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ABSTRACT

Background: High rates of trauma exposure among patients with severe mental illness in
Botswana highlight the need for appropriate interventions. Culturally adapted interventions

have been reported to be more acceptable, effective and feasible.
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Objective: This study aimed to culturally adapt the Brief Relaxation, Education and Trauma
Healing (BREATHE), a brief psychological intervention to treat PTSD among people with

SMI in Botswana.

Method: The cultural adaptation process followed steps outlined by previous research. They
included a community assessment to identify needs; selecting an appropriate intervention; and
consultations with experts and stakeholders. Individual interviews and focus groups were
conducted with patients living with SMI and mental health professionals respectively to inform

domains of the intervention to be adapted.

Findings: BREATHE was adapted to be culturally congruent to Botswana by following the
Ecological Validity Model (EVM) framework; and using data from the interviews. Examples
of the adaptation include language which was translated to Setswana; and spoken English and
the content which was revised to reflect trauma experience and demographics of the Botswana

population.

Conclusion: The study underscores the utility of using evidence-based frameworks to
culturally adapt interventions. The adaptation process resulted in a culturally relevant

BREATHE for patients with comorbid PTSD and SMI in Botswana.

KEYWORDS: Cultural adaptation; Post Traumatic Stress Disorder; Botswana; Intervention:

Psychological; Psychoeducation; Breathing Retraining

IMPACT STATEMENT

Patients with severe mental illness (SMI) are at an increased risk of exposure to traumatic

experience and consequently development of posttraumatic stress disorder (PTSD). That
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notwithstanding, there is limited research in Africa on PTSD interventions suited for patients

with SMI in this setting.

Previous research findings have consistently demonstrated that interventions are more
acceptable and feasible when they are culturally appropriate. In this paper, we report on steps
followed to culturally adapt a brief psychological intervention for people with comorbid PTSD
and SMI called BREATHE for use in Botswana. The authors have detailed an evidence-based
step wise approach to culturally adapt the BREATHE intervention. The steps followed included
community assessment, understanding the intervention, consulting experts and stakeholders,
deciding what needs to be adapted and adapting the intervention. The community assessment
unearthed mismatches between the original BREATHE intervention and the Botswana culture
thus highlighting and supporting cultural adaptations of interventions prior to implementation
in settings different from where they were developed. The study utilised previously used and
tested frameworks to inform domains of the intervention to be adapted such as language,
persons, metaphors, content and contexts in order to make it culturally appropriate whilst
preserving core components of the intervention namely psychoeducation and breathing

retraining.

The study will play an integral role in informing methodologies for enhancing cultural
congruence of psychological interventions without losing core components thus maintaining

intervention efficacy.

1. INTRODUCTION

1.1 Trauma and PTSD among individuals with severe mental illness

Severe mental illness (SMI) refers to chronic psychiatric disorders that significantly impair
functioning (Regev and Josman 2020). These include schizophrenia, schizoaffective disorder,

major depressive disorder, and bipolar disorders (WHO 2017). Posttraumatic disorder (PTSD)
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is highly prevalent among patients with SMI compared to the general population, with previous
research reporting rates of PTSD in this group at 30% (Mauritz et al. 2013). This high
prevalence is also observed in specific SMI disorders. For example, Zammit and colleagues
reported PTSD rates of 31% and 39% among patients with psychotic and affective disorders
respectively (Zammit et al. 2018). Similarly, a recent review reported a PTSD prevalence of
13% in patients with psychotic experiences (Seong et al. 2023) while Nabavi et al. (2015)
reported a pooled prevalence of 10.8% in bipolar disorder (Nabavi et al. 2015). Additionally,
another review reported PTSD prevalence as high as 57% in schizophrenia (Seow et al. 2016).
These rates are notably higher than the estimated 4% prevalence in the general population
(Koenen et al. 2017) and underscore the need for evidence-based interventions for treatment of

PTSD among patients with SMI.

There are no epidemiological studies on PTSD in Botswana, despite widespread trauma
exposure including; sexual violence (Becker et al. 2019; Bojosi et al. 2024; Ramabu 2020),
intimate partner violence (Barchi et al. 2018), and wildlife conflict (Buchholtz et al. 2023).
Furthermore, Botswana is facing a rise in gender-based violence (Mooketsane et al. 2023) with
studies reporting sexual abuse among 17% of youth living with HIV (Molebatsi et al. 2024)

and 37% of females with severe mental illness (Bojosi et al. 2024).

Anecdotal evidence suggests that a significant proportion of patients admitted with SMI at the
only tertiary psychiatric hospital in Botswana have experienced trauma and/or post-traumatic
stress symptoms consistent with global evidence indicating that rates of trauma and PTSD are
higher in this population than in the general population. These findings are further supported
by a recently published study, which reported that 93.8% of patients with schizophrenia at the
psychiatric hospital had experienced at least one adverse childhood experience (ACE), with
56.3% having experienced four or more ACEs (Bojosi et al. 2024). Further highlighting the

need for targeted trauma interventions for individuals with SMI.
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1.2 Interventions for PTSD comorbid with SMI

Several treatments for comorbid SMI and PTSD have been studied (Grubaugh et al. 2021). One
such intervention is the Brief Relaxation, Education and Trauma HEaling (BREATHE); an
evidence-based three sessions intervention for PTSD in patients with SMI which was

developed in America (Nishith et al. 2015).

The core components of BREATHE are psychoeducation and breathing retraining. Patients are
educated about trauma and PTSD and breathing retraining skills are imparted for self-
management of anxiety. The BREATHE intervention manual, handouts and video are utilised
in the delivery of the intervention (Mueser et al. 2015). The video used in psychoeducation
illustrates different potentially traumatic events, post trauma symptoms and complications. For
example, the first session starts with the therapist introducing themselves, explaining why the
patient is undergoing BREATHE and what the intervention entails. The therapist then identifies
the traumatic event causing the patient the most distress. The patient then watches a selected
section of the video, after which questions provided in the manual are used to guide discussions
between the therapist and the patient. Questions include, ‘When X happened, (referring back
to a trauma that they described) do you remember having feelings of overwhelming fear,
helplessness or horror?’ and ‘Have you ever experienced reactions like those described on the
video? (e.g., depression, fear, panic attacks)’. To end the session, the patient is taught breathing
retraining and given a handout to practice at home. The next session starts with homework

review and proceeds to the video and discussions as outlined in the manual.

