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ABSTRACT
Over the past two decades there have been major 
advances in the development of interventions promoting 
mental health and well- being in low- and middle- income 
countries (LMIC), including delivery of care by non- 
specialist providers, incorporation of mobile technologies 
and development of multilevel community- based 
interventions. Growing inequities in mental health have led 
to calls to adopt similar strategies in high- income countries 
(HIC), learning from LMIC. To overcome shared challenges, 
it is crucial for projects implementing these strategies in 
different global settings to learn from one another. Our 
objective was to examine cases in which mental health 
and well- being interventions originating in or conceived for 
LMIC were implemented in the USA. The cases included 
delivery of psychological interventions by non- specialists, 
HIV- related stigma reduction programmes, substance 
use mitigation strategies and interventions to promote 
parenting skills and family functioning. We summarise 
commonly used strategies, barriers, benefits and lessons 
learnt for the transfer of these innovative practices among 
LMIC and HIC. Common strategies included intervention 
delivery by non- specialists and use of digital modalities 
to facilitate training and increase reach. Common 
barriers included lack of reimbursement mechanisms 
for care delivered by non- specialists and resistance 
from professional societies. Despite US investigators’ 
involvement in most of the original research in LMIC, only 
a few cases directly involved LMIC researchers in US 
implementation. In order to achieve greater equity in global 
mental health and well- being, more efforts and targeted 
funding are needed to develop best practices for global 
health reciprocal innovation and iterative learning in HIC 
and LMIC.

INTRODUCTION
As people live longer with chronic conditions 
globally, the need to address mental health 
and related challenges to health and well- 
being has become increasingly apparent.1 
With this, there is growing recognition that 
people everywhere need to benefit from the 
innovations being tested and implemented 

globally and work collaboratively and learn 
from one- another. The term global health 
reciprocal innovation (GHRI) was recently 
coined to describe bidirectional and iterative 
exchange of ideas, resources and innovations 
to address shared health challenges across 
diverse global settings.2

In low- and middle- income countries 
(LMIC), there has been a long- standing 
major gap between the number of people 
experiencing mental health conditions and 
the availability of quality care. Prior estimates 
indicate that only 1 out of 26 people with 
depression and 1 out of 100 people living with 
anxiety have access to minimally adequate 
care in LMIC.3 4 These major constraints have 
stimulated innovative strategies to deliver 
mental health services through non- specialists 
in LMIC.5 Task shifting mental health service 
delivery comes from the recognition that the 
reliance on specialists such as psychiatrists 

SUMMARY BOX
 ⇒ Research and practice in mental health and well- 
being have recently begun to employ global health 
reciprocal innovation—in which countries across 
the globe collaborate and learn from each oth-
er—yet little is known about the strategies that can 
make this type of multidirectional learning more 
successful.

 ⇒ The current analysis reviews case examples in 
which high- income countries have learnt from ex-
periences in low- and middle- income countries to 
develop and test innovative interventions to promote 
mental health and well- being in underserved popu-
lations, including people living with HIV.

 ⇒ This analysis will allow researchers and implement-
ers to benefit from lessons learnt across diverse set-
tings and to advocate for policies and funding that 
support this type of ground- breaking work, with the 
potential to improve mental health and well- being 
globally.
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and psychologists to deliver mental healthcare will not 
reduce inequities in LMIC.6 Instead, continuum of care 
models with integration of non- specialists are being 
implemented with an emphasis on community- based 
care, collaborative care, stratified care and stepped care.7 
These approaches build on public health strategies,8 rely 
on major contributions of community health workers and 
community members9 10 and are increasing availability 
and accessibility of mental health services in LMIC. Based 
on the feasibility and effectiveness of these strategies, the 
2022 World Mental Health Report highlighted the use of 
non- specialists and continuum of care implementation as 
pillars of successful mental health service delivery.11

Increased usage of non- specialists for delivery of health 
interventions was catalysed by the HIV response in 
many LMIC, as working with community members and 
other non- specialists to reach affected populations has 
been a key strategy in LMIC to extend the reach of HIV 
services and reduce HIV stigma. There is also growing 
recognition that stigma has negative impacts on mental 
health,12 and that this is a key pathway for adverse effects 
on other health outcomes.13 Thus, the HIV response has 
included the development of a multitude of innovative 
community- engaged strategies to address stigma and 
other mental health challenges faced by people living 
with HIV in LMIC.14 These strategies also include other 
innovative community- based implementation strategies 
such as mHealth tools, collaboration with primary health-
care workers and multilevel approaches—that could also 
benefit populations in high- income countries (HIC).

