costs of travel to KCMC and provided with 

refreshments following the FGD. The FGD was conducted in a mix of English and 

Swahili, lasted about 1.5 hours, and was audio-recorded using handheld audio 

recorders.  

Prior to data collection, all study procedures were approved by the Duke 

Institutional Review Board (IRB), the Kilimanjaro Christian Medical Centre (KCMC) 

IRB, and Tanzania’s National Institute for Medical Research (NIMR) to ensure 

compliance with all applicable research on human subjects regulations.   

2.4 Instrument and Measures 

Interviews were semi-structured to maximize the potential for open and 

dynamic dialogue. A semi-structured IDI guide for interviews with agenda-setters and 

decision-makers (stakeholder group 1) and implementers and developers (stakeholder 

group 2) was iteratively developed in English during March-May 2020. The EPIS 

Framework and Implementation Outcomes Conceptual Framework informed interview 

guide development to formulate open-ended questions and follow up probes conducive 

to rich discussion (EPIS Constructs, n.d.; Proctor et al., 2011). The IDI guide was pilot 

tested in July-August 2020 with three mid-career professionals working in international 

development or health care management. Following pilot testing, the IDI guide was 

revised by eliminating or rewriting questions that were duplicative or not well 
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understood. Given the exploratory nature of this study, the IDI guide was further 

iteratively adapted as interviews progressed and as salient themes emerged that 

informed areas for further probing (Guest et al., 2014, 2017).  

The IDI guides for agenda-setters and decision-makers (stakeholder group 1) and 

implementers and developers (stakeholder group 2) encompassed four main domains: 

(1) perceptions of adolescent mental health needs, (2) implementation readiness, (3) 

implementation sustainability and scale up, and (4) policy environment around 

adolescent mental health. Questions were not asked in the exact same way or same 

order for each participant; rather, the flow of the interview dictated the order in which 

questions were asked. For example, issues related to the policy environment emerged as 

salient in the first of the interview for some participants, and so specific questions 

pertaining to the policy environment (the fourth domain) were asked earlier on in the 

interview relative to the order of the guide. Themes explored in these guides include: 

perceived benefits or challenges of investing in mental health, available resources and 

resource gaps, planning and strategy, experiences with implementing and/or scaling up 

adolescent mental health interventions, and strategies for overcoming potential 

implementation barriers. Impacts of the COVID-19 pandemic on the policy environment 

around adolescent mental health and on adolescents’ mental health were also explored.  

A separate IDI guide was iteratively developed for SYV group leaders 

(stakeholder group 3) in March-May 2020. The guide was pilot tested in July 2020 with a 



 

17 

global health graduate student, after which it was revised. The IDI guide for SYV group 

leaders was adapted into an FGD guide following the decision in December 2020 to 

conduct an FGD rather than individual interviews. The adaptation from IDI to FGD was 

informed by the motivation to facilitate “brainstorming” and open discussion among 

group leaders (Guest et al., 2017). Time constraints were also a consideration. The FGD 

guide centered on the SYV intervention and included the following four domains: (1) 

perceptions of intervention and impact on young people; (2) experiences delivering the 

SYV intervention; (3) personal experiences with the intervention; and (4) thoughts on the 

COVID-19 pandemic’s influence on adolescent mental health.  

2.4.1 Intervention 

The FGD with group leaders centered on a ten-session group-based mental 

health and life skills intervention, Sauti ya Vijana (SYV, Voice of Youth). SYV was 

designed with and for young people living with HIV (YPLWH) in Moshi, Tanzania 

following previous formative research, which revealed that YPLWH in Tanzania 

experienced significant mental health symptoms (Dow et al., 2016). SYV incorporates a 

task-sharing model whereby trained young adult youth leaders deliver the intervention. 

It incorporates cognitive behavioral therapy (CBT) elements, focusing on self-regulation 

and trauma narratives; interpersonal psychotherapy (IPT) in activities to strengthen 

caregiver and social support; and motivational interviewing as a tool for helping 

YPLWH make healthy, independent decisions. SYV showed promise towards improving 
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adherence and virologic outcomes and bolstering resilience (Dow et al., 2018, 2020). SYV 

will next be tested in a hybrid type 1 implementation study to establish the effectiveness 

of the intervention across four sites in Tanzania. This present study aims to inform 

implementation strategies of SYV’s next stage along the “research-to-practice” 

continuum.    

2.5 Analysis 

IDIs with agenda-setters and decision-makers (stakeholder group 1) and 

implementers and developers (stakeholder group 2) were transcribed in English. Some 

of the interviews that took place over Zoom included both audio and video recording. 

The video recordings for these interviews were not used in analysis and were deleted 

following data collection. Zoom’s audio transcription feature supported by Otter.ai was 

used to transcribe interviews. Zoom-generated interview transcripts were then 

compared to the audio recordings to ensure accuracy. In instances where interviews 

occurred through WhatsApp audio or telephone, an audio recorder was used to record 

the interview for transcription afterwards. Transcribed data were analyzed in tandem 

with data collection using an applied thematic analytic approach and using the 

Implementation Outcomes Conceptual Framework and EPIS Framework to inform 

analysis (Guest et al., 2014; Moullin et al., 2019; Proctor et al., 2011). Constructs of 

interest within the Implementation Outcomes Conceptual Framework were feasibility, 

appropriateness, cost, and sustainability. All participants discussed implementation 



 

19 

factors spanning the four constructs of the EPIS Framework – inner context, outer 

context, bridging factors, and innovation factors. Consequently, these four EPIS 

constructs were used to group emergent themes. Document memos for each interview 

transcript were written to identify emergent themes. 

A Tanzania-based research assistant translated portions of the FGD that were in 

Swahili into English and then transcribed the FGD in English. Transcribed and 

translated data were then analyzed using an applied thematic analytic approach and 

using the EPIS Framework (Guest et al., 2014; Moullin et al., 2019). The constructs of 

interest for the IDIs were the same for the FGD. A document memo for the FGD 

transcript was written following transcription to identify emergent themes. 

The qualitative data analysis software NVivo 12 Pro was used to conduct data 

analysis (QSR International Pty Ltd., 2018). A codebook was drafted based on the initial 

reading of emergent themes found in the first three interviews conducted. To enhance 

rigor, a second coder, a Fogarty research fellow working with the research team, read 

and coded the first two transcripts and prepared a draft codebook. The two codebooks 

were then manually compared. The two coders consulted on differences and similarities 

in coding, and one coder revised the codebook and recoded the first two transcripts. 

Intercoder agreement was determined through subjective discussion of these first two 

coded transcripts. A third transcript was independently coded by both coders using the 

revised codebook and again compared. For analysis of the FGD data, two coders 
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independently generated a codebook for the FGD, which was then compared and 

revised. Theme memos were also written as interviews progressed to compare emergent 

themes across transcripts and by EPIS Framework component (i.e., outer context, inner 

context, bridging factors, innovation factors). Emergent themes were regularly discussed 

during the analysis stage. 
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3. Results 
3.1 Description of IDI and FGD Samples 

The study sample for IDIs with agenda-setters and decision-makers (stakeholder 

group 1) and implementers and developers (stakeholder group 2) comprised 12 total 

participants.3 Five participants were stakeholder group 1 and seven were stakeholder 

group 2.  IDI participants’ categorizations do not necessarily reflect participants’ 

complete professional backgrounds, but rather correspond to the stakeholder group in 

which they were recruited. From information shared during IDIs or based on 

recruitment information, all participants had experience in East and Southern Africa 

(Table 1). Examples of specific countries referenced in interviews include Tanzania, 

Kenya, Uganda, Malawi, Mozambique, South Africa, and Zimbabwe. All IDI 

participants had expertise in adolescent health, among whom seven had primary 

expertise in pediatric and adolescent HIV and five had primary expertise in mental 

health. The study sample for the FGD with SYV group leaders (stakeholder group 3) 

comprised six participants, all of whom were based in Tanzania (Table 2). All six SYV 

group leaders had at least four years of experience working as group leaders and had 

delivered SYV to over 50 young people living with HIV in Moshi, Tanzania since 2016.   

 

3 Of participants initially contacted during recruitment, one declined to interview due to time constraints, 
and offered instead to provide written responses. An abridged version of the IDI guide was sent via email, 
after which this participant shared a document comprising four separate individuals’ responses. Each 
individual answered different sections of the abridged guide. Consequently, this response has been treated 
as one participant and is included in stakeholder group 2. The four individuals were academic researchers 
working in global mental health based in South Africa. One was also a clinical social worker.  
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Table 1: Characteristics of IDI Participants (Stakeholder Groups 1 and 2) 

 Agenda-Setters & 
Decision-Makers 

(Group 1) 

Developers & 
Implementers 

(Group 2) 

Total 

Location at time of interview     
     Tanzania 1 3 4 
     Uganda 1 - 1 
     Zimbabwe - 1 1 
     South Africa - 1 1 
     North America or Europe 3 2 5 
Primary area of expertise     
     Pediatric & adolescent HIV 4 3 7 
     Mental health 1 4  5 
Sex    
     Female 4 4 8 
     Male 2 2 4 

 

Table 2: Characteristics of FGD Participants (Stakeholder Group 3) 

 Total 
Number of FGD participants  6 
Age Range  
     25-29 years 2 
     30-35 years 4 
Sex  
     Female 3 
     Male  3 
Highest Level of Education Completed  
    Secondary (high school) 1 
    Post-Secondary  5 

 

3.2 IDI Participants: Results Overview   

The themes that emerged during IDIs with agenda-setters and decision-makers 

(stakeholder group 1) and implementers and developers (stakeholder group 2) on 
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factors impacting sustainable implementation of AMH interventions in Southern and 

East Africa are grouped by EPIS Framework constructs. The salience and positive or 

negative influence of each factor is discussed and summarized in Figure 2. Some themes 

emerged from specific questions all participants were asked (e.g., what are enabling and 

constraining factors in implementation), while other themes were inductively identified.  