BREATHE was developed as part of a four-year randomised control trial comparing the 12—
16-week CBT for PTSD program with BREATHE. Although the CBT group had better PTSD
outcomes than BREATHE, there were no differences between CBT and BREATHE on

depression, post-traumatic cognitions, functioning and quality of life (Mueser et al. 2015). The
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findings from the study showed higher rates of retention with BREATHE (95%) than CBT
(75%), notably, retention has been found to be indicative of therapeutic success (Nishith et al.

2015).

BREATHE is has been found to be more cost-eftective than the trauma focused CBT program
that was developed for patients with SMI (Slade et al. 2017) thus making it suitable for low

and middle income countries such as Botswana.

While BREATHE has demonstrated effectiveness in other settings, its cultural appropriateness
for Botswana requires careful consideration. As with any evidence-based intervention, cultural

adaptation is key to ensuring that it is effective and well-received in a new context.

1.3 Cultural adaptation of evidence-based interventions

There are no studies in Botswana on the efficacy, acceptability and feasibility of evidence-
based trauma interventions. This represents a critical research gap in understanding how well
these interventions work in the context of Botswana’s healthcare system, cultural norms, and

available resources.

While some scholars contend that using interventions tested elsewhere is more efficient than
developing new ones (Moore et al. 2021), research has demonstrated that intervention
effectiveness, acceptability, and feasibility depend on context (Moore et al. 2021; Nagayama
et al. 2016; Skivington et al. 2021). Therefore, for an intervention like BREATHE to be
successful in Botswana, it must be adapted to align with the cultural, social, and healthcare

realities of the country.

Program adaptation was originally defined in 1962 as ‘the degree to which an innovation is
modified in the process of its adoption and implementation’ (Rogers 1962) and could involve
deleting, adding or just modifying some of its original components (Chen et al. 2013). Cultural

adaptation ensures cultural congruence when interventions are used in populations or setting
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different from the original population or setting where the evidence-based intervention (EBI)
was developed. Bernal and colleagues (2009, pg. 362) define cultural adaptation as the
“systematic modification of an evidence-based treatment to account for language, culture, and
context in a way that is consistent with the client’s cultural patterns, meanings and
values ”’(Bernal et al. 2009). Culturally adapted interventions are more acceptable, effective and
feasible (Escoffery et al. 2018; Hall et al. 2016) due to integration of local idioms, spiritual
beliefs, cultural norms, and population needs during the cultural adaptation process (Li et al.

2017).

Escoffery and colleagues (2019) identified 11 key steps in adaptation of public health evidence-
based interventions. These include conducting a needs assessment, exploring the intervention's
theory, selecting an intervention based on the community needs, consulting experts and
stakeholders, adapting the intervention, training personnel, testing the intervention, and

implementing and evaluating the adapted intervention (Escoffery et al. 2019).

Two frameworks were used to inform the design of the cultural adaptation of the BREATHE

intervention.

The Ecological Validity Model (EVM) (Bernal et al. 1995) proposes eight dimensions to be
considered during adaptation. These include language, persons, metaphors, content, concepts,
goals, methods and context. Language is crucial in conveying emotional distress across
cultures, Bernal and colleagues argue that interventions not offered in the native language may
not be received as intended even if patients understand the language due to potential
comprehension deficits arising from cultural nuances. The persons dimension considers
cultural differences between patients and therapists, while metaphors involve incorporating
local expressions or idioms in interventions. Content and context involve incorporating the

political, social, and economic factors of a population into an intervention. The EVM suggests
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that goals should align with both the patient and therapist's perspectives, and methods to

achieve them should be culturally sensitive.

The Cultural Sensitivity model identifies two culturally sensitive dimensions: surface and deep
structure. Surface structure involves incorporating external cultural characteristics, such as
language, food, location, and clothing, into interventions, while deep structure addresses social,

historical, and psychological factors that influence health behaviour.

This paper reports the methodology employed to culturally adapt the BREATHE intervention
to treat PTSD among people with SMI in Botswana: The current study followed the key
adaptation steps outlined by Escoffery et al. (2019) and drew from EVM and surface structure

of the cultural sensitivity model.

2. METHODS

2.1 Study Setting

Our study protocol providing the theoretical and methodologic rationale of the proposed study
has been previously published (Molebatsi et al. 2021) Data was collected at Sbrana Psychiatric
Hospital (SPH), Botswana's only referral psychiatric hospital, which serves patients from

diverse cultural backgrounds across the country.

2.2 Steps followed

The study procedures followed steps 1-7 as outlined by Escoffery et al. (2019) in Figure 1.

2.2.1. Step 1: Community assessment

To understand the population before adaptation (Moore et al. 2021), we conducted in-depth
interviews with 20 purposefully recruited patients with SMI. Patients were assessed for

capacity to consent using the University of California, San Diego Brief Assessment of Capacity

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

to Consent (UBACC) (Jeste et al. 2007). To determine trauma exposure, patients were asked
to describe any traumatic events they had experienced. Sample questions from the interview

guide included:

‘Can you tell me what the word ‘trauma’ or ‘stressful event’ mean to you?’

‘Have you ever considered an event or experience that you or another person has experienced
(The event could have happened to you or a close family member or friend, or you could have

witnessed it happening to someone else) to be traumatic?’ (If yes, ask for examples)

Additionally, five focus groups were conducted with diverse mental health professionals,
including social workers, clinical psychologists, psychiatric nurses, and psychiatrists. The
number of groups was guided by Guest et al. (2017) findings that 90% of all themes are
discoverable within three to six focus groups (Guest et al. 2017). Prior research recommends
six to eight participants per focus group (Gill et al. 2008); while we aimed for six, the average
was four per group, with numbers ranging from three to five. Some participants withdrew at
the last minute due to scheduling conflicts arising from the hospital's demands. The researchers
used purposive convenience sampling to recruit mental health care professionals (MHCP)
focusing on those directly involved in patient care and available at the time of recruitment. The
focus group aimed to assess clinicians' views on the role of trauma in managing patients with
SMI, explore traumatic experiences among their patients, and to identify key features of
interventions deemed feasible and acceptable in our setting. The interview guide was adapted
from a similar study that the third author conducted in Ethiopia (Ng et al. 2021). Examples of

questions asked in the focus groups were:

‘Sometimes patients experience traumatic events. One of the things we are interested in is how

to help people cope with trauma in their lives. What are your thoughts about that?

(Probe- is trauma an important issue in your setting?)
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Interviews were conducted in English and transcribed verbatim. The lead author verified
transcription accuracy by comparing audio recordings with the text. The first and second

authors then performed thematic analysis (Braun and Clarke 2006).

2.2.2 Steps 2 and 3: Understanding and selecting the intervention

A literature search was conducted to explore PTSD interventions for patients with SMI, and

experts, including the third author, were consulted.

2.2.3 Step 4 & 5: Stakeholder/expert engagement

The focus groups in Step 1 also explored potential barriers and facilitators to the intervention,
including factors that could impact its feasibility, acceptability, and effectiveness, as well as
those that could promote its adoption in our setting. This step also sought recommendations on
how to optimise the intervention for our setting. For example, questions addressed the best
location for delivering the intervention and which professionals the experts believed would be

most suited to administer it.

2.2.4 Step 6: Deciding what needs to be adapted

Following the community assessment and stakeholder engagement, the researchers used the
EVM model to adapt the content of the BREATHE intervention focusing on language, persons,

metaphors, content, and context.

2.2.5 Step 7: Adapting the intervention

The BREATHE adaptation was guided by the EVM dimensions and incorporated the external
surface structure as per the cultural sensitivity model. Findings from individual interviews and
focus group informed content adaptation including what to adapt and how to do it.

A technical working group was formed, consisting of a clinical psychologist, a patient with
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comorbid PTSD and SMI, a psychiatric nurse, and a social worker, none of whom had been
interviewed previously to provide oversight and ensure fidelity throughout the adaptation

process. (Rolleri et al. 2014; Solomon et al. 2006; Wingood and DiClemente 2008).

3. RESULTS

The findings of this study map onto the steps outlined in the methods section.

3.1 Step 1: Community assessment

3.1.1 Individual interviews

A total of 26 patients with SMI were approached during recruitment. One patient lacked
capacity to consent, as assessed with the UBACC (Jeste et al. 2007). Five declined participation
due to the interview length. Ultimately, 20 participants consented, all reporting exposure to a

traumatic event, thus meeting the inclusion criteria.

Participants originated from nine out of the 10 administrative districts in Botswana (Statistics
Botswana 2022) representing the country’s diverse cultural backgrounds. The interviewed
patients, age range 18 to 65, were 55% male (n=11). The most common diagnosis was
schizophrenia (60%), and the least was schizoaffective disorder (5%). Participants reported
traumatic events consistent with DSM-5 Criterion A for PTSD, including death of a loved one,
sexual violence, physical violence, and natural disasters. They also reported events outside this
criterion, such as mental health service-related stress, conflictual relationships, financial stress,
toxic work environments, and spiritual or cultural stressors within the context of indigenous or

spiritual beliefs such as struggles emanating from refusing to accept an ancestral calling.

3.1.2 Focus group
We conducted five focus groups with a psychiatrist, three clinical psychologists, five

psychiatry residents, one medical officer, four nurses, two social workers, two counsellors, and
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two intern counsellors. Participants' ages ranged from 22 to 56, and there was equal

representation of gender.

While there was agreement that trauma is important in managing patients with SMI, two
divergent views emerged on screening and treatment. Some clinicians believed trauma is
adequately screened and treated, while others felt there are no standard screening measures,

leading to potential underdiagnosis of PTSD.

“Every time when you see patients, some patients would have experienced some traumatic

events and you need to attend to them and attend to their experiences.” (MHOIFS5)

“Uh, 1'd actually like to disagree. I don't think that trauma is a consideration within this

specific facility. As a professional individually, I think it is an important thing to consider ...’

(MHO3FS5)

Moreover, there was a consensus among the clinicians that there are inconsistencies in
screening for PTSD. They attributed this to the lack of established standard screening measures

as well as clinicians’ perceptions for what constitutes a significant traumatic event.

“We don’t have that [standardized PTSD screening] ... for PTSD we don’t.” (MHO04F2)

“So, patients would complain of certain things that you wouldn’t believe are very traumatic.
But the problem with us is we don’t go ahead to assess for the possible outcome of the trauma
like PTSD because it doesn't fit the criteria for them to have PTSD from that traumatic event..

(MHO4F2)
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Similar to patients, experts recalled traumatic experiences matching DSM-5 PTSD Criterion
A, as well as other events such as animal attacks, inheritance disputes, combat injuries, forced
medical treatments, and traditional religious beliefs which were incorporated in adapting the

content of the intervention.

3.2 Steps 2 and 3: Understanding and selecting the intervention

Interventions identified in the literature review as having been evaluated for reducing PTSD
symptoms in patients with SMI were Prolonged Exposure (PE), Eye Movement Desensitization
and Reprocessing (EMDR), and Cognitive Behavioral Therapy (CBT) (Grubaugh et al. 2016;
Mueser et al. 2015; Van Den Berg et al. 2015; Van Den Berg and Van Der Gaag 2012).
Interventions ranged in duration from three to fifteen sessions. There is limited trained mental
health experts in Botswana (Opondo et al. 2020), thus, the researchers deemed a brief
intervention appropriate to mitigate against the scarcity. The Brief Relaxation, Education and
Trauma Healing (BREATHE) intervention is a three-session psychological intervention that
was developed to treat PTSD among people with SMI in Botswana. BREATHE was chosen
for its feasibility in resource-limited settings and its ability to be delivered by trained lay
workers thereby addressing the challenges posed by the limited availability of specialized

mental health care.

3.3 Step 4 & 5: Stakeholder/expert engagement

Experts and stakeholders added to the list of traumatic events commonly treated in Botswana
as detailed in the results under step 1. In doing so, they facilitated the next steps by discussing
the context and content of what needed to be adapted.

Regarding the intervention, the participants expressed a range of attitudes. On one hand they
expressed a sense of appreciation for the BREATHE intervention, praising its brevity and
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emphasis on psychoeducation and breath work. They also appreciated the researchers’ efforts

to culturally adapt the intervention and even citing benefits of cultural adaptation.

“What I liked about it is how they include the breath work to target the hyper arousal that you

see in patients that have trauma." (MHO3F5)

“I like the fact that it's a combination of management and psychotherapy... the fact that the
research is part of it is about the cultural adaptation and the psycho education part of it that
you know, recovery it aids for a patient to understand fully what they're going through for them
to recover... The cultural adaptation, I like it because of some of these patients the way they
present if you are not culturally oriented you'll miss certain things because, an old lady who
will come and tell you that my heart skips faster this happened and literally, they associate
their illness with the with the heart literally, but those are things that come, I think, for this for
this intervention on the psychoeducation aspect where you will be explaining whether the
explanations of what they went through and how it even leads to them experiencing the
palpitations that make them think this is heart had related. 1 like that holisticness about it, but

most basically the psychoeducation part and the cultural adaptation part of it. (MHO4F5)

On the other hand, they expressed scepticism owing to potential barriers such as lack of
resources such as television sets in clinics, lack of skilled personnel, challenges with dual
relationships.