At a population level, HIC have a higher availability of 
mental health services than LMIC: one out of five indi-
viduals living with depression receive minimally adequate 
care in HIC.3 However, this can mask wide inequities 
within high resource settings. Historically minoritised 
groups in many regions of the USA, for instance, have 
low usage rates of mental health services, with racial 
and ethnic inequities in mental healthcare worsening in 
recent decades.15 This has led mental health researchers 
and practitioners to explore how strategies from LMIC 
could be leveraged in HIC to reduce these longstanding, 
and in some cases, worsening inequities.

In HIC in the Americas and Europe, community- based 
approaches for increasing access to mental health are 
gaining momentum.16 For example, in the USA, the 
translation and adoption of innovations in mental health 
from LMICs is increasingly supported by policymakers. 
In 2023, the US White House Report on Mental Health 
Research Priorities17 calls for pilot programmes to train 
paraprofessionals to deliver mental health services as a 
path to reducing inequities within mental healthcare. In 
addition to expanding the scope of who delivers services, 
the White House Report calls for changing the emphasis 
on where services are delivered with greater investments 
in primary care, communities and the justice system—
all strategies that have a strong evidence base in LMIC. 
In addition, city governments and state governments 
are implementing global mental health strategies such 

as programmes in the New York City Mayor’s Office of 
Community Mental Health18 and the State Government 
of New York.19 Insurance companies, such as Blue Cross 
Blue Shield of Massachusetts, are also implementing 
interventions in Boston that were developed for human-
itarian emergencies in LMICs.20 Similarly, the Ending 
the HIV Epidemic Initiative in the USA has a strong 
focus on underserved rural areas, where HIV incidence 
is often highest, and embraces innovative community- 
centred approaches to delivering HIV prevention and 
treatment.21

These strategies align well with the concept of GHRI.22 23 
As opposed to the dominant practice of researchers from 
HIC directing what and how interventions will be done 
in LMIC, reciprocal learning emphasises the equitable 
involvement of LMIC researchers in informing and 
shaping practices in HIC. With successful reciprocal 
learning, there is an array of opportunities for lessons 
learnt from LMIC to inform care in the USA and other 
HIC, and for simultaneous or subsequent experiences in 
HIC to feedback and inform programmes in LMIC. This 
can occur in an ongoing iterative fashion where advances, 
adaptations and improvements to interventions are facil-
itated over time and on an ongoing basis.

There are a growing number of examples of GHRI in 
which initiatives in LMIC are being adapted and imple-
mented in the USA and other HIC,19 as well as in other 
LMIC. For GHRI to be effective, efficient and become 
standard practice, there is a need to review how initial 
examples of the strategy have been carried out and what 
successes and challenges were encountered. Our objec-
tive is to review case examples in the field of mental health 
and HIV stigma reduction to extract what lessons learnt 
should inform future GHRI for mental health and well- 
being. Successful reciprocal learning will contribute to a 
more equitable global mental health research commu-
nity and greater alleviation of suffering associated with 
mental illness and other stigmatised conditions.

We convened a group of experts in the fields 
of mental health, global health and HIV stigma- 
reduction, mainly identified from participants in a 
webinar (2020) and/or a workshop (2022) on GHRI 
organised by the National Institutes of Health (NIH) 
Fogarty International Center (FIC).24 These experts, 
based in both LMIC and HIC settings, worked 
together to identify domains of interest for exam-
ining GHRI work in the mental health and stigma- 
reduction areas, as well as key case study examples.

Inclusion criteria for the case examples were: (1) 
a defined intervention specifically addressing mental 
health and well- being, including stigma reduction; 
(2) evidence of reciprocal implementation in at least 
one LMIC and one HIC setting; and (3) evidence of 
interaction and multidirectional learning between the 
different country sites. The team reviewed 14 poten-
tially relevant case examples before selecting the 12 
examples examined in detail in this paper. Domains 
examined in included studies were: countries 
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involved; conceptual and other frameworks used; type 
of GHRI design and directionality; core intervention 
name and type; research/project team composition 
and modes of collaboration; health system contexts; 
intervention adaptation methods used; intervention 
delivery modalities; funding sources and mecha-
nisms; barriers/challenges encountered; benefits of 
the GHRI collaboration; special resources needed; 
outcomes measured; involvement of people with 
lived experience; unintended (positive or negative) 
consequences; and other lessons learnt.

