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Abstract 

Background Stakeholder engagement is essential to the design, implementation and evaluation of complex mental 
health interventions like peer support. Theory of Change (ToC) is commonly used in global health research to help 
structure and promote stakeholder engagement throughout the project cycle. Stakeholder insights are especially 
important in the context of a multi‑site trial, in which an intervention may need to be adapted for implementa‑
tion across very different settings while maintaining fidelity to a core model. This paper describes the development 
of a ToC for a peer support intervention to be delivered to people with severe mental health conditions in five coun‑
tries as part of the UPSIDES trial.

Methods One hundred thirty‑four stakeholders from diverse backgrounds participated in a total of 17 workshops 
carried out at six UPSIDES implementing sites across high‑, middle‑ and low‑income settings (one site each in India, 
Israel, Uganda and Tanzania; two sites in Germany). The initial ToC maps created by stakeholders at each site were 
integrated into a cross‑site ToC map, which was then revised to incorporate additional insights from the academic 
literature and updated iteratively through multiple rounds of feedback provided by the implementers.

Results The final ToC map divides the implementation of the UPSIDES peer support intervention into three main 
stages: preparation, implementation, and sustainability. The map also identifies three levels of actors involved in peer 
support: individuals (service users and peer support workers), organisations (and their staff members), and the public. 
In the UPSIDES trial, the ToC map proved especially helpful in characterising and distinguishing between (a) common 
features of peer support, (b) shared approaches to implementation and (c) informing adaptations to peer support 
or implementation to account for contextual differences.

Conclusions UPSIDES is the first project to develop a multi‑national ToC for a mental health peer support interven‑
tion. Stakeholder engagement in the ToC process helped to improve the cultural and contextual appropriateness 
of a complex intervention and ensure equivalence across sites for the purposes of a multi‑site trial. It may serve 

Open Access

© The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom‑
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Health Services Research

†Bernd Puschner and Juliet Nakku are equally contributing last author.

*Correspondence:
Ramona Hiltensperger
ramona.hiltensperger@uni‑ulm.de
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-024-10990-5&domain=pdf


Page 2 of 12Hiltensperger et al. BMC Health Services Research          (2024) 24:480 

Background
Peer support is a complex mental health intervention 
in which people with lived experience of mental health 
conditions support others in their recovery [1]. Peer sup-
port is an established intervention in many high-income 
countries (HICs) [2, 3], and has been rapidly spreading to 
other parts of the world [4, 5]. Peer workers are employed 
in a variety of roles, for example in the provision of one-
to-one support, facilitation of mutual support groups, or 
running mental health organisations and programmes [2, 
6]. In the following, we refer to peer support workers as 
persons in recovery from a serious mental health condi-
tion who are hired to offer services to others with serious 
mental health conditions individually and in groups.

One of the biggest challenges in implementing peer 
support is to provide the appropriate conditions for it 
to succeed and be sustained [7]. Key stakeholders can 
offer important insights into these conditions, how they 
might be improved, or indeed how the intervention itself 
may need to be adapted to accommodate them. At the 
same time, engagement of local stakeholders can help 
to increase buy-in and pave the way for more successful 
implementation [8]. While the benefits of stakeholder 
(and more specifically, service user) engagement are 
well-documented by mental health research studies from 
HICs [9], there is less research on the subject in low- and 
middle-income countries (LMICs) [8]. However, in the 
field of global mental health, Theory of Change (ToC) is 
well-recognised as a useful tool for engaging stakehold-
ers in the design, implementation and evaluation of com-
plex mental health interventions, including peer support 
[10–13].

ToC is a theory-driven method that seeks to under-
stand how and why an intervention or programme works 
[14]. ToC is increasingly used for planning, implement-
ing, and evaluating complex interventions [15]. In order 
to benefit from different forms of expertise, a ToC map is 
often developed in a participatory way, bringing together 
a range of stakeholders such as service users, health 
service planners, health professionals. Through differ-
ent forms of group communication (e.g., workshops, 
interviews) knowledge exchange between researchers 
and stakeholders takes place. This knowledge is then 
integrated into a ToC map [16]. The map represents an 
explicit theory of how a programme will achieve short-
term and intermediate outcomes on its way to impact 

and visualizes those hypothesized steps along causal 
pathways in the local context. Table  1 describes core 
components of ToC (adapted from De Silva et  al. [16]) 
using a worked example of a recovery-oriented training 
programme for mental health professionals in a large city 
aimed at improving well-being of service users.

The ToC is modified throughout the whole implemen-
tation and evaluation of the programme, allowing for a 
continual process of reflection on how change happens 
[16]. The ToC approach has been proven to be practical 
and feasible in high-, middle- and low-income settings 
[15].

One of the first records of using ToC across several 
sites in LMICs comes from the PRIME research consor-
tium [10] which developed mental health care plans to 
integrate mental health into primary care in Ethiopia, 
India, Nepal, South Africa and Uganda. A cross-country 
ToC map was adapted in ToC workshops at each site to 
develop site-specific ToC maps. Also, ToC has previously 
been employed to scale-up an evidence-based psycho-
logical intervention for Syrian refugees to several sites in 
Turkey [17]. In both ToC studies cited above, the ToCs 
were developed prior to implementation or scale-up. 
However, ToCs may also be refined as a project evolves, 
as illustrated by the Future Health Systems consortium’s 
multinational study in Bangladesh, India and Uganda 
[12]. The consortium describes learnings from develop-
ing separate ToCs for each study site and revising these 
two years after the start of the project. Revision and 
reflection were considered crucial to adapt to changes in 
the outer setting of implementation. Taken together, ToC 
is now increasingly being used by multinational consortia 
to address the particular challenges multi-site implemen-
tation presents.

The study at hand contributes a further example of 
the use of ToC in a multisite trial supporting collabora-
tive, transnational work. ToC was an essential part of the 
international UPSIDES project [18, 19] that scaled-up 
peer support interventions for people with severe men-
tal health conditions at six study sites in a range of high-, 
middle- and low-resource settings. Conducting such a 
trial presents several challenges in the implementation 
of the intervention, such as engaging a very diverse range 
of stakeholders across all sites throughout the project, as 
well as the need to ensure fidelity to a core model while 
allowing for adaptation to different contexts. This paper 

as a blueprint for implementing similar interventions with a focus on recovery and social inclusion among people 
with mental ill‑health across diverse settings.

Trial registration ISRCTN26008944 (Registration Date: 30/10/2019).
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describes the process by which local and cross-site ToC 
maps were developed within the UPSIDES project and 
revised over the course of the study, to provide general 
guidance for implementing peer support which can be 
applied in a variety of contexts, and to identify necessary 
local adaptations. It contributes to the growing literature 
on the application of ToC by international research con-
sortia to help facilitate collaborative, transnational work 
and multi-site implementation.

Methods
Setting
The ToC maps were developed to guide the imple-
mentation and evaluation of the “Using Peer Support 
In Developing Empowering mental health Services 
(UPSIDES)” study [18, 19] carried out at: 1) Ulm Uni-
versity’s Department of Psychiatry and Psychotherapy 
II in Günzburg (UUlm), Ulm, Germany (high income), 
2) University Medical Centre Hamburg-Eppendorf and 
city-wide community services (UKE), Hamburg, Ger-
many (high income), 3) Butabika National Referral Hos-
pital (BU), Kampala, Uganda (low income), 4) Muhimbili 
National Hospital at the Department of Psychiatry and 
Mental Health (DS), Dar es Salaam, Tanzania (formerly 
low income, now lower-middle income), 5) two commu-
nity rehabilitation organisations (“Kidum Proyektim Shi-
kumiim” and “Enosh”) which provide services across the 

country, coordinated by Ben Gurion University (BGU), 
Be’er Sheva, Israel (high income), and 6) Hospital for 
Mental Health in Ahmedabad, Gujarat, India, coordi-
nated by the Centre for Mental Health Law and Policy 
(PU), Pune, India (lower-middle income). The study sites 
varied in the types of services offered (including inpa-
tient, outpatient, or community services), previous expe-
riences with peer support, and organisational readiness 
prior to the implementation of the UPSIDES interven-
tion. A detailed description of intervention development 
in the UPSIDES study is reported elsewhere [20, 21]. 
More details on the overall UPSIDES research project are 
provided in other previous publications of the UPSIDES 
study group [7, 19, 22].

Procedures
The development of the cross-site ToC map was achieved 
in three stages (Fig. 1).

In Stage 1 (preparations), research workers at all 
study sites were trained by an UPSIDES consortium 
member (GR) with expertise in the use of ToC. Then, 
each UPSIDES study site established a Local Advisory 
Board (LAB) composed of local stakeholders. LAB 
members were purposively selected to represent diverse 
groups in line with guidance provided to all sites by the 
UPSIDES Implementation Plan [23], including: service 
user and carer representatives, clinical staff members, 

Table 1 Core components of Theory of Change (ToC, adapted from De Silva et al. [16])

ToC Terminology Description Example

Impact and ceil‑
ing of account‑
ability

The impact is the ultimate outcome or goal the project seeks 
to achieve. The impact is delineated from the long‑term 
outcome by the ceiling of accountability. After this point, 
the intervention on its own is no longer responsible for achiev‑
ing the stated impact.

Improved well-being of people with mental health conditions in the 
metropolitan area

Outcomes Outcomes (short‑term, intermediate or long‑term) are 
the intended results of the intervention that need to occur 
in order to achieve the intended impact. They are con‑
nected via logical causal pathways (indicated in the ToC map 
by arrows). The final or long‑term outcome is the last one 
the programme is able to influence on its own before reaching 
the ceiling of accountability.

(Short-term) Sufficient number of mental health professionals 
recruited to cover the metropolitan area
(Intermediate) Improvement in knowledge, attitudes and practices 
related to recovery among mental health professionals in the metro-
politan area
(Long-term) Improvement in well-being scores of people with mental 
health conditions receiving professional care in the metropolitan 
area

Interventions These are the different components of the complex interven‑
tion.

Training for mental health professionals on recovery

Assumptions Assumptions describe external conditions that must exist 
for the outcome to be achieved but lie beyond the control 
of the project.

Mental health professionals are sufficiently motivated to actively 
participate in training.

Indicators Indicators are a targeted way of measuring each outcome 
in order to verify whether or not it has been achieved.

Mean difference in pre- and post-training scores among participat-
ing mental health professionals

Rationales Rationales provide explanation for why one outcome follows 
another or why certain actions must be taken to achieve 
the desired outcome. They may be based on evidence or expe‑
rience.

(Experience) Mental health professionals have identified a lack of 
training as one of the main barriers to delivering recovery-oriented 
care.
(Evidence) Randomised controlled trials have shown recovery-ori-
ented care to be effective in improving well-being, when compared to 
usual care provided by mental health professionals.
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hospital directors and/or ministry of health representa-
tives, local community leaders, traditional healers and/
or religious leaders, as appropriate.

In Stage 2 (local ToC maps) each site conducted 
initial ToC workshops with LAB members between 
the end of 2018 and 2019. Facilitators’ guidance was 
provided in the UPSIDES Implementation Plan (see 
Appendix 6 on ToC workshops in the UPSIDES imple-
mentation manual [23], provided here as Supplemen-
tary file 1). The aims of these initial ToC workshops 
were to review the findings of the current stage analysis 
[7] and to develop a ToC tailored to the sites’ local cir-
cumstances to guide the development, implementation, 
and evaluation of the peer support intervention. Based 
on these initial workshops, the first drafts for local ToC 
maps were developed. These were then refined itera-
tively over the course of the project with additional 
workshops as needed throughout 2020 and 2021. Dur-
ing the lockdowns resulting from the COVID-19 pan-
demic some of these additional workshops were held 
online. Over the course of this process, the two German 
study sites developed a joint German ToC map for the 
implementation of UPSIDES peer support in Germany 
[24] which was used along with the other site-specific 
ToC maps for the development of the cross-site ToC. 
Workshops were held either in the local language or 
in English, depending on LAB members’ preferences. 
Bilingual research staff translated the local maps into 
English language where necessary, following a propor-
tionate translation methodology which was developed 
as part of the UPSIDES project [25].

In Stage 3 (cross-site ToC map), a first draft for a 
cross-site ToC was drafted by RH and EE. The draft 
was then refined through several rounds of expert 
consultation with representatives of all sites and by 
all co-authors of this manuscript. In line with Breuer 
et  al.’s Checklist for Reporting Theory of Change [15], 
this paper will describe the impact and long-term out-
comes, the anticipated short- and medium-term out-
comes along the process of change, the intervention 

components which happen at different stages of the 
pathway, assumptions about how change would occur, 
and additional ToC elements such as indicators, sup-
porting research evidence, actors in the context, sphere 
of influence and timelines.

Participants
LAB members were invited to participate in the ToC 
workshops at each study site. As described above, sites 
were provided standardised guidance on the selection 
of LAB members. There was a wide variety in the types 
of stakeholders who ultimately joined LABs and par-
ticipated in ToC workshops. These ranged from service 
user and carer representatives, to outpatient and com-
munity mental health care staff, clergy and spiritual 
healers (Table  2). Sites were instructed to conduct ToC 
workshops with of 5–15 stakeholders of the LABs with 
complementary expertise. The initial workshops were 
followed by additional site-specific workshops where 
needed. These additional workshops could be held for 
one of two possible reasons: 1) they were held with new 
participants representing other types of stakeholders to 
complement and update the ToC maps with additional 
perspectives, or 2) they were held in separate workshops 
tailored to specific stakeholder groups, with participants 
who would otherwise have struggled to participate more 
confidently and actively due to power imbalance within 
mental health care services.

Fig. 1 Cross‑site ToC development process in three stages

Table 2 Summary of data collection

Data source Purpose

Paper‑based (sticky notes, flipchart) Site‑specific ToC draft

Audio recordings of the workshops Site‑specific ToC draft

Meeting minutes Site‑specific ToC draft

Excel file Synthesis of all elements for cross‑
site ToC

PowerPoint file Graphical design of cross‑site ToC
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Collection and synthesis of ToC data
The information used to develop the ToC maps was gath-
ered through several workshops where key stakehold-
ers came together to discuss what the ultimate impact 
of peer support will be, and then work backwards from 
that point to identify the key steps needed to bring about 
the previously identified impact. The workshops were 
led by facilitators who were researchers of the UPSIDES 
study consortium previously trained in conducting ToC 
workshops. To kick off the discussion, a facilitator asked 
the group a series of questions, such as: What real-world 
impact or change do we want to achieve with peer sup-
port? What outcomes are needed to achieve this impact? 
What interventions are needed to achieve these out-
comes? As participants responded to these questions, 
the facilitator summarized their answers on sticky notes 
or loose sheets of paper and arranged them on a wall, 
large table, flip chart, or on the floor to provide a sense 
of the series of steps on the way to achieve the ultimate 
outcome. Some sites further collected information in 
the form of recordings and meeting minutes during the 
ToC workshops. All these sources of information were 
then further integrated into site-specific individual ToC 
maps by the researchers at each study site. Once all 
sites had produced their ToC maps, the elements of the 
site-specific maps were aggregated, compared, and cat-
egorized in Microsoft Excel to facilitate harmonisation 
into one cross-site ToC map. Aspects that were men-
tioned by many stakeholders and continued to be rated 
as important throughout the course of the study in sev-
eral feedback rounds were prioritised for inclusion in the 
cross-site ToC map. The final cross-site ToC map was 
constructed using Microsoft PowerPoint. Table  2 pro-
vides an overview of all data sources and for what pur-
pose they were collected.

Results
A total of 17 workshops were held. Across all sites and 
workshops a total of 134 stakeholders from various back-
grounds participated. Table 3 shows more details on the 
workshops and their participants.

The initial drafts of site-specific ToC maps along with 
an overview of main commonalities and differences 
between the initial drafts are provided in Supplementary 
file 2. The drafts show various stages of elaboration up 
to this point in January 2020, when they were first sub-
mitted by the sites. All sites defined several outcomes to 
be achieved during implementation and have specified 
rationales, interventions, indicators and assumptions 
to varying degrees. UULM, UKE and BU have defined a 
clear final impact statement. UKE, BU, DS and BGU have 
also already identified causal links between the ToC ele-
ments. Based on all these ToC drafts, the cross-site ToC 
map that harmonises insights from all six site-specific 
maps was developed. The final cross-site ToC map is pre-
sented in Fig. 2.

Common elements across sites: the UPSIDES cross‑site ToC 
map
The overall structure of the ToC map indicates a pro-
cess over time to be read horizontally, with three main 
phases (from left to right, indicated by three columns): 
(1) preparation and pilot, (2) implementation, and (3) 
sustainability. Three main levels of actors are represented 
on the vertical axis from top to bottom: individuals (ser-
vice users and peer support workers), organisations (and 
their staff members) and the public. The desired ultimate 
impact of the UPSIDES intervention to be achieved at 
all sites was identified through consensus as: “improved 
social inclusion and reduced stigma of people with severe 

Table 3 Number of participants at ToC workshops

a Psychiatric hospital staff
b Social-psychiatric, social facility or community service staff
c Peer support workers or service user representatives
d Traditional healers, religious leaders, other community leaders
e Total numbers of individual participants per site and per type of participant given. Several participants have participated in more than one workshop

Study site UULM UKE BU DS BGU PU Totale

Number of workshops 5 4 1 2 4 1 17

Psychiatric  staffa 6 2 3 10 ‑ 1 22

Social/Community  staffb 2 ‑ ‑ ‑ 65 ‑ 67

Lived  experiencec 7 8 2 6 4 1 28

Carers 2 ‑ 1 ‑ ‑ ‑ 3

Researchers ‑ 2 1 2 4 ‑ 9

Otherd 2 ‑ ‑ ‑ 1 2 5

Totale 19 12 7 18 74 4 134
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mental health conditions through systemic and cultural 
change”.

Outcomes
The first step to achieve when preparing to implement 
UPSIDES peer support is to have a map of the working 

environment and community resources at the site in 
order to achieve suitable adaptation of the UPSIDES 
intervention to the local context. This is the precondi-
tion for several subsequent outcomes on different lev-
els, namely: that the intervention reaches the target 
population and is easily accessible; there is a clear role 

Fig. 2 UPSIDES cross‑site ToC map
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description and guidelines for peer support workers 
(PSWs) specific to their local context; and staff members 
of the organisation in which the PSWs will be working 
know about the benefits and purposes of peer support. 
The next outcomes are the successful recruitment of ser-
vice users (SUs) that are eligible and willing to participate, 
availability of prospective PSWs that match pre-defined 
criteria, as well as identification of staff members that will 
serve as allies for peer support in the organisation, pro-
moting organisational readiness. Once these preparatory 
steps have been completed, practical implementation and 
the provision of peer support services can begin.

The next phase leads to the intermediate outcomes 
related to the initial implementation. In order to deliver 
peer support per protocol and to high quality, it is nec-
essary to have trained PSWs in order for them to have 
the necessary knowledge and skills to perform their role. 
The establishment of a team of PSWs – rather than PSWs 
working on their own – is another important outcome 
along the way. Further, the site should establish mecha-
nisms to ensure that peer support is safe for both PSWs 
and SUs and that SUs are appropriately matched to PSWs, 
considering diverse personal backgrounds. The next 
steps are to ensure that peer support is offered in a way 
that makes it empowering for both SUs and PSWs and 
ensures ongoing professional growth and advancement 
of PSWs. Also, regarding the organisation and its respec-
tive staff members, critical outcomes to ensure successful 
implementation at the site need to be achieved, such as 
organisational readiness to promote an enabling working 
environment for PSWs in which their expertise is recog-
nised. This entails the preparedness of the mental health 
services, including for example leadership support, insti-
tutional development and resource allocation to integrate 
and support PSWs working in the institution. During 
this phase of initial implementation, transparent inte-
gration of peer support into the local network of mental 
health services and enhanced ownership and sustained 
commitment from the public, stakeholders, and funders 
need to be achieved. The processes up to this point can 
be initially piloted at a small scale to inform the further 
adaptation of the intervention as needed, to be repeated 
afterwards at a larger scale.

Once the initial implementation of peer support has 
been successful, several outcomes need to be achieved to 
ensure sustainability in the long-run. One important pre-
condition for long-term sustainability is the availability of 
evidence of the intervention’s effectiveness in improving 
outcomes of SUs and PSWs. The continuous engagement 
of the public, funders, and other relevant stakeholders 
throughout the implementation phase will help to set the 
groundwork and inform plans for the long-term integra-
tion of peer support into services. With time a cultural 

shift within systems through the distinctive contribution 
of PSWs working within an organisation and working 
with clients in their communities will be achieved. This 
will help to foster reduced in-system stigma of mental 
ill-health and lead to PSWs becoming advocates for men-
tal health awareness in the community. Successful initial 
implementation at one site may then also lead to a more 
diverse offer, for example through scale up to other insti-
tutions, cities or countries.

Various indicators were defined to check whether out-
comes were achieved. Data were collected against these 
indicators either quantitatively (via routine monitoring 
and evaluation) or qualitatively (through focus group 
discussions).

Interventions
Several different interventions need to be carried out 
in order to achieve the outcomes described above. In 
the preparatory phase, these consist mainly of activities 
revolving around spreading and gathering information 
through piloting, focus group discussions, consulta-
tion with stakeholders, introductory presentations, and 
recruitment. Once the preparatory phase is concluded, 
then capacity-building activities (training PSWs, organi-
sational readiness workshops, setting up a support sys-
tem), as well as the involvement of SUs and wider public 
can commence (delivering peer support, networking, 
public engagement). The last intervention that is pos-
sible to be conducted during the official duration of the 
UPSIDES study is the conduct of the RCT which will help 
to achieve long-term outcomes for sustainable imple-
mentation. Generating gold-standard evidence of the 
effectiveness of peer support will help to advocate for 
long-term integration of peer support into mental health 
services.

Assumptions
There are several essential assumptions underlying the 
pathway of change at a given site. These include: suffi-
cient demand for peer support as well as readiness and 
desire for change in the target population of service 
users; appropriate mind-set of the prospective PSWs 
(motivation, perseverance and readiness); the diversity of 
PSW team reflects the diversity of personal backgrounds 
among service users; a critical mass of staff members are 
willing to engage with PSWs; support from other relevant 
stakeholders; and PSWs are working in an organisation 
where they can work in teams with other staff members.

Rationales
Rationales underlying the pathway of change are based 
on evidence generated from UPSIDES and other rel-
evant studies of peer support. The rationales behind the 
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ToC’s elements of organisational readiness, collaboration 
and local adaptations were derived from insights from 
UPSIDES focus group discussions with key stakeholders 
and mental health staff members which were especially 
important at the early phases. Further insights of pre-
vious studies on peer support informed the rationales 
behind the importance of a clear role description and the 
impact of peer support on different outcome variables.

Site‑specific features and adaptations
A feature that was unique to the maps from Be’er Sheva, 
Hamburg, and Ulm was a stronger focus on collabora-
tion with other mental health service providers or teams, 
whereas stakeholders at sites in Pune, Kampala and Dar 
es Salaam focused more on community integration. Fur-
ther, workshop participants in Kampala and Pune dis-
cussed the form of reimbursement and its consequences, 
financial empowerment of PSWs through peer support 
work and other possible income generating activities 
apart from peer support work, whereas discussions in 
Be’er Sheva, Hamburg, and Ulm revolved more around 
the PSWs’ role as employees and professionalization 
rather than financial reimbursement.

Further, we saw differences in the levels of sustainabil-
ity addressed in the workshops. The discussions in Ulm, 
Dar es Salaam and Pune revolved more around the inte-
gration in the institution and efforts to build a network 
for PSWs. The site-specific ToC maps in Butabika, Be’er 
Sheva and Hamburg also included more elements refer-
ring to sustainability, for example long-term employ-
ment, integration in routine mental health care or scale 
up to other institutions.

Discussion
As a result of this study, a cross-site ToC map was devel-
oped which divides the implementation of the UPSIDES 
peer support intervention into three main stages (prepa-
ration, implementation, and sustainability), and identifies 
three levels of actors (individuals—i.e., service users and 
peer support workers—organisations, and the public). 
The cross-site ToC is a representation of shared interme-
diate outcomes, interventions and actors involved in the 
implementation of UPSIDES peer support across various 
study sites in diverse settings.

Key findings and interpretation
The cross-site impact statement that was formulated 
(“Improved social inclusion and reduced stigma of people 
with severe mental health conditions through systemic 
and cultural change”) reflects elements of the Conceptual 
framework of IMpacts of Recovery Innovations (IMRI), 
as it describes the intervention’s impact on future ways 
of being, thinking, interacting and operating in mental 

health systems and communities towards people with 
mental health conditions [26].

The UPSIDES cross-site ToC describes key factors and 
processes for the implementation of mental health peer 
support to achieve this impact across a range of high-, 
middle-, and low-income settings. Considering that peer 
support is an extremely flexible intervention that can and 
should be adapted to local circumstances [7], there was a 
need for stringent monitoring and evaluation (M&E) of 
the implementation processes across sites throughout the 
project implementation phase. The ToC approach helped 
to derive concrete steps for local implementation, to 
adapt the implementation to the different settings across 
study sites, and to develop protocols for sites’ M&E.

The main differences in local implementation as 
reflected in the site-specific maps can be explained by 
several factors, i.e., resource setting, different levels of 
readiness for implementing peer support, stigmatisation 
of people with mental health conditions, and strength of 
hierarchy within mental health systems. Workshops at 
sites located in HIC focused heavily around collabora-
tion with other mental health service providers or teams, 
whereas stakeholders at sites in LMIC focused more on 
integrating peer support into the local community. This 
is in line with other research in the field that highlights 
the importance of the community when addressing 
mental health care in LMICs [27]. Further, the form of 
reimbursement and its consequences was an important 
topic for sites in LMIC. The financial situation of PSWs 
in LMICs might be more critical than that of their col-
leagues in HICs [28], most of whom receive at least some 
sort of social benefits [29]. Often in LMIC healthcare 
and other essential needs are paid for out-of-pocket [30]. 
Thus, for those who have lived experience of a mental 
health condition, reimbursement for peