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Abstract

Introduction: Community-engaged initiatives are identified as promising to improve the health of communities with
limited resources. This review aims to examine community-engaged mental health/wellbeing initiatives across Low- and
Middle-Income Countries (LMIC) and under-resourced settings of High-Income Countries (HIC).

Methods: We searched CINAHL, Embase, MEDLINE, PsycINFO, and Scopus databases to identify eligible primary
studies until August 2024. Studies conducted in English language, involving community members in the initiatives’ design or
implementation and targeting | or more mental health/wellbeing outcomes, were included.

Results: About 35 studies (n=35) reporting 29 mental health/wellbeing initiatives across LMIC-(n=24) and HIC-(n=11)
were included. Programmes with high community engagement, including community-led initiatives, consistently reported
positive mental health and well-being outcomes, including reduced clinical symptoms and enhanced personal recovery
and wellbeing. However, mixed outcomes on initiatives’ impact on quality of life and diagnosed mental health conditions
were evident. Various challenges, including cultural barriers, were noted, as was a lack of involvement of people with lived
experience of mental health challenges.

Conclusion: Community-engaged mental health and wellbeing initiatives in under-resourced settings have shown the
potential to improve mental health outcomes and well-being when actively involving community members. Future work
should focus on scalable initiatives and active inclusion of people with lived experience of mental health challenges.

Review protocol registration at https://doi.org/10.17605/OSF.I0/367BK.
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remote populations.>” In these settings, mental health ser-
vices are frequently underfunded, understaffed, or unavail-
able, with geographically concentrated services in urban
areas leaving large portions of the population without access
to mental health care.®!!

Community engaged initiatives have emerged as a
potential approach to promote mental health and well-being
in under-resourced settings and are more likely to be sus-
tained over time.'"> Community-engaged approaches can
enable community action for health in under-resourced set-
tings, and include the development of supportive environ-
ments, coping skills, and provision of community-based
care, as well as re-orienting health systems towards com-
munity needs.!® These approaches seek to actively involve
communities in 1 or more aspects of the design or adapta-
tion, implementation, and/or evaluation of mental health
and wellbeing initiatives.'* There has also been an increas-
ing push for meaningful engagement of people with lived
experience of mental health challenges as a matter of
respect, dignity, and justice, as well as a means of tackling
discrimination and improving health.!

The ‘treatment gap’ — the proportion of people with men-
tal health challenges who do not receive treatment or care
— exceeds 85% in LMICs, compared to only 40% in
HICs.'®!” However, in HICs, people in rural settings, low-
income groups, and ethnic and cultural minorities are also
less likely to receive care for mental health challenges com-
pared to those in the general population.'®?? Digital health
solutions are also often inadequate due to poor infrastruc-
ture, limited access to technology, or low literacy.!
Community engaged approaches have been proposed as a
potential solution to address the mental health treatment
gaps in under-resourced settings. Community-engaged
approaches sit on a continuum of participation from low-
level, community-oriented approaches, where community
members are informed and called to join an initiative; to
mid-level approaches, where community members are con-
sulted in the design/adaptation and/or involved in the deliv-
ery or evaluation of an initiative; to high-level
community-engaged approaches involving collaboration
and decision-making with community members in the
design, implementation, and/or evaluation, as well as com-
munity-led approaches, where community members lead in
designing, implementing, and/or evaluating initiatives.'3

High-level community engagement, particularly commu-
nity-led initiatives, have the potential to promote mental
health and well-being in under-resourced settings, and are
more likely to be sustained over time.'? High-level engage-
ment can leverage local knowledge, resources, and social
networks to address mental health needs in contexts where
formal healthcare systems are often inadequate or inaccessi-
ble,?® and offer a potential solution to bridge the gap between
need and mental health care, by mobilising local resources
and building on existing social structures.'*'* Implementation

can take various forms, such as peer support groups, training
of lay health workers for screening, referral and delivery of
brief psychosocial interventions, and community-based psy-
chosocial programmes.’* By engaging community members
as active participants rather than passive recipients of care,
community-engaged approaches can increase mental health
services’ reach and cultural acceptability while fostering
community resilience and social cohesion.?

Few comprehensive reviews currently address commu-
nity-engaged responses to mental health challenges,?*?’
with no review to our knowledge specifically investigating
different levels (low, middle, high) of community-engaged
approaches to mental health care in under-resourced set-
tings. This scoping review aims to address this gap. It will
map the existing literature on community-engaged mental
health and wellbeing initiatives in under-resourced settings,
targeting specific outcomes, including the level of commu-
nity engagement, characteristics, impact of the programmes,
and reported barriers/facilitators to implementation.

A scoping review is particularly appropriate for this topic as
it allows for a broad exploration of the existing literature, iden-
tifying key concepts, gaps, and evidence across diverse con-
texts and approaches. The scoping review will further identify
specific areas to be explored further in a systematic review or a
primary study. In synthesising the evidence, we aim to support
the identification of promising evidence-based community-
engaged initiatives and areas for future investigation in this
rapidly evolving field to inform policy, researchers, and practi-
tioners working to improve mental health care access and out-
comes in resource-limited contexts.