Members of the expert group used a standard 
form to extract information on each of the identi-
fied domains from peer reviewed and grey litera-
ture, scientific presentations and media articles on 
the GHRI case studies. When not present in the 
expert group team, investigators directly involved in 
the GHRI case implementation and evaluation were 
consulted to obtain information on domains that 
were not fully elucidated in the available sources. 
Information across cases for each domain was then 
summarised and synthesised.

CASE EXAMPLES OF GLOBAL HEALTH RECIPROCAL 
INNOVATION
Case examples included in this review are presented 
in table 1. Illustrative case examples are presented in 
further detail in boxes 1–3.

GHRI designs
Most interventions in our case examples were derived 
from psychological techniques developed in HIC for 
delivery by mental health specialists (eg, cognitive behav-
ioural therapy, motivational interviewing), that were 
then adapted for delivery using task- sharing approaches 
in LMIC. After demonstrated success in LMIC settings, 
the strategies were re- adapted for delivery in the USA 
(eg, EMPOWER, Friendship Bench); we refer to these as 
sequential designs. There were also cases of simultaneous 
designs with parallel implementation in LMIC and HIC 
settings (Zambia Alabama HIV Alcohol Comorbidities 
Programme, ENGAGE). In all cases there was some level 
of feedback, communication and collaboration between 
the LMIC site and the HIC site.

Most interventions in our case examples were 
derived from psychological techniques developed 
in HIC for delivery by mental health specialists (eg, 
cognitive behavioural therapy, motivational inter-
viewing), that were then adapted for delivery using 
task- sharing approaches in LMIC. After demon-
strated success in LMIC settings, the strategies were 
re- adapted for delivery in the USA (eg, EMPOWER, 
Friendship Bench); we refer to these as sequen-
tial designs. There were also cases of simultaneous 
designs with parallel implementation in LMIC and 
HIC settings (Zambia Alabama HIV Alcohol Comor-
bidities Programme, ENGAGE). In all cases there was 

some level of feedback, communication and collabo-
ration between the LMIC site and the HIC site.

Countries/locations involved
LMIC in Africa, South Asia, South America and the 
Caribbean were represented, with most case examples 
involving sites in Africa. Case examples included in 
this analysis all involved the USA as the HIC setting, 
with states including Alabama, Massachusetts, New 
York, North Carolina and Texas.

Types of mental health and well-being addressed
All case examples focused on aspects of improving 
mental health and well- being, including stigma reduc-
tion. Of our examples, seven focused on common 
mental disorders, three on HIV- related stigma reduc-
tion, three on substance use disorders and two on 
family/child mental health. Four examples addressed 
combinations of these.

Core intervention characteristics
Interventions included a variety of mental health/
psychological interventions (Problem Management 
Plus (PM+), Common Elements Treatment Approach, 
Interpersonal Counselling, the Friendship Bench, 
Safety Planning Intervention, Motivational Inter-
viewing and Behavioural Activation), three HIV- 
related stigma reduction interventions, and family 
interventions including family therapy and parenting 
skill building. Unifying aspects include the focus on 
mental health and well- being and the ability of these 
interventions to be delivered by non- specialists.

Research/project team(s) composition and modes of 
collaboration
All projects involved collaboration between the teams 
from each setting. The degree of collaboration ranged 
from consultation/advice from someone on the orig-
inal LMIC country team to a few cases of multiple 
investigators from each site maintaining joint leader-
ship of the subsequent project. Simultaneous imple-
mentation designs seemed to have more depth of 
collaboration and real- time integration than sequen-
tial designs. The Friendship Bench from Zimbabwe is 
a strong example of an LMIC team having ongoing 
‘ownership’ of the intervention model as it is imple-
mented in new settings (box 2).

Health systems and other context
Implementation in LMIC was typically conducted 
through government primary healthcare facilities, with 
some examples of implementation in community settings 
(schools, churches, etc). In the USA, implementation 
contexts were more varied, often involving specialty 
mental health/substance use clinics or community- based 
organisations (CBOs) that deliver mental health or HIV 
prevention and treatment services, usually in collabora-
tion with state/local health departments.
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Intervention delivery modalities in the different settings
Interventions involved a mix of in- person and remote 
delivery modes, with a few using both in the same 
project/location. Most of the interventions were 
delivered in- person by non- specialists in both types 
of settings, with more remote delivery in the HIC 
settings, especially in the context of the COVID- 19 
pandemic (eg, RECOUP- NY and other adaptations 
of PM+).25 Interventions included both group and 
one- on- one modalities. A few projects had the inter-
vention delivered by a pair/triad of interventionists 
together, including both peer specialists and profes-
sionals.