 
 EPIS: Outer context  EPIS: Innovation factors 
 EPIS: Inner context  EPIS: Bridging factors 

Figure 2: Diagram of factors IDI participants identified as having a salient and 
positive to negative influence on the implementation climate for AMH interventions, 

mapped onto EPIS constructs. Emergent themes are depicted according to the EPIS 
Framework (shaded text) and organized according to both their relative positive (enabling) or 
negative (constraining) influence on the implementation process according to participants, and 
according to the strength of that influence, defined by participants/stakeholders as “significant” 

or “critical.” Factors in the “critical impact” quadrants are those that stakeholders framed as 
“key,” “critical,” “most important,” or using comparable language, or that came up most frequently 
as an important factor in IDIs. Some factors, such as political will, straddle the constraint/enabler 
line to indicate that while most participants viewed political will as an implementation enabler, a 

few invoked the lack of political will as a constraint. 
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3.3 Innovation Factors 

Innovation factors relate to the “innovation” or intervention’s characteristics, its 

alignment with the surrounding context, and individual characteristics of implementers 

(Moullin et al., 2019). The “contextual fit” pertains to the intervention’s “fit to system, 

organization, provider and/or client” (Innovation Factors, n.d.). Two themes related to 

innovation factors emerged as the most salient during IDIs: contextual alignment and 

adolescent-led approaches.  

3.3.1 “Context is King” and Endogenous Approaches  

The most prominent unifying theme IDI participants raised in relation to factors 

impacting implementation of AMH interventions was the critical importance of context 

and the need for interventions and the implementation process to be responsive to local 

realities and needs. In the words of one participant, “context matters, context is king.” All 

IDI participants described the need to tailor the mental health service and 

implementation strategy to the specific environment and context in which it is 

implemented. The way in which participants expressed this theme, however, varied. 

Participants invoked the need for contextual fit in relation to the surrounding 

community, for example, as well as adolescents’ needs, the political landscape, health 

system capacity, and the level of awareness around mental health. Several participants 

also framed contextual alignment in terms of endogenous approaches, or 

implementation that is community-led and community-driven.  
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Among the five participants who referenced their experiences implementing 

specific AMH interventions, most emphasized the process of adaptation. For example, 

one agenda-setter/decision-maker (P08) described adapting an AMH intervention 

package as a “learning process” about the intervention package initially, and then “after 

that the learning process, we came back and asked ourselves, what can we adapt, what can work 

in our context?” This participant further described the decision-making process around 

adaptation as motivated by considerations of sustainability: “we preferred to implement it 

as a national model because we thought that would be more sustainable as opposed to having it 

implemented as, by an implementing partner.” Another participant similarly described the 

initial implementation stages as an iterative process of adapting an intervention shown 

to be effective in one context to the local context: 

“We’re like okay, maybe this will work with our youth, maybe this wouldn’t, 
please improve it this way. So in a way we, we adopted it to, to our situation. 
And then after that, we invited the peer educators from three sites and we 
trained them using this adopted package. After training them, then we also gave 
them time to [...] give feedback on [...] how to improve it.” – P10, Tanzania-based 
developer/implementer  
 

3.3.2 Centering Adolescents in Design and Implementation 

When asked about factors that enable implementation, ten of the 12 IDI 

participants thought that the design and implementation of adolescent mental health 

interventions should start with adolescents themselves. Most participants who discussed 

adolescent-led approaches also expressed that adolescents can help drive awareness and 

advocacy around mental health, and that adolescent engagement must be “meaningful.”  
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“...the meaningful engagement of the adolescent to the programs, it is of 
paramount importance. They have to feel that they are part of it, they have to feel 
they own program.” – P09, Tanzania-based agenda-setter/decision-maker 
 
Another participant also used the language of “ownership,” or a sense of 

responsibility over and investment in the intervention, in relation to adolescent 

involvement in the design and implementation process. For example, one 

developer/implementer discussed how the process of training and supervising the peer 

educators on the indicators they were responsible for monitoring translated to a sense of 

ownership among peer educators.   

“So I think this whole system, this approach, helped us, like, really be committed 
to this package. Yes, we are borrowing it from other people, it’s not ours, but 
also, in a way, we have made it ours. At a level [organization], we’ve given input, 
but also I feel the peer educators feel like they owned it because their voice was 
also heard.” – P10, Tanzania-based developer/implementer  
 
Several participants further specified that “adolescent direct input is critical” from 

the earliest stages of the implementation process, beginning with the intervention 

design. Adolescents’ involvement was also framed as a strategy for improving 

accessibility of interventions.   

“Overcoming barriers to accessing these interventions may require adolescent 
input—asking adolescent advisory boards or informants about what they would 
suggest—as well as well-designed, responsive interventions that are adapted to 
the specific needs of the setting.” – P05, South-Africa based developer/implementer 
 
Over half of IDI participants also expressed enthusiasm about peer-led models in 

which peers deliver the health intervention, and shared examples of how adolescents 
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themselves conveyed a similar message. Several participants also viewed peer-led and 

“adolescent-friendly” models as enablers of implementation sustainability.  

“We used to conduct annual surveys and through those annual surveys that we 
did, we did about 23, one of the repeated themes that we kept hearing in the 
qualitative component from the adolescents was that they want their peers to, to 
provide the services to them.” – P08, Uganda-based agenda-setter/decision-maker  

 
One participant who discussed this theme, however, encouraged thoughtfulness 

in this approach so as to avoid tasking adolescent peer leaders with a level of mental 

health care management that was beyond their capabilities.   

“Peer-led supports are fabulous and we need to do more of those, and also we 
need to make sure that folks have the right skillset to be able to support people 
when you’re doing a community-based intervention for say depression or 
anxiety. I think it’s all possible, though, and I think, you know, that’s going to be 
the public health approach for mental health, is working more community level. 
So figuring out how to bring peers in and also youth-designed programs, how, 
you know really working with youth so youth-led programs as much as possible, 
and then figuring out how when you have kids with more difficult challenges or 
more serious mental illness that need more support, how do we get them into 
that higher level of care.” – P07, US-based agenda-setter/decision-maker 

 

3.4 Bridging Factors  

Bridging factors encompass the dynamic interactions and relationships across the 

implementation landscape, including between inner and outer contexts (Moullin et al., 

2019). Key bridging factors for sustainable AMH intervention implementation identified 

by participants included: political will; civil society advocacy and involvement; 

multisectoral approaches and engagement strategy; and stigma, mental health literacy, 

and framing.  
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3.4.1 Political Will and Buy-In 

The willingness to prioritize and invest in adolescent mental health was 

indicated to be an important determinant for sustainable implementation by all 

participants. While only two participants used the specific term “political will,” other 

participants’ responses invoked a similar meaning, using language such as “buy-in,” 

“back-up,” “support to see to it that these things are being done,” and “willingness.” One 

implementer/developer (P12) framed political will in terms of an intrinsic motivation to 

address mental health: “No one will be interested to make the policy if this doesn't come from 

the heart.” Another participant framed political will in terms of prioritization and 

resources: 

“I think it has to start by making this a priority. Once we say okay this a priority, 
we need like counselors, people who can assist people with their mental 
wellbeing, we need an environment that is supportive, I think once we make it a 
priority, then there’ll be resources, there’ll be like places where people can go 
and be trained, things like that.” – P10, Tanzania-based implementer/developer  
 
One participant offered a definition of political will that comprises three 

interrelated components, which also reflect the importance of contextual alignment: 

“The first [implementation] enabler is just what I will call political will, the 
ability to understand the types of interventions that are possible in a specific 
setting given its concerns, that belief in the ability that with concerted 
investments, it is possible to do a lot to improve the mental health of adolescents 
living with HIV and adolescents, such at risk of HIV, and the willingness to 
make those investments. I think it’s the first enabler at the strategic level.” – P04, 
US-based agenda-setter/decision-maker 
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Political will, then, encompasses the full suite of stakeholders that may be 

involved in decision-making around implementation. More specific to the 

administrative arm of the health system, several participants discussed framing the 

value of supporting AMH in terms of costs and benefits and situating the mental health 

needs of ALWH within the delivery of their clinical care.  

“But to really, if you can, if you can convince your healthcare system of the value 
of considering the broader range of mental and behavioral health issues 
impacting the clinical care of adolescents and especially adolescents living with 
HIV, I think that's critical to the sustainability of interventions moving forward.” 
– P01, US-based intervention developer/implementer  

 
By contrast, while other participants framed political will in positive, enabling 

terms (i.e., it is necessary to proceed), one participant shared experiences implementing 

an intervention in Tanzania and Malawi who framed political will in terms of a barrier 

(i.e. unwillingness to proceed).  

“...when the project ended, there were huge challenges in it persisting, not 
because the project wasn't effective. It was highly effective. Not because it wasn't 
recognized, it had international recognition. But basically, there wasn't a 
willingness to make a small investment in each of those countries to have the 
project continue after, after we left.” – P03, Canada-based intervention 
developer/implementer 

 
Examples of what political will could look like include “a multisectoral framework 

that has indicators for every sector” and “frameworks and policy guidelines.” Strategies for 

generating political will, particularly among policymakers, are discussed further below 

in the subsequent three sections.  
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3.4.2 Civil Society Advocacy and Involvement  

Most IDI participants cited community-based approaches to adolescent mental 

health and an active civil society as implementation enablers. The definition of civil 

society provided by participants, however, varied: some participants explicitly named 

adolescents as part of civil society while others did not; others distinguished civil society 

from external actors.  

“It's been one, civil society itself breaking down the doors, building the bridges. 
And when I say civil society, I'm saying something very specific. It tends to be 
internal civil society, not external civil society. So I'm not talking about 
international NGOs, etc. When citizens themselves begin to request and demand 
certain services or [certain] models or approaches, there's a way that the 
policymaking frame tends to change.” – P04, US-based agenda-setter/decision-maker 

 
Among participants who raised the importance of civil society, most also 

expressed that an engaged and informed civil society was critical for raising AMH on 

the policymaking agenda. 

“Civil society is such, such an important stakeholder to be able to galvanize 
support, you know, bring issues right to the front burner in a way that, you 
know, people can actually feel it and know that you know this is, this is really 
important.” – P06, Switzerland-based agenda-setter/decision-maker 

 
Several participants also appeared to invoke “community” in the same manner in 

which “civil society” was invoked (i.e., as a politically important stakeholder that should 

be involved in the decision-making process around implementation). 