Methods

Protocol and Registration

We reported this review in line with the PRISMA extension
for scoping reviews (PRISMA-ScR).”® We use a 6-stage
scoping study methodological framework outlined by
Arskey and O’Malley,?® incorporating recommendations of
Levac et al.>* The final (optional) stage of the review (stake-
holder consultations) is intended to be conducted as a sepa-
rate follow-up study. The stakeholder consultations do not
affect the interpretation of this review’s findings. The
review protocol was registered at Open Science Framework
(OSF) at https://doi.org/10.17605/0OSF.10/367BK.

Eligibility Criteria

Published studies were included if they were community-
engaged approaches that involved collaboration with com-
munities in the design or implementation of the initiatives;
targeted 1 or more mental health outcomes; and were con-
ducted in under-resourced settings (LMIC, or HIC in set-
tings with limited health resources); and reported in English.
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Primary quantitative, qualitative, and mixed-methods
research studies including RCTs, cohort studies, pre-post-
test designs, analytical cross-sectional studies, and qualita-
tive interview/focus group studies were included. Studies
were excluded if they were not community-engaged, did
not include a mental health component, were opinion
papers/secondary research studies and articles, or were in
languages other than English.

Information Sources

Five key databases were searched: CINAHL, Embase,
MEDLINE, PsycINFO, and Scopus. An initial search was
conducted in May 2023 to identify eligible studies with no
restriction on the year of publication, and an update in
August 2024 using the identical search strategy to identify
new publications from May 2023 to August 2024. The ref-
erence lists of eligible studies were also searched to identify
potential articles missed in the database search.

Search

The search was conducted by 2 authors (JR and SS). The
search process combines index and MeSH terms, as appropri-
ate, to identify potentially relevant studies. The search terms
were in line with the PICO framework (Population — LMIC
and under-resourced HIC community settings; Intervention —
mental health or wellbeing initiatives; Comparator — none;
Outcomes; characteristics of initiatives and promotion of
mental health and well-being). A search validation was con-
ducted with one of the authors (JR) and an academic librarian
to ensure that relevant studies (a number of known sources)
were captured in search terms. Adjustments were made, and
the final search terms, as detailed in Supplemental Table 1,
were used to identify relevant studies.

Selection of Studies

All the authors were involved in screening the search results.
First, the database limiters/expanders, such as ‘Apply equiva-
lent subjects’, were used to refine the search. Second, dupli-
cates were removed through endnotes and Covidence. Third,
the title/abstract/keywords of the potentially eligible studies
were screened independently by the 2 teams of reviewers
(University of Technology Sydney and Mahidol University)
in line with the identified inclusion and exclusion criteria.
Fourth, the full text of all potentially relevant articles was
retrieved and screened independently by the same teams as
above in line with the eligibility criteria.

Data Charting Process

Data extraction was conducted by 4 reviewers (NC, SS, PK,
and TT) in parallel using a Microsoft Excel extraction

template designed by the review team. The first aspect of
information extracted included study characteristics such as
the research authors, study design, and participants’ charac-
teristics. The second aspect of the extraction collected data
related to the review aims, including mental health care ini-
tiatives, level of community engagement, the detail of inter-
vention outcomes, and authors’ conclusions. Data on mental
health outcomes were extracted based on clinical mental
health as well as personal recovery indicators. Clinical
mental health outcomes included data on reduction in men-
tal health symptoms (eg, anxiety and depression), whereas
personal recovery and wellbeing indicators extracted data
on improvements in quality of life, resilience, social func-
tioning, interpersonal relationships, and mental health
awareness.

The data extraction was conducted in stages. First, the
review team discussed the extraction process and outcome
in meetings. As part of these meetings, a consensus was
reached to categorise the methodology of the included stud-
ies in line with the JBI categorisation of research designs to
ensure consistency. Second, a reliability verification of
extraction by the 4 reviewers through a meeting was con-
ducted following the extraction of 3 (10%) of the studies to
ensure consistency. Third, the extraction of the remaining
articles by the 4 reviewers was conducted.

Critical Appraisal of Included Studies

Two reviewers (PN and WN) assessed the methodological
quality of the included studies using the JBI critical appraisal
tools for quantitative and qualitative studies’' and Mixed
Methods Appraisal Tool version 2018 for mixed-methods
studies.’?> Differences between the 2 reviewers were
resolved by discussion between the reviewers. Further dis-
agreements were resolved through a meeting by the review
team. An example of this disagreement is in the critical
appraisal of the study by Jayaram et al** in which the 2
reviewers perceived the methodological design as a mixed-
method and case study, respectively. Following a meeting
with the review team, the study by Jayaram et al** was cat-
egorised as a case study.

Synthesis of Results

Considering the heterogeneity in reporting of included stud-
ies (eg, methodology and context), a narrative approach
was used to synthesise the data. This involved summarising
the descriptive numerical data followed by a thematic anal-
ysis of the textual data. The synthesis considered the char-
acteristics of the mental health or wellbeing initiatives, the
country’s income level, and the population context as
appropriate. The mental health or wellbeing initiatives
(referred to as programmes) were categorised based on the
level of community engagement.
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Community Engagement. In line with the WHO continuum
of participation in community-engaged approaches,'’ we
defined and categorised the following levels of community
engagement for the purpose of this review;

Low-Level Community Engagement. Minimal or no partici-
pation of community members in the design or implementa-
tion of a mental health initiative. Community members’ role
is characterised as passive — with little to no influence over
the design or implementation phases. The communities are
informed about a mental health initiative and are invited to
participate in activities that have been pre-designed.