Intervention adaptation methods and frameworks used
To adapt the LMIC intervention to the US setting, some 
cases reported the use of formal cultural/context inter-
vention adaptation frameworks and procedures, such as 
Assessment, Decision, Adaptation, Production, Topical C
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Box 1 Taking the Finding Respect and Ending Stigma 
around HIV stigma reduction intervention from Africa to 
Alabama to the Dominican Republic

Description of the intervention: Intergroup contact and 
empowerment intervention to reduce HIV- related and intersectional 
stigmas in healthcare settings.

Type of global health reciprocal innovation (GHRI): HIV- related 
stigma reduction in- person workshop intervention originally developed 
and tested in five countries in Africa, adapted and tested in Alabama, 
followed by adaptation and implementation in the Dominican Republic 
(DR). Ongoing work to incorporate lessons from the DR into future 
implementation in US South.

What worked well? The teams in each setting were able to use 
and adapt tools and detailed implementation manuals from the prior 
settings and get input from those involved in prior implementation. 
The use of formative research in each setting helped to tailor the 
intervention to the populations and types of stigmas most salient 
in that setting. Shared leadership from the different country teams 
(multiple principal investigator model) worked well for the DR 
implementation research.

What did not work so well? The community nature of the HIV 
clinics in the African setting (where clients and providers from the 
same health facility participated in each workshop) was hard to 
replicate in the urban settings in Alabama and the DR. This also made 
it difficult to include collaborative stigma- reduction projects following 
the workshop, as had been part of the African model. High levels of 
HIV- related and sexual gender minority stigma in the communities 
in Alabama and the DR, and related lack of disclosure, made it more 
difficult to engage clients in that setting. Changing leadership at the 
health systems level and challenges with obtaining clinical- level data 
for evaluation can adversely affect implementation.

Take away lessons: Commitment of health system authorities is 
crucial in each setting where the innovation will be introduced and 
need constant attention over the life of the project. True collaborative 
shared leadership of the GHRI work across settings and projects 
is highly beneficial and assures that the core elements of the 
intervention are maintained and important knowledge and lessons are 
not lost. Flexibility and adapting to the specific needs, populations, 
strengths and contexts in each setting are crucial.
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experts, Integration, Training and Testing (ADAPT- ITT) 
model26 or mental health Cultural Adaptation and 
Contextualisation for Implementation.27 Others simply 
described using formative qualitative research to inform 

implementation in each new setting. Some cases also 
mentioned ‘stakeholder consultation’ or ‘stakeholder 
feedback’. Adaptations for remote delivery of the inter-
vention by telehealth or applications were also described. 
Many of the identified case examples used frameworks 
and designs from the field of implementation science 
(IS).

Involvement of people with lived experience
In many cases involvement of people with lived experi-
ence of the targeted condition was limited to including 
such persons in formative interviews or focus groups to 
inform the intervention. In a few instances, people with 
lived experience were involved in intervention delivery 
as developers, deliverers and/or evaluators of the inter-
vention. For example, a few programmes integrally 
involved people living with HIV (three case examples) or 
people with lived experience with MH disorders and/or 
substance use (five case examples). In only a few exam-
ples (eg, Finding Respect and Ending Stigma around 
HIV and ENGAGE in table 1), people with lived experi-
ence were involved in every stage of the project.

Box 2 Friendship Bench—a mental health programme 
from Zimbabwe is adapted for implementation in other 
low- and middle- income countries (LMICs) and high- 
income countries (HICs)

Description of the intervention: Friendship Bench (FB) is a task- 
shared intervention offered by trained and supervised community 
mental health workers attached to primary healthcare clinics. The 
programme offers up to six individual counselling sessions that focus 
on problem solving strategies and behavioural activation to decrease 
symptoms of common mental disorders such as depression and 
anxiety (described as thinking too much ‘kufungisisa’ in the local 
language). Beneficiaries are also invited to take part in support groups 
that offer income generation activities. The programme has been 
adapted by the Ministry of Health and is currently being rolled out 
nationwide in Zimbawe.