“Political decision-making can be at the highest levels of government but also 
more immediate at the community level, and these stakeholders need to be 
considered, consulted, and collaborated with to achieve successful replication 
and scale-up.” – P05, South Africa-based developer/implementer 
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Several stakeholders suggested that community-led models, including peer-led 

models, are one way to respond to the lack of trained mental health providers (see 

section 3.5.1, Health System Capacity), and also mitigate the challenge of insufficient or 

uncertain funding for AMH programs (see section 3.6.1, Funding and Resource 

Environment).  

3.4.3 Multisectoral Approach and Engagement Strategy  

All IDI participants were asked which stakeholders they thought were the most 

important to engage in the implementation process and how best to engage those 

stakeholders. Key stakeholders that participants named most frequently include: 

adolescents and ALWH, government sectors (e.g., health, education, child protection), 

civil society and community leaders, hospitals and providers, media, and religious 

groups. Other stakeholders mentioned included parents, caregivers, schools and 

universities, the private sector, and academic researchers.  

While participants listed distinct stakeholder types, almost all participants, to 

varying degrees, highlighted the need for a “multisectoral approach,” also described as an 

“integrated,” “holistic,” or “comprehensive” approach. Multisectoral approaches are ones 

that integrate and involve not only multiple sectors within the government but also in 

the broader community and across levels of the health system. A couple participants 

described multisectoral engagement in terms of “linking with organizations, institutions, 
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and government departments who already work with adolescents” as an overarching 

engagement strategy.   

“...it's multisectoral. So it looks that we have representation for the Ministry of 
Health, Ministry of Education, Minister of Gender, Labor, and Social 
Development. So we looked at all the sectors that are working with young 
people, so we involve them and we translated that structure to also district 
level.” – P08, Uganda-based agenda-setter/decision-maker  

 
Six participants discussed the importance of leveraging “existing resources” or 

aligning with “existing structures;” most participants who raised this point described it as 

a benefit of a multisectoral approach that also facilitates sustainability. Policymakers’ 

responsiveness to mental health, or their political will to address AMH, also emerged in 

the context of multisectoral collaboration. Several participants indicated that political 

will is needed across the whole of government, as this leads to more meaningful and 

sustainable action.  

“The response to mental health must be broad-based and multisectoral and it's 
not about the health sector alone. And so we very much do recognize that there 
is a need for other sectors to take on the mantle of mental health response and to 
understand the unique contributions that they can make, particularly for 
adolescents. The education sector, the child protection sector, justice, legal, and 
others, and where we have seen that there is a clear mandate and a clear 
willingness to engage across numerous sectors, then we tend to see a broader 
and deeper, more sustainable and more meaningful response to, to mental health 
and therefore an ability for implementers to be able to operate in that context.” – 
P04, US-based agenda-setter/decision-maker 

 
In order to obtain sufficient political will to move forward with implementation 

and to enhance the likelihood of successful implementation, every participant, when 

asked about how best to engage with stakeholders, indicated that the process by which 
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multisectoral engagement occurs is important. Two participants suggested tracking 

indicators and outcomes related to stakeholder engagement from the beginning of 

projects, stating for example, that “ensuring buy-in is a must, and establishing, from early on, 

a protocol for consultation is critical in order to foster trust” (P05). Another participant 

echoed this need for early, “meaningful” engagement and trusting relationships.  

“You need to be able to, to communicate in a way that is open and transparent. 
[...] there needs to be a two-way communication that is open for information to 
pass from policymakers to implementers, from implementers to policymakers. 
[...] sometimes these engagements [...] happens maybe in the middle of the 
process or the end. And sometimes it could feel like an afterthought, and it 
shouldn't be. [...] It needs to be meaningful. It shouldn't be opportunistic in a way 
that, in a way that people start to feel like [...] you’re only engaging us just for the 
sake of engagement. So it shouldn't be tokenistic as well. When we want 
engagement, we should do it really well.” – P06, Switzerland-based agenda-
setter/decision-maker 
 
Several other participants suggested that engagement should happen from the 

beginning of a project and that timing and quality of engagement mediated 

implementation sustainability. For example, one agenda-setter/decision-maker 

participant (P09) framed stakeholder engagement throughout the implementation 

process as a positive influence on sustainability: “So because they were part of the planning, 

they were part of the implementation, they know how to sustain it.” A developer/implementer 

similarly emphasized the necessity to involve key stakeholders from the beginning: 

“It’s very important to include the, the administrator level, means the director, 
the big bosses, the [...] administrator [...], the health workers. What do I mean is 
that the whole team which is supposed to be in place should be involved from 
the initial so that they can know what is going on.” – P11, Tanzania-based provider  
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Several participants also indicated that finding the right “entry points” or right 

“channels,” which could include “community gatekeepers,” was an important dimension of 

an effective engagement strategy, particularly as these stakeholders vary across 

locations. Entry points might also be policy windows, or the period following the 

enactment of new policies that are relevant to AMH, or data and evidence.   

“It's a space where, when a policy that has been put out, is good. It's a good 
space for advocacy. It's a good space for raising awareness. It's a good space for, 
you know, networking and engaging even other regions on how best to 
collaborate to strengthen you know the system, to work to, to see to it that these 
things really are being implemented as, as intended against policy.” – P02, 
Zimbabwe-based developer/implementer 
 
Four participants framed successful engagement strategies in terms of having a 

“clear champion,” while several other participants used similar language of the need for 

“advocates” or other actors with clearly established political will. One agenda-

setter/decision-maker participant (P04) stated that the champion should be “enabled,” 

“equipped,” and “engaged,” and that champions within specific sectors need to be 

identified, as they are better able to advocate within that specific sector.  

“The places where multiple sectors have been effectively engaged, whomever the 
champion of the group of champions is, they’ve really been able to get into the 
mindset of the sector to understand the specific outcomes or the specific 
symptoms or the specific entry points and behaviors that are of most concern to a 
sector, but also so the sector feels that it is well-positioned to respond to and 
when that is done very carefully that mapping is done very carefully, then it does 
avail a clearer entry point, more comfortable entry points and clearer selling 
points to the sectors that are to be engaged. – P04, US-based agenda-setter/decision-
maker 
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Clear champions were seen as influential for sustainability: “in terms of 

sustainability, one, one thing is really champions. When you have champions, they’ll, then they’ll 

just move” (P10). Another developer/implementer (P12) referenced their own 

championing as an enabler of implementation continuation: “My passion, my commitment. 

I don't see myself doing other things. I don't see myself being happy doing other things.” Linked 

to the theme of “champions,” the theme of “ownership” also emerged in relation to 

effective stakeholder engagement, specifically in the context of the community in which 

the project or intervention is implemented.  

“The community should [...] feel they’re also the owner of the project, and not the 
donor is the owner. [...] If it’s in hospital, the team should feel of being [the] 
owner of the project and not like they are just there to work and make things 
happen, but they should feel ownership, and [be] part of it from the scratch. [...] 
They should know it and learn step by step.” – P11, Tanzania-based 
developer/implementer 

 

3.4.4 Stigma, Mental Health Literacy, and Framing  

When asked about barriers to implementing adolescent mental health 

interventions, all participants discussed lack of mental health literacy. All but three 

participants spontaneously mentioned stigma as a key challenge. The way in which 

stigma was invoked varied, and only one participant was asked directly about their 

perceptions regarding stigma, highlighting the theme’s salience. Several participants 

also referenced HIV-related stigma. For example, some participants discussed the 

impact of HIV-related stigma on mental health and access to resources such as peer 

support, but not necessarily stigma specific to mental health. 
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“I think that the incredible pervasiveness of HIV-related stigma is another major 
barrier. In that it becomes difficult enough to access HIV related care and 
services and then to seek care.” – P01, US-based developer/implementer 

 
Several participants framed stigma as related to a general lack of understanding 

about mental health and “myths” around mental health. Participants cited the subtlety of 

mental health symptoms and differences between broader psychosocial wellbeing and 

discrete mental disorders as contributors to lack of awareness. For example, one agenda-

setter/decision-maker participant (P06) said the “stigma,” “misinterpretation,” 

“discrimination,” and “inhibition” around mental health is “a huge barrier, because that 

understanding of what mental health means, it's not there.” This unawareness was cited 

across all levels of the health system and the broader community in which interventions 

are implemented.  

“I think number one is awareness of the need to even do anything in the mental 
health space [...] both at the community level and policymaker, decision-making 
and funding levels.” – P07, US-based agenda-setter/decision-maker  
 
Stigma was also seen as having a negative impact on building political will for 

prioritizing mental health. 

“But also to make it an agenda, I think more and more people, like I know a 
number have started doing research in this field, they need to be presenting their 
findings to policymakers, to different technical working groups, so people are 
becoming more and more aware about it and then people will be like, okay, 
maybe we need to do something about it. The thing is the symptoms are really 
subtle. It’s not like when you have malaria, then everyone knows that okay, we 
need to take you to the hospital. When you have like a fracture, people know 
they need to take you to the hospital. But when it comes to mental wellbeing, it’s 
most of the time like really personal and I feel in the communities it’s being 
stigmatized, you cannot really talk openly, or if you talk about it, people may 
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ignore it or don’t think it’s such an issue, why are you not coping with whatever 
challenge you are coming, going through, so there’s, like at individual level, 
these are challenges, maybe that’s why it’s not being made a priority.” – P10, 
Tanzania-based implementer/developer  

 
While some participants made an explicit connection between this lack of 

awareness or understanding and stigma, other participants did not relate mental health 

literacy directly to stigma. However, most participants thought that lack of mental 

health literacy functions as one of the primary barriers to implementing mental health 

interventions or programs. Indeed, multiple participants, when asked about the main 

challenges to implementation, listed awareness as a top concern.  

“The mental health is something which is new to the community, so many 
people, they don’t know about it. So the knowledge or awareness I think that’s 
the main thing, especially for those people making the policies.” – P11, Tanzania-
based implementer/developer  

 
Multiple participants also linked improving mental health literacy to 

sustainability of mental health interventions. For example, an agenda-setter/decision-

maker participant (P09) characterized effective communication about mental health as a 

core component of sustainability, meaning that the stakeholders “understand clearly the 

issue, the challenges, and where do we want to go.” Having both a “comprehensive approach” 

or multisectoral approach and a “common understanding of the project” were viewed as 

mechanisms for enhancing prospects of implementation sustainability.  

