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Key Messages

n We share lessons learned on how each stage of the
implementation process of a culturally based stigma
intervention benefited from cultural adaptation—
including incorporating interexchange of knowledge
during formative work, leveraging bilingualism and
the cultural familiarity of local collaborators during
the intervention, and prioritizing the concerns of
local collaborators to inform intervention
sustainment and scale-up.

n The implementation process could have been
improved by more fully formalizing and
recognizing the steps taken by local collaborators
to culturally adapt throughout design and
implementation.

n Lessons learned from this demonstration case
can inform scale-up and sustainment of inter-
ventions whose implementation relies—either
explicitly or implicitly—on cultural adaptation and
local collaborators.

n Programs can benefit from building relationships
of mutual respect and reciprocity with local
collaborators and formally recognizing and
supporting their contributions to cultural
adaptation throughout the stages of
implementation.

INTRODUCTION

Being responsive to cultural, linguistic, and socioeco-
nomic differences between intervention teams and

participants is crucial for prudent, responsible, and effec-
tive implementation of global health interventions. A
variety of concepts, approaches, and models have been
proposed to ensure that the intervention resonates with
its priority population, such as cultural competency,1–4

structural competency,5 cultural humility,6 trauma-
informed approaches,7–9 and the biopsychosocialmodel.10

Additionally, methodologies such as community-based
participatory research and other community-engaged
methods also seek to coproduce research and interven-
tions with their priority populations.11–15 These concepts,
approaches, models, and methods vary in their emphases
on interpersonal interactions, multilevel structures and
systems, definitions of skills or processes, and redistribu-
tion of power. However, they have a shared focus on crit-
ically examining how various factors influence the care
provided to individuals or groups, and they share a com-
mon goal to improve service provision and ultimately re-
duce disparities in care.

Implementation science also values fit between the
intervention and the priority population. One way to
help achieve fit that has been discussed in the context of
implementation science is cultural adaptation, defined
by Bernal et al.16 as “systematic modification of an EBT
[evidence-based treatment] or intervention protocol to
consider language, culture, and context in such a way
that it is compatible with the client’s cultural patterns,
meanings, and values.”17,18 Cabassa and Baumann17 ar-
gue that by integrating implementation science and cul-
tural adaptation in mental health treatments, cultural
factors can be considered explicitly at multiple levels.
This, in turn, leads to clearer understandings of the con-
text around an EBT that enhances practice and imple-
mentation outcomes and can also help navigation of
the tension between adapting an intervention andmain-
taining fidelity to the EBT.19–23 Additionally, a growing
body of literature and reviews show that cultural
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adaptation can be valuable in improving health
outcomes24,25 and has the potential to improve
intervention engagement and sustainability.26

However, more exploration of the mechan-
isms by which cultural adaptation can and should
happen is needed.27 The numerous models24,27–30

for cultural adaptation of health interventions that
have been described and proposed share themes of
gaining an understanding of the local context,
considering the appropriateness of elements in
the intervention, and adapting and implementing
the intervention. In these models, however, strat-
egies of engagingmembers of the local community
and reflecting upon existing power structures are
not consistently described. These considerations
may be included during needs assessments, but
they are not always reported in later stages of
interventions.

Moreover, the terms used in this field and this
article, such as culture, cultural adaptation, and
EBTs have their own limitations. These terms
have been conceptualized inways that can perpet-
uate systems of oppression and marginalization.
For example, the term culture has historically
been used in the United States mostly in reference
to minoritized racial and ethnic groups, a practice
that can perpetuate an oppressive tradition in
which “culture becomes a source of deviance. . .and
Euro-American culture becomes the de facto norm
and ‘standard.’”31 Health-related behaviors of par-
ticipants have accordingly been too frequently and
inappropriately framed as “cultural” when partici-
pants are also dynamically impacted by social, eco-
nomic, and political environments.31 Furthermore,
although EBTs have been grounded in rigorous
testing processes, EBT research can also be inequi-
table as they have been historically tested with and
published by individuals whowork or study in aca-
demic settings.32 In sum, cultural adaptations need
to occur in response not only toWhite, Eurocentric
conceptualizations of culture but also to broader

intersecting sociohistorical, structural, and con-
textual factors that impact research teams and
participants.

In this commentary, we add to the burgeoning
literature on the intersection of cultural adapta-
tion frameworks and implementation science—
while remaining cognizant of their limitations—by
presenting the demonstration case of a culturally
based stigma intervention for pregnant women liv-
ing with HIV in Botswana called Mothers Moving
towards Empowerment (MME; pronounced
“mm-eh,” a Setswana term for a respectedwoman).

A primary emphasis in this case is the critical
role of local collaborators. We consider a local col-
laborator to be anyone from the same cultural
context as the intervention’s participants who
also partners with or is a part of the research
team. Local collaborators can include data collec-
tors, study coordinators, and intervention facilita-
tors and peer coleaders—with these roles not
being mutually exclusive. Although participants
in our intervention were also integral to interven-
tion implementation, we consider them separately
from local collaborators in this article because they
were recruited and consented to be enrolled in the
intervention and therefore were not a formalized
part of the research team.

Weuse the stages of theExploration, Preparation,
Implementation, Sustainment (EPIS) framework33 to
serve as an organizational framework to discuss cul-
tural adaptation across all stages of implementation.
The Table provides a high-level summary of the steps
taken toward cultural adaptation and key findings
from each stage that informed the implementation
of MME, as well as suggestions to recognize the in-
volvement and roles of local collaborators more for-
mally across each EPIS stage.

EXPLORATION AND PREPARATION
Exploration is the EPIS stage that entails identify-
ing emergent or existing health needs within the
community, followed by consideration of the best
evidence-based approach to meet those needs.33

The research group and/or local stakeholder(s)
explore ways to address the identified need by
adapting the intervention to operate at or within
system, organization, and individual level(s). This
initial inquiry is followed by preparation, the
second phase of the EPIS framework, in which the
primary objectives are to identify barriers and facilita-
tors to implementation, recognize resources and sup-
ports required to necessitate adaptation, and develop
the specifics of the intervention.33 Incorporation of
local cultural meanings can be and is often done
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TABLE. Cultural Adaptation Related to MME Throughout EPIS Stages and Suggestions for Further Formalizing the Involvement of
Local Collaborators

EPIS Stage
Examples of Cultural Adaptation

Steps Taken Relevant Key Findings
Ways to More Fully Formalize Involvement and Roles of Local

Collaborators

Exploration � Local collaborators conducted formative
interviews and focus group discussions
with community members.

� Key informants in the community
reviewed and contextualized the findings.

� Local stakeholders, content experts, and
potential implementers in community
formed a steering committee.

� Formative qualitative research revealed that
HIV-related stigma in the local context is
heavily gendered.

� Identify and respond to power structures within research
team and between research team and research participants
(e.g., cultural, linguistic, and socioeconomic differences).

� Identify and respond to power structures relevant to the in-
tervention and work planned (e.g., gender), which may
also influence the identification, recruitment, and engage-
ment of local collaborators.

� Actively involve local collaborators in formative cultural
adaptation work.

� Be equipped with adequate financial and infrastructural
resources for recruitment, training, and payment of local
collaborators.

Preparation � Steering committee (including local clini-
cal experts, psychology graduate stu-
dents, and peer coleaders) met to develop
and adapt manual.

� Binational training between local colla-
borators and U.S.-based clinicians.

� Women register late for antenatal care, so
intervention recruitment strategies were
changed accordingly to meet women when
they typically visit clinics.

� “Being free” was identified as a local idiom
reflecting liberation and empowerment, so
the cognitive behavioral therapy module was
renamed “The Road to Self-Acceptance and
Freedom.”

� Feedback from local collaborators led to the
development of a graduation ceremony
component involving the bestowing of cere-
monial shawls.

� Actively seek out discussions of potential barriers and facil-
itators of intervention with local collaborators and other lo-
cal key informants, even if they are not “researchers” in the
formal sense.

� Consider, identify, and respond to power imbalances at
play during binational training.

� Readily incorporate local views, concepts, and idioms into
curriculum.

� Note these contributions for evaluation in follow-up to
monitor resonance with participants.

Intervention � Local collaborators engaged in their own
fidelity checks (in addition to formalized
fidelity checks outlined in the study proto-
col with a clinical psychologist) and made
real-time changes to curriculum (e.g.,
took notes of what worked best and what
needed modification after each session,
including terms and language use) based
on participants’ feedback.

� Local collaborators took the time to listen
to participants and relay experiences to
the research team.

� Local collaborators changed timing of inter-
vention based on clinic and participant
availability and schedule.

� Local collaborators were able to engage
participants by flexibly switching between
languages during the intervention.

� Give local collaborators resources and support to listen to
participant feedback and make the changes (e.g., in for-
mat, content) they see fit.

� Engage and retain local collaborators who are bilingual
when possible or appropriate.

� Include language and other cultural considerations in
agendas of fidelity checks, training sessions, or other meet-
ings with local collaborators.

� Consider and identify measures, outcomes, and data
reporting methods that resonate with local collaborators
and communities.

Sustainment � Local collaborators shared challenges
faced during implementation.

� A lack of translation of the MME manual into
Setswana may hinder implementation in set-
tings outside of Gaborone.

� The obligation to work extra hours to host
evening sessions may disincentivize imple-
mentation at other clinics.

� Clinic staff were involved in antenatal care
phase for participants but would not be in-
volved in women’s experiences postpartum,
which impacts sustainment of the MME in-
tervention and continuity of nonstigmatizing
care.

� Prioritize listening to concerns and feedback from local col-
laborators and participants to inform sustainment.

� Start seeking and noting feedback from local collaborators
and participants relevant to sustainment as far back as the
exploration stage.

� Consider, budget for, and provide adequate financial and
infrastructural resources for retention of local collaborators
as well as recruitment and training of additional local
collaborators.

� Support local collaborators in pursuing self-identified pro-
fessional goals as research projects expand.

Abbreviations: EPIS, Exploration, Preparation, Implementation, Sustainment; MME, Mothers Moving towards Empowerment.
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during these stages but sometimes is not formal-
ized or recognized as cultural adaptation. Further,
researchers can be untrustworthy to local partici-
pants, especially in initial stages of research, mean-
ing local cultural meanings may be incorrectly
extracted, misused, or appropriated by researchers
when not accounting for existing power dynamics.
It is essential that research teams build relation-
ships with local collaborators with mutual respect
and reciprocity, which requires sharing power.15

Our formative qualitative research was moti-
vated by the identification of HIV-related stigma
as a major barrier to taking antiretroviral therapy
among women in Botswana, particularly postpar-
tum. Local collaborators recommended to our team
by other local collaborators—in this case, study and
project managers who were already affiliated with
international university partnerships—were instru-
mental in conducting in-depth interviews and focus
group discussions with people living with HIV and
people whose HIV status was not asked about.
Some of these new local collaborators later became
key members of the research team throughout the
subsequent stages described in later sections.

After data collection, the What Matters Most
theory34,35 was then used to identify aspects of
life that “matter most” and allow a person to
achieve “full personhood”within their specific lo-
cal context (i.e., contemporary Setswana culture).
Results revealed that HIV-related stigma is heavily
gendered, “being a respected mother” helps wom-
en achieve “full womanhood” and resist stigma,
and HIV-related stigma is felt most acutely by
women when living with HIV threatens the status
of “being a respected mother.”36 Identifying the
salience of gender and gender norms during this
early phase guided many of the subsequent steps
involved in the cultural adaptation. These results
also underwent review by key informants from
the community and allowed for further contextu-
alization of the findings.37

Then, to facilitate further clarification and imple-
mentation of these core concepts that were identi-
fied, the investigating team collaborated with local
stakeholders (e.g., the Greater Gaborone District
Health Management Team) and those with exper-
tise working with women in Botswana (i.e., an HIV
care pediatrician, psychiatrist, and epidemiologist)
to form a steering committee. This steering commit-
tee guided the cultural adaptation of a previously
implemented38 evidence-based stigma intervention.
The resulting intervention, MME, consists of group
sessions led by women living with HIV and orga-
nized around the components of psychoeducation
for HIV, challenging inaccurate stereotypes of HIV,

and identifying behavioral coping responses for
HIV-related discrimination.39

For MME, preparation also included commit-
tee members convening weekly (on Skype and in
person) to develop the MME manual and ensure
its responsiveness to the cultural context. A local
clinical expert, psychology graduateswith training
in counseling, and peer coleaders (i.e., women
who identified as living with HIV during preg-
nancy in the past) were engaged in developing the
manual. The peer coleaders, also referred to in this
article as local collaborators, were later trained on
the intervention delivery skills through a partner-
ship between local and U.S.-based clinicians.
Discussions with the peer coleaders and local clini-
cal experts surrounding potential barriers and
enablers of MME also enhanced the ability of the
entire research team to address these barriers
while working toward a partnership with and
leveraging the skills of the facilitators before im-
plementation. This intensive, collaborative step
made it clear that both communication with local
collaborators and adaptation of the intervention
materials need to be iterative and ongoing. For ex-
ample, the team learned from local collaborators
that women commonly register for antenatal care
later in pregnancy than the recruitment criteria
had originally planned for. This led toMME focus-
ing recruitment efforts on women later in preg-
nancy when mothers typically visit antenatal
clinics, which in turn led to more efficient out-
reach for study recruitment and sharing informa-
tion regarding the vertical transmission of HIV.

Additionally, cultural components were added
to the intervention via the incorporation of local
idioms. For example, “being free” was identified
as a local idiom reflecting a sort of internal libera-
tion in which an individual feels empowered and
as having no bondages—that “nothing’s holding
me back.” Accordingly, the cognitive behavioral
therapy intervention module was renamed “The
Road to Self-Acceptance and Freedom.” Feedback
from local collaborators also led to the develop-
ment of a graduation ceremony component
involving the bestowing of ceremonial shawls
similar to those often bestowed at marriage that
signal maturity and womanhood. This provided
another way to convey to participants that they
can indeed achieve "what matters most" (i.e., “be-
ing a respected mother”) while living with HIV.
Later, feedback from participants suggested this
ceremonial aspect was indeed an empowering
tool for mothers that enabled reclamation of free-
dom and agency, as well as the possibility of being
a woman respected in her community.

Discussions with
peer coleaders
and local clinical
experts over
potential barriers
and enablers
enhanced the
ability of theentire
research team to
address these
obstacles before
implementation.
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IMPLEMENTATION
Next, during the implementation phase, an adapted
intervention is initiated into its intended systems
and organizations.33 Ongoing efforts to monitor the
implementationprocesswhile adjusting implement-
ing strategies are crucial for translating research into
effective practice and enhanced through a cadre of
local collaborators who provide iterative feedback.
TheEPIS frameworkdelineates several outer and in-
ner contextual factors thatmaypotentially influence
implementation effectiveness.33,40 In the frame-
work, the outer context refers to the sociopolitical
environment outside the organization such as fund-
ing resources, service contracting, and leadership for
implementation. The inner context refers to organi-
zational characteristics such as organizational struc-
tures, priorities and goals, culture and climate, and
readiness to implement the intervention. Together,
the outer and inner components reflect the dynamic
and multilayered nature of the implementation
process, but little in the EPIS framework explicitly
names how these outer and inner contextual fac-
tors relate to cultural adaptation.

In the case of MME, it was largely local colla-
borators who drove cultural adaptation during
implementation. When hearing reflections from
local collaborators, it became evident that in
many ways, they were undertaking their own
type of fidelity checks when facilitating each ses-
sion, taking note of what worked best and what
needed modification. It should be noted that per
our study’s protocol, fidelity checks with a clinical
psychologist were a core component of the inter-
vention—not only to ensure delivery of the inter-
vention but also to provide space for facilitators to
reflect and receive support. In turn, as they facili-
tated the intervention, local collaborators then
seamlessly and in real time made these changes at
the microlevel that are now informing the overall
macrolevel of the intervention itself in ways nec-
essary for scale-up to occur. For example, local
collaborators worked closely with participants
and the clinics where the intervention was sited
to minimize burden and inconvenience for all
parties involved (e.g., peer coleaders and study
coordinators asked the clinic to change the interven-
tion time to ensure participants had safe transporta-
tion arranged after each session was complete). This
identification of what tailoring is necessary to
meet the needs of both participants and those
implementing the intervention, especially for the
sake of fidelity, is known to be an integral step in
comprehensively applying an intervention to a
specific setting.41

Another specific insight in this vein shared by
local collaborators is that a “choice” between lan-
guages may not be wholly binary. Although
English is the official language in Botswana,
Setswana is the national and most widely spoken
language. Local collaborators shared their obser-
vations that being open to using both English and
Setswana allowed participants to express them-
selves openly and confidently. This iterative pro-
cess of flexibly switching between the 2 languages
was core to the success of MME; 1 poignant state-
ment shared by a local collaborator was that “the
second you show yourself to lack proficiency in a
language, it creates a barrier.”

Local collaborators also shared that in some
cases, participants even took on the role of a facil-
itator to help with translation concerns and help
each other convey their ideas more accurately. It
was clear that switching between languages hap-
pens naturally during real-time conversation and
that challenges arise after the fact to find the “per-
fect term” to capture discussions. Consideration of
the spectrum of bilingualism and how to enable
MME’s responsiveness to it clearly helped enable
its success, as a similar sensitivity could for other
interventions. Additionally, when bilingual facili-
tators from the local culture adapt the interven-
tion based on linguistic norms of the community,
it also redistributes power by giving local collab-
orators a degree of control over intervention con-
tent that was largely developed by nonlocal,
English-speaking researchers.

Feedback provided by local collaborators indi-
cated that their ability to adapt and their willing-
ness to innovate led to a depth and breadth of
resourcefulness that enhanced implementation
of MME and, ultimately, made the intervention
work better for participants. For example, the lo-
cal collaborators in these roles took the time to lis-
ten and accurately capture experiences, which
made the participants feel valued and that they
were equals. This also afforded a strong relation-
ship between local collaborators and the partici-
pants that kept them engaged throughout the
intervention as well as aided in the retention rates
per session. Additional outcomes and successes of
MME, such as the decreases in HIV-related stigma
and depressive symptoms, are published separa-
tely.42Howoutcomes and “success” aremeasured,
reported, and distributed also deserves reflection
and attention. Although discussion around cultur-
al adaptation of evaluation lies outside the scope
of our article, it was clear that the adaptations
made by local collaborators in the process of im-
plementation should be celebrated and recognized

Local
collaborators
largely drove
cultural
adaptation during
implementation,
taking note of
what worked best
andwhat needed
modifications
while facilitating
sessions.
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in evaluation efforts. A greater understanding
of the many unspoken but essential roles local
collaborators had in facilitating MME enhances
not only the future fidelity and suitability of the
intervention, but also lends further understanding
of theways these critical personnel could be recog-
nized and supported. Engaging with collaborators
and fully recognizing the ways they adapt the ac-
tual delivery of an intervention has been noted as
a fundamental step in intervention implementa-
tion,41 and it is particularly necessary for cultural
adaptation as well.

SUSTAINMENT
Sustainment, the last phase in the EPIS frame-
work, is viewed as “the continued use of an inno-
vation in practice”33 and plays a role similar
to other phases that have been denoted in the liter-
ature such as “maintenance”43 or “self-regula-
tion.”44 It is also important to note that definitions
of sustainability in implementation science remain
highly varied between studies and implementation
frameworks.45,46 In this article, however, we con-
sider sustainment as a phase that follows the first
cycle of use of an intervention or practice (i.e., a
pilot).

In the case of MME, our sustainment phase
includes considerations for scaling up the inter-
vention for potential national application, which
maynot be the case for other interventions applying
the EPIS framework. Sustainment—and relatedly,
sustainability—are increasingly being acknowl-
edged as key areas of improvement for the im-
plementation of culturally adapted and other
interventions.26,47 Leading scholars in the field
recognize the need for much more research and
engagement around these concepts to work to-
ward a beneficial understanding of sustainabili-
ty and how to best ensure it,48 and very little to
date has been researched or written about the
role of cultural adaptation in the sustainment
phase of interventions.

Through conducting interviews with local col-
laborators involved in MME, it became clear that
these study team members also had insights and
experiences related to sustainment and sustain-
ability. For example, local collaborators explained
that language-related difficulties will likely arise
when scaling up MME. Specifically, local collab-
orators pointed out it will be necessary to have a
Setswana version of the intervention manual
alongside the existing Setswana versions of partic-
ipant handouts. While real-time flexibility in lan-
guage use and other linguistic adaptations were a

key strength of the facilitators during this inter-
vention, local collaborators felt that having both
English and Setswana versions of the manual to
see suggested translations of concepts would re-
duce the burden for session leaders in the future.
Relying solely on the creation of real-time transla-
tions could also reduce fidelity of the intervention
by allowing for greater variation in how concepts
integral to the intervention (e.g., stigma, mother-
hood) are introduced to the groups. In addition,
these linguistic adaptations may need to change
at different intervention sites because key vo-
cabulary may not overlap in regions outside of
Gaborone, and other dialects and languages
would need to be incorporated.

The local collaborators also raised human
resources concerns relevant to sustainment and
sustainability. It was noted that group sessions
often took place after clinic staff had left work for
the day. This meant that any clinical staff who
attended the group sessions had to stay after
work, and if clinical staff did not want to stay, it
was also more difficult to obtain answers to
women’s clinical questions around HIV that may
have arisen during the group session. Similarly,
local collaborators expressed concerns that these
clinical staff worked only in antenatal care, and
therefore would not necessarily be in participants’
lives postpartum. In considering scale-up, this in-
formation is invaluable to accurately determine
the timing and resources needed to successfully
implement MME in a way that does not overly
strain the clinics at which it will be sited and best
ensures that participants have greater continuity
in nonstigmatizing care.

As we plan to scale up MME, we recognize the
important role that local collaborators can play in
cultural adaptation broadly, and in turn, how they
can contribute greatly to scale-up and sustainabil-
ity. A critical factor in any next steps to sustain or
scale up MME will be the identification and re-
cruitment of additional local collaborators who
have the samededication and care that has undoubt-
edly contributed to MME’s success. Additionally, lo-
cal collaborators should be given the resources and
support to pursue their self-identified professional
goals when possible as interventions and their teams
expand. Few published research efforts to promote
sustainability proactively include, or at least for-
malize, the experiences, expertise, and insights
that local collaborators can provide. More often,
efforts are focused on capturing opinions of com-
munity members and local experts who have not
been directly involved in the intervention, thereby
potentially excluding the local collaborators—and

Local
collaborators
shared insights
related to
sustainment, such
as language-
related difficulties
that will likely
arise when scaling
upMME.
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participants—who may have important insights
about what will and will not work. Looking at the
influence that local collaborators can and do have
on sustainment can reveal beneficial synergies in
common sustainment strategies such as ensuring
and measuring cultural fit,26 delineating imple-
mentation strategies (e.g., through “mapping”),
and developing strategic action plans.47–49 It is pos-
sible that study teams do obtain regular feedback
from local collaborators via qualitative or informal
methods; however, the lack of reporting of these
processes means each study team may be using
their own ad hoc methods with little opportunity
to build best practice or strategies around interfac-
ing with local collaborators around sustainment,
sustainability, and scale-up.

CONCLUSION
By situating the experience of the cultural adapta-
tion process that resulted in the development of
MME within the EPIS framework, this article
sought to capture the ways in which the imple-
mentation process benefited from cultural adapta-
tion—especially via the efforts of community
members, local collaborators, and participants. At
the same time, this process could have been im-
proved by more fully formalizing and recognizing
the steps taken to culturally adapt throughout the
implementation, especially uplifting the critical
role of local collaborators; suggestions to this end
are provided in the Table.

Implementation science would also benefit
from additional research on the roles of local
collaborators in cultural adaptation. Clearly, con-
cepts within community-engaged research, such
as the exchange of knowledge with community
providers, building relationships with mutual re-
spect and reciprocity, commitment to ongoing
communication, and leadership development
among research teams14,50–52 are relevant to cre-
ating a more equitable research and implementa-
tion process. Additionally, actions toward the goal
of decolonizing global health require approaches
and practices that acknowledge the history of
colonialism and actively resist the perpetuation of
patterns of oppression, exclusion, and exploita-
tion.53,54 As more equitable strategies and practices
emerge, it is also important to recognize that strate-
gies may—and should—vary for each specific
context and project given the complex power
dynamics at play. The lessons learned from this
demonstration case can serve to inform scale-
up and sustainment of not only this specific in-
tervention, MME, but also other interventions

whose implementation relies—either explicitly
or implicitly—on cultural adaptation and local
collaborators.
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