Type of global health reciprocal innovation: LMIC to HICs The 
FB concept had been applied under NYC Department of Health and 
Mental Hygiene THRIVE programme in 2017. In 2022, the programme 
has been implemented within Athens (Ohio) Department of Health as a 
county- wide offer to help seekers, as well as in London, Ontario with 
a focus on racialised minorities with collaboration from the Canadian 
Mental Health Association. LMIC to LMICs: The programme has been 
adapted and tested in Malawi and Vietnam involving research teams 
from US Universities (University of North Carolina (UNC) as well as 
in South Africa (University of Washington (UW), UNC). Other regional 
implementations were carried out in collaboration with local health 
authorities (Tanzania, Kenya).

What worked well? International research teams carried 
out research and build capacity in Zimbabwe. Research results 
gave the programme credibility and helped to refine the original 
implementation. Implementation partners worked closely with original 
developers and together adapted training and other material as 
needed while maintaining the programme’s core aspects.

What did not work so well? While the original FB programme is a 
standing mental health intervention in a resource constrained setting 
such as Zimbabwe, HIC implementation of the FB focuses more 
on increasing access to mental healthcare by bringing awareness 
about mental health and existing support structures to those needing 
help. To avoid any confusion with registered therapy providers, 
delivering agents in HIC are trained to use terms such as listening and 
supporting only. The HIC implementation is done with adapted training 
material to meet partners’ needs and thus is less focused on some of 
the Zimbabwe context aspects (HIV focus, primary healthcare context, 
support group approach was often seen as not easily applicable). In 
the HIC settings, the programme still needs to gain wide recognition in 
the existing health systems and specific research has not been carried 
out yet.

Take away lessons: Fidelity to the programme and its core 
aspects as well as recognition of original developers as well as 
data sharing and programme use agreements are important. New 
implementation partners thus need to plan and support ongoing 
collaboration through applied implementation research. This will foster 
mutual learning and make the programme overall stronger which 
will benefit programme users, inform policymakers and decrease the 
global mental health treatment gap.

Box 3 Restoring mental health after COVID- 19 through 
community- based psychosocial services in NYC (RECOUP- 
NY)—Scaling up Problem Management Plus (PM+) from 
Nepal to New York City

Description of the intervention: Developed by the WHO, PM+ is a 
task- sharing mental health intervention delivered over five sessions. 
During these sessions, PM+ covers four key techniques which aim 
to provide mental health support to persons experiencing mild- to- 
moderate distress and challenges accessing mental health services.

Type of global health reciprocal innovation: Randomised 
controlled trials of individual and group PM+ have been conducted 
in Kenya, Pakistan Nepal, Colombia and other settings. Based on the 
lessons learnt in Nepal, PM+ was adapted and is currently being 
implemented in community organisations in New York City.

What worked well? Members of the research team from the PM+ 
study in Nepal are also members of the RECOUP- NY research team 
which helped with adaptation to both contexts. The PM+ manual and 
materials were adapted using the mental health Cultural Adaptation 
and Contextualisation for Implementation procedure. A major 
improvement in adapting PM+ for New York involved making PM+ 
training and sessions more accessible by offering them both virtually 
and in person.

What did not work so well? Retaining existing staff members 
from community- based organisations in New York to complete PM+ 
training and provide ongoing PM+ services is a challenge due to 
time, capacity and possible conflict of interest barriers to fully engage 
in training and delivery of PM+ sessions. Supervision and referral 
systems are still a challenge to implement in high- income settings, 
particularly in organisations that do not offer mental health services.

Take away lessons: Locally meaningful outcomes to providers 
and clients are important for buy in and scaling up of interventions 
in specific contexts. Adaptation of training delivery methods and 
timetables are critical for the successful adoption of task sharing 
mental health interventions. Partnership with local government offices, 
such as the NYC Mayor’s Office of Community Mental Health, is vital 
for identification of appropriate community partners.
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Outcomes measured (and valued) in the different settings
Measured outcomes included: (1) mental health clin-
ical outcomes; (2) HIV treatment and/or prevention 
outcomes; (3) stigma reduction (few); (4) implemen-
tation process outcomes; (5) feasibility and accepta-
bility; (6) fidelity to the core intervention model; and 
(6) sustainability. Several cases measured psychosocial 
intermediate outcomes such as social support, parenting 
practices, relationship skills, family functioning, etc. 
Differences were observed in funder priorities (NIH, US 
President’s Emergency Plan for AIDS Relief) for clinical 
HIV and/or MH outcomes versus locally relevant prior-
ities for process outcomes like reduction in stigmatising 
communications or time to treat.