Mid-Level Community Engagement. Community mem-
bers are consulted in the design or adaptation of a mental
health initiative and may be involved in implementation.
For example, they may have a say in shaping the content or
assisting in the delivery of an initiative. However, the com-
munity members have minimal influence, and final deci-
sions about the design and implementation of the initiative
sit with external professionals or researchers.

High-Level Community Engagement. Substantial collabo-
ration with community members in the design/adaptation
and/or implementation of a mental health initiative. At this
level, community members are partners with external pro-
fessionals or researchers in shaping or delivering the initia-
tive.

Community-Led Engagement. A subset of high-level of
engagement where community members lead the design
and/or implementation of mental health initiatives, which
may or may not be supported by external professionals or
researchers. This is also a high-level approach but is distin-
guished from collaboration as community leadership in 1
additional aspect.

Impact of Initiatives. The impact of community-engaged
mental health and wellbeing initiatives was assessed using
a comprehensive context that evaluates both clinical recov-
ery and personal recovery and wellbeing outcomes. Clinical
recovery focusses on improvements in clinical symptoms
such as anxiety, depression. These outcomes were measured
using validated scales such as the Depression Anxiety Stress
Scale (DASS-21), Generalised Anxiety Disorder scale
(GAD-7), Patient Health Questionnaire (PHQ), or General
Health Questionnaire (GHQ). Measures of personal recov-
ery and well-being emphasise improvements in quality of
life, resilience, social functioning, interpersonal relation-
ships, and mental health awareness. These outcomes were
evaluated using validated tools such as the WHO Quality of
Life-BREF (WHOQoL-BREF) or similar instruments. To
ensure cultural and contextual relevance, self-developed
tools tailored to the specific populations and settings of the

initiatives were also included. This dual focus on clinical
symptoms and broader well-being ensures a holistic under-
standing of the impact of community-engaged initiatives in
diverse contexts.

Results

Selection of Included Studies

Following the initial search in 2023, we identified 8133
articles. A further 8 studies were identified through a cita-
tion search, and 2 additional studies were identified in the
August 2024 search update. After duplicate removal, 4171
studies underwent title/abstract screening, and 4070 records
were excluded for not meeting the eligibility criteria. The
resulting full text of 101 potentially relevant articles were
retrieved and screened in line with the eligibility criteria; 66
studies were excluded for reasons such as no community
involvement (in design or implementation), wrong interven-
tion (not a mental health initiative), wrong population (pop-
ulation from high-income countries without a clear indication
of being under-resourced), and lack of programme evalua-
tion (from target population or stakeholders involved, eg,
community leaders and volunteers). The remaining 35 stud-
ies fully met the inclusion criteria (Figure 1).

Characteristics of Included Studies

The 35 included studies comprise 29 various community-
engaged mental health initiatives across high to low-income
countries (Table 1). The majority of studies were conducted
in LMICs, mainly in India (n=10) and Ethiopia (n=3).
Studies in under-resourced populations in HICs were con-
ducted in the USA (n=5), Australia (n=5), and England
(n=1). Of the 35 studies analysed, the majority used mixed
methods (n=12), and quantitative non-randomised con-
trolled trials (n=9) based on JBI categories of study
designs.’!

Most studies focussed on preparing community mem-
bers to deliver training, surveillance, and/or basic mental
health interventions (eg, gatekeeping for referral) for other
community members (eg, Asher et al*’). Some studies (eg,
Brown et al*?) were focussed on evaluating the impact of
such interventions/programmes in terms of clinical recov-
ery, which is defined as a reduction of clinical mental health
symptoms and distinguished from ‘personal recovery’,
which can occur with or without reduction in clinical symp-
toms, and is associated with improvements in social con-
nectedness, engagement in meaningful social roles, hope
and optimism for the future, rebuilding a sense of self, and
empowerment® Other studies focussed on well-being, or
outcomes consistent with personal recovery (eg, Anwar-
McHenry et al*® and Nickels et al®’), or indicators of accept-
ability, feasibility, and cost-effectiveness (eg, Sun et al®).
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Figure |. PRISMA flow chart indicating selection of included studies.
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The quality appraisal results of the included studies var-
ied based on the research designs. Two*®*° of the 35
included studies received below-average quality ratings in
line with the JBI tools. The 2 studies with below-average
quality scores were included in the analysis to provide a
comprehensive overview, and are acknowledged in the
results section for the purpose of transparency. Details of
the quality ratings are presented in Supplemental Table 2.