Several participants noted that within their own organizations, efforts to address 

or incorporate mental health were relatively recent. One developer/implementer framed 
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mental health programs as “new to us,” for example, while an agenda-setter/decision-

maker indicated that it was only within the last year that “we’re just putting in for the first 

time ever in an adolescent and young people plan addressing mental health.” Another agenda-

setter/decision-maker stated that it has been within the previous two to three years 

“when we had specific guidance on mental health integrated into our guidelines.” Another 

developer/implementer also noted that there was an appetite among community 

members for more mental health resources: “We get so many people who are curious, who 

are eager to understand, to hear about mental health.” 

To address both the lack of awareness and stigma around mental health, several 

participants emphasized the value in the “right narrative” and “framing” around mental 

health, including making clear linkages between mental health outcomes and broader 

health and social development outcomes. In other words, the narrative around mental 

health can influence implementation.  

“The framing of mental health when it's a lot more open, it's a lot less focused on 
prices, on niche apex clinical services, when it is linked to conversations about 
human potential, the national [...] economy, lost income to a family, an 
individual, a nation, when it is linked to adult productivity, life course, earnings, 
and then other facets of health and well-being, it's, it's a more nuanced picture 
that you are painting at that point. And so I cannot emphasize enough the 
importance of having the right narrative of having the other strategies, having 
the right evidence and data to show all the different ways that mental health 
contributes to national well-being and to national development and all the 
different ways that if it is not attended to, it will detract and act as a drag on the 
real economy.” – P04, US-based agenda-setter/decision-maker 
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Other participants echoed the idea that more clearly communicating how mental 

health can influence the national economy could help enable implementation. One 

participant framed this point in terms of adolescents’ role in economic development.   

“I think it’s greater awareness of the impacts of mental disorders on economic 
outcomes in a country, on other health issues, because they’re all linked, usually 
someone doesn’t have just one mental health disorder, they’re linked to other 
negative health outcomes over time, if not addressed quickly.” - P07, US-based 
agenda-setter/decision-maker 

 
“Adolescents are still in school or are transitioning to the labor market, so you 
need to think about engaging the educational, skills development, and labor 
sectors if you wanted to strengthen the system and promote adolescent mental 
health.” - P05, South Africa-based developer/implementer 

 
A developer/implementer (P11) thought that policymakers’ receptivity to mental 

health should be positive because mental health “assists adolescents to grow well and also 

can minimize the transmission of infection, and you can have a community which is healthy.” 

This framing did seem to resonate with policymakers: an agenda-setter/decision-maker 

who was a current policymaker stated, “we have to invest in the adolescent to be the potential 

for our development.” Linking mental health to broader concerns that would interest the 

government, like the broader wellbeing of the community, could be helpful in 

generating political will.  

Given the ubiquity of mental health-related stigma, most participants referred to 

the usefulness of community-led approaches to mental health, as this approach enables 

constructive dialogue initiated by community gatekeepers who have trust within their 

communities. A few participants suggested that the media could also play an important 
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role in improving mental health literacy and shaping the narrative around mental 

health.  

“Media is also a sector that can really be influential, especially looking at mental 
health. If, you know, when, when we’re looking at policy in terms of how 
making it a service provision, how is the media, also, you know, talking about it? 
How, how is the language around it.” – P02, Zimbabwe-based developer/implementer 

 
Investing in media or public awareness campaigns was also seen as a potential 

tactic for reducing mental health stigma and improving mental health awareness. 

“I think a huge investment, a kind of basic investment - and we learned that from 
the HIV sector - is educating journalists. Educating institution heads, educating 
you know key associations. So whether it's your National PTAs, your national 
you know Boy Scouts Girl Scouts, [...] getting down to brass tacks with very 
simple key messages really, and then the community awareness campaigns and 
activities [...] they do tend to open the space for dialogue if nothing else.” – P04, 
US-based agenda-setter/decision-maker  
 

3.5 Inner Context 

Inner context constructs encompass dimensions of the implementing 

organization and implementers (Moullin et al., 2019). Key inner context constructs that 

participants discussed were health system capacity and health system integration.  

3.5.1 Health System Capacity  

All stakeholders raised health system capacity as a critical implementation factor 

that could either enable or constrain sustainable implementation. The most prominent 

capacity-related issue that emerged was a shortage of trained mental health providers, 

including social workers, counselors, psychologists, and psychiatrists. Multiple 

participants noted that this workforce shortage also creates a challenge for linkages to 
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care and moving beyond screening and identification of mental health challenges, as the 

“referral escalator is broken.” Several participants also linked this workforce shortage to 

the training pipeline. After describing the nature of training available for psychology 

and psychiatry in Tanzania, one developer/implementer (P12) stated, “you can imagine 

how many [mental health] professionals are in the country. Very, very few.”  

“One, you know, very specific barrier is that there often just are not individuals 
trained in providing mental health support or counseling in these areas, you 
know, they're relatively - in the settings in which I work in East Africa, there are 
just very few of these individuals. Whether you're talking about trained 
counselors, psychologists, or psychiatrists of each of those level they're just very, 
very few people and so, well we struggle to have enough capacity of them even 
at the referral hospital. At levels of, you know, districts or more rural health 
centers, there often are very few people who have the training or the time and 
capacity in their busy schedules to provide that specific care.” – P01, US-based 
developer/implementer 

 
The lack of awareness and understanding of mental health also negatively 

influenced health workers’ ability to identify and treat mental health conditions. While 

most participants discussed human resource constraints in the context of service 

delivery, a couple others also discussed this constraint in terms of capacity in 

universities, training programs, and even ministries. One participant shared that from 

their experience as a medical doctor, they did not think that they nor other doctors were 

sufficiently equipped to address mental health: 

“Counseling is a skill, which may need training, and a lot of practice, so I feel 
most people have not mastered that skill. So that’s for almost everyone. Now for 
adolescents, I think it’s even harder for them to access the right people to assist 
them through.” – P10, Tanzania-based developer/implementer  
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As one response to this constraint, several participants suggested using existing 

resources,” such as existing “health worker cadres,” including “community health extension 

workers.” Participants who suggested this option, however, also emphasized the need to 

not overburden health workers. For example, one participant stated that there are few 

mental health-specific implementers, and instead “mainline implementers” responsible for 

“broad sectoral programs” are asked to “expand their technical [...] competency and enter new 

domains and new realms of programming.”  

Linked to capacity, almost all participants thought that ongoing monitoring and 

support of interventions was an important factor for implementation. For example, one 

participant discussed how peer educators needed ongoing support, both to be able to 

deliver the intervention package but also to feel confident in their ability to do so.  

“So in a way the expectation was after training [the peer educators], they’ll be as 
good as the experts. Which on the ground it was not really the case. We really 
needed to support them, like ongoing support, and so after a while we started 
like monthly, actually weekly, calls for them, for the peer educators to present to 
the [intervention name redacted] experts, like okay this is the challenge we face at 
the facility, this is how we used the [intervention name redacted] concept to 
overcome it, and then there will be a discussion, what are the ways of doing it. 
And after doing a number of this, we felt like the peer educators were really 
becoming confident, they felt that they could really use the material.” – P10, 
Tanzania-based developer/implementer   
 

3.5.2 Health System Integration  

  Most participants suggested integration and embedding into the health system 

as a successful implementation strategy and as “key” to the sustainability of AMH 

interventions.  
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“But at a minimum, I think you need to have an eye towards how this might be 
able to be integrated into the system if you're going to have any hope of 
sustainability.” – P01, US-based developer/implementer  
 
Three participants suggested including specific indicators as one strategy for 

ensuring integration actually happens and that the intervention is sustained.  

“If you, some of your outcome measures do not address embedding into existing 
structures, you're not going to be able to walk away with any degree of comfort 
that that will continue.” - P03, Canada-based developer/implementer 

 
Integration encompasses not only embedding the service or intervention within 

the health system, but also integrating the service with other health services, such as 

HIV and reproductive health, and vice versa. Successful integration is “multilayered,” 

including at the leadership and governance level (i.e., “national guidelines and policies;” 

“representation of mental health, HIV in technical working groups” in ministries) and at point 

of service delivery (intervention itself integrated; health workers trained, “properly 

renumerated,” “motivated,” “properly appreciated”). Integration also means compatibility 

with the specific implementation setting and contextual alignment.  

“The first thing that predict whether an entire system will embrace a new way of 
thinking about care is the extent to which new models of care are fully congruent 
with local culture and local context.” – P04, US-based agenda-setter/decision-maker 
 
Integration may also help mitigate capacity issues and create a positive feedback 

loop, for example: “The system of referral and reporting on patient outcomes can be quite 

fragmented, therefore, more integration would strengthen the links between mental and overall 

health systems” (P05). The importance of integration and potential benefits also links to 
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the theme of the “right framing” around mental health, i.e., linking mental health to other 

health and social development outcomes.  

3.6 Outer Context 

Outer context constructs comprise the resource and policy landscape and 

characteristics of adolescents (i.e., service users) (Moullin et al., 2019). Themes related to 

the outer context participants identified as important include the funding and resource 

environment, the policy and legal environment, and characteristics of adolescents.  

3.6.1 Funding and Resource Environment  

When asked about barriers to implementation, most participants cited funding 

and resource challenges as the main barrier to sustainable implementation of AMH 

interventions.  

“It's incredibly difficult in my experience to maintain funding within the 
healthcare systems for the people we need often to deliver these interventions 
and especially if there's any extra cost to the intervention as well.” – P01, US-
based developer/implementer 
 
While one developer/implementer (P12) discussed optimism about a perceived 

abundance of opportunities in mental health, for example, this participant also caveated 

that funding and political will are prerequisites for many of the opportunities described: 

“it's all about funds. You see? It’s all about funds.” One participant also linked the resource 

gap to the need for a multisectoral, “comprehensive” approach to address adolescent 

health needs.  
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“...we need a lot of resources because dealing with the adolescent needs a 
comprehensive approach. Not only focusing to adolescent, but we have to focus 
the community, the parent, guardian, the school system, the policy issues. And to 
the adolescents themselves, but also to the service providers, healthcare workers. 
So to have a balance of the supply and the demand side. So actually, we need the 
financial resources, time, human resource and other sources. Actually, we need 
lot of sources.” – P09, Tanzania-based agenda-setter/decision-maker 
 
Several participants discussed challenges created by the short-term nature of 

most available funding. One participant, for example, discussed the donor funding 

model as particularly constraining and critiqued its orientation towards short-term, 

novel projects. The donor community’s “attitudinal problem,” in this participant’s view, 

reflects a bias towards “project ownership” and novelty while neglecting opportunities to 

scale up or embed evidence-supported interventions.   