Funding sources and mechanisms
Sources of funding were varied, with many cases relying on 
a variety of piecemeal funding sources for different stages 
of the GHRI. NIH Institutes and Centers were common 
sources of funding (NIMH (National Institute of Mental 
Health), FIC (Fogarty International Center), National 
Institute of Allergy and Infectious Diseases, National 
Institute on Drug Abuse, Centers for AIDS Research). 
Other funding sources included university pilot grants, 
state and county governments in the USA and founda-
tions/philanthropic sources. A few projects were funded 
under large multiproject grant mechanisms (P01, U19) 
that allowed for simultaneous implementation and/or 
more continuity in the work, facilitating GHRI.

Table 2 GHRI multilevel challenges and solutions

Challenges in using GHRI approaches Resources and skills needed

Community member/
client level

 ► Diverse subpopulations have different needs requiring unique 
adaptations, even within a single setting (no ‘one size fits all’).

 ► Language barriers.
 ► Differing expectations for mental health services.

 ► Flexibility, openness, mutual respect and cultural 
humility in teams.

 ► Language and translation skills.
 ► Time and resources for careful thoughtful formative 
work to inform adaptation.

Provider/
organisation level

 ► High clinician and lay health worker workloads.
 ► Insufficient/incompatible health information systems in the 
two settings.

 ► Insufficient funds and organisational resources, including 
technology (ie, internet, work phones).

 ► Fragility of community- based organisations and facilities.
 ► Provider attrition.
 ► Many non- specialist providers have high exposure to the 
same adversities faced by clients.

 ► Flexibility in delivery settings (i.e., from healthcare 
facilities to community centres and vice versa).

 ► Remote delivery (telehealth, virtual supervision), and 
ensuring access to requisite technology.

 ► Appropriate training, preparation, compensation and 
supervision structures to deliver the intervention, 
including the creation of local supervision infrastructure 
to facilitate scale up.

 ► Sufficient funds and grant mechanisms for long- term 
projects in multiple sites.

 ► Robust self- care to support non- specialist providers 
to mitigate risk from secondary trauma and prevent 
burn- out.

Structural level  ► Different structural factors affecting healthcare access 
and usage in each setting (ie, different degrees of poverty, 
community violence and/or stigma).

 ► Different healthcare systems and policy/legal regulations 
in each setting (ie, laws regulating who can deliver mental 
health services) led to challenges working with local health 
authorities.

 ► Changes in political leadership and political will over the life of 
the project in either setting.

 ► International travel restrictions, especially for visitors from 
LMICs to the USA.

 ► Ongoing data collection/analysis to tailor interventions 
to changing contexts.

 ► Legal/regulatory expertise in each setting for issues 
such as intellectual property or provider regulations.

 ► Allocation of travel funds for team members to visit 
collaborating sites and learn from one another.

Intervention level  ► Validation of intervention modalities and tools in new settings 
takes time and resources.

 ► Need for fidelity monitoring and quality assurance for the 
implementation of evidence- based interventions.

 ► Sufficient clinical and research expertise to assess 
adapted versions of interventions and training content.

 ► Digitised provider- support tools can improve 
intervention fidelity and enhance clinical supervision 
and care using real- time data analytics.

Benefits of GHRI

 ► Iterative feedback and learning.
 ► Sharing procedures, information systems and/or staff across multiple settings.
 ► Sharing complementary expertise (eg, mental health task sharing experience from one setting, community engagement experience from the other 
setting).

 ► Real- time dissemination of strategies, tools and materials in simultaneous projects.
 ► Providing remote delivery resources across settings can lead to wider than expected capacity building in under- resourced locations.

GHRI, global health reciprocal innovation; LMICs, low- and middle- income countries.
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Barriers/challenges encountered in doing GHRI projects
Table 2 summarises common findings regarding GHRI 
implementation strategies, including benefits, chal-
lenges, special resources and skills needed to overcome 
challenges and lessons learnt.

Common challenges identified across multiple cases 
included: (1) differences in structural factors in the 
community and health facilities (poverty, different 
key populations) that made it difficult to deliver some 
aspects of the original intervention; (2) differing needs 
of target populations, including various levels of commu-
nity stigma and fears of disclosure; (3) lack of similar and 
sufficient health information systems in both settings; (4) 
changes in political leadership and political will over the 
life of the project influencing implementation in both 
LMIC and HIC settings; (5) insufficient funds/organisa-
tional resources to carry out the full scope of the inter-
vention including fidelity assessments and evaluations; 
(6) lack of availability of training materials/trainers in 
local languages; (7) different laws and regulations about 
who can deliver mental health services; (8) lack of similar 
access to technology, like mobile phones, internet, appli-
cations, in the different settings; (9) international travel 
restrictions, especially challenges for LMIC visitors to 
the USA; (10) busy overloaded non- specialists in one or 
both settings; (11) the need to rapidly adapt and create 
intervention materials in the new HIC setting (especially 
in the context of COVID- 19) limiting the involvement of 
the LMIC team in the process; and (12) lack of models 
for cadres such as peer recovery specialists in LMIC and 
limitations on their professional scope of work in HIC.

Benefits of the GHRI collaboration
Common implementation benefits from GHRI collabora-
tion included: (1) sharing proven tools developed in one 
setting across multiple settings; (2) iterative feedback and 
learning for improved implementation in each setting; (3) 
consistency in at least some team members across settings 
to help stay true to the core of the intervention; (4) ability 
to share data management systems in some cases; (5) 
benefitting from complementary expertise (eg, sharing 
mental health expertise from researchers in one setting 
with community engagement expertise from researchers 
in another); (6) efficiency and cost- savings if staff can be 
shared across settings (simultaneous designs); (7) real- time 
sharing of strategies and lessons (simultaneous designs); 
(8) learning from evaluation and demonstrated benefits 
for low- resource underserved populations in the previous 
setting (sequential design); and (9) creation and strength-
ening of new peer health worker roles. These benefits were 
perceived to lead to better programmes and benefits for the 
target populations.

Special resources needed for GHRI
Special resources needed for successful GHRI included: 
(1) language and translation skills; (2) cultural knowl-
edge, sensitivity, mutual respect and humility across teams; 
(3) availability of appropriate cadres of interventionists 

in each setting; (4) technology to facilitate communica-
tion and collaboration between country teams; (5) funds 
to support bidirectional travel of teams; (6) medico- legal 
expertise in each setting to deal with issues such as intel-
lectual property or regulations around who can provide 
health services; (7) sufficient funds and grant mecha-
nisms for projects that span more than one country; (8) 
sufficient clinical expertise to review the adapted versions 
of the training content; and (9) sufficient time, human 
resources and community participation to carefully 
consider the adaptations needed for each setting.

Unintended consequences (positive or negative)
One unintended positive consequence was wider than 
expected capacity building in the region/country adapting 
the intervention, especially when virtual resources devel-
oped during the project were made widely available to 
other organisations and providers in the country. One 
case reported greater than expected interest and support 
for the intervention in the US community when they 
learnt that it was developed in Kenya.28 Another posi-
tive consequence was empowerment of peers and non- 
specialist workers through increasing their responsibility 
and decision- making power in intervention delivery. 
Negative consequences include rising resistance and 
territorialism among some mental health professionals 
and professional societies in the USA.

Other lessons learnt
The need for flexibility, openness, mutual respect and 
cultural sensitivity was emphasised in several cases, as well 
as the need for true shared and meaningful partnership 
and leadership in the work. Other lessons included the 
need to use rigorous intervention adaptation models, 
share tools and materials across sites and to understand 
and document the standard of care in each setting 
(control condition). Many researchers emphasised the 
importance of taking into account the fragility of many 
CBOs and facilities, taking actions to fairly compensate 
and minimise burden on busy providers, considering the 
context of inequities in society and working with local 
interdisciplinary teams of mental health professionals 
and other disciplines. Some researchers emphasised that 
not only the intervention content, but also the measures 
and assessments used to evaluate the intervention, may 
have to be very different in the different settings.

CONCLUSION
Our review of these examples of GHRI around mental 
health and well- being—including HIV- related stigma reduc-
tion examples—has revealed an emerging body of work 
that has the potential to benefit diverse populations in both 
LMIC and HIC. The examples of GHRI analysed in this 
review highlight the implementation benefits of a bidirec-
tional, iterative process and the importance of communi-
cation and collaboration among project teams in different 
settings. This work also presents an opportunity to reflect 
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on colonial legacies in global mental health research and to 
strive for more balance and partnership.29 30

In many cases the transfer of an intervention from one 
setting to another was not envisioned in the initial project; 
many such transfers were stimulated the COVID- 19 
pandemic, which increased the need for widely accessible 
mental health interventions within the USA.31 In these 
examples of GHRI ‘sequential designs’, we observed 
fewer opportunities for the LMIC and HIC teams to 
interact and learn from one another, as compared with 
‘simultaneous designs’ when the different settings inten-
tionally began the GHRI together around the same time. 
The fact that most examples did not have an a priori 
focus on GHRI probably reflects the lack of comprehen-
sive targeted funding mechanisms to support long- term 
multinational interactive, iterative work in the field of 
mental health and well- being. In the few examples of 
true ‘simultaneous designs’, mechanisms for interac-
tion, shared leadership and multidirectional learning 
could be built in from the beginning and continue over 
time, yielding immense benefits. As such programmes 
require larger budgets over a multiyear time horizon and 
require the availability of funds for international travel, 
we advocate for future funding opportunities specifically 
tailored for GHRI that can help the global community 
to continue this work that has high potential to improve 
mental health and well- being globally.

Many of our case examples emphasised task- sharing 
and intervention delivery by health workers who are 
not mental health specialists, including primary care 
and community health workers and other non- specialist 
providers such as peer coaches, peer facilitators, religious 
leaders and non- health staff of CBOs. This approach, 
which has been a necessity for years in LMIC,32 is now 
being adopted in many high- income settings to address 
shortages of formally trained mental health and psycho-
social support staff and increased mental healthcare 
need, especially in lower- resource areas.33 Across multiple 
task- sharing cases, technology served as an important 
facilitator to training non- specialists, ensuring fidelity 
of intervention delivery and expanding reach to under- 
resourced populations. Our examples also revealed some 
of the challenges with task- sharing approaches, including 
already overburdened health workers, shortages of 
experts for effective supervision and different country 
regulations about what cadre of workers can deliver 
certain types of healthcare.

Culturally and contextually relevant adaptation is para-
mount to successful GHRI. On one hand, inclusion of the 
intervention developers and/or implementors from the 
prior setting(s) on the team in the new setting in a mean-
ingful collaboration can ensure that the core components 
necessary for the effectiveness of the intervention are not lost 
in translation. On the other hand, interventions themselves 
may need to change in major ways to effectively respond to 
the needs of new target populations and new contexts. To 
navigate this balance, careful and rigorous usage of theo-
ries, methods and frameworks from IS can be particularly 

useful to adapt and scale up interventions in new contexts 
once they have been shown to be effective in one setting. By 
encouraging communication between stakeholders across 
multiple settings, GHRI approaches fit well within IS to 
improve the process of implementation, to enhance equity 
and shared leadership and to work towards the decolonisa-
tion of global health.34

We consider reducing stigma as an important part of 
promoting mental health and well- being related to a 
variety of health conditions and identified many exam-
ples of GHRI in HIV- related stigma reduction. Many 
mental health interventions we examined involved 
reducing the stigma around mental health disorders and 
seeking mental health treatment, although stigma was 
not usually measured in these cases and effects of these 
interventions on mental illness- related stigma are largely 
underexplored. Future work should assess and carefully 
consider both anticipated and unanticipated effects of 
interventions on stigma in the community.

Our analysis had both limitations and strengths. 
Limitations include that our analysis was not a systematic 
review of the literature, and that the HIC implementa-
tion examples were limited to the USA. We also acknowl-
edge that some of the case examples included in this 
analysis were based on projects conducted by members 
of our authorship team (seven of the case examples), 
and while that brought a strength in terms of in- depth 
knowledge project, it could also be considered a source 
of bias. We partly mitigate this by the joint authorship of 
multiple authors and the reflexive discussions among the 
author- team. Strengths include the synthesis of key find-
ings from LMIC and US researchers who have been inti-
mately involved in projects involving GHRI, as well as the 
timely sharing of insights in a relatively new and actively 
developing field of work.

The current analysis suggests that there are important 
research questions to be addressed to further understand 
the processes and outcomes of GHRI in mental health 
and well- being. These include research to: (1) document 
processes and identify best practices for co- led LMIC- HIC 
teams for GHRI projects, (2) test the effects of different 
cultural and contextual adaptation frameworks on imple-
mentation and effectiveness outcomes, (3) compare 
the implementation strategies and outcomes of specific 
mental health and well- being interventions in different 
settings globally and (4) examine how mental health 
interventions impact community- level and healthcare 
setting stigma around mental illness and other stigma-
tised identities in different global settings.
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