Findings of the Review

Community Engagement

The extent of community engagement varied across the 35
studies reviewed, which represented 29 mental health initia-
tives. The majority of the initiatives involved mid-level
(n=11) community engagement. Others were low-level
(n=2), or high-level (n=9) community engagement without a
community leadership role. Ten initiatives were community-
led, with the leadership role in the delivery/implementation of
the programme but not in the design (Table 2). The pro-
gramme developed by Van Ginneken et al,” which integrates
72 case studies in India, involved low-, mid-, and high-level
community engagement. Additionally, the Gatekeeper
Training Programme for Indigenous Australians was initially
developed with mid-level community engagement* but later
evolved to community-led engagement to enhance cultural
appropriateness and relevance.>

Programmes with high-level collaboration, some of
which were community-led, were consistently perceived to
have a positive impact among involved community mem-
bers, for example, volunteers, leaders.>+430:33:3457.58 Impact
was also perceived positively by participants in the initia-
tive or intervention, who are from the broader target com-
munities.33’34’35’37’42’45*46*47’50'51’54’56’59*61'63*65 The use of
community or social elements, such as community art
events,*’ collaboration with established community organ-
isations like Aboriginal Community Controlled Health
Services,® or the involvement of community volunteers,**!
community health workers,% and religious leaders (below-
average quality study),*’ was found to be instrumental in
encouraging active community participation.

Some programmes with low- to mid-level community
engagement were also positively perceived by communi-
ties. 363839484955 A potential to translate some programmes
into impactful interventions for the target communities was
reported.****  Programmes such as the Community
Resiliency Model, were designed by researchers or profes-
sionals, with community involvement limited to the man-
agement or implementation phases.33-37:48:49.60

Types of Community-Engaged Programmes

Peer Initiatives. About 11 out of the 29 mental health
initiatives primarily incorporated peers within the target

communities as the basis for the interven-
tion, 343842:44-46.49.50.52,5458.61.6264 The majority of these pro-
grammes were implemented in LMICs (Table 2). The peer
support programmes were typically facilitated by non-pro-
fessionals, such as community laypeople, 041435261 relj-
gious/spiritual leaders,’**>%? Indigenous people,*****% or
mothers or pregnant women.*>*® However, none of the
included studies indicated that people with lived experience
of mental health challenges were involved as peers.

In these peer programmes, laypeople were trained or
supervised to deliver mental health screening and basic men-
tal health or psychosocial interventions within their communi-
ties, 041436164 and 1 study reported that aboriginal people
were specifically trained to detect and respond to suicide risk
among their peers.*+*® Raghuram et al®? reported on a unique
temple healing programme where individuals diagnosed with
mental health challenges and their families resided at a com-
munity temple free of charge, engaging in various temple rou-
tines, such as watering plants, to facilitate healing.

Collaborative Initiatives. About 14 out of the 29 programmes
primarily involved collaboration between community mem-
bers and health systems, healthcare providers, and/or
researchers33,36,37,43,47,5l,53,56,57,59,60,63,65,67 across both LMIC
and under-resourced HIC settings (Table 2). In LMIC set-
tings for example, Jayaram et al** found that integrating
women who were village leaders and community health
outreach workers to identify and treat mental health condi-
tions in an Indian rural community was both effective and
acceptable. Mathias et al’® (below-average quality study)
highlighted the potential of engaging different community
groups, such as leaders, and preschool workers, to support
families with mental health following pandemics. VISH-
RAM (Vidarbha Stress and Health Programme) involve lay
community workers, who refer complex cases to primary
care doctors.®

In HIC, Sun et al% reported on a community singing pro-
gramme for Aboriginal people in Australia, which involved
collaboration between local Aboriginal communities and
representatives from local Aboriginal Community
Controlled Health Services. Chung et al*’ examined a com-
munity art event targeting depression among African
American communities in Los Angeles, which included
spoken word sessions and photography exhibits, was imple-
mented through collaboration between academic research-
ers and African American people. Other collaborative care
initiatives with academics included the Community
Resiliency Programme and the Trinity Life Management
programme, which were developed by researchers but
implemented by community leaders.3”4>!

Integrated Service Delivery. About 4 of the 29 programmes
primarily integrated mental health services with other com-
munity services, 42485566 primarily in HIC (Table 2).
Among these, the Parents and Communities Together
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(PACT) initiative involves peer support in addition to the
integrated service delivery nature of the programme.*

These integrated service delivery programmes not only
addressed mental health but also incorporated broader
social and physical health initiatives, such as promoting
well-being through community campaigns,® social con-
nectedness,®® family engagement,*® and overall quality of
life.*® For instance, Brown et al** reported that the PACT
programme combined maternal literacy, social support, and
mental health components. Lund et al® also evaluated a
programme in Kenya that integrated mental health care
with poverty alleviation components, finding it to be both
feasible and beneficial.