“...I would frankly say don't waste your time on doing any projects, unless you 
have got confirmation of long-term funding. [...] funding that is long enough to 
be able to not just show that a project works, but it's long enough to embed the 
components of that project into the systems as they exist. [...] We’re probably 
looking [at] seven to 10 years.” – P03, Canada-based developer/implementer 
 
Long-term, sustainable funding was cited by multiple participants as an 

important enabler of implementation, particularly to enable integration into health 

systems. Donors’ influence over priorities and the implementation process was also 

cited as a challenge. One agenda-setter/decision-maker described how external funding 

for an adolescent mental health program created challenges with the pace of scale up, 

consistency across districts, and priorities.  

“One of the challenges is that even though we are spearheading this activity as 
the Ministry of Health, we are still working with implementing partners because 
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it's [donor] funding. So the leadership, the planning and coordination, is done by 
us, Ministry of Health, but when it comes to the funding for training, and things 
like that, it's still [donor] resources. So, you find that the implementation varies 
per region, depending on how vigilant the implementing partner is with the 
program, but so far it has been so good for most of the regions.” – P08, Uganda-
based agenda-setter/decision-maker  
 
Dedicated mental health funding was also described as virtually nonexistent or 

difficult to obtain. By contrast, one agenda-setter/decision-maker (P07) discussed the 

challenge of earmarking mental health within a broader portfolio like HIV. First, it is a 

“limited population,” and second, this funding model is perilous: “We expect to hit epidemic 

control for HIV in a couple of years so that means funding will decline. I think the biggest hit will 

be these kinds of complementary programs or tertiary programs.” While most participants 

thought that integration of mental health and HIV programming was important, the 

potential pitfall of such integration in terms of funding presents an important 

counterpoint. One participant, for example, expressed skepticism about whether HIV 

donors were prioritizing mental health in the first place.  

“I don’t see those, I mean donors who are dealing with HIV, having the funds for 
the mental health, I haven’t heard any, though there are some that are trying to 
make an adolescent friendly environment and so on.” – P11, Tanzania-based 
developer/implementer  
 
On the other end of the spectrum, external funding could be an enabler of 

implementation by shaping priorities, as a couple participants suggested. However, in 

the context of financing constraints, integration could help mitigate this challenge. An 

agenda-setter/decision-maker expressed that applying “integration thinking” to the 
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financing environment by identifying a “sustainable financing system” for services would 

improve sustainability. Several participants also suggested sharing costing data as a 

strategy for demonstrating “that it is possible to achieve a lot with mental health within the 

bounds of existing financial envelopes, or the bounds of existing capacity and structure.” One 

agenda-setter/decision-maker thought that this kind of evidence and engagement could 

be galvanizing.  

“I think we need those, the donors, people like me, really on board and starting 
to fund research that can help us get that information and then concurrently look 
at how we can incorporate interventions into the portfolios that we have and 
manage.” - P07, US-based health aid donor 

 

3.6.2 Policy and Legal Environment 

Most participants cited the government as an important stakeholder with which 

to engage in the implementation process. However, some participants expressed 

uncertainty about the government’s ability or willingness to support AMH policies.  

“It hasn't been easy because of different reasons. One is finance, one is meeting 
people who are interested. Secondly, and another thing is the government, if the 
government is ready and something like that, you have talked to top officials and 
you know--it needs some process. But it's very, very, very, very important. And 
I’m, I’m, I’m, I'm very much interested to see if we can have some policies 
guiding us because it's not good. We don't have good policies in Tanzania about 
mental health. Because actually the policies we have, they’re included in [...] 
general healthcare, which doesn't specify to mental health. So we need specific 
ones.” – P12, Tanzania-based developer/implementer  

 
Other participants thought that the broader political environment influences the 

policy opportunities for AMH. For example, one developer/implementer stated: “the 

political environment can influence this process in cases where there are competing priorities—
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often for funds, but also for a vision of what the needs of a given population are.” Another 

participant, when asked about the impact the COVID-19 pandemic might have on the 

policy environment around AMH, thought that the pandemic could further marginalize 

mental health in the policy arena. When asked the same question, another participant 

thought that the pandemic’s global negative impact on mental health could shift policy 

attention toward mental health.  

“Go country to country and see how important it is for having strong mental 
health policies, having mental health professionals, centers, counseling centers, 
and priority, to prioritize the mental health services in any given country in this 
world, in this time of COVID-19.” – P12, Tanzania-based developer/implementer 

 
Four agenda-setters/decision-makers and one developer/implementer discussed 

the important role of the legal environment for adolescent health. For example, one 

stakeholder, when describing the need for youth-led approaches, stated that some youth 

“can’t come on their own, often,” when accessing health services. Another stakeholder 

emphasized “legal barriers” and differences in service accessibility, stating that “access to 

services is hampered by, by sometimes retrogressive laws and policies” including age of 

consent laws, which tend to be lower in East and Southern African countries relative to 

West and Central African countries. As with mental health, the framing of changing 

such laws was also highlighted as an important component of an effective strategy.  

“...it's not necessarily meaning that we are cutting off, you know, parents or 
guardians or caregivers, no. What it just means is that we are providing a really 
important option for the adolescent to be able to say, you know, I want to access 
this service.” – P06, Switzerland-based agenda-setter/decision-maker 
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3.6.3 Characteristics of Adolescents  

From the point of view of agenda-setters/decision-makers and intervention 

developers/implementers, adolescents are not a homogenous group and have different 

needs and experiences based on age, gender, residence, HIV status, and other 

intersecting identities. Most stakeholders used the WHO’s definition of young people, 

10-24 years, and of adolescents, 10-19 years. Three stakeholders discussed the different 

“risk profiles” of adolescents depending on their age and the need for targeted 

approaches depending on these risk profiles.  

Rigorous, high quality research and evidence on mental health interventions are 

also not abundant, yet could be helpful in building political will. At the same time, 

several participants noted that, particularly in the context of adolescents living with 

HIV, there is sufficient data documenting mental health issues among this population, 

suggesting that there is a gap between data and political will.  

All participants who were asked about the impacts of COVID-19 on adolescent 

mental health thought that the pandemic was likely to have serious and long-term 

consequences on adolescents. Most noted the negative impacts of closures on 

adolescents’ engagement with peers and access to education and health services. 

Domestic violence and increased rates of poverty were cited by some participants as 

other potential adverse outcomes that would likely impact adolescent mental health. For 

ALWH, several participants also expressed concern about the potential disruptions in 
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HIV care and treatment since those services were largely hospital- or facility-based, in 

addition to broader heightened vulnerabilities form living with HIV.  

While about a quarter of participants thought that the pandemic will contribute 

to long-term negative impacts on adolescents, several also expressed optimism. For 

example, a couple participants suggested that increased innovation as a strategy for 

responding to constraints from COVID could enable new and better ways of delivering 

health services: “...innovation and creative thinking could help us to readapt in a meaningful 

way.” Indeed, several participants discussed how their programs adapted by using 

digital and phone-based platforms to continue services.  

3.7 FGD Participants: Experiences Delivering SYV 

3.7.1 Meeting Mental Health Needs of Adolescents  

Among SYV group leaders, there was consensus that “Sauti ya Vijana helped [SYV 

participants] to cope with their situation.” A group leader shared that before SYV, “most of 

the youth did not accept their situation on how they live with HIV” but that SYV helped the 

youth to cope and “adhere to their medication.” It was the perception of most group 

leaders that SYV also helped reduce mortality because of SYV’s impact on coping ability 

and HIV treatment adherence. HIV-related stigma was also discussed among SYV group 

leaders, who described how some SYV participants’ behavior seemed to reflect internal 

stigma.   

“Those who participate in SYV and finish all the sessions, you see some of them 
have a self-stigma because when they come to the session they say no I don’t want 
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to use this gate because there is someone may see me so please can you have another gate 
so there is no anybody can see me.” – SYV Group Leader FGD Participant  
 
While SYV group leaders all agreed that SYV had a positive impact on youth 

who participated in SYV, it was also shared that SYV was limited in its ability to address 

the scope of challenges SYV participants faced. Consequently, SYV group leaders shared 

recommendations for how to better meet SYV participants’ needs, including linkages to 

other services.  

“SYV only provides intervention in mental health but the youth have a lot of 
problems like money issue, issue of school, issue of houses, so we do referral but 
if you refer the youth to the certain NGO maybe...I didn’t do before but in 
another project I did it, I referred the youth but they don’t get the service so if we 
go to the NGO which is serious to give the youth their service it will be better, so 
serious referral.” – SYV Group Leader FGD Participant 
 
When asked about introducing SYV to elsewhere in the country, there was 

consensus among SYV group leaders that scaling up SYV to other parts of Tanzania 

would benefit young Tanzanians living with HIV. One FGD participant also suggested 

expanding access to young people living with disabilities.   

“I would like this intervention to be introduced in other places, other regions, 
meaning other part of the country because they have seen its fruits/outcome here 
in Kilimanjaro that it has brought good impact and many people...many youth 
have been able to get knowledge that was able to help them become self-aware 
and decrease youth death, those youth who are living with HIV, but I also 
believe it is not only in Kilimanjaro and there are other region in Tanzania that 
youth live with HIV and I wish they could get this intervention, Sauti ya Vijana 
training so that they also become self-aware and to be able to know to live with 
HIV is not the end of life and also to be able to know the importance of medicine 
and how they can solve the problems that they face like those psychological 
issues how to tackle them, stigma, if they can get all that.....and to be able to 
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discover who can be your closest support, if they can get all that, I am sure their 
life will be good and will live without fear.” – SYV Group Leader FGD Participant 
 
However, SYV group leaders thought that even in the community in which SYV 

was implemented there was an unmet need for addressing mental health. Participants 

shared ideas for how they thought this need could be better met.  

