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Dedication
The HOPE co-investigators and collaborators would like to dedicate this paper to the memory of Dr Phyllis
Dako-Gyeke, who sadly passed away in June 2024. Dr Dako-Gyeke was the co-Principal Investigator for HOPE in
Ghana and made substantial contributions to the project and this manuscript. May her soul rest in peace.

Abstract
Aim. HOPE (National Institute for Health and Care Research Global Health Research Group
on Homelessness and Mental Health in Africa) aims to develop and evaluate interventions
that address the unmet needs of people who are homeless and have severe mental illness (SMI)
living in three African countries in ways that are rights-based, contextually grounded, scalable
and sustainable.
Methods. We will work in the capital city (Addis Ababa) in Ethiopia, a regional city (Tamale)
in Ghana, and the capital city (Nairobi) and a rural county (Makueni) in Kenya to understand
different approaches to intervention needed across varied settings.
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We will be guided by the MRC/NIHR framework on complex interventions and implemen-
tation frameworks and emphasise co-production. Formative work will include synthesis of
global evidence (systematic review, including grey literature, and a Delphi consensus exercise)
on interventions and approaches to homelessness and SMI. We will map contexts; conduct
focused ethnography to understand lived experiences of homelessness and SMI; carry out
a cross-sectional survey of people who are homeless (n = 750 Ghana/Ethiopia; n = 350
Kenya) to estimate prevalence of SMI and identify prioritised needs; and conduct in-depth
interviews and focus group discussions with key stakeholders to understand experiences, chal-
lenges and opportunities for intervention. This global and local evidence will feed into Theory
of Change (ToC) workshops with stakeholders to establish agreement about valued primary
outcomes, map pathways to impact and inform selection and implementation of interven-
tions. Intervention packages to address prioritised needs will be co-produced, piloted and
optimised for feasibility and acceptability using participatory action research. We will use
rights-based approaches and focus on community-based care to ensure sustainability. Realist
approaches will be employed to analyse how contextual variation affects mechanisms and out-
comes to informmethods for a subsequent evaluation of larger scale implementation. Extensive
capacity-strengthening activities will focus on equipping early career researchers and peer
researchers. People with lived experience of SMI and policymakers are an integral part of the
research team. Community engagement is supported by working closely with multisectoral
Community Advisory Groups.
Conclusions. HOPE will develop evidence to support action to respond to the needs and
preferences of people experiencing homelessness and SMI in diverse settings in Africa. We
are creating a new partnership of researchers, policymakers, community members and people
with lived experience of SMI and homelessness to enable African-led solutions. Key outputs
will include contextually relevant practice and policy guidance that supports achievement of
inclusive development.

Background

People with severe mental illness (SMI; comprising disabling psychoses and affective condi-
tions) are over-represented in homeless populations globally. However, the situation is stark in
low- and lower-middle-income countries (LLMICs), where an estimated 28–36 million peo-
ple are homeless and have SMI (Chamie, 2017; Smartt et al., 2019). In systematic reviews from
high-income countries, the co-occurrence of SMI and homelessness is associated with numer-
ous adverse outcomes, including premature mortality (Fazel et al., 2014); infectious disease
(chiefly tuberculosis, HIV and hepatitis B)(Beijer et al., 2012); non-communicable diseases
(Scott et al., 2013); co-morbid alcohol and substance abuse; injuries and accidents (Mackelprang
et al., 2014); and suicide (Arnautovska et al., 2014). Women and youth who are homeless are
at particular risk of sexual assault and exploitation (Goodman et al., 1995). SMI is a major risk
factor for chronic homelessness (Fazel et al., 2014).

Despite strong social capital and protective family structures in many LLMIC settings in
Africa, caring for a person with SMI can overwhelm informal support networks, exacerbated
by precarious household finances, stigma, diverse understandings about mental illness and lim-
ited mental healthcare provision (Read et al., 2009). Harsh conditions on the streets can also
trigger new onset of SMI. High-quality evidence from LLMICs is scarce, but most people who
are homeless and have SMI have unmet basic needs for water, clothing and food, and untreated
medical problems; 30–40% are affected by physical disabilities (Fekadu et al., 2014; Singh et al.,
2016; Tripathi et al., 2013). Beyond basic needs, there is evidence of high levels of unmet needs
for social support, relationships and rehabilitation, and of exposure to unjust imprisonment,
exploitation, physical and sexual abuse. Few (10%) have ever received mental healthcare, and
almost none receive adequate ongoing care.

The evidence base for intervention in high-income countries takes housing as an essen-
tial aspect of service provision for people who have SMI and are homeless, particularly the
Housing First model (Tsemberis, 2011), which improves a wide variety of health and social
outcomes (Woodhall-Melnik and Dunn, 2016). Other evidence-based health interventions
include tailored primary healthcare programmes, care coordination, assertive communitymen-
tal health treatment and critical time interventions (Hwang and Burns, 2014). The applicability
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Figure 1. Overview of the HOPE project

of such models to LLMICs may be limited, given their reliance
on access to housing, specialist multidisciplinary workers and
government-funded social welfare and healthcare services.
Furthermore, factors causing or maintaining homelessness
in people with SMI in LLMICs vary and demand different
responses, for example, in relation to mental health stigma and
discrimination, forced displacement and poverty. A decolonial
approach to research is therefore required – generating evi-
dence that is centred on lived experience and embedded in local
contexts – to stimulate incremental, organic changes that will
positively impact the lives of people who are homeless with SMI
(Abimbola, 2021).

In our scoping review (Smartt et al., 2019), we were unable
to identify any rigorous evaluations of programmes for people
who are homeless and have SMI in LLMICs. Most identified
programmes are run by stand-alone, non-governmental organ-
isations (NGOs), rarely integrated with government provision
(Narasimhan et al., 2019), thus limiting scalability and sustain-
ability. Crucially, little attention is paid to social needs and the
preferences of those with lived experience, who may not wish to
return to their communities of origins, due to ‘push’ factors such
as shame, a need to escape from conflict, broken relationships,
exploitativework, or other forms of abuse and exclusion, or because
of ‘pull’ factors related to perceived opportunities and freedoms in
cities (Haile et al., 2020).

There remains a crucial gap in evidence and global recom-
mendations of care for people with SMI who are homeless. Any
effective responsewill require coordination and close collaboration
of specialist and community-based care across sectors, particularly
when family supports are overwhelmed or absent, as well as the
meaningful involvement of people with lived experience. This evi-
dence gap indicates a pressing need for anAfrica-led partnership of
researchers and key stakeholders to conduct high-quality research
in this area.

The aim of HOPE (National Institute for Health and Care
Research Global Health Research Group on Homelessness and
Mental Health in Africa) is to develop and evaluate approaches to
addressing the unmet needs of people who are homeless and have
SMI living in LLMICs in ways that are rights-based, contextually
grounded, scalable and sustainable.

Objectives:

1) Establish a partnership of researchers, implementers, policy-
makers and people with lived experience.

2) Synthesise global evidence and obtain expert consensus on
priority actions and approaches.

3) Work in distinctive settings in Ethiopia (capital city), Ghana
(regional capital) and Kenya (capital city and rural county)
to:
a. Identify the priority needs and valued outcomes of those

with lived experience, and opportunities and challenges for
intervention.

b. Integrate global and local evidence to select, co-produce and
pilot interventions that target priority needs, in order to
investigate acceptability and feasibility.

c. Evaluate the impact of interventions on the human rights
and outcomes valued by people with lived experience and
generate evidence on intervention costs, implementation
processes and outcomes.

d. Pioneer the development of methods and ethical frame-
works for future research and interventions.

4) Impact global policy and practice through translation of evi-
dence into a ‘how-to’ guide to adapt and implement pro-
grammes in diverse LLMIC contexts.