In these integrated service delivery programmes, imple-
mentation was typically conducted by trained lay commu-
nity members acting as counsellors,*® or peers who were
Indigenous persons,> or mothers,* or by a diverse team of
stakeholders, including programme volunteers and manage-
ment committee members.*

Impact of Community-Engaged Initiatives

Improvements in Clinical Symptoms (Clinical Recovery). Ten of
the 35 studies reported improvements in clinical recovery
(mental health symptom reduction). The community-
engaged programmes promoted clinical recovery, including
overall mental health symptoms assessed with Generalised
Anxiety Disorder, Patient Health Questionnaire or General
Health Questionnaire scales.*>>03%! Specifically, the initia-
tives showed efficacy in reducing symptoms or odds of

depression,3*374243.47:48,50.61.62 a5 ell as reductions in anxi-
ety symptoms,’’#>°%! PTSD symptoms,’’ and mental
distress.?”*°

The impact of initiatives on the symptoms of people
diagnosed with mental health conditions such as schizo-
phrenia revealed mixed results. Raguram et al®> demon-
strated significant positive outcomes for clinical symptoms,
with ‘thinking disturbance’, scores on the Brief Psychiatric
Rating Scale improving from 12.45 (SD=3.21) at initial
assessment to 9.81 (SD=4.42) at discharge (¢1=3.701).
Additionally, Lund et al® highlighted significant improve-
ments among individuals diagnosed with schizophrenia and
bipolar disorders, with General Health Questionnaire
(GHQ-12) scores improving from 21.5 (95% CI: 20.2-22.8)
at baseline to 6.0 (95% CI: 4.8-7.2) after 2 years, reflecting
substantial positive changes in overall health and well-
being. However, Nguyen et al.54 reported no significant
changes in clinical symptoms in their study of a support
group for people with a diagnosed mental health condition.
Other studies reported outcomes on individuals diagnosed
with schizophrenia but did not assess the impact on the
symptoms.3¥#! Further information on Table 2.

Improvement in Well-Being, Personal Recovery, and Other Asso-
ciated Mental Health Outcomes. About 29 of the 35 included

studies reported improvements in well-being, including
those consistent with personal recovery indicators (Table 2).
High-level community-engaged initiatives, such as a sing-
ing programme, were effective in reducing stressors associ-
ated with life events, including the loss of family members
or employment.®® Additionally, these programmes were
associated with a reduction in mental health stigma and dis-
crimination, 34731343960 a5 well as impacting positively on
caste, gender, and disabilities stigma.®!

Overall community-engaged programmes were found to
promote overall well-being, 333643463155 with  specific
improvements linked to poverty alleviation,*® and improved
mental health awareness.>> Other reported improvements
included enhanced self-care,>* total satisfaction,*
increased self-esteem, and self-acceptance of mental health
challenges.*>®° However, reported impact on health-related
quality of life (QoL) varied considerably, with some studies
finding positive results,’>° and others reporting no signifi-
cant differences between experimental and control
groups.”>*! For example, Lam et al** found no significant
difference in mental health-related QoL when comparing
groups above and below the poverty line in a community
coalition model randomised trial. In contrast, Lund et al®
reported a significant improvement in mental health-related
QoL scores, increasing from 9.7 (95% CI: 9.5-10.0) at base-
line to 13.9 (95% CI: 14.1-14.7) after 2years in a Basic
Needs’ Mental Health and Development Programme, which
was assessed using a single-group cohort design.

Initiatives also demonstrated potential in promoting
social connection and participation,®’*® improving interac-
tions and peace at home or within the community*®% —
including improving intimate relationships,* strengthening
social well-being and community relationships,3%-3¢:42.30,31.60
and increasing family support and functioning.3*30:39:60:62 A
programme aimed at empowering women led to greater
self-determination,” and a sense of community was
strengthened through some interventions.*>’

Initiatives were also linked to increased income and eco-
nomic stability,3%481:353%0 \ith some facilitating employ-
ment or self-employment opportunities for service
users.3°03% Productivity, goal attainment, responsibility,
and accountability improvements were also noted.*® The
resilience of participants and their families, along with sup-
port in applying for social benefits, were additional positive
outcomes of community-engaged initiatives.>

Other associated mental health improvements include
increased access to mental health services,*%°%57:63 and
improved help-seeking behaviours,”” and enhanced health
literacy.*>47-36:39.60.6367 Reduced mental health treatment
delays, referral of cases of severe mental health challenges
such as psychosis®® and enhanced caregiver competence to
assist individuals with diagnoses of schizophrenia and their
families*® were also reported. Collaborative efforts between
specialists and community healthcare teams could provide
long-term support for individuals with complex mental
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health challenges.’” One study also indicated increased
advocacy for individuals with diagnosed mental health
challenges,® and 1 study found that engagement of com-
munity health workers resulted in positive attitudes in the
community towards individuals with mental health
challenges.’*

Summary of Impact of Initiatives Based on Level
of Community Engagement

Of the 29 initiatives, low-engagement programmes showed
positive participant experiences without significant clinical
mental health symptom improvements. These programmes
require additional efforts to ensure cultural relevance/feasi-
bility. Medium-level engagement programmes involving
community consultation, reduced clinical mental health
symptoms (eg, Friendship Bench Programme). High-level
engagement programmes, characterised by substantial col-
laboration with communities, demonstrated significant
improvement in clinical mental health symptoms and per-
sonal-recovery indicators such as enhanced social inclusion
(eg, Talking Wellness initiative). Community-led pro-
grammes delivered the most culturally relevant and sus-
tained impacts, with initiatives like the Women’s Circle
significantly improving wellbeing, although mental health
symptom reduction was variable.