“This education should reach more to the community [...] there are people who 
truly don’t have time and there are people who need to be followed in their 
environment, for example there is a station, like when you go outside on the road 
you find people running for motorcycles and Bajaj so if maybe we can go those 
people stations when maybe there is a certain project and explain to them on the 
project, how it works and they understand, just to give the community a greater 
understanding of mental health issues, [facilitator: ok] because a person might be 
suffering and does not know [facilitator: and don’t know where to go] not even does 
not know where to go but just sees that thing is tormenting him and one day he 
hangs himself, many people hang themselves, there are many incidence of 
hanging, poison, so the project can also help them.” – SYV Group Leader FGD 
Participant 

 
Incorporating SYV or mental health more broadly into schools was seen as 

another avenue for improving mental health awareness and mental health outcomes in 

Tanzania, a change in which the government had a role to play.   

“I also think to add on school curriculum so that it can be routine like the other 
studies which they are getting like Maarifa ya jamii (social knowledge) [...] 
because no one accept or in Tanzania I think we are not yet understanding the 
meaning of mental health [...] if someone is mentally not ok we do not appreciate 
that so in school like from primary school up to college.” – SYV Group Leader 
FGD Participant 

 
“Our government should agree or should propose that mental health....I mean 
mental health should be provided in school based on using psychologist so that 
they can help students because most of the students they have a lot of problems 
but they do not share or they do not have any person to share those problems.” – 
SYV Group Leader FGD Participant 
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3.7.2 Group Leaders’ Recommendations for SYV Fit 

 Group leaders shared several recommendations for improving SYV’s alignment 

with and ability to serve the needs of adolescents such as incorporating content about 

dating and sexual health into the intervention.  

“Most of the youth they are passing the phase of relationship or affairs or dating 
or something like that so I see mental health is very helpful but attaching with 
something like maybe little education about how to handle yourself as 
adolescent when you are in a relationship or when you are dating or when you 
want to have sex with the partner it can also help because that is the very...it is 
the part which is very hard for the youth to share with their caregiver or 
sometimes with us.” – SYV Group Leader FGD Participant 
 
Caregivers were also seen as playing an important role in SYV participants’ 

mental health and wellbeing. SYV group leaders thought that more could have been 

done to involve caregivers: “the other thing that we would have done is to fight more to 

connect those youth with the parents and the caregivers so that they’re able to be their closest 

help.” Greater involvement of the caregiver was seen as a way to help the youth have 

healthy relationships, which is a key lesson of SYV: “we should work hard to encourage the 

caregiver to talk with their youth in any situation.” Home visits were also referenced as 

helpful in understanding the home context of the youth. 

3.7.3 Personal Impact of Delivering SYV  

 SYV group leaders expressed enjoyment and gratitude for the team dynamic 

among group leaders and supervisors. Participants appreciated that there were 
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opportunities to discuss challenges when they arose and that they could practice SYV 

content beforehand to ensure mastery of the material.   

“Before we do anything to our project, we did practice [...] so our practice make 
us to be more perfect in working as a group leader and it helps us to connect well 
with the material.” – SYV Group Leader FGD Participant 
  
“We work in a very smooth way [...] the boss is perfect, the team work, perfect, I 
mean amazing that when you work...I at first don’t feel like I am coming to work 
[...] when you have a misunderstanding with someone we sit and share, we talk, 
you see and if a person has stress we share the secondary stress, because primary 
stress is when maybe you have talked to a participant and he gave you 
something that is a little bit...we share.” – SYV Group Leader FGD Participant 

 
Main motivations for becoming an SYV group leader and continuing to work as 

a group leader included “leadership,” working with young people and the community, 

and helping young people and the community. In particular, group leaders enjoyed 

witnessing the “positive result” for SYV participants, including for their medication 

adherence, outlook on life, and employment.  

“Together with my other group leaders we do it like in a teamwork way to make 
sure that [SYV participants] understand so if they understand, that is the very 
part which I enjoy.” – SYV Group Leader FGD Participant 

 
“When I deliver something and it works to the youth, like at first most of the 
youth they were having perception that if you are living with HIV you 
cannot...there are some of the work which you cannot do or you cannot even 
maybe...like those hard work like craftsmanship, building houses and other 
things you cannot perform those work but after being getting education...I mean 
this intervention most of them changed and some of them they are practicing 
craftsmanship, they are doing some work.” – SYV Group Leader FGD Participant 

 
 When asked whether SYV had impacted their personal lives, group leaders 

expressed that SYV had taught them skills they found useful for their own mental health 
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management. For example, one group leader shared: “I can cope by using maybe breathing 

or count backward, so Sauti ya Vijana has helped me a lot. Outside Sauti ya Vijana I can cope 

with my life by using Sauti ya Vijana habits.” Other group leaders also expressed that SYV 

helped them in their relationships and that they were able to “offer help” to friends by 

sharing what they learned through SYV about HIV, stigma, and mental health. SYV also 

supplemented professional education for group leaders pursuing careers in mental 

health such as social work and psychology. Navigating secondary trauma, on the other 

hand, was identified as a more challenging aspect of being a group leader.  

“At first it was difficult maybe to me and there is a time when I say that mmh! I 
cannot bear this, should I quit? no, it is painful but after introducing this issue to 
our boss we were given a training on how to overcome secondary trauma, then 
after getting that training it helped much and...for me it helped and up to now I 
can overcome this.” – SYV Group Leader FGD Participant 

 
 



 

56 

4. Discussion 
IDI participants identified adapting to context throughout the intervention 

design and implementation process as a core factor AMH intervention sustainability in 

Southern and East African settings. IDI participants viewed centering adolescents in the 

design and implementation process and adopting peer- and community-led models as 

enablers for sustainable implementation. Relationships and engagement were also seen 

as critical factors for sustainable implementation, including sufficient political will 

around adolescent mental health, buy-in across levels of the health system, civil society 

advocacy and involvement, multisectoral approaches, and mobilization of champions. 

Participants’ perceptions of the most important stakeholders to involve varied (e.g., 

providers emphasized engagement with hospital administrators whereas policymakers 

emphasized engagement with specific government departments). Yet all IDI participants 

had similar views on engagement strategy. High mental health literacy, involving key 

stakeholders from the beginning of the project, and engendering a genuine sense of 

ownership in the project were identified as core dimensions of successful stakeholder 

engagement approaches. Major constraints to sustainable implementation identified by 

IDI participants were HIV- and mental health-related stigma, low mental health literacy 

and awareness, insufficient health system capacity, and inadequate policy, resource, and 

legal environments. While FGD participants shared that SYV had a positive impact on 

both their own lives and SYV participants, they also thought that more could be done to 
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further adapt the intervention to the Kilimanjaro region and across Tanzania. Group 

leaders also thought that stigma constrained implementation.  

Many of the implementation factors described by participants can be further 

magnified using SYV as a case example. SYV was developed following a needs 

assessment of young people living with HIV in Moshi in the Kilimanjaro region of 

Tanzania, reflecting the importance of centering adolescents in intervention design 

(Dow et al., 2016). However, as shared by SYV group leaders, the need for basic mental 

health awareness and services even just in the Kilimanjaro region is large and unmet. 

IDI participants conveyed that the “referral escalator is broken” as well, which precludes 

adolescents with more complex or severe mental health difficulties from getting the care 

they need. SYV delivery also required supervision to ensure group leaders were 

adequately equipped to deliver the content and attention to secondary trauma among 

group leaders. This situation creates a tension between being able to provide peer-led 

services, which adolescents generally prefer, and ensuring sufficient health system 

capacity to deliver care. While initial results of SYV showed positive impact on ART 

adherence and virologic outcomes, the next hurdle toward intervention sustainability 

will be packaging and disseminating results (Dow et al., 2020). Based on the results of 

the present study, leveraging these available pilot data, identifying potential champions 

across the health system who can advocate for SYV, engendering ownership among key 
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stakeholders, and partnering with local civil society may all serve as useful strategies to 

improve the likelihood of sustained and scaled implementation of SYV.    

This study also provides a unique application of EPIS constructs by 

prospectively exploring (E) how to best prepare (P) for AMH intervention 

implementation and what implementation factors (I) best position an intervention for 

sustainment (S). Based on a review of 49 publications from 2011 to 2017 that assessed 

application of EPIS constructs, only one involved a project in an African country, which 

was South Africa (Moullin et al., 2019; Peltzer et al., 2016). Since then, one study 

retrospectively applied the EPIS Framework to examine a peer-led mental health 

intervention for ALWH in Rwanda (Donenberg et al., 2019). This present study adds to 

the literature by prospectively examining factors that influence sustainability of AMH 

interventions in Southern and East Africa, with a focus on ALWH.  

Insufficient human resources for mental health has been documented in LMICs 

as a significant implementation barrier (Collins et al., 2011; Lora et al., 2017; Saxena et al., 

2007). A 2021 analysis of barriers and facilitators to service delivery in a wide range of 

mental health projects supported by Grand Challenges Canada (GCC) found that human 

resources and health system capacity constraints, integration challenges, and adequately 

adapting interventions to local contexts to be key implementation challenges (Qureshi et 

al., 2021). Integrating service users in the design of projects and “stakeholder-driven 

promotion” were identified as drivers for successful service delivery (Qureshi et al., 
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2021). While some of the projects included in the analysis were specific to children and 

adolescents, none appear to focus on ALWH. Other resource constraints, including 

financing, policy, and health system resources, have been well-documented in mental 

health (Saxena et al., 2007). At the policy level, the most recent WHO Mental Health 

Atlas reported that most WHO Member States have either a mental health policy or 

mental health law (72% and 57%, respectively) (World Health Organization, 2018). Yet 

53% of countries globally and only 27% of countries within what the WHO classifies as 

the African region reported having resources allocated for implementing their mental 

health policy or plan (World Health Organization, 2018). Across countries in the African 

region that reported on government mental health expenditure, the median reported 

expenditure was US$0.10 per capita (World Health Organization, 2018). The median 

mental health workforce per 100,000 people was reported as 0.9 in the African region 

and 1.6 in low-income countries, compared to a global median of nine (World Health 

Organization, 2018).  

Mental health system-related weaknesses, including limited referral pathways 

and insufficient treatment capacity, indicate a need to strengthen the overall mental 

health system. Employing lay mental health workers and adapting to the specific context 

in which mental health interventions are implemented have been explored as two 

effective workarounds to address health system capacity challenges (Kola et al., 2021; 

Patel et al., 2011). There is also a growing evidence base supporting integration of 
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mental health into HIV and other health services and an emphasis on “system-wide 

approaches” that acknowledge a “life-course” approach to health (Kaaya et al., 2013; 

Kola et al., 2021). However, mental health governance remains lacking. A 2017 

qualitative analysis of mental health governance challenges in the six countries included 

in the Emerald research project, a multiyear mental health systems strengthening project 

– including Nigeria, Ethiopia, South Africa, and Uganda – identified key challenges as 

low prioritization of mental health, weak mental health policy implementation, 

insufficient human resources, limited financing, insufficient multisectoral 

“collaboration,” suboptimal “service provider and service user participation,” and weak 

mental health indicators and monitoring  (Petersen et al., 2017). Inequities such as 

“institutional stigma” and “low mental health literacy” were further found to be 

challenges to effective mental health governance (Petersen et al., 2017). 

Challenges in the policy, resource, and legal environments have been well-

documented as barriers to sustainable implementation of health interventions more 

broadly while strong and effective stakeholder engagement and contextual fit have been 

documented as sustainability enablers. A 2015 review of 41 publications on 

sustainability of health interventions in sub-Saharan Africa found that “community 

ownership,” “working within existing resources,” “community buy-in through 

volunteerism,” and “sound infrastructure” were the main facilitators of sustainability 

while “weak health systems,” financial constraints, human resources constraints, and 



 

61 

insufficient “education and awareness” were the main barriers (Iwelunmor et al., 2016). 

Of these 41 publications, however, none focused on mental health. A systematic review 

of 26 publications on evidence-based intervention sustainability found that “funding,” 

“adaptation/alignment,” and “organizational leadership” were top facilitating factors for 

sustainability while funding was the most constraining factor (Hailemariam et al., 2019). 

Only three studies, however, were conducted in African countries, none of which 

pertained to adolescents and none of which reported on specific sustainment activities 

(Ahluwalia et al., 2010; Blanchet & James, 2014; Vamos et al., 2014). Another review of 

sustainability found that capacity-related factors such as staffing, funding, and other 

resources – as well as “champions” and “community/stakeholder support/involvement” 

– most influenced sustainability (Wiltsey Stirman et al., 2012).  

4.1 Implications for Policy and Practice  

Among the most prominent challenges participants cited that constrained the 

sustainable implementation of adolescent mental health interventions was a lack of long-

term, mental health-specific funding. Low levels of financing and political prioritization 

of mental health perpetuate an inertial cycle in which insufficient funding and interest 

are taken as evidence by policy- and other decision-makers to continue not funding or 

supporting mental health. Health official development assistance has also plateaued in 

recent years, with the COVID-19 pandemic likely to further constrain foreign assistance 

and strain available domestic resources for health (Gavas & Pleeck, 2021). Mental health 
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research funding also skews toward HICs: a 2021 analysis of funding for global mental 

health research found that only 4% of active grants for mental health research from 2015 

to 2019 went to LMICs, excluding China (Woelbert et al., 2021). Woelbert et al. note that 

their methodology excludes grants for LMIC-based research routed through HIC 

institutions, suggesting an unethical constraint on locally-driven knowledge production 

on mental health. Direct, long-term mental health-specific research funding mechanisms 

for local LMIC institutions are needed. LMIC governments and civil society 

organizations should receive grants and funding directly to avoid perpetuating 

dependence on foreign funding for mental health and to ensure priorities are not 

externally imposed. A 2021 review of COVID-19 mental health responses similarly 

recommended investing in mental health systems and supporting “community-oriented 

psychosocial perspectives” to “reimagine global mental health” (Kola et al., 2021).  

Framing adolescent mental health in terms that are appealing to different key 

stakeholders, such as adolescents, policymakers, and providers, should also be a priority 

for policy and practice. A 2018 Lancet Commission on Global Mental Health and 

Sustainable Development called for “reframing” global mental health to focus attention 

on population-wide health and economic impacts (Patel et al., 2018). The Commission 

recommended six actions to reframe the global mental health agenda: integration of 

mental health with other health areas such as HIV/AIDS and maternal health and 

inclusion of mental health in universal health coverage (UHC) packages; improved 
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understanding and awareness of mental health; multisectoral action to address mental 

health, especially through child and adolescent interventions; exploration and adoption 

of innovative solutions to mental health workforce gaps; scale-up of mental health 

financing; and scale-up of research, including in implementation science (Patel et al., 

2018). IDI participants emphasized the need to integrate mental health with other health 

services and with the broader health system. Reflecting this theme and to ensure that 

mental health services are sustainably funded over time, mental health should be 

included in UHC benefits packages (Patel et al., 2018; Polyakov et al., 2020). The 

narrative around mental health should also frame mental health as central to UHC, or 

“no health without mental health” (Patel et al., 2018; Polyakov et al., 2020).  

Communication and dissemination strategies aimed at improving mental health 

literacy and awareness among stakeholder groups such as adolescents and policymakers 

should similarly be tailored. Tailoring engagement strategies could help build political 

will for AMH and overcome stigma-related barriers to supporting AMH. Engagement 

should be based around narratives that resonate with key stakeholders. For example, 

disseminating results from successful AMH intervention studies and providing 

evidence for the economic impacts of mental health challenges could provide effective 

avenues for generating political will among policymakers. Integrating mental health 

literacy and awareness into schools, as suggested by SYV group leaders, could also be an 

effective means to improve literacy at the community level.  
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Multisectoral collaboration can help overcome resource challenges, yet effective 

stakeholder engagement can be undermined by the same forces. A recent exploration of 

barriers and facilitators to stakeholder engagement in Grand Challenges Canada mental 

health projects found that a lack of political will, “competing demands and priorities,” 

stigma, and certain “contextual considerations” such as weak health systems all served 

to undermine effective stakeholder engagement (Murphy et al., 2021). Conversely, deep 

contextual understanding, “meaningful participation,” establishing “trusting 

relationships,” and “leveraging existing resources” were identified as drivers of effective 

stakeholder engagement (Murphy et al., 2021). Meaningful engagement could look like 

involving key stakeholders from the beginning of projects (Qureshi et al., 2021). Results 

from this present study identified similar themes, particularly ensuring that engagement 

is not “tokenistic” and instead engenders a genuine sense of ownership and participation. 

Building on Murphy et al., a way to achieve this kind of engagement could be including 

budget line items for stakeholder engagement and engagement-related indicators in 

grant proposals for mental health intervention trials (Murphy et al., 2021).  These 

indicators should be sufficiently specific, however, to help ensure that the engagement is 

indeed meaningful. Additional adolescent-specific contours of mental health 

implementation factors that were identified in this present study include legal barriers to 

care (i.e., consent laws) and adolescent-friendly service environment and processes, such 

as peer-led models.  
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Mechanisms and strategies that can promote knowledge-sharing and foster 

engagement should also be a priority. Tools for assessing effective engagement should 

also be leveraged. For example, the WHO Mental Health Atlas questionnaire to 

countries includes a question about “formal collaboration with stakeholder group[s]” 

such as various non-health ministries, international and local NGOs, and service user 

groups (World Health Organization, 2018). A capacity-building program intended to 

overcome resource-related challenges is currently being piloted in Malawi and 

Tanzania. The Sub-Saharan Africa Regional Partnership for Mental Health Capacity 

Building (SHARP) aims to “[enhance] the capacity of researchers, policymakers, and 

providers” and includes pilot grants, trainings, and short courses (Akiba et al., 2019). 

The recently launched Adolescent HIV Prevention and Treatment Implementation 

Science Alliance (AHISA) platform for research, collaboration, and dissemination 

provides an HIV-specific platform (Sturke et al., 2020).  

4.2 Implications for Further Research 

Implementation research can identify implementation “bottlenecks” and 

strategies for scaling up and sustaining evidence-based practices (Yamey, 2012). While 

the efficacy and effectiveness of practice are being tested, however, there are also steps 

implementers and researchers can take to position those practices for sustainability once 

efficacy and effectiveness are shown. Further research in East and Southern African 

contexts at the subnational level and across various social groups can help develop 



 

66 

contextually relevant definitions of sustainability for AMH interventions. A 2020 meta-

review found that across nine reviews comprising 76 different theories, models, or 

frameworks for sustainment, minimal harmony of concepts existed, resulting in a 

“fractured” and incomplete understanding of evidence-based intervention sustainment 

(Birken et al., 2020). Studies in LMIC contexts are also sparse (Birken et al., 2020; 

Hailemariam et al., 2019). Clearer definitions of and measurements for sustainability 

could help inform how to build sustainability into programs from the design stage and 

how to weigh tradeoffs between adaptability and fidelity as implementation progresses 

(Hailemariam et al., 2019; Proctor et al., 2015; Shelton et al., 2018; Shelton & Lee, 2019).  

The Dynamic Sustainability Framework (DSF) provides a framework for further 

exploring some of these issues grounded in an understanding that implementation 

consists of “ongoing adaptation of interventions with a primary focus on fit between 

interventions and multi-level contexts” including the intervention “practice setting” and 

“ecological system” (Chambers et al., 2013). The DSF, while relatively new, centers 

continual change and the need to adapt to fit in implementation, an orientation that was 

similarly reflected by participants in this study. Applying the DSF to implementation 

studies of AMH interventions could help illuminate how to continually adapt and brace 

against threats to sustainability such as high turnover of institutional intervention 

champions or other organizational or inner context level challenges. 
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The idea of “ownership" arose organically as an important component of 

sustainable implementation. Further research exploring what ownership means in 

practice and strategies for creating a sense of meaningful project ownership would help 

inform sustainable implementation. Additionally, ownership among multiple 

stakeholder types (e.g., adolescents, ministries of health, community) was discussed by 

participants, raising the question of how to ensure multiple stakeholders have 

meaningful ownership simultaneously. Identifying strategies for reconciling any 

possible tensions that could arise when ownership is dispersed across stakeholders 

would be a fruitful area of future research.  

4.3 Study Strengths and Limitations 

The nature of the study sample represents the main strength of this study. 

Despite constraints in the study design as elaborated below, a broad range of 

experiences and perspectives are reflected in the study results. Indeed, the 

responsiveness of participants and their willingness to share their time and insights in 

the context of intense time constraints during the COVID-19 pandemic is a testament to 

the importance of adolescent mental health. Participants’ backgrounds included 

professional experiences as clinical psychologists, pediatricians, academic researchers, 

program implementers, national policymakers, health aid donors, technical advisors, 

and civil society organization leaders. Additionally, the perspectives of peer educators 

or peer leaders of peer-led adolescent mental health interventions are rarely, if ever, 
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included in adolescent mental health implementation studies. Thematic expertise of 

participants also spanned mental health and HIV care and treatment, while geographic 

experiences also encompassed a range of Southern and East African country contexts.  

This study is limited in several important ways. Data collection ceased primarily 

as a function of time, so it is not certain that thematic saturation was achieved. The study 

scope, moreover, changed several times during the project to accommodate constraints 

created by the COVID-19 pandemic. While the breadth of perspectives encompassed by 

this study added richness and depth to the results, there is a risk of overrepresentation 

among certain stakeholder groups or perspectives. For example, eight of the 12 IDI 

participants were recruited through either direct or indirect professional relationships. 

Generalization or extrapolation of the findings to other contexts is also limited. 

However, the consensus among participants that “context is king” and community, 

policy, health systems, and legal contexts are all important to factor into intervention 

design and implementation strategies helps mitigate this concern. The COVID-19 

pandemic precluded travel to Tanzania, where some participants were based during the 

project. This disruption created further distance between the researcher and 

participants, which inhibits the contextual relevance of findings.  
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5. Conclusion 
Adapting to context, mental health awareness, and meaningful stakeholder 

engagement throughout the implementation process influence adolescent mental health 

intervention sustainability. Sufficient political will, health system integration, civil 

society engagement, multisectoral approaches, and mobilization of champions enable 

sustainable implementation. The absence of these factors, as well as insufficient funding 

for AMH, stigma, and low mental health literacy, constrain sustainable implementation. 

These findings have important implications for research, policy, and practice. The 

mental health of adolescents can shape the broader social and economic development 

trajectory of communities and countries. Adolescents comprise a significant share of the 

population in East and Southern Africa while most ALWH also reside in this region, 

making adolescents and ALWH a key priority population. Governments will need to 

invest in adolescent mental health and mental health systems to ensure future 

prosperity. New and worsening mental health challenges created by COVID-19 make 

elevating adolescent mental health on the policy agenda an urgent priority.  
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Appendix A: In-Depth Interview Guide1  
I. Introductions & adolescent mental health overview 

 
1. To start us off, can you tell me about your background/current role as it relates to 

adolescent mental health and adolescents living with HIV (ALWH) specifically?  
a. For how many years have you worked in this field?  
b. Where do you have experience working (in which countries, regions)?  

 
2. What age range do you think of when you hear “adolescent”?  

a. How do you think mental health needs change as adolescents get older? 
 

3. How do you think living with HIV impacts young people’s mental health?  
a. Do you think mental health is important in HIV care? Why or why not? 

4. In the context of other health challenges, how should AMH be prioritized? 
a.  In your opinion, how can adolescents’ MH best be supported? 

 
5. How would you characterize the accessibility of AMH care/support [in Tanzania]? 

a. What do you think are the main barriers facing adolescents for accessing 
MH resources? How can these barriers be overcome? 

II. Experience implementing AMH interventions  
 

1. From the vantage point of [stakeholder type], what has been your experience 
implementing AMH interventions? (E.g., your role, the nature of the intervention, 
and how it went, etc.) 

a. [If the program was scaled], what influenced the decision to scale [or not 
scale]? 

b. What has been your experience in different communities? (Have they 
been receptive, etc.) 

c. What factors helped with implementation?  
d. What factors made implementation more difficult?  
e. What have been some of the main lessons learned during 

implementation?  
i. Is there anything you would do differently, having gone through 

the implementation process?  
f. What do you think has been the impact on the young people who 

participated?  
 

2. How would you characterize the decision-making process around implementing 
AMH interventions? What influences this process? 

 

1 The IDI guide was iteratively adapted throughout data collection. Appendix A is the last iteration of the 
IDI guide. See Methods for further details.  
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a. How does funding influence this decision-making process?  
b. How do you measure continued success of AMH programs? What does 

monitoring and evaluation look like?  
 

3. Who do you think are the most important stakeholders in the decision-making 
process around implementation?  

a. How should they be engaged? 
b. What does effective relationship-building look like to you?  

 
4. What resources are needed to implement AMH interventions/programs?  

a. How would you determine if an intervention is cost-effective?  
 

III. Intervention sustainability and scale up  
 

1. What other factors do you think are important for being able to sustainably 
implement AMH interventions? 

a. Can you walk me through what a sustainable AMH intervention would 
look like to you? What sort of pieces need to be in place for that to 
happen?  

b. What are the main barriers to implementing and sustaining these kinds of 
interventions?  

i. What are reasons these kinds of interventions are not sustained?  
1. What are ways to counteract these reasons?  

c. What are the main facilitators to implementing these kinds of 
interventions?  

i. How do you think these facilitators can be leveraged most 
effectively? 

 
2. What would it look like to design and implement an AMH intervention with 

sustainability in mind from the beginning?  
a. To what extent do you think implementers are adequately thinking about 

sustainability during the initial design and implementation stages?  
b. How would you compare factors that are important in initial 

implementation versus sustainable implementation over time?     
c. Are there any other factors that need to be considered? 

 
3. What factors enable institutionalization or integration of an intervention/program 

at the clinic level? At other health system levels? 
a. What would it look like for an AMH intervention to be successful in 

strengthening aspects of the health system?  
 

IV. Policy environment around adolescent mental health  
 

1. How would you characterize the current policy environment around AMH [in 
Tanzania]?   

a. Do you think there is sufficient political will [in Tanzania] to address AMH?  
b. Are existing policies sufficient? How should policies change?  
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i. Are MH policies being implemented? If not, why not? 
c. What factors do you think influence this policy environment?  
d. What are the main opportunities?  

i. Constraints?  
1. How can these threats and/or constraints be overcome?  

 
2. How do external actors like the WHO or UNICEF shape priorities around AMH?  

a. How would you characterize the role of funders such as PEPFAR and the 
Global Fund in priority-setting and resource allocation for AMH?  

b. Are there other external actors that shape priority-setting around AMH? 
 

3. How do you think COVID-19 will affect the policy environment around AMH?  
a. What do you think are some strategies for mitigating these impacts?  

 
V. Closing  

 
1. Is there anything I didn’t ask you about that you want to share or discuss?  
2. Is there anyone else you would suggest connecting with on this topic?  
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Appendix B: Focus Group Discussion Guide 
I. Perceptions of intervention and impact on young people  

 
I am going to start by asking some questions about your opinions on Sauti ya 
Vijana.  
 

1. Please briefly tell me about the intervention you lead.  
a. What is the purpose of SYV?  

 
2. How do you think SYV has impacted the young people who participated?   

a. Were the young people engaged and happy to participate?  
i. [If NO]: Why were they not engaged? How could they be better 

engaged? 
b. Do you think the lessons and skills benefitted participants?  

i. Why or why not? In what ways, or can you share some examples? 
c. Were there young people who could not participate? If so, why not?  

 
3. Is there anything about SYV you would change?  

a. [If YES]: Why? What about SYV would you change? 
b. [If NO]: Why not? 

 
4. How would SYV need to change in your opinion to be delivered elsewhere in 

Tanzania?  
a. In your own experience or based on your own opinion, how do you think 

young people living in Tanzania can get mental health support? 
 

5. What are reasons you think SYV would not continue at this clinic? 
 

II. Experiences delivering the intervention  
 

Now I’d like to ask you about your experiences leading SYV and training to lead.  
 

1. Can you tell me about your experience leading SYV?  
a. What do you think went well?  
b. What could have gone better? 

 
2. If SYV continues, you will likely be asked to help train group leaders to lead SYV. 

Please tell me about your thoughts and feelings on training the next group 
leaders to lead SYV.  

a. What do you wish you knew before becoming a group leader? 
 

3. Are there areas where you want more support (for example, have you ever felt 
like you were not able to address a participant’s question or problem)? 

 
III. Personal experiences with the intervention  
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Now I’d like to ask you about your personal experiences with SYV. 

 
1. Please tell me about your decision to become a group leader with SYV. 

a. What were the main reasons you wanted to be a group leader?  
b. How do you describe your group leader role to your friends, family, 

community? 
c. What does your community think about SYV?  

 
2. What do you enjoy the most about being a group leader? 

a. What do you like the least about being a group leader? 
b. What have been the hardest or most stressful parts of being a group 

leader? 
 

3. What motivates you to continue being a group leader? 
a. Why would you no longer want to be a group leader? 
b. Why would you no longer be able to be a group leader? 

 
4. In what ways has being a group leader impacted your life (for example, your 

mental health, your friendships and relationships, your future plans, etc.)? 
 

5. Have you used any of the lessons or skills you learned from SYV, such as coping 
strategies, in dealing with any challenges in your life?  

a. [If YES]: Can you share an example of how you applied something you 
learned in SYV to a challenge you were facing?  

i. Why did you decide to use the lesson or skill?  
ii. How did it go?  
iii. Did using lessons from SYV change your opinion of SYV? 

b. [If NO]: Do you think you will use lessons from SYV in the future?   
 
IV. COVID-19  

 
The last question is about your thoughts on the COVID-19 pandemic.  
 

1. Do you think the COVID-19 pandemic is affecting the mental health of young 
people in your community?  

a. If yes, how so? Are there any new challenges because of the pandemic?  
 

V. Conclusion 
 

1. Is there anything that I did not ask you that you would like to share with me?   
 
Thank you for participating in this focus group discussion and sharing your 
thoughts with me.  
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