5) Build sustainable capacity across partners that support
South–South and South–North exchange of expertise and
mutual learning, and develops individuals, teams, organisations
and systems.
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Methods

See Fig. 1 for an overview of HOPE. HOPE is structured into
work packages (WP):WP1 (project coordination),WP2 (formative
phase), WP3 (intervention co-production/piloting), WP4 (imple-
mentation/evaluation), WP5 (capacity-strengthening) and WP6
(lived experience, community engagement and research uptake).
In HOPE, we have prioritised the involvement of people with lived
experience in all aspects of the research and delivery of interven-
tions.

Countries and settings

See Table 1 for characteristics of the countries and sites. These sites
have been selected because (1) there is an evident need to improve
support for people who are homeless and have SMI, (2) they are

distinctive contexts in East andWest Africa across low-income and
lower-middle income countries; and (3) there are opportunities
to build on existing programmes and political will. Homelessness
has increased across the study countries, with accompanying chal-
lenges of poor health outcomes (Elsey et al., 2019). In each
study setting, social exclusion and stigmatisation of people who
are homeless is common (UNICEF, MOLSA and Development
Pathways, 2019), which intersects with stigma and discrimination
experienced by persons with SMI (Forthal et al., 2019; Mutiso
et al., 2019; Read et al., 2009). Although all three countries are
expanding community-based mental healthcare, these services are
not tailored to the complex needs of people who are homeless
and are inaccessible due to the reliance on families to bring a
person to services and often meet the costs of treatment. Faith-
based, civil society and NGOs contribute to crisis responses to
basic needs for sub-groups of homeless populations but such efforts

Table 1. Characteristics of countries and project sites in HOPE

Ethiopia Ghana Kenya

Country location East Africa West Africa East Africa

World Bank income category Low-income Lower-middle Lower-middle

Country population (World
Bank Group 2023)

126 million 34.1 million 55.1 million

Gross Domestic
Product/capita (World Bank
Group 2023)

$1294 $2238 $1950

Number of mental health
professionals/100,000
population

0.11 psychiatrists, 0.58 master’s
level practitioners/psychiatric
nurses, 0.045 clinical
psychologists and 0.009 social
workers (Federal Democratic
Republic of Ethiopia Ministry of
Health 2021)

0.07/100,000 (Roberts
et al., 2014)

0.19/100,000 (WHO 2014)

Evidence on burden of
homelessness and SMI

41% prevalence of SMI in sample
of 217 people who were homeless
in Addis Ababa, with extensive
unmet needs (Fekadu et al., 2014)

No prevalence estimates.
Research has mostly
focused on homeless
youth in Accra (Asante
et al., 2014).

No data available

Previous experience with
interventions for people who
are homeless and have SMI

Linked to expanding access to
mental health care in a rural
district in south-central Ethiopia
(Smartt et al., 2021)

In Tamale, community
mental health workers
assess and treat people
who are homeless and
have SMI within their
catchment area.

In Nairobi, the CREATE
initiative (Community
Recovery Achieved Through
Entrepreneurism) demon-
strated how an integrated
approach to social inclusion
of people with SMI, including
some who were homeless
(Casey et al., 2018) could
support employment of peo-
ple with SMI (MacDougall
et al., 2021)

HOPE project sites

Ethiopia Ghana Kenya

HOPE project sites Addis Ababa sub-cities (Arada,
Addis Ketema)

Tamale city Nairobi county
(Kamukunji, Starehe,
Embakasi sub-counties)

Makueni county

Population of project site 4.4 million for Addis Ababa
(United Nations Department of
Economic and Social Affairs
Population Division (2018) – with
minor processing by Our World in
Data 2018)

375,000 (Tamale
Metropolitan Authority
2021)

4.4 million (United Nations
Department of Economic
and Social Affairs
Population Division (2018) –
with minor processing by
Our World in Data 2018)

1 million (Ngugi 2013)

(Continued)
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Table 1. (Continued.)

Ethiopia Ghana Kenya

Characteristics of project site These sub-cities have lower SES
as well as concentrated numbers
of people who are homeless
compared with the other
sub-cities in Addis Ababa. They
also feature transport hubs as
well as the main market in Addis
Ketema. Overcrowding and poor
quality of housing is a feature of
both sub-cities, although new
government-led housing projects
have been constructed in the past
5−10 years.

Rapidly expanding
regional capital situated
620 km from the capital;
relatively lower
socio-economic status in
Ghana; situated on
major internal and
international transport
routes; regional trading
and agricultural centre

Nairobi occupies an area of
about 700 km2 at the
south-eastern end of
Kenya’s agricultural
heartland.
Nairobi is facing challenges
of rapid urbanisation, which
is accompanied by informal
settlements with poor
quality of housing, as well
as air and water pollution,
water supply and
sanitation.

250 km southeast of
Nairobi, lower SES,
with over 60% of the
population living
below the poverty line
(Government of
Makueni County 2018).

Mental health services 443 in-patient beds;
hospital-based out-patient
services; some integration in
primary care; 1 residential
rehabilitation facility

Hospital-based
in-patient and
out-patient services;
community outreach by
mental health nurses

Partially integrated mental
health services at primary
health care levels

Integrated mental
health services at the
primary healthcare
level (Mutiso et al.,
2019)

Social care Limited provision to meet basic
needs from NGOs and religious
institutions

NGOs and civil society
organisations provide ad
hoc support

Provision of social services
is provided in a fragmented
manner, either by
faith-based organisations or
NGO and other civil society
organisations. There is a
draft policy on street
families that is yet to be
finalised but no current
services for people who are
homeless.

No mental health or
other public sector
services for people
who are homeless

are fragmented (UNICEF, MOLSA and Development Pathways,
2019).

Conceptualising homelessness

Our starting point for defining homelessness is: spending the night
unsheltered or in other places not intended for habitation. We will
exclude people who spend their days on the streets, for example,
to beg, but who have stable night-time accommodation. However,
the concept of homelessness is complex and locally nuanced, so the
target population will be operationalised for each study site in the
formative phase.

Theoretical framework

The research work in HOPE will follow the Medical Research
Council/National Institute for Health and Care Research
(MRC/NIHR) framework for developing and evaluating complex
interventions (Skivington et al., 2021). We will use ToC as a
participatory tool to inform each aspect of the MRC/NIHR
approach (De Silva et al., 2014). Applying realist approaches, we
will develop programme theories to inform evaluation. Unmet
needs will be framed within a socio-ecological model that seeks to
understand and propose interventions to address the individual,
family, societal and political-level barriers to social inclusion.

WP2: Formative phase

An extensive formative phase will comprise syntheses of global evi-
dence and best practice alongside primary data collection in each
setting: context mapping, ethnography and a cross-sectional study.

Systematic review
Building on our previous scoping review (Smartt et al., 2019),
we will conduct a systematic review, including grey literature, to
identify interventions for people who are homeless with SMI in
LLMICs (Smartt et al., 2023). We will carry out a narrative syn-
thesis of types of interventions, implementation strategies and
evidence of impact.

Delphi consensus exercise
A Delphi consensus exercise will help identify global perspectives
on best practices and priorities for interventions. We will invite
people with experience of implementing relevant programmes
in different regions in LLMICs, identified through the grey lit-
erature review and including French-, Spanish- and Portuguese-
speaking implementers, and representatives of mental health ser-
vice user associations, disability rights organisations and theWorld
Health Organization (WHO). In the first round, participants iden-
tify interventions/components of programmes that they consider
important. These will be consolidated and augmented by emerg-
ing findings from our review. In the second round, participants
will rank each identified component/strategy based on impor-
tance and feasibility in LLMICs. Finally, the anonymised aggre-
gated responses will be fed back to the participants, with further
ranking to identify essential, desirable and optional elements of
intervention programmes, as well as any ethical concerns.

Context mapping
We will conduct a documentary analysis of relevant policies, laws
and plans relating to people who are homeless in our settings,
inclusive of documents relating to public health, social care, legal
decrees and other municipal documents. We will consult with
community leaders and other key stakeholders in administrative
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positions, NGOs and religious and traditional healing sites. We
will establish where people who are homeless and have SMI can be
reached, and document the roles of different agencies and existing
initiatives. Findings from the analysis will be synthesised using a
matrix, informed by an implementation framework tomap context
(Pfadenhauer et al., 2017), facilitating cross-country comparisons.

Primary data collection for formative studies
Primary data collection comprises a focused ethnography
(Sangaramoorthy and Kroeger, 2020) and a cross-sectional study
to understand experiences of homelessness and SMI, population
burden, level of unmet needs, and sources of support, preferences,
opportunities and potential barriers to intervention. We will carry
out participant observation in locations where people are likely to
sleep, visit or spend the day. Observations and linked interviews
will focus on people who are homeless and have SMI, other
members of the community, and their interactions. Interviews and
focus group discussions will be conducted with key informants.
The specific aims and methods are detailed in Table 2.

Ethics

Key ethical challenges will now be highlighted: consent, respond-
ing to basic needs and safeguarding.

Consent to participate
In the ethnography, gatekeeper permission will be obtained.
Aligned with accepted ethics of ethnographic practice, we will not
seek formal consent from individuals who are being observed. The
purpose of participant observation is to access an understanding
of the day-to-day lives of people who are homeless and have SMI
which might not be obtained via other methods, such as formal
qualitative interviews. The process of obtaining informed consent
can disrupt participants’ natural behaviours, actions and responses,
including their relationship with the researcher-observer, risking
the valuable insights ethnography might add. This was a point of
contention in the HOPE team, with concerns raised by the Lived
Experience Advisory Group (LEAG; below) about the dignity and
autonomy of the person. To address these concerns, we will seek
to build rapport with people who are homeless and have SMI over
time through regular visits by the researchers and informal con-
versation, an approach used to engage homeless people with SMI
in similar settings (Eaton et al., 2015). This will facilitate respectful
engagement with the person, allowing them to gain an under-
standing of the researcher’s role and develop trust. The researchers
will be carefully trained and supervised to ensure they respect
any desire not to be observed and cease observation if a person
communicates discomfort (verbally or non-verbally). For in-depth
interviews, informed consent will be obtained.

In the cross-sectional study, we will include people who lack
mental capacity to provide informed consent as participants in
the study with appropriate safeguards. We argue that the ethi-
cal principle of justice is upheld because the study enables us to
obtain an understanding of the needs of the most vulnerable peo-
ple who are homeless and have SMI and design interventions that
best meet those needs. The United Nations Convention on the
Rights of Persons with Disabilities implies a presumption of equal
treatment with others who may wish to participate in research
(i.e. having equal legal capacity), with the proviso that the prospec-
tive participant’s will and preference is always actively recognised
and respected.We will not include anyone in the study if they indi-
cate refusal or if there is any other indication that their will and

preference would be not to participate. To identify evidence of the
latter, we will seek to speak to a trusted person who is nominated
by the person who is homeless and has SMI. That person could
be anyone who credibly supports the individual. In the absence of
such a person, a mental health/disability advocate will communi-
cate with the person, seek to identify their will and preference and
provide permission for the person’s participation. Mental capacity
will be assessed by a mental health professional, using a standard-
ised approach (Hanlon et al., 2016). As a further safeguard for study
participants who lack mental capacity, we will make systematic
efforts to reassess capacity after 2 weeks, during which time we will
support them to access mental health services. If the person has
regained capacity, they will be invited to provide informed consent
to participate and, if they decline, they will be withdrawn from the
study.

Responding to basic needs
During the ethnography fieldwork, researchers may offer refresh-
ments to people who are homeless during informal interactions as
an act of reciprocity and following altruistic norms. For the cross-
sectional survey, refreshments will be made available for all people
who are homeless in the vicinity, regardless of study participation,
so as not to provide undue incentives or coercion to participate.
People with emergency medical needs will be supported to access
care, working with local healthcare services and community health
workers. When safeguarding needs surface, we will respond as
detailed below. Participants will be informed about resources in the
vicinity where they may access support, e.g. in relation to shelter,
feeding programmes, local health services, and support for vulner-
able women. For people with SMI, concerted efforts will be made
to link them to mental health services (according to their prefer-
ence). Involuntary mental healthcare will be utilised only in line
with the country’s legislation (Ghana, Kenya) or, where no legis-
lation exists (Ethiopia), if the person’s mental state is assessed as
posing an imminent risk of harm to themselves or others. In the
previous study from Ethiopia (Fekadu et al., 2014), only 2 out of
89 people who were homeless and had SMI received involuntary
psychiatric treatment.

Safeguarding
Standard operating procedures (see supplementary file 2) have
been developed to support researcher responses to safeguarding
concerns arising from (1) chaining, restraint or seclusion; (2) sex-
ual abuse, exploitation or harassment; (3) physical abuse or serious
physical health concerns; (4) suicidal behaviour; (5) violent or
aggressive behaviour; (6) human rights abuses by professionals
or community members; and (7) child trafficking or other child
protection needs. Community advisory boards, including persons
with lived experience, informed the development of localised pro-
tocols.

WP 3: Intervention co-development and piloting

Participatory ToC workshops and intervention selection
We will conduct ToC workshops at the beginning and end of
the formative phase. Each ToC workshop will last 0.5–1 day.
Participants will include stakeholders identified through the for-
mative work. Workshops will start by developing agreement on
the desired long-term outcomes and impacts of the programme,
then map out the interventions needed to achieve intermedi-
ate outcomes, identifying underlying assumptions and barriers,
potential implementation strategies, required resources and inputs,
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Table 2. Overview of methods for formative phase studies and pilot study

Study Ethnography Cross-sectional study Pilot study

Aim(s) To develop understanding of the lived
experience of people who are homeless
and have SMI, their unmet needs,
priorities and preferences, and the
contextual challenges and opportunities
for intervention

To estimate the prevalence of SMI in
homeless populations, evaluate validity
of case identification by community
health workers and investigate the
profile of unmet needs, pathways into
homelessness, experiences and family
links.

To iteratively and collaboratively
improve the intervention and
implementation strategies, assess
acceptability, feasibility and fidelity.

To understand broader community
responses to people who are homeless
and have SMI, priority areas for
intervention, experience of previous
initiatives, potential challenges and how
they may be overcome, as well as
facilitators and resources to draw upon.

Design Focused ethnography, including context
mapping, participant observation, and
in-depth interviews and focus group
discussions

Community-based survey based on
methods used previously in Addis Ababa
[Fekadu et al., 2014].

Single-arm, feasibility study using
Participatory Action Research

The pilot evaluation framework will
be informed by the ToC map.

Sites Addis Ababa (Arada, Addis Ketema
sub-cities); Tamale city; Nairobi county;
Makueni county

Addis Ababa sub-cities (Arada, Addis
Ketema); Tamale city; Nairobi county

Catchment area of a relevant facility,
e.g. primary health care centre in
Addis Ababa sub-cities (Arada, Addis
Ketema); Tamale city; Nairobi county

Sample Based on the mapping and consultation
with stakeholders, we will purposively
select locations for participant
observation where people who are
homeless and have SMI are likely to
sleep or visit or spend the day. Linked
interviews will be conducted with
people with who are homeless (±SMI)
and members of the public interacting
with people who are homeless.

350−750 people aged 15 years or above
who are homeless per site; 150 screened
negative for SMI by health workers
re-evaluated by mental health
professional. For detailed sample size
calculation, see Supplementary File 1.

10–15 people who are homeless and
have SMI per site.

30−35 in-depth interviews and 3−5
focus group discussions per site with
purposively selected key informants,
including people with lived experience,
family members, social and health care
providers, community leaders, religious
and faith healers, policymakers,
planners

Working through gatekeepers, each day
we will demarcate a geographical area
within the study site and start work
early in the morning to identify all adults
who are homeless at that location.

People involved in delivering
interventions and those involved in
the participatory action research
(n = 6−8 per group per site,
including people with lived
experience).

The ethnography will inform strategies
to identify and engage with marginalised
or disadvantaged subgroups of people
who are homeless. Repeated visits to
recruitment sites will seek to identify
mobile and transient sub-populations.

Procedures Working through gatekeepers, the
researchers will observe and speak
informally with people such as market
stall owners, food sellers, taxi drivers, as
well as people who are homeless,
noting aspects of the environment,
observing interactions between persons
who are homeless and members of the
public, and asking observed people for
clarifications and explanations.

Interviews will be carried out in private
areas, by community nurses.

We will collect: (i) quantitative
process indicators including training
attendance, number of homeless
people with SMI reached,
engagement with interventions;
(ii) observation checklist ratings of
fidelity of intervention delivery and
implementer competence; (iii)
implementation log, supervision
records and documentation of the
PDSA cycle activity and emerging
learning; and (iv) semi-structured
interviews with intervention
participants and implementers.

Observations will be carried out at
different times of day and in different
locations over a period of 3–4 months.
Observations will be documented in
field notes and photographs.

Measures: (i) basic socio-demographic
information, homelessness duration and
experiences; (ii) presence of possible
SMI focusing on behavioural
manifestations; (iii) Camberwell
Assessment of Need Short Appraisal
Schedule (CANSAS Thornicroft et al.,
2006)a; (iv) Alcohol, Smoking and
Substance Involvement Screening Test
(ASSIST) [Humeniuk et al., 2008]b; (v)
suicidality; and (vi) structured interview
with key informant if available.

In the pilot study, we will test out
strategies to reduce attrition from
services and from the project. These
will depend on the site, and may
include identifying contact
mechanisms, e.g. through a peer,
making regular contacts and
provision of mobile phone top-up
cards.

(Continued)
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Table 2. (Continued.)

Study Ethnography Cross-sectional study Pilot study

All participants for in-depth interviews
or focus group discussions will provide
informed consent. Interviews will be
conducted in a private place. Topic
guides will be customised to respondent
type. Each FGD will comprise 8–10
participants, seeking to ensure
homogeneity with respect to power
dynamics and hierarchies. In-depth
interviews and FGDs will be
audio-recorded, if permission is granted
by the respondents; otherwise, detailed
notes will be taken. Interviews/FGDs will
be conducted primarily in local
languages, transcribed verbatim in the
original language and translated into
English.

Mental health professionals will carry
out a pragmatic diagnostic assessment
based on the WHO Schedules for Clinical
Assessment in Neuropsychiatry (SCAN)a
[McGuffin et al., 1991] and items from
the Psychosis Screening Questionnairea
[Bebbington and Nayani 1995]. Those
with a confirmed diagnosis of SMI
(psychosis, affective disorder) according
to ICD-11 criteria will undergo further
assessment of duration of SMI, unmet
needs using CANSAS to assess reliability
with community nurse ratings and links
with family and pathways into
homelessness.

Analysis We will use an interpretative approach
to analysis [Braun and Clarke 2019],
focused on developing in-depth
contextual understanding of the social
experience of homelessness and SMI.

We will analyse the interviews and FGDs
using reflexive thematic analysis [Braun
and Clarke 2019] and triangulate with
the ethnographic field notes. Findings
will be mapped onto an implementation
research determinant framework (the
Context and Implementation of Complex
Interventions framework; CICI [47]) to
identify potential micro, meso and
macro level barriers and facilitators to
programme success.

We will estimate prevalence of SMI and
present descriptive data on unmet
needs, substance use disorders and
suicidality stratified by SMI status and
gender. Profiles of unmet needs will be
examined using latent class analysis
(https://cran.r-project.org/web/
packages/poLCA/). Multivariable
modelling of association between latent
classes of needs and SMI status,
substance use disorders and recency of
homelessness.

Process data summarised
descriptively.
Thematic analysis for qualitative
data.
Findings interpreted in relation to the
ToC initial programme theories.
Mapping findings using the CICI
framework to identify determinants
of implementation [Pfadenhauer et
al., 2017].

aPreviously adapted for homeless populations in Ethiopia [Fekadu et al., 2014].
bPreviously adapted for Ethiopia and Kenya.

and indicators of success. Global and country-specific evidence
and experience arising from the formative phase findings will be
integrated into the initial programme theory derived from the ToC
workshops.

Interventions with evidence of effectiveness in low- or middle-
income countries identified through our reviews and Delphi
exercise will be examined for relevance to preferences, unmet
needs and feasibility of adaptation (based on formative studies).
We will identify where new intervention development is needed
(Box 1). This process will initially be undertaken within each
country by a small (n = 5–8) working group comprising peo-
ple with lived experience of SMI, potential implementers and the
HOPE country project teams. HOPE consortium members will
then review the proposed interventions/approaches and suggest
further ways to tailor the interventions to the local context.We will
give particular focus to rights-based approaches, potential scalabil-
ity and sustainability, and identifying the role of peer support.

Co-development of interventions and implementation
strategies
Working groups of people with lived experience, implementers
and the research team will meet several times to co-produce the
interventions, implementation strategies and fidelity checklists.We
will describe the interventions according to recommended guid-
ance (Hoffmann et al., 2014) and catalogue the implementation
strategies according to existing taxonomies (Powell et al., 2015)
to enhance testing in new settings. The FRAME (Framework for

Reporting Adaptations and Modifications Expanded) implemen-
tation tool (Wiltsey Stirman et al., 2019) will be used to document
intervention adaptations and their justification. We anticipate that
the resulting intervention packages for the three study settings
will have elements that are similar, although addressed in differing
ways depending on the context (e.g. accessing physical and men-
tal healthcare, addressing basic needs, common elements of needs
assessment and planning, peer support, individual engagement,
addressing social exclusion) as well as elements that may be site-
specific (e.g. addressing substance misuse, family interventions,
housing). Candidate personnel for delivering and supervising the
intervention/s will be existing human resources, such as commu-
nity health workers, peers (people with lived experience), the NGO
sector, social workers, primary healthcare staff and psychiatric
nurses.

Realist methods
We will conduct a realist synthesis to inform our understanding
of what works, for whom, in what circumstances and why (Wong
et al., 2017). Drawing on cross-country analyses of findings from
the formative phase, wewillmap our initial ToC-based programme
theories ontomid-range programme theories and, in collaboration
with key stakeholders, develop hypotheses about the important
ways that interventions can bring about change in different con-
texts, i.e. ‘context–mechanism–outcome configurations’. These will
then be explored in the pilot phase and used to develop a realist
evaluation framework for larger-scale implementation.
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Box 1. HOPE co-investigators have been involved in the development,
implementation and evaluation of several interventions for people with
SMI in the study countries which have potential relevance to homeless
populations. Materials (manuals, training materials) and implementation
strategies (e.g. for competency-based training and supervision (Laura Asher
et al. 2021)) are available for the following: community-based rehabilita-
tion for people with SMI delivered by lay workers (Asher et al. 2022; Asher
et al. 2018), social contact-based stigma reduction interventions (Kohrt
et al. 2021), awareness-raising and community outreach for people who are
homeless and have SMI, engagement with traditional and religious healers
(L. Asher et al. 2021; Yaro et al. 2020), task-shared models of integrated men-
tal health care in primary health care (Hanlon et al. 2022; Hanlon et al. 2019;
Mutiso et al., 2019), brief psychological interventions (Bitew et al. 2021), brief
interventions for substance use disorders (Clair et al. 2019; Hailemariam
et al. 2016; Harder et al. 2020) and gender-based violence (Keynejad et al.
2020), family interventions (Asher et al. 2018; Casey et al. 2018), livelihoods
interventions (BasicNeeds-Ghana; Lund et al. 2013), addressing basic needs
(BasicNeeds-Ghana), self-help groups and peer support (Cohen et al. 2012;
Puschner et al. 2019). In the ongoing SCOPE project (Ethiopia), we are devel-
oping a toolkit for early identification of people who are homeless and have
SMI (Hanlon et al. 2023).

Pilot study
The resulting intervention package will be piloted in each country
in a circumscribed geographical area linked to a primary health-
care centre or other relevant facility. We will conduct a single-arm
feasibility study over 3 months, focusing on initial assessment and
care planning, engagement and early interventions (see Table 2).
Based on the ToC and realist synthesis, we will identify process
indicators (spanning quantitative and qualitative data) for each
intermediate outcome and explore potential mechanisms through
which context influences outcomes.We will examine the feasibility
and appropriateness of using routinely collected service indicators
and identify where project data will be needed as the basis formon-
itoring and evaluation, and quality improvement. We will initially
run training for a small group of implementers. Regular meetings
(every 1–2 weeks) with implementers and people with lived expe-
rience, supported by the project team, will use plan-do-study-act
(PDSA) cycles (Taylor et al., 2014) to identify and address emerg-
ing challenges, allowing iterative improvement of the intervention
and approaches. The structures and supports that underpin this
co-production approach are the focus of WP5 and WP6.

Costing interventions
Proformas will be designed and tested to facilitate key decisions
about our costing approach; for example, determining which inter-
vention components can be reliably estimated at an individual
(bottom-up) level and which will require an aggregate (top-down)
approach. In semi-structured interviews with implementers, we
will gain views on the extent towhich additional tasks related to the
intervention replace or add to existing activities, to identify possi-
ble resource allocation for services or organisational implications
that need to be scrutinised in the larger-scale implementation and
evaluation study. A service use data collection formwill be adapted
and piloted.

WP4: Implementation and evaluation

Based on pilot study findings, the country working groups will
finalise interventions and implementation strategies. We will then
carry out phased implementation and theory-driven evaluation of
the intervention package at a larger scale in the formative study
sites. A study protocol will be reported separately.

WP5: Capacity-strengthening

We are not aware of a partnership focused on addressing needs
of people who are homeless and have SMI in Africa. Tackling
this problem mandates use of research methodologies that have
not been widely used in global mental health, including ethnog-
raphy and participatory action research. To be successful, the
partnership also needs to expand research capabilities to peer
researchers and implementers, build researcher capacity for rights-
based work and strengthen capacity for multi-sectoral working
that is respectful and inclusive. We will deliver a programme
of capacity-strengthening that builds on identified capabilities,
is tailored to the different needs across countries and institu-
tions, links directly to the work in HOPE, is designed for sus-
tainability and is evaluated for impact (Hanlon et al., 2018)
(see Table 3). Guided by the ESSENCE framework (TDR/World
HealthOrganization, 2016), our capacity-strengthening efforts will
be evaluated for impact by collecting the following data: process
indicators (participants in training courses and webinars: gender,
age and background of participants; uptake and completion of
training), satisfaction (anonymous online survey), impact (publi-
cations, percentage of first authors from LMICs, with lived expe-
rience and/or who are female, grant applications and conference
presentations).

WP6: Lived experience, community engagement and research
uptake

Mental health service user and advocacy organisations, and rep-
resentatives from Ministries of Health in each partner country,
contributed to the development of the HOPE proposal and were
named collaborators on the grant application, in recognition of the
fundamental importance of their active engagement in HOPE. A
LEAG has been established and meets monthly to provide input
into evolving study protocols and standard operating procedures,
especially in relation to ethically sensitive aspects of the study. The
LEAG feeds back to theHOPE steering committee and investigator
group monthly and has directly influenced methods for ethnog-
raphy and the survey. We are seeking to expand the LEAG to
include people who have lived experience of homelessness as well
as SMI, supported by empowerment methods such as PhotoVoice
(Rai et al., 2023).

Policymaker collaborators andWorld Health Organization rep-
resentatives also join steering committee meetings on a quarterly
basis and attend the annual meeting, with interim engagement
within countries. In these meetings, priority is given to under-
standing the country level and global policy context and oppor-
tunities for HOPE to achieve impact, as well as keeping colleagues
informed about, and engaged with, developing plans and emerg-
ing findings. Local community and stakeholder engagement is
achieved through multisectoral community advisory boards and
national level country management groups. Ongoing engagement
and targeted messaging are key aspects of our research uptake
strategy, focused on achieving high levels of ownership and the
potential for sustainable impacts. We will monitor policy uptake
of HOPE outputs.

Discussion

Potential challenges

The HOPE programme is ambitious and faces important struc-
tural barriers to its success. These include stigma and the limited
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Table 3. HOPE capacity-strengthening activities

Target groups and activities

Group Numbers and location Tailored activities Cross-cutting activities

PhD and post-doctoral
fellowships

2 PhDs (Ethiopia, Ghana) Registered in public sector
universities; External supervisors;

Journal clubs

3 Post-doctoral fellows (Ethiopia,
Ghana, Kenya)

Mentorship Online mentoring of context
mapping and ethnography

Other early and mid-career
researchers

5 co-investigators within Ethiopia,
Ghana and Kenya

Mentorship Systematic review collaboration

Research team members 5 research coordinators and
assistants employed on HOPE

Short courses and webinars

People with lived
experience

6 peer researchers (2 per country) Stipend for 50% time

Small grant

1:1 supervision and support

NIHR online learning on Community
Engagement and Involvement in
Global Health Research (National
Institute for Health and Care
Research in collaboration with Mesh
Community Engagement Network
2024)

Short courses and webinars

Completed

• Ethnography (3 days: Addis Ababa; March 2023)

• Structural equation modelling (2 days: Addis Ababa, March 2023)

• Participatory action research (2 days: Addis Ababa, March 2023)

• Theory of Change (bespoke online course run by Dr Erica Breuer; 5 × 2 hour training sessions, 2 supervision sessions)

Planned in 2024

• Peer support training for lived experience representatives

• PhotoVoice training as a tool for empowerment of people with lived experience

• Tailored research methods for lived experience group

• Analysis and write-up of ethnographic research, including application of social theory

• Webinars on complex intervention development/adaptation, piloting and evaluation* (open)

• Webinars on programmes for people who are homeless and have severe mental illness (open)

• Writing workshops for academic paper-writing

availability of social welfare provision and services tailored to
the needs of people with SMI who are homeless. For sus-
tainability we are focusing on mobilising existing resources
and ensuring fair access, but we will also use findings to
advocate for greater prioritisation of this group in resource
allocation.

Practice implications

Our inclusive approach to partnership combined with our focus
on the preferences and priorities of people with lived experience of
SMI and/or homelessness marks an important change to existing
practice. The resulting intervention packages will seek to coor-
dinate services around individuals rather than vice versa, with
efforts to avoid vertical programming. The importance of multi-
and inter-sectoral programming to support recovery of people
with SMI has been highlighted (vanRensburg andBrooke-Sumner,
2023). Lessons learned from HOPE will have relevance for other
populations of people with SMI who have complex needs and
WHO’s renewed efforts to promote de-institutionalisation of men-
tal health care (WHO, 2022).

Policy implications

The HOPE NIHR Global Health Research Group will speak
directly to the United Nations Sustainable Development Goal
imperative that ‘no one should be left behind’ in development
efforts (Patel et al., 2018), seeking to address the systematic exclu-
sion of people who are homeless and have SMI from key ser-
vices and societal opportunities. While the imperative for social
inclusion of people who are homeless, including those with SMI,
is emphasised by the United Nations (United Nations Secretary
General, 2023), governments and implementing organisations are
hampered by a lack of compelling and fit-for-purpose evidence;
and there is a particular evidence gap in LLMICs. InHOPE, wewill
generate evidence on rights-based, contextually relevant, effective
and scalable interventions for people who are homeless and have
SMI.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S2045796025000186.

Availability of data and materials. The paper describes planned work and
does not make use of any data.

https://doi.org/10.1017/S2045796025000186 Published online by Cambridge University Press

https://doi.org/10.1017/S2045796025000186
https://doi.org/10.1017/S2045796025000186


Epidemiology and Psychiatric Sciences 11

Acknowledgements. CH and AA receive funding support from Wellcome
Trust through grant 222154/Z20/Z. CH also receives support from WT grant
223615/Z/21/Z. AA also receives funding from Developing Excellence in
Leadership, Training and Science Initiative II (DELTAS Africa II) Grant a joint
funding support from Wellcome Trust and UK’s Foreign, Commonwealth and
Development Office (FCDO).

Financial support. The research reported in this publication is funded by
the National Institute for Health and Social Care Research (NIHR) through the
Global Health Research Group on Homelessness and Mental Health in Africa
(NIHR134325), usingUKaid from theUKGovernment.The views expressed in
this publication are those of the authors and not necessarily those of the NIHR
or the Department of Health and Social Care or Public Health England.

Competing interests. None.

Ethical standards. The authors assert that all procedures contributing to this
work complywith the ethical standards of the relevant national and institutional
committees on human experimentation and with the Helsinki Declaration of
1975, as revised in 2008.

References
Abimbola S (2021)The uses of knowledge in global health. BMJ - Global Health

6(4), e005802.
Arnautovska U, Sveticic J and De Leo D (2014) What differentiates homeless

persons who died by suicide from other suicides in Australia? A compara-
tive analysis using a uniquemortality register. Social Psychiatry & Psychiatric
Epidemiology 49(4), 583–589.

AsanteKO,Meyer-Weitz A andPetersen I (2014) Substance use and risky sex-
ual behaviours among street connected children and youth in Accra, Ghana.
Substance abuse treatment, prevention, and policy 9(1), 1–9.

Asher L, Birhane R, Teferra S, Milkias B, Worku B, Habtamu A, Kohrt BA
and Hanlon C (2021) “Like a doctor, like a brother”: Achieving competence
amongst lay health workers delivering community-based rehabilitation for
people with schizophrenia in Ethiopia. PLOS ONE 16(2), e0246158. https://
doi.org/10.1371/journal.pone.0246158.

Asher L, Birhane R, Weiss HA, Medhin G, Selamu M, Patel V, De Silva M,
Hanlon C and Fekadu A (2022) Community-based rehabilitation interven-
tion for people with schizophrenia in Ethiopia (RISE): results of a 12-month
cluster-randomised controlled trial. Lancet Glob Health 10(4), e530–e542.
https://doi.org/10.1016/s2214-109x(22)00027-4.

Asher L, Birhanu R, Baheretibeb Y and FekaduA (2021) “Medical treatments
are also part of God’s gift”: Holy water attendants’ perspectives on a col-
laboration between spiritual and psychiatric treatment for mental illness in
Ethiopia. Transcultural Psychiatry Accepted.

Asher L, Hanlon C, Birhane R, Habtamu A, Eaton J, Weiss HA, Patel V,
Fekadu A and De Silva M (2018) Community-based rehabilitation inter-
vention for people with schizophrenia in Ethiopia (RISE): a 12 month mixed
methods pilot study. BMC Psychiatry 18(1), 250. https://doi.org/10.1186/
s12888-018-1818-4.

Bebbington P and Nayani T (1995) The psychosis screening questionnaire.
International Journal of Methods in Psychiatric Research 5(1):11–9.

Beijer U, Wolf A and Fazel S (2012) Prevalence of tuberculosis, hepatitis C
virus, and HIV in homeless people: a systematic review and meta-analysis.
The Lancet Infectious Diseases 12(11), 859–870.

Bitew T, Keynejad R, Myers B, Honikman S, Medhin G, Girma F, Howard L,
Sorsdahl K and Hanlon C (2021) Brief problem-solving therapy for ante-
natal depressive symptoms in primary care in rural Ethiopia: protocol for a
randomised, controlled feasibility trial. Pilot and Feasibility Studies 7(1), 35.
https://doi.org/10.1186/s40814-021-00773-8.

Braun V, and Clarke V (2019) Reflecting on reflexive thematic analysis.
Qualitative Research in Sport, Exercise and Health, 11(4), 589–597. https://
doi.org/10.1080/2159676X.2019.1628806.

Casey R, Krupa T, Lysaght R, Price E, Canes M, Ngan N, Little J,
Jayaraman V, Ruhara R, Mutiso V and Ndetei D (2018) The Development
and Application of a Recovery-Oriented Psychosocial Rehabilitation Toolkit

in Kenya: A Community Based Research Initiative for Social Inclusion.
Journal of Psychosocial Rehabilitation and Mental Health 5(2), 199–207.

Chamie J, (2017) As Cities Grow, So Do the Numbers of Homeless.
https://yaleglobal.yale.edu/content/cities-grow-so-do-numbers-homeless
(accessed 12th May 2021). Yale University.

ClairV, Rossa-RoccorV,MokayaAG,MutisoV,MusauA, TeleA,NdeteiDM
and Frank E (2019) Peer- and Mentor-Enhanced Web-Based Training
on Substance Use Disorders: A Promising Approach in Low-Resource
Settings. Psychiatr Serv 70(11), 1068–1071. https://doi.org/10.1176/appi.ps.
201900201.

CohenA,Raja S,Underhill C,YaroBP,DokuruguAY,De SilvaMandPatelV
(2012) Sittingwith others:mental health self-help groups in northernGhana.
International journal of mental health systems 6(1), 1–1. https://doi.org/10.
1186/1752-4458-6-1.

De Silva MJ, Breuer E, Lee L, Asher L, Chowdhary N, Lund C and Patel V
(2014) Theory of Change: a theory-driven approach to enhance the Medical
Research Council’s framework for complex interventions. Trials 15(1), 267.

Eaton J, Des Roches B, Nwaubani K and Winters L (2015) Mental health
care for vulnerable people with complex needs in low-income countries: two
services in West Africa. Psychiatric Services (Washington, DC) 66(10), 1015.

Elsey H, Agyepong I, Huque R, Quayyem Z, Baral S, Ebenso B, Kharel C,
Shawon RA, Onwujekwe O, Uzochukwu B, Nonvignon J, Aryeetey GC,
Kane S, Ensor T and Mirzoev T (2019) Rethinking health systems in the
context of urbanisation: challenges from four rapidly urbanising low-income
and middle-income countries. BMJ - Global Health 4(3), e001501.

Fazel S, Geddes JR and Kushel M (2014) The health of homeless people in
high-income countries: descriptive epidemiology, health consequences, and
clinical and policy recommendations. The Lancet 384(9953), 1529–1540.

Fekadu A, Hanlon C, Gebre-Eyesus E, Agedew M, Haddis S, Teferra S,
Gebre-Eyesus T, Baheretibeb Y, Medhin G, Shibre T, Workneh A,
TegegnT, KetemaA, TimmsP,ThornicroftG andPrinceM (2014) Burden
ofmental disorders and unmet needs among street homeless people in Addis
Ababa, Ethiopia. BMC Medicine 12(138). https://doi.org/10.1186/s12916-
014-0138-x.

Forthal S, Fekadu A, Medhin G, Selamu M, Thornicroft G and Hanlon C
(2019) Rural vs urban residence and experience of discrimination
among people with severe mental illnesses in Ethiopia. BMC Psychiatry.
19(1), 340.

Goodman L, Koss MP and Russo N (1995) Physical and sexual assault preva-
lence among homeless women with serious mental illness.American Journal
of Orthopsychiatry 65(4), 468–478.

Haile K, Umer H, Fanta T, Birhanu A, Fejo E, Tilahun Y, Derajew H,
Tadesse A, Zienawi G, Chaka A and Damene W (2020) Pathways through
homelessness among women in Addis Ababa, Ethiopia: a qualitative study.
PLOS ONE 15(9), e0238571.

Hailemariam M, Fekadu A, Selamu M, Medhin G, Prince M and Hanlon C
(2016) Equitable access to integrated primary mental healthcare for people
with severe mental disorders in Ethiopia: a formative study. International
Journal for Equity in Health 15(1), 121. https://doi.org/10.1186/s12939-016-
0410-0.

Hanlon C, Alem A, Medhin G, Shibre T, Ejigu DA, Negussie H, Dewey M,
Wissow L, Prince M, Susser E, Lund C and Fekadu A (2016) Task sharing
for the care of severe mental disorders in a low-income country (TaSCS):
study protocol for a randomised, controlled, non-inferiority trial. Trials
17(1), 76.

Hanlon C, Medhin G, Dewey ME, Prince M, Assefa E, Shibre T, Ejigu DA,
Negussie H, Timothewos S, Schneider M, Thornicroft G, Wissow L,
Susser E, Lund C, Fekadu A and Alem A (2022) Efficacy and cost-
effectiveness of task-shared care for people with severe mental disor-
ders in Ethiopia (TaSCS): a single-blind, randomised, controlled, phase 3
non-inferiority trial. Lancet Psychiatry 9(1), 59–71. https://doi.org/10.1016/
s2215-0366(21)00384-9.

Hanlon C, Medhin G, Selamu M, Birhane R, Dewey M, Tirfessa K,
Garman E, Asher L, Thornicroft G, Patel V, Lund C, Prince M and
Fekadu A (2019) Impact of integrated district level mental health care
on clinical and social outcomes of people with severe mental illness in
rural Ethiopia: an intervention cohort study. Epidemiology and Psychiatric
Sciences, https://doi.org/10.1017/S2045796019000398.

https://doi.org/10.1017/S2045796025000186 Published online by Cambridge University Press

https://doi.org/10.1371/journal.pone.0246158
https://doi.org/10.1371/journal.pone.0246158
https://doi.org/10.1016/s2214-109x(22)00027-4
https://doi.org/10.1186/s12888-018-1818-4
https://doi.org/10.1186/s12888-018-1818-4
https://doi.org/10.1186/s40814-021-00773-8
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1080/2159676X.2019.1628806
https://yaleglobal.yale.edu/content/cities-grow-so-do-numbers-homeless
https://doi.org/10.1176/appi.ps.201900201
https://doi.org/10.1176/appi.ps.201900201
https://doi.org/10.1186/1752-4458-6-1
https://doi.org/10.1186/1752-4458-6-1
https://doi.org/10.1186/s12916-014-0138-x
https://doi.org/10.1186/s12916-014-0138-x
https://doi.org/10.1186/s12939-016-0410-0
https://doi.org/10.1186/s12939-016-0410-0
https://doi.org/10.1016/s2215-0366(21)00384-9
https://doi.org/10.1016/s2215-0366(21)00384-9
https://doi.org/10.1017/S2045796019000398
https://doi.org/10.1017/S2045796025000186


12 Hanlon et al.

Hanlon C, Semrau M, Alem A, Abayneh S, Abdulmalik J, Docrat S,
Evans-Lacko S, Gureje O, Jordans M, Lempp H, Mugisha J, Petersen I,
Shidhaye R and Thornicroft G (2018) Evaluating capacity-building for
mental health system strengthening in low- andmiddle-income countries for
service users and caregivers, service planners and researchers. Epidemiology
and Psychiatric Sciences 27(1), 3–10.

Harder VS, Musau AM, Musyimi CW, Ndetei DM and Mutiso VN (2020)
A randomized clinical trial of mobile phone motivational interviewing for
alcohol use problems in Kenya. Addiction 115(6), 1050–1060. https://doi.
org/10.1111/add.14903.

Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D,
Altman DG, Barbour V, Macdonald H, Johnston M, Lamb SE, Dixon-
Woods M, McCulloch P, Wyatt JC, Chan A-W and Michie S (2014) Better
reporting of interventions: template for intervention description and repli-
cation (TIDieR) checklist and guide. BMJ: British Medical Journal 348,
g1687.

Humeniuk R, Ali R, Babor TF, Farrell M, Formigoni ML, Jittiwutikarn J,
de Lacerda RB, Ling W, Marsden J, Monteiro M, Nhiwatiwa S, Pal H,
Poznyak V and Simon S (2008) Validation of the Alcohol, Smoking And
Substance Involvement Screening Test (ASSIST). Addiction (Abingdon,
England). 103(6):1039–47. Epub 2008/04/01. https://doi.org/10.1111/j.
1360-0443.2007.02114.x.

Hwang SW and Burns T (2014) Health interventions for people who are
homeless. Lancet 384(9953), 1541–1547.

Keynejad RC, Bitew T, Sorsdahl K, Myers B, Honikman S, Medhin G,
Deyessa N, Sevdalis N, Tol WA, Howard L and Hanlon C (2020) Problem
solving therapy (PST) tailored for intimate partner violence (IPV) versus
standard PST and enhanced usual care for pregnant women experiencing
IPV in rural Ethiopia: protocol for a randomised controlled feasibility trial.
Trials 21(1), 454. https://doi.org/10.1186/s13063-020-04331-0.

Kohrt BA, Jordans MJD, Turner EL, Rai S, Gurung D, Dhakal M,
Bhardwaj A, Lamichhane J, Singla DR, Lund C, Patel V, Luitel NP
and Sikkema KJ (2021) Collaboration With People With Lived Experience
of Mental Illness to Reduce Stigma and Improve Primary Care Services:
A Pilot Cluster Randomized Clinical Trial. JAMA Network Open 4(11),
e2131475–e2131475. https://doi.org/10.1001/jamanetworkopen.2021.31
475.

Lund C, Waruguru M, Kingori J, Kippen-Wood S, Breuer E, Mannarath S
and Raja S (2013) Outcomes of the mental health and development model
in rural Kenya: a 2-year prospective cohort intervention study. International
Health 5(1), 43–50. https://doi.org/10.1093/inthealth/ihs037.

MacDougall AG, Krupa T, Lysaght R, Mutiso V, Casey R, Janzen Le Ber M,
Ruhara R, Price E, Kidd S and Ndetei D (2021) The CREATE Strategy of
Rehabilitation and Recovery for Mental Illness in Low Resource Settings:
Development Processes and Evaluation from a Proof of Concept Study in
Kenya. International journal of mental health systems, In press.

Mackelprang JL, Graves JM and Rivara FP (2014) Homeless in America:
injuries treated in US emergency departments, 2007–2011. International
Journal of Injury Control and Safety Promotion 21(3), 289–297.

McGuffin P, Farmer A and Harvey IA (1991) Polydiagnostic application
of operational criteria in studies of psychotic illness. Archives of General
Psychiatry. 48:764–70.

Mutiso VN, Pike KM, Musyimi CW, Gitonga I, Tele A, Rebello TJ,
ThornicroftG andNdetei DM (2019) Feasibility and effectiveness of nurses
and clinical officers in implementing the WHO mhGAP intervention guide:
pilot study in Makueni County, Kenya. General Hospital Psychiatry 59,
20–29.

Narasimhan L, Gopikumar V, Jayakumar V, Bunders J and Regeer B (2019)
Responsive mental health systems to address the poverty, homelessness
and mental illness nexus: the Banyan experience from India. International
Journal of Mental Health Systems 13(1), 54.

Patel V, Saxena S, LundC,ThornicroftG, Baingana F, Bolton P, ChisholmD,
Collins PY, Cooper JL, Eaton J, Herrman H, Herzallah MM, Huang Y,
Jordans MJD, Kleinman A, Medina-Mora ME, Morgan E, Niaz U,
Omigbodun O, Prince M, Rahman A, Saraceno B, Sarkar BK, De
Silva M, Singh I, Stein DJ, Sunkel C and Unützer J (2018) The Lancet
Commission on global mental health and sustainable development. The
Lancet 392(10157), 1553–1598.

Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A,
Hofmann B, Wahlster P, Polus S, Burns J, Brereton L and Rehfuess E
(2017) Making sense of complexity in context and implementation: the
Context and Implementation of Complex Interventions (CICI) framework.
Implement Sci 12(1), 21. https://doi.org/10.1186/s13012-017-0552-5.

Powell BJ,WaltzTJ,ChinmanMJ,Damschroder LJ, Smith JL,MatthieuMM,
Proctor EK and Kirchner JE (2015) A refined compilation of implementa-
tion strategies: results from the Expert Recommendations for Implementing
Change (ERIC) project. Implementation Science: IS 10, 21.

Puschner B, Repper J, Mahlke C, Nixdorf R, Basangwa D, Nakku J, Ryan G,
Baillie D, Shamba D, Ramesh M, Moran G, Lachmann M, Kalha J,
Pathare S, Müller-Stierlin A and Slade M (2019) Using Peer Support in
Developing Empowering Mental Health Services (UPSIDES): Background,
Rationale and Methodology. Annals of Global Health 85(1), p.53. http://doi.
org/10.5334/aogh.2435.

Rai S,GurungDandKohrt B (2023)ThePhotoVoicemethod for collaborating
with people with lived experience of mental health conditions to strengthen
mental health services. Global Mental Health (Cambridge, England) 10, e80.

Read UM, Adiibokah E and Nyame S (2009) Local suffering and the global
discourse of mental health and human rights: an ethnographic study of
responses to mental illness in rural Ghana. Globalization & Health 5(1), 1.

Roberts M, Mogan C and Asare JB (2014) Int J Ment Health Syst. 2014 May
4:8:16 eCollection. https://doi.org/10.1186/1752-4458-8-16.

Sangaramoorthy T and Kroeger KA (2020) Rapid Ethnographic Assessments:
A Practical Approach and Toolkit for Collaborative Community Research.
Oxfordshire, UK: Routledge.

Scott J, Gavin J, Egan A, Avalos G, Dennedy M, Bell M and Dunne F (2013)
The prevalence of diabetes, pre-diabetes and the metabolic syndrome in
an Irish regional homeless population. QJM: An International Journal of
Medicine 106(6), 547–553.

SinghG, ShahN andMehta R (2016)The clinical presentation and outcome of
the institutionalized wandering mentally ill in India. Journal of Clinical and
Diagnostic Research 10(10), VC13–VC16.

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

Smartt C, Ketema K, Frissa S, Tekola B, Birhane R, Eshetu T, Selamu M,
Prince M, Fekadu A and Hanlon C (2021) Pathways into and out of
homelessness among people with severe mental illness in rural Ethiopia:
a qualitative study. BMC Public Health 21(1), 568. https://doi.org/10.1186/
s12889-021-10629-8.

Smartt C, McPhail L, Hanlon C, Musyimi C and Agorinya J (2023)
Interventions for people who are homeless and have severe mental illness in
low- and middle-income countries: a systematic review. PROSPERO 2023
CRD42023485339. Available from: https://www.crd.york.ac.uk/prospero/
display_record.php?ID=CRD42023485339 (accessed April 7, 2025).

Smartt C, Prince M, Frissa S, Eaton J, Fekadu A and Hanlon C (2019)
Homelessness and severe mental illness in low- and middle-income coun-
tries: scoping review. British Journal of Psychiatry Open 5(4), e57.

Taylor MJ, McNicholas C, Nicolay C, Darzi A, Bell D and Reed JE (2014)
Systematic review of the application of the plan–do–study–act method to
improve quality in healthcare. BMJ Quality & Safety 23(4), 290–298.

TDR/World Health Organization (2016) Planning, Monitoring and
Evaluation. Framework for Research Capacity Strengthening. Revision
2016. Geneva: TDR/World Health Organization.

Thornicroft G, Beck T, Knapp M, Knudsen HC, Schene A, Tansella M and
Varquez-Barquero J-L (2006) International Outcome Measures in Mental
Health: Quality of Life, Needs, Service Satisfaction, Costs and Impact on
Carers. London: Gaskell.

Tripathi A, Nischal A, Dalal PK, Agarwal V, AgarwalM, Trivedi JK, Gupta B
and Arya A (2013) Sociodemographic and clinical profile of homeless men-
tally ill inpatients in a north Indian medical university. Asian Journal of
Psychiatry 6(5), 404–409.

Tsemberis S (2011) Housing first: the pathways model to end homelessness
for people with mental illness and addiction manual.European Journal of
Homelessness 5(2), 235.

https://doi.org/10.1017/S2045796025000186 Published online by Cambridge University Press

https://doi.org/10.1111/add.14903
https://doi.org/10.1111/add.14903
https://doi.org/10.1111/j.1360-0443.2007.02114.x
https://doi.org/10.1111/j.1360-0443.2007.02114.x
https://doi.org/10.1186/s13063-020-04331-0
https://doi.org/10.1001/jamanetworkopen.2021.31475
https://doi.org/10.1001/jamanetworkopen.2021.31475
https://doi.org/10.1093/inthealth/ihs037
https://doi.org/10.1186/s13012-017-0552-5
http://doi.org/10.5334/aogh.2435
http://doi.org/10.5334/aogh.2435
https://doi.org/10.1186/1752-4458-8-16
https://doi.org/10.1186/s12889-021-10629-8
https://doi.org/10.1186/s12889-021-10629-8
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023485339
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023485339
https://doi.org/10.1017/S2045796025000186


Epidemiology and Psychiatric Sciences 13

UNICEF, MOLSA and Development Pathways (2019) Situation
and Access to Services of People with Disabilities and Homeless
People in Two Sub-Cities of Addis Ababa. UNICEF, Addis
Ababa.

United Nations Secretary General (2023) Inclusive policies and pro-
grammes to address homelessness: report of the Secretary-General.
New York: UN.

Van Rensburg AJ and Brooke-Sumner C (2023) Intersectoral and multisec-
toral approaches to enable recovery for people with severe mental illness in
low- and middle-income countries: a scoping review. Global Mental Health
(Cambridge, England) 10, e19.

WHO (2022) World Mental Health Report: transforming mental health for all.
Geneva: World Health Organization.

Wiltsey Stirman S, Baumann AA and Miller CJ (2019) The FRAME:
an expanded framework for reporting adaptations and modifications to
evidence-based interventions. Implementation Science 14(1), 58.

WongG,WesthorpG,Greenhalgh J,ManzanoA, Jagosh J andGreenhalgh T
(2017) Health Services and Delivery Research. In Quality and Reporting
Standards, Resources, Training Materials and Information for Realist
Evaluation: The RAMESES II Project. Southampton (UK): NIHR Journals
Library. (Health Services and Delivery Research, No. 5.28.). https://www.
ncbi.nlm.nih.gov/books/NBK459059/. doi: 10.3310/hsdr05280 (accessed
April 7, 2025).

Woodhall-Melnik JR and Dunn JR (2016) A systematic review of outcomes
associated with participation in Housing First programs. Housing Studies
31(3), 287–304.

Yaro PB, Asampong E, Tabong PT-N, Anaba SA, Azuure SS, Dokurugu AY
and Nantogmah FA (2020) Stakeholders’ perspectives about the impact
of training and sensitization of traditional and spiritual healers on men-
tal health and illness: A qualitative evaluation in Ghana. International
Journal of Social Psychiatry 66(5), 476–484. https://doi.org/10.1177/
0020764020918284

https://doi.org/10.1017/S2045796025000186 Published online by Cambridge University Press

https://www.ncbi.nlm.nih.gov/books/NBK459059/
https://www.ncbi.nlm.nih.gov/books/NBK459059/
https://doi.org/10.1177/0020764020918284
https://doi.org/10.1177/0020764020918284
https://doi.org/10.1017/S2045796025000186

	Improving outcomes for people who are homeless and have severe mental illness in Ethiopia, Ghana and Kenya: overview of the HOPE programme
	Background
	Methods
	Countries and settings
	Conceptualising homelessness
	Theoretical framework
	WP2: Formative phase
	Systematic review
	Delphi consensus exercise
	Context mapping
	Primary data collection for formative studies

	Ethics
	Consent to participate
	Responding to basic needs
	Safeguarding

	WP 3: Intervention co-development and piloting
	Participatory ToC workshops and intervention selection
	Co-development of interventions and implementation strategies
	Realist methods
	Pilot study
	Costing interventions

	WP4: Implementation and evaluation
	WP5: Capacity-strengthening
	WP6: Lived experience, community engagement and research uptake

	Discussion
	Potential challenges
	Practice implications
	Policy implications

	Acknowledgements
	References