Barriers and Facilitators to Implementation of
Programmes

Perceived Acceptability, Availability, and Accessibility Barriers.
Six studies highlighted common operational difficulties,
including acceptability, availability, and accessibility barri-
ers encountered during the implementation of community-
engaged initiatives,40:43-50-5258

Engagement with Gatekeeper programme among the
Australian Indigenous population was adversely affected
by the lengthy and perceived irrelevance of training activi-
ties, a barrier to acceptability.®® Additionally, primary
healthcare doctors participating in the Atmiyata pro-
gramme in India were reluctant to prescribe psychotropic
medications due to insufficient training despite the avail-
ability of these medicines.’® Translating theoretical con-
cepts into practical applications, particularly when training
laypeople to implement a Rehabilitation Intervention for
people diagnosed with schizophrenia in Ethiopia, was also
perceived as problematic.*

Accessibility was another key issue identified by both
service users and Village Health Workers (VHWs) in the
Friendship Bench programme in Zimbabwe, which included
difficulty in the transport of service users and poor remu-
neration of VHWSs.32 The physical distance between the
research team and the community setting in the Trinity Life
Management programme hindered the establishment of

solid rapport and active relationships with community
members, which are essential for effective programme
delivery (below-average quality study).*> One study also
emphasised the critical need for reliable referral systems for
individuals with complex mental health needs who cannot
be adequately managed within primary healthcare centres
or communities.>!

Cultural and Contextual Barriers. Four studies detailed the
linguistic and cultural challenges and necessary adaptations
required for implementing initiatives in diverse
settings. 945463

One significant barrier was the high responsibility
placed on key community partners, such as pastors,
which could strain their capacity to contribute effectively
to programme development (below-average quality
study).** Additionally, translating mental health concepts
into local languages proved challenging, requiring care-
ful consideration to ensure cultural relevance and under-
standing.>* Some community religious groups were
protective of their resources and reluctant to share assets,
which hindered collaborative efforts (below-average
quality study).*

In Ethiopia, community workers faced difficulties in
accepting the autonomy and choices of individuals diag-
nosed with schizophrenia in the context of the community
rehabilitation programme.>® Similarly, stigma against peo-
ple diagnosed with depression led to a necessary shift in the
focus of a programme towards stress management to better
align with community perceptions.** Stigma was also a
reported barrier in other studies. For example, participants
in 1 programme expressed reluctance to socialise with or
live near individuals diagnosed with depression, highlight-
ing how stigma can undermine the effectiveness of mental
health initiatives.®

Facilitators/Enablers of Success. Thirteen studies identified
key factors that contributed to the successful development
or implementation of the community-engaged
initiatives,33-3536:43.44,46,49,50-52,57,58,64

Engaging local community people as partners in pro-
gramme development®*#®37 and conducting active consulta-
tions at the programme’s inception®>*’ were found to be
crucial in promoting cultural safety and community accep-
tance. In an Indigenous suicide prevention programme in
Australia, the need to train Aboriginal people to provide
culturally safe care or screen for suicidality was identified
as crucial for programme success* and the involvement of
the community as programme drivers enhanced the poten-
tial for sustainability.*®

Building community trus and collaborating with
key community figures, such as leaders,’*3%* were identi-
fied as essential elements for ensuring programme success.
The use of community health workers (CHWs) has shown

t35,43,50,54



Chutiyami et al

17

potential for dispelling myths/misconceptions associated
with mental health disorders, thereby reducing stigma.*?

Context and language was also vital. The supportive and
non-threatening environment of a temple, even in the
absence of specific healing rituals, played a significant role
in reducing clinical symptoms.®> VHWs in the Friendship
Bench programme advocated for the need for implementa-
tion near their homes, and to be provided with bicycles to
ease transport difficulties.”® Employing community-accept-
able terms, such as ‘distress’ and ‘well-being’ instead of
‘depression’ and ‘anxiety’, also facilitated greater accep-
tance of programmes.>

Kermode et al’! emphasised the importance of address-
ing gender and power imbalances within communities and
strengthening health systems to support these efforts. In
the Atmiyata programme, community volunteers played a
vital role in addressing gender and caste barriers, such as
having women volunteers assist male service users, which
mitigated some of the deeply rooted social divisions in
Indian rural communities.*® facilitating the success of the
programme. Additionally, the willingness of community
volunteers to participate without financial compensation,
and maintain frequent communication with district psy-
chiatrists, were critical in securing professional consulta-
tions and identifying more effective treatment options for
those in need.® Theanacho et al*’ highlighted the need for
programmes to incorporate culturally relevant approaches
that recognise diverse explanatory frameworks for mental
distress, including supernatural causes. Including physical
health promotion alongside mental health interventions
was also recommended to ensure comprehensive care.3¢

Comparison Between Under-Resourced HICs
and LMICs

Overall, the 29 mental health/wellbeing initiatives across
LMIC and HIC country settings share both similarities and
differences. In both settings, community engagement
involved community members in the design or delivery of
the intervention, with initiatives such as the Atmiyata pro-
gramme®%¢1%4 (LMIC) and the Act-Belong-Commit cam-
paign®* (HIC) leveraging community involvement to
improve access to mental health care, fostering social inclu-
sion, and reduce stigma. Programmes in HICs often incor-
porated formal collaborations (structured and organised
roles and processes) among community organisations,
healthcare providers, and academic institutions, as seen in
the Community Partners in Care initiative,’” which used a
community-of-practice model to enhance collective effi-
cacy. LMIC programmes also collaborated beyond the com-
munity. For example, the Basic Needs’ Mental Health and
Development Programme® involved community volun-
teers and lay health workers to enhance the effectiveness of
the programme.

Despite these similarities, some differences exist
between initiatives in HICs and LMICs. HIC programmes,
such as The Station Community Mental Health Centre,%
often operate within formal institutional frameworks, focus-
sing on broader psychosocial outcomes like empowerment
and stigma reduction. In contrast, LMIC programmes were
often more grassroots in nature, relying heavily on trained
lay workers and volunteers to deliver interventions resource-
constrained settings. Examples include the Temple Healing
initiative in India®® and the Friendship Bench in
Zimbabwe,*~? which integrated local cultural practices and
traditions to enhance community acceptability, a feature
less commonly seen in HICs. Indeed, initiatives in LMICs
were more likely to prioritise cultural relevance as exempli-
fied in various programmes.3?#-032.61.64 Additionally, while
HIC initiatives emphasised formal collaboration and struc-
tured delivery, LMIC programmes tended to prioritise direct
clinical recovery and wellbeing outcomes, such as symp-
tom reduction and improved quality of life, and the sustain-
ability of initiatives were more likely to be affected by
funding in LMIC.>?

Discussion

This is the first scoping review to map the available literature
on community-engaged mental health and wellbeing initia-
tives in under-resourced settings in LMIC and HIC.
According to the WHO! definition, community engagement
involves a continuum of community involvement in the
design and implementation of initiatives: from low-level
approaches where community are informed, to mid-level
where community members are consulted, and to high-level
approaches including collaboration and decision-making
with community members, or community-led approaches.

Our review of 35 studies, comprising 29 mental health
initiatives, indicates that community-engaged approaches
are frequently well received by the target population and
can positively impact clinical recovery outcomes (eg,
reduction in mental health symptoms), wellbeing (eg, QoL),
personal recovery indicators (eg, improved social and fam-
ily connection, meaningful occupation, self-efficacy and
acceptance, and empowerment), and access to care. Those
with higher levels of engagement, and particularly commu-
nity-led initiatives, were more consistently reported as posi-
tive by community members who were delivering or
receiving the intervention. Nonetheless, implementation
efforts could be hampered by the perceived acceptability
and accessibility of initiatives. For example, mental health
training or mental health interventions could be perceived
as irrelevant and or unacceptable,***%*® and physical dis-
tance, poor knowledge, or referral process could impact on
accessibility.’'*>%® Other barriers included overburdening
of community members and community mistrust and
unwillingness to share resources.*
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Reported barriers may reflect the lack of community
engagement in design of initiatives. Although mid-level and
high-level engagement was reported, it was only in the
implementation (eg, screening, referrals, and delivery of
mental health interventions), but not the design stages. As
Arnstein® originally argued, lower-levels of engagement in
the design stages gives communities ‘little opportunity to
influence’ development of a programme or initiative (p.
219). Our study indicates that a lack of community influ-
ence in the design of mental health initiatives may limit the
perceived acceptability and accessibility, and lead to mis-
trust and unwillingness of community partners to share
community assets. Hawke et al’® argue for involvement of
community members in the design of mental health inter-
ventions and programmes from inception, through to imple-
mentation, and evaluation, to improve the perceived
relevance and accessibility to the target population. Grindell
et al”! note that ‘co’ approaches, where community mem-
bers are equal partners in the design of initiatives, not only
creates more relevant and acceptable approaches, but also
instils a sense of community ownership, trust, and confi-
dence in healthcare solutions. This is particularly important
as our study found that building community trust was a key
facilitator of programme success.*> Nonetheless, our find-
ings indicate that engaging with community at the inception
of a programme was more effective for promoting cultural
safety and community acceptance,®® and the need for
acceptable and culturally relevant interventions could drive
higher levels of community engagement across the lifespan
of a programme.*!

Programmes incorporating community members typi-
cally involved community ‘peers’, including village lead-
ers, religious leaders or groups, Indigenous people, or
pregnant women and mothers. However, despite emphasis
internationally on meaningful engagement of people with
lived experience of mental health challenges in health ini-
tiatives,?' and incorporation of peer workers with a lived
experience of mental challenges into mental health service
delivery,’”> none of the included studies indicated people
with lived experience of mental health challenges as com-
munity peers. Perhaps lack of involvement is reflective of
the perceived high stakes of tackling mental health chal-
lenges in under-resourced settings. Fran Baum’? notes, that
the ‘bigger the stakes’, the more chance that marginalised
community members will be excluded from participatory
processes (p. 534).

However, the exclusion of people with lived experience
in community-engagement initiatives is likely linked to
entrenched and systemic prejudice towards people with
mental health challenges, who are frequently excluded from
health promotion initiatives.">’* Indeed, studies in our
review reported that mental health initiatives could be
undermined by community workers” and community mem-
bers’ stigma towards people with mental health challenges,

who they perceived as lacking capacity to make autono-
mous choices and were deemed unfit to socialise with or
live in proximity to.3%% Arguably, the involvement of
people with lived experience of mental health challenges
in the design and delivery of mental health initiatives in
under-resourced settings might support reduction of
stigma and discrimination towards this population. It was
the case that women community volunteers in the Atmiyata
programme played a vital role in addressing gender and
caste barriers.>

Perhaps the value of involving people with lived experi-
ence in mental health initiatives cannot be overstated. In
addition to enhancing inclusion and justice for people with
lived experience,” research indicates that the involvement
of people with lived experience of mental health challenges
in the design and delivery of mental health interventions
and programmes also improves the perceived relevance and
impact, as well as enhancing sustainability.”’ However, no
included studies used high-level engagement approaches
with people with lived experience of mental health chal-
lenges through all stages of design and delivery, which may
have the potential to further enhance mental health and
wellbeing initiatives, particularly those that come up against
issues of entrenched mental health stigma. Additionally,
given the heterogeneity of communities, and the intersec-
tional nature of health inequity, meaningful engagement in
mental health interventions arguably requires careful
involvement of people with lived experience of mental
health challenges, as well as those with a lived experience
of social inequities, for example, related to gender, ethnic-
ity, social class etc."”

Beyond aspects of community involvement, our findings
indicate that primary health doctors could be unwilling to
prescribe medications due to a lack of training,’® and com-
munity health workers could be unwilling to collaborate in
care, and rejected the choices of people with diagnosed
mental health challenges.’® Further training of healthcare
workers is required to ensure that integrated mental health
services are willing and able to take referrals, and to provide
treatment and care that is effective and aligns with the needs
and requests of people with lived experience. Additionally,
as Baum’”® notes, involvement of health workers in the
design and delivery of initiatives and programmes — work-
ing alongside community members and people with lived
experience — may support the development of motivation
and trust to participate in community-engaged initiatives, as
well as respect for community self-determination and
healthcare priorities of people with lived experience.

Review Limitations

Despite the strengths of this review for examining commu-
nity-engaged mental health and wellbeing initiatives from
both LMIC and HIC, the findings should be interpreted
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considering its limitations. First, it is important to note that
the programmes’ impact was not a cause-effect relationship
but associations between the initiatives and various aspects
of mental health or wellbeing. As noted in one of the
included studies,’! researchers indicated uncertainty
about the effectiveness of programmes due to uncon-
trolled variables, including changes in the broader social
determinants of health within communities over time.
Second, even though community members were involved,
the involvement of people with lived experiences of men-
tal health challenges was not evident in the design or
implementation of the initiatives. Third, some initiatives
involving high community engagement/leadership were
assessed through pilot studies (eg, Chomat et al*® and
Brown et al*?) and included in this review. It remains
uncertain if these programmes would remain impactful
with large-scale implementation.

Additionally, caution is warranted when interpreting
findings, due to the potential for positive reporting and pub-
lication biases, particularly in community-led initiatives,
and from studies with below-average methodological qual-
ity.#3°¢ It is important to note that this study adopts a scop-
ing review approach to address the lack of prior
comprehensive reviews on this topic. Nevertheless, meth-
odological elements typically associated with systematic
reviews, such as quality ratings of included studies, were
incorporated to enhance transparency in reporting, and
rigour and credibility of the review.

Conclusion

This review highlighted the critical role of community-
engaged initiatives in promoting mental health and well-
being of communities in under-resourced settings. The
initiatives targeted peer programmes, particularly in LMIC
(eg, involving laypeople and religious leaders), collabora-
tive care approaches (in collaboration with primary health-
care), and integrative services (beyond mental health eg,
physical health). These programmes underscore the diver-
sity of various community-based care initiatives across dif-
ferent populations/income settings. The findings reveal that
actively engaging community members in the design,
implementation, or leadership of community initiatives
generally led to positive outcomes in various mental health
and broader well-being measures. In particular, programmes
with high community engagement, including leadership,
could be instrumental in reducing clinical mental health
symptoms, promoting personal recovery (eg, social connec-
tion, empowerment, and meaningful occupation), and
improving mental health literacy and access to care/ser-
vices. However, it is unclear if these benefits were sustained
over long periods of time, and there were mixed results on
quality of life and the impact of initiatives on individuals

diagnosed with mental health conditions such as psychosis
and schizophrenia.

While most studies demonstrated positive outcomes,
there were various context-specific challenges, including
limited resources, accessibility, and cultural barriers, which
necessitated adaptations to ensure programme relevance
and acceptance. The need for culturally tailored approaches
was particularly evident in diverse populations such as
Indian rural area residents and Australian Indigenous com-
munities. None of the studies indicated high-level involve-
ment of community members in design of mental health
initiatives, or involvement of people with lived experience
of mental health challenges. Leveraging local knowledge,
fostering active community leadership, and involving com-
munity members with intersecting experience of mental
health challenges and social inequity in the design, delivery,
and evaluation of mental health and wellbeing initiatives,
could achieve improved outcomes of underserved popula-
tions of high-income countries as well as LMIC. Future
studies should focus on scalable initiatives, long-term
impact, and inclusion of people with lived experience of
mental health challenges and social inequities in programme
design, implementation and evaluation.
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