“[They] do not have the TVs and all those things, so that means the TVs will need to be provided

in clinics and by who.” (MH0O2F4)
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“I think some of them would be possible lack of training adequate training for dealing with

those problems.” (MHO2F1)

3.4 Step 6 and 7: Deciding what needs to be adapted and adapting the intervention

Following the EVM dimensions, this step relied on data from the individual interviews, focus

groups and guidance from the technical working group.

3.4.1 Context: An intervention adaptation must be based on an understanding of the context
in which it will be applied. Focus groups and the technical group described Botswana as a
mental health expert-limited environment. There were differing opinions on potential
providers, majority were of the belief that unemployed psychology degree holders would be

the most appropriate interventionist.

“I think it should also be the government’s role and we can even vote that these are our students
completing degrees in psychology, who failed to go further, they could be absorbed somehow,

trained and be put in better positions to provide such services.” (MHO1F1)

However, some believed that nurses would be the most appropriate interventionists given their
roles as primary point of contact in primary healthcare posts and their widespread presence
across the country.
“I think nurses for sure, because they've available like throughout the entire country or like

local facilities as well.” (MHO3F5)

On the contrary, some experts argued that the appropriate interventionist should have a
background in counselling hence they deemed social workers, psychologists, and psychiatrists

as most appropriate interventionists.
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“...0verall I think psychologists and psychiatrist, maybe [ don’t know to what extent, but

maybe social workers I think.” (MHO2F1)

There seemed to be a consensus about primary health being the best place for the intervention.
Thus, the intervention would be best suited to be administered by first-contact providers at

primary mental health level.

“Primary care remains the backbone of any health system and if you were to look at the
relationships between the patients and the primary care giver and patients and tertiary care
giver you would find that the better relationship is with the primary care giver because that

where they spend a lot of time that’s where they establish long time rapport ...” (MHO5F1)

The inconsistencies in clinicians' perceptions regarding the best-suited provider for the
intervention underscore the importance of evaluating adapted interventions. While the decision
on the most appropriate provider for delivering the intervention in Botswana will be made after
testing and evaluating the adapted intervention, psychology graduates were proposed by
majority while nursing staff were preferred because of their role as patients' first contact in

healthcare.

3.4.2 Language: Focus group members and technical group members both believed that it was
imperative to translate the intervention into everyday spoken Setswana and English without

technical jargon.

“And the medium of communication, because if they do then, words like somatic...it’s not easy

to explain them in Setswana” (MHO1F3)

The intervention manual was translated into Setswana and Botswana English and verified for
thematic equivalence by the technical working group. The group reviewed the adapted manual
and script against the originals in a focus group led by the first author, with disagreements

resolved by consensus.
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In the video, the psychologists' comments were clear enough for laypeople, so they were
translated into Setswana without alteration. Participants' stories (see content section) were
modified to reflect local traumatic experiences and sequelae. The translator's work was revised
to sound more natural, as the technical team felt it lacked everyday language familiarity. For

example,

Original: The pain is deep, I mean it’s like its winds around your bones and goes all the way

and grabs your toes and holds on...

Adapted: The pain was just too much, filled all my life. It overcame me, taking out any little

joy I had...

The video was recorded after the first technical group meeting, reviewed by the working group,
and feedback was analyzed to inform further revisions. Final adaptation decisions were made

during the meeting.

3.4.3 Content. The original video shows clients and a psychologist. Clients tell their stories of
lived trauma experiences, and the psychologist conceptualizes or explains them from a
psychological perspective. As the narratives are specific to the American context, the technical
group and the experts believed they mostly would not resonate with a typical Motswana (an

individual from Botswana) due to cultural variance.

“But we have to understand the culture in which we operate and some of you know, live the
cultural formulation really. So, for a lot of people to be bewitched is a real thing. It's a belief
that is, you know, acceptable within their communities, and there are certain people that are
known for witchcraft and to be bewitched is not bizarre. So, when he, but I think it was a she
who came with the evidence of being bewitched, but I am not finding any help., but as for her

it’s not the issue of going for revenge or whatever but then she is then presenting with symptoms
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of trauma right, and distress from the belief that they are bewitched and this is not psychotic

in nature” (MHO2FS5)

The content was adapted based on the findings. Examples are depicted in Table 1.

3.4.4 People: In the original video, white Americans are depicted. To increase the acceptability
of the intervention, it was recommended that the video depict Batswana (people from
Botswana) with typical physical appearances. The majority of Botswana's population is black,
so we adapted the video to show black people from various Botswana tribes with varying

accents and ages ranging from 25 to 55 years old.

“And I think in addition to that language aspect, just things that are familiar and not too foreign
like I learn from seeing things that are familiar. So, like even this education, whoever will be,
the video that you are watching locally, shot in phenotype that is very unfamiliar to me or
uncomfortable for me. I was gonna feel like, it’s too Western is a concept from wherever.
Like just normal people explaining normal things in a language that is normal to me and look

like me” (MHO2FS)

3.4.5 Concepts: According to the participants, Batswana typically describe physical symptoms
rather than their emotional reactions, suggesting that concepts which reflect physiological

arousal could be effective in describing their experiences.

“An old lady who will come and tell you that my heart skips faster this happened and literally,

they associate their illness with the with the heart literally” (MHO04F5)

These concepts were incorporated when adapting the video, for example:

Adapted: These made me tense, heart beating fast, teeth clenched and fists tight...feeling hot

and cold at the same time. It would be like my hair is shrinking...
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3.4.6 Methods: In the experts’ opinion, it might be very difficult to find television sets, and
some people wouldn't enjoy watching videos. A few suggested a non-digital dissemination

method for the intervention.

“For me, the thing about mode of delivery, I don’t know whether people will watch TV and
then feel that the things that they see on TV will help them, or maybe our attitude to watch TV
like [ was watching soap and this is what happened, so am saying it from that point, because

in primary health care you may be dealing with very traditional people.” (MHO4F1)

4. DISCUSSION

This study aimed to culturally adapt BREATHE, a brief psychological intervention for PTSD
among patients diagnosed with severe mental illness in Botswana. The adaptation process was
guided by key adaptation steps outlined by Escoffery et al. (2019); whilst incorporating and
using the EVM dimensions and surface structure of the cultural sensitivity model to inform
intervention elements that should be adapted. The use of multiple frameworks enhanced the
rigor and comprehensiveness of the cultural adaptation. The adaptation process was further
enriched with data collected from potential end users of the adapted intervention and mental

health professionals.

Some scholars posit that cultural adaptation can risk fidelity loss and undermine intervention
effectiveness (Castro et al. 2010; Segrott et al. 2014). Their argument is rooted in the view that
changes to the key components of the intervention can undermine the theoretical tenets of the
intervention. Therefore, in this study, we sought to balance retaining the core elements of
BREATHE (psychoeducation and breathe retraining) with incorporation of essential cultural

components into the adapted intervention.

To understand the unique needs of patients with comorbid SMI and PTSD in Botswana and

ascertain whether the intervention was a necessity in our setting (Perera et al. 2020); the
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researchers interviewed SMI patients with lived experiences of trauma and mental health
clinicians. Furthermore, the experts and the patients provided valuable information regarding
traumatic experiences and post-trauma sequalae in our population to guide adjustment of the
characters and the story line in the intervention. Thus, making the content, concepts and context

of the intervention relevant to the setting.

The interviews were also beneficial in understanding community needs which has been shown
to be essential in successful cultural adaptation of interventions (Gearing et al. 2013). Previous
studies have highlighted the importance of community assessment in cultural adaptation,
suggesting that failure to do so may lead to interventions that are less effective, less engaging,

and less sustainable for the target population (Burlew et al. 2020; Valdez et al. 2018).

Additionally, previous literature has highlighted that the adaptation process of an intervention
should carefully examine the target population’s specific characteristics, such as cultural,
socio-economic, and demographic factors, to ensure that the intervention is relevant and
effective (Heim and Kohrt 2019). In line with this, mental health clinicians pointed out the
colloquial and everyday language, local perceptions of trauma, and physical traits of the
characters in the videos as critical elements to be considered. These findings align with
previous studies that suggest a positive correlation between the extent of cultural adaptation

and intervention efficacy (Shehadeh et al. 2016).

In our study, the experts suggested that primary health facilities were best suited for the
intervention delivery aligning with previous research that reported a high prevalence of mental
disorders primary health care (Ansseau et al. 2004; Motsohi et al. 2015). Notably, the majority
of patients with SMI view primary care as the cornerstone of their mental health care (Lester
et al. 2005). This underscores the need to develop interventions suitable for administration at

primary care level in low and middle-income countries such as Botswana. The availability of
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primary health care facilities across the country supports the feasibility of scaling up the
intervention. Additionally, provision of interventions at the primary care level aligns with the
government of Botswana’s agenda for integrating mental health care into primary healthcare

services (Ministry of Health and Wellness 2020).

Both patients and experts expressed concerns about a video-based intervention due to lack of
resources such as televisions in health facilities, this was an important consideration during the
adaptation as it could affect the reach of the intervention. To address this, the authors will
explore low-cost alternatives, such as using mobile phones or tablet devices. Alternatively, the
researchers may utilize non-video-based versions of BREATHE, which will also undergo

cultural adaptation.

In line with global trends and World Health Organisation (WHO) recommendations to widen
access to health care through task shifting (Okoroafor and Christmals 2023; WHO 2007);
majority of the mental health clinicians proposed that Bachelor of Psychology graduates who
are not yet clinical psychologists could be engaged in administering BREATHE. Given the
limited postgraduate training opportunities in Botswana, many psychology degree holders
remain unemployed, making this a viable solution to reduce the burden on the country's limited
number of clinical psychologists. Moreover, the government of Botswana has programs such
as the Botswana national service programme, Tirelo Sechaba; which engages unemployed
graduates to provide essential services to the community (Government of Botswana 2022).
This initiative could be leveraged in the implementation of BREATHE. This further

underscores the suitability of BREATHE for Botswana.

A culturally adapted intervention must be tested (Perera et al. 2020) to evaluate the adequacy

of the adaptation. The BREATHE intervention will be pilot tested among Batswana patients
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with comorbid PTSD and SMI to assess feasibility, acceptability, and efficacy (Molebatsi et
al. 2021), the findings from this pilot will be used to inform any further modifications to the

intervention.

4.1 Strength and limitations

The use of different previously well researched cultural adaptation frameworks and steps in
this study contributed to the rigor of the cultural adaptation process whilst preserving core
components of the intervention (Barrera and Castro 2006; Bernal et al. 1995; Escoffery et al.
2019; Resnicow et al. 2000). Additionally, participants recruited from the psychiatric hospital
are representative of the nation as they came from various regions of the country, offering a
fair representation of the culturally diverse nation. The diversity strengthened key cultural
considerations to be included in the adaptation process. Involving end users; target population
and those who will deliver the intervention across all stages of the adaptation process optimises

its cultural fit, enhancing acceptability as it addresses perceived needs (Racine et al. 2022).

The study has several limitations to consider. First, due to the study design and the limited
sample size limits; the researchers may have missed vital trauma related experiences and
perceptions to guide the cultural adaptation process. However, focus groups with mental health
clinicians revealed other experiences which may have been experienced by patients not
included in individual interviews thus widening the representation of the findings. The study
did not include caregivers of the intended end users whose insights could have enriched the

findings.

4.2 Recommendations

Future adaptation studies should develop study designs to incorporate research on the impact
of cultural adaptations on theoretical foundations of the intervention. Additionally, including

caregivers of patients with SMI in the adaptation process may also yield broader understanding
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of patient needs and cultural factors to enhance the adaptation process. Furthermore, caregivers
may provide insights on relevant interventions and provide practical considerations for

successful implementation of adapted interventions.

4.3 Conclusion

This study utilised a combination of evidence-based guidelines and frameworks to culturally
adapt BREATHE ending up with a culturally relevant version of the intervention for patients
with comorbid PTSD and SMI. Elements of the intervention such as language, content and
metaphors were adapted whilst maintaining fidelity to the core elements. The study lays a

foundation for future cultural adaptations of psychological interventions in our setting.

Author Contribution statement

Conception and design of the study: KM, LNg, BC Data collection and analysis: KM, TL;
Manuscript write-up and editing: KM, TL, LNg, BC Critical comments: LNg; Study

supervision: LNg, BC

Financial Support

The study was funded by University of Botswana, training department.

Conflict of Interest statement

Authors declare that they have no competing interests.

Ethics statements

The ethical approval of this study was granted by Ministry of Health, Botswana (HPDME

13/18/1), and the Institutional Review Boards of University of Botswana

23

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

(UBR/RES/IRB/BIO/179) and the University of Kwazulu Natal biomedical research ethics

committee (BREC983/2020).

The participants signed and informed consent document prior to participating and were notified
that they were free to withdraw from the study at any time and it was entirely voluntary for
them to participate. The audiotapes were password-protected and safely stored by the first
author. In order to maintain participant anonymity, the participants were pseudonymized, and

identifying information was not included in the transcript.

Data Availability statement

The data that supports findings of this study is not available in order to maintain confidentiality

of the study participants.

REFERENCES

Ansseau M, Dierick M, Buntinkx F, Cnockaert P, De Smedt J, Van Den Haute M and Vander
Mijnsbrugge D (2004) High prevalence of mental disorders in primary care. JOURNAL OF
AFFECTIVE DISORDERS 78(1), 49-55.

Barchi F, Winter S, Dougherty D and Ramaphane P (2018) Intimate Partner Violence Against Women
in Northwestern Botswana: The Maun Women’s Study. Violence Against Women 24(16),
1909-1927.

Barrera M and Castro FG (2006) A Heuristic Framework for the Cultural Adaptation of Interventions.

Becker TD, Ho-Foster AR, Poku OB, Marobela S, Mehta H, Cao DTX, Yang LS, Blank LI, Dipatane VI,
Moeng LR, Molebatsi K, Eisenberg MM, Barg FK, Blank MB, Opondo PR and Yang LH (2019)
“It's When the Trees Blossom”: Explanatory Beliefs, Stigma, and Mental lliness in the Context
of HIV in Botswana. Qualitative Health Research 29(11).
https://doi.org/10.1177/1049732319827523.

24

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

Bernal G, Bonilla J and Bellido C (1995) Ecological Validity and Cultural Sensitivity for Outcome
Research: Issues for the Cultural Adaptation and Development of Psychosocial Treatments
with Hispanics.

Bernal G, Jiménez-Chafey MI and Domenech Rodriguez MM (2009) Cultural Adaptation of
Treatments: A Resource for Considering Culture in Evidence-Based Practice. Professional
Psychology: Research and Practice 40(4), 361-368. https://doi.org/10.1037/a0016401.

Bojosi K, Olashore AA, Roy H and Molebatsi K (2024) Correlates of adverse childhood experiences
among admitted patients with schizophrenia in a referral psychiatric hospital in Botswana. Int
J Soc Psychiatry, 207640241291500. https://doi.org/10.1177/00207640241291500.

Braun V and Clarke V (2006) Using thematic analysis in psychology. Qualitative Research in Psychology
3(2), 77-101. https://doi.org/10.1191/1478088706qp0630a.

Buchholtz EK, McDaniels M, McCulloch G, Songhurst A and Stronza A (2023) A mixed-methods
assessment of human-elephant conflict in the Western Okavango Panhandle, Botswana.
People and Nature 5(2), 557-571.

Burlew AK, McCuistian C, Lanaway D, Hatch-Maillette M and Shambley-Ebron D (2020) One size does
not fit all: A NIDA CTN inspired model for community engaged cultural adaptation. J Subst
Abuse Treat 1128, 28-33. https://doi.org/10.1016/j.jsat.2020.02.006.

Castro FG, Barrera M and Holleran Steiker LK (2010) Issues and challenges in the design of culturally
adapted evidence-based interventions. Annual Review of Clinical Psychology 6, 213-239.
https://doi.org/10.1146/annurev-clinpsy-033109-132032.

Chen EK, Reid MC, Parker SJ and Pillemer K (2013) Tailoring evidence-based interventions for new
populations: a method for program adaptation through community engagement. Evaluation
& the Health Professions 36(1), 73-92. https://doi.org/10.1177/0163278712442536.

Escoffery C, Lebow-Skelley E, Haardoerfer R, Boing E, Udelson H, Wood R, Hartman M, Fernandez
ME and Mullen PD (2018) A systematic review of adaptations of evidence-based public health
interventions globally. Implement Sci 13(1), 125. https://doi.org/10.1186/s13012-018-0815-
9.

Escoffery C, Lebow-Skelley E, Udelson H, Boing EA, Wood R, Fernandez ME and Mullen PD (2019) A
scoping study of frameworks for adapting public health evidence-based interventions. Trans/
Behav Med 9(1), 1-10. https://doi.org/10.1093 /tbm/ibx067.

Gearing RE, Schwalbe CS, Mackenzie MJ, Brewer KB, Ibrahim RW, Olimat HS, Al-Makhamreh SS,
Mian | and Al-Krenawi A (2013) Adaptation and translation of mental health interventions in
Middle Eastern Arab countries: a systematic review of barriers to and strategies for effective
treatment implementation. The International journal of social psychiatry 59(7), 671-681.
https://doi.org/10.1177/0020764012452349.

Gill P, Stewart K, Treasure E and Chadwick B (2008) Methods of data collection in qualitative research:
interviews and  focus  groups. British  dental  journal  204(6), 291-295.
https://doi.org/10.1038/bdj.2008.192.

Government of Botswana (2022) Botswana National Service Programme (Tirelo Sechaba). (accessed).

Grubaugh AL, Brown WJ, Woijtalik JA, Myers US and Eack SM (2021) Meta-Analysis of the Treatment
of Posttraumatic Stress Disorder in Adults With Comorbid Severe Mental lliness. J Clin
Psychiatry 82(3). https://doi.org/10.4088/JCP.20r13584.

Grubaugh AL, Clapp JD, Frueh BC, Tuerk PW, Knapp RG and Egede LE (2016) Open trial of exposure
therapy for PTSD among patients with severe and persistent mental illness. Behaviour
Research and Therapy 78, 1-12. https://doi.org/10.1016/].brat.2015.12.006.

Guest G, Namey E, Taylor J, Eley N and McKenna K (2017) Comparing focus groups and individual
interviews: findings from a randomized study. International Journal of Social Research
Methodology 20(6), 693-708. https://doi.org/10.1080/13645579.2017.1281601.

Hall GCN, Ibaraki AY, Huang ER, Marti CN and Stice E (2016) A Meta-Analysis of Cultural Adaptations
of Psychological Interventions. Behavior Therapy 47(6), 993-1014.
https://doi.org/10.1016/j.beth.2016.09.005.

25

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

Heim E and Kohrt BA (2019) Cultural Adaptation of Scalable Psychological Interventions: A New
Conceptual Framework. Clinical Psychology in Europe 1(4).
https://doi.org/10.32872/cpe.v1i4.37679.

Jeste DV, Palmer BW, Appelbaum PS, Golshan S, Glorioso D, Dunn LB, Kim K, Meeks T and Kraemer
HC (2007) A New Brief Instrument for Assessing Decisional Capacity for Clinical Research.
ARCHIVES OF GENERAL PSYCHIATRY 64(8), 966-966.
https://doi.org/10.1001/archpsyc.64.8.966.

Koenen KC, Ratanatharathorn A, Ng L, McLaughlin KA, Bromet EJ, Stein DJ, Karam EG, Meron Ruscio
A, Benjet C, Scott K, Atwoli L, Petukhova M, Lim CCW, Aguilar-Gaxiola S, Al-Hamzawi A,
Alonso J, Bunting B, Ciutan M, De Girolamo G, Degenhardt L, Gureje O, Haro JM, Huang Y,
Kawakami N, Lee S, Navarro-Mateu F, Pennell BE, Piazza M, Sampson N, Ten Have M, Torres
Y, Viana MC, Williams D, Xavier M and Kessler RC (2017) Posttraumatic stress disorder in the
World Mental Health Surveys. In: PSYCHOLOGICAL MEDICINE. Cambridge University Press.

Lester HE, Tritter JQ and Sorohan H (2005) Patients' and health professionals' views on primary care
for people with serious mental illness: Focus group study. BRITISH MEDICAL JOURNAL
330(7500), 1122-1126. https://doi.org/10.1136/bm{.38440.418426.8F.

Li W, Zhang L, Luo X, Liu B, Liu Z, Lin F, Liu Z, Xie Y, Hudson M, Rathod S, Kingdon D, Husain N, Liu X,
Ayub M and Naeem F (2017) A qualitative study to explore views of patients', carers' and
mental health professionals' to inform cultural adaptation of CBT for psychosis (CBTp) in
China. BMC Psychiatry 17(1), 131. https://doi.org/10.1186/s12888-017-1290-6.

Mauritz MW, Goossens PJJ, Draijer N and Van Achterberg T (2013) Prevalence of interpersonal
trauma exposure and trauma-related disorders in severe mental illness. In: European Journal
of Psychotraumatology. Taylor & Francis.

Ministry of Health and Wellness (2020) NATIONAL GUIDELINE FOR IMPLEMENTATION OF
INTEGRATED COMMUNITY-BASED HEALTH SERVICES.

Molebatsi K, Ng LC and Chiliza B (2021) A culturally adapted brief intervention for post-traumatic
stress disorder in people with severe mental illness in Botswana : protocol for a randomised
feasibility trial. Pilot and Feasibility Studies 1, 1-13.

Molebatsi K, Ntlantsana V, Brooks MJ and Seloilwe E (2024) Association between Childhood Trauma,
Mental Health Symptoms and Adherence Among Youth Living with HIV in Botswana. Journal
of Child and Adolescent Trauma, 1-11. https://doi.org/10.1007/540653-024-00658-
X/TABLES/4.

Mooketsane K, Molefe W, Faiaz MM, Rao N and Raj A (2023) Batswana see gender-based violence
as

a priority for government and societal action. 594.

Moore G, Campbell M, Copeland L, Craig P, Movsisyan A, Hoddinott P, Littlecott H, O'Cathain A,
Pfadenhauer L, Rehfuess E, Segrott J, Hawe P, Kee F, Couturiaux D, Hallingberg B and Evans
R (2021) Adapting interventions to new contexts-the ADAPT guidance. BMJ 374, n1679.
https://doi.org/10.1136/bmj.n1679.

Motsohi TS, Isaacs AA, Manga N, Le Grange C, Roelofse M, Milligan P, Hellenberg DA and Sayed AR
(2015) Common mental disorders are not diagnosed commonly in community health centres.
South African Family Practice 57(4), 259-260.
https://doi.org/10.1080/20786190.2014.978094.

Mueser K, Gottlieb JD, Xie H, Lu W, Yanos PT, Rosenberg S, Silverstein SM, Duva SM, Minsky S, Wolfe
RS and McHugo GJ (2015) Evaluation of cognitive restructuring for post-traumatic stress
disorder in people with severe mental iliness. BRITISH JOURNAL OF PSYCHIATRY 206(6), 501-
508. https://doi.org/10.1192/bjp.bp.114.147926.

Nabavi B, Mitchell AJ and Nutt D (2015) A Lifetime Prevalence of Comorbidity Between Bipolar
Affective Disorder and Anxiety Disorders: A Meta-analysis of 52 Interview-based Studies of
Psychiatric Population. EBioMedicine 2(10), 1405-14109.
https://doi.org/10.1016/j.ebiom.2015.09.006.

26

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

Nagayama GC, Alicia H, Ibaraki Y, Huang ER, Marti CN and Stice E (2016) A Meta-Analysis of Cultural
Adaptations of Psychological Interventions. Behavior Therapy 47(6), 993-1014.

Ng LC, Serba EG, Dubale BW, Fekadu A and Hanlon C (2021) Posttraumatic stress disorder
intervention for people with severe mental illness in a low-income country primary care
setting: a randomized feasibility trial protocol. Pilot and Feasibility Studies 7(1).
https://doi.org/10.1186/s40814-021-00883-3.

Nishith P, Mueser K and Morse GA (2015) A Brief Intervention for Posttraumatic Stress Disorder in
Persons With a Serious Mental lliness. 38(4), 314-319. https://doi.org/10.1037/prj0000158.

Okoroafor SC and Christmals CD (2023) Task Shifting and Task Sharing Implementation in Africa: A
Scoping Review on Rationale and Scope. In: Healthcare (Switzerland). MDPI.

Opondo PR, Olashore AA, Molebatsi K, Othieno CJ and Ayugi JO (2020) Mental health research in
Botswana: a semi-systematic scoping review. Journal of International Medical Research
48(10). https://doi.org/10.1177/0300060520966458.

Perera C, Salamanca-Sanabria A, Caballero-Bernal J, Feldman L, Hansen M, Bird M, Hansen P,
Dinesen C, Wiedemann N and Vallieres F (2020) No implementation without cultural
adaptation: a process for culturally adapting low-intensity psychological interventions in
humanitarian settings. Confl Health 14, 46. https://doi.org/10.1186/s13031-020-00290-0.

Racine E, L OM, Riordan F, Flynn G, Kearney PM and McHugh SM (2022) What and how do different
stakeholders contribute to intervention development? A mixed methods study. HRB Open Res
5, 35. https://doi.org/10.12688/hrbopenres.13544.2.

Ramabu NM (2020) The extent of child sexual abuse in Botswana: hidden in plain sight. HELIYON 6(4).
https://doi.org/10.1016/j.heliyon.2020.e03815.

Regev S and Josman N (2020) Evaluation of executive functions and everyday life for people with
severe mental illness: A systematic review. Schizophrenia Research: Cognition 21, 100178.
https://doi.org/https://doi.org/10.1016/j.scog.2020.100178.

Resnicow K, Soler R, Braithwaite RL, Ahluwalia JS and Butler J (2000) Cultural sensitivity in substance
use prevention. Journal of Community Psychology 28(3), 271-290.
https://doi.org/10.1002/(sici)1520-6629(200005)28:3<271::Aid-jcop4>3.0.Co;2-i.

Rogers EM (1962) Diffusion of Innovations, first edn. New York: The Free Press.

Rolleri LA, Fuller TR, Firpo-Triplett R, Lesesne CA, Moore C and Leeks KD (2014) Adaptation Guidance
for Evidence-Based Teen Pregnancy and STI/HIV Prevention Curricula: From Development to
Practice. American Journal of Sexuality Education 9(2), 135-154.
https://doi.org/10.1080/15546128.2014.900467.

Segrott J, Holliday J, Rothwell H, Foxcroft D, Murphy S, Scourfield J, Hood K and Moore L (2014)
Cultural adaptation and intervention integrity: a response to Skdrstrand, Sundell and
Andréasson. The European Journal of Public Health 24(3), 354-355.

Seong A, Cho SE and Na KS (2023) Prevalence and Correlates of Comorbid Posttraumatic Stress
Disorder in Schizophrenia-Spectrum Disorder: A Systematic Review and Meta-Analysis.
Psychiatry Investigation 20(6), 483-492. https://doi.org/10.30773/pi.2022.0353.

Seow LSE, Ong C, Mahesh MV, Sagayadevan V, Shafie S, Chong SA and Subramaniam M (2016) A
systematic review on comorbid post-traumatic stress disorder in schizophrenia. In:
SCHIZOPHRENIA RESEARCH. Elsevier B.V.

Shehadeh MH, Heim E, Chowdhary N, Maercker A and Albanese E (2016) Cultural adaptation of
minimally guided interventions for common mental disorders: a systematic review and meta-
analysis. JMIR mental health 3(3), e5776.

Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, Boyd KA, Craig N, French DP,
Mclntosh E, Petticrew M, Rycroft-Malone J, White M and Moore L (2021) A new framework
for developing and evaluating complex interventions: update of Medical Research Council
guidance. BMJ 374, n2061. https://doi.org/10.1136/bmj.n2061.

27

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

Slade EP, Gottlieb JD, Lu W, Yanos PT, Rosenberg S, Silverstein SM, Minsky SK and Mueser KT (2017)
Cost-effectiveness of a PTSD intervention tailored for individuals with severe mental illness.
Psychiatric Services 68(12), 1225-1231.

Solomon J, Card JJ and Malow RM (2006) Adapting Efficacious Interventions. Evaluation & the Health
Professions 29(2), 162-194. https://doi.org/10.1177/0163278706287344.

Statistics Botswana (2022) Population & Housing Census 2022- Population of Cities, Towns, Villages
& Associated Localities.pdf. In.

Valdez CR, Ramirez Stege A, Martinez E, D'Costa S and Chavez T (2018) A Community-Responsive
Adaptation to Reach and Engage Latino Families Affected by Maternal Depression. Fam
Process 57(2), 539-556. https://doi.org/10.1111/famp.12310.

Van Den Berg DP, De Bont PAJM, Van Der Vleugel BM, De Roos C, De Jongh A, Van Minnen A and
Van Der Gaag M (2015) Prolonged exposure vs eye movement desensitization and
reprocessing vs waiting list for post traumatic stress disorder in patients with a psychotic
disorder: A randomized clinical trial. JAMA  PSYCHIATRY 72(3), 259-267.
https://doi.org/10.1001/jamapsychiatry.2014.2637.

Van Den Berg DP and Van Der Gaag M (2012) Treating trauma in psychosis with EMDR: A pilot study.
Journal of Behavior Therapy and Experimental Psychiatry 43(1), 664-671.
https://doi.org/10.1016/j.jbtep.2011.09.011.

WHO (2007) Task shifting: rational redistribution of tasks among health workforce teams: global
recommendations and guidelines. In.

WHO (2017) Helping people with severe mental disorders live longer and healthier lives. Available at
https://www.who.int/publications/i/item/WHO-MSD-MER-17.7 (accessed.

Wingood GM and DiClemente RJ (2008) The ADAPT-ITT model: a novel method of adapting evidence-
based HIV Interventions. Journal of acquired immune deficiency syndromes (1999) 47 Suppl 1,
S40-46. https://doi.org/10.1097/QAI.0b013e3181605df1.

Zammit S, Lewis C, Dawson S, Colley H, McCann H, Piekarski A, Rockliff H and Bisson J (2018)
Undetected post-traumatic stress disorder in secondary-care mental health services:
systematic review | The British Journal of Psychiatry | Cambridge Core. The British Journal of
Psychiatry 212(1). https://doi.org/10.1192/bjp.2017.8.

28

https://doi.org/10.1017/gmh.2025.37 Published online by Cambridge University Press


https://doi.org/10.1017/gmh.2025.37

Accepted Manuscript

Table 1. Illustration of content adaptation

NARRATIVES FROM THE ORIGINAL VIDEO

» [ experienced a lot of depression 1 first noticed it when I was 13 and had a prolonged
depression for 6 months and more and continued to have increasingly severe
depression throughout my teens

» [ have startling response, like oh my God, if somebody bangs the door and I don’t
know what’s coming, I fly off the chair, I have one of the worst startle response in

the whole world

NARRATIVES FROM THE ADAPTED VIDEO

o The clash between my ancestral calling, my family's Christian beliefs, and them
forcing hospital medicine created a war within me, leading to a mix of bad feelings
in me.... It got so bad that I ended up in a mental hospital, and it all started with me

being put in handcuffs, which was really scary.

*  Growing up I really believed my mother hated me. [ was the only boy and I remember
as early as 8years my mother would tie me to a tree when I had done something that

she didn’t like and beat me up, 1 still have some scars from those days.
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1. Assess
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2. Understand
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3. Select
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4. Consult with |
experts
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8. Train staff

7. Adapt the
original
program

6. Decide what
needs
adaptation

5. Consult with
stakeholders

9. Test the
adapted
material

10. Implement

11. Evaluate

Figure 1. Key adaptation steps outlined by Escoffery et al., (2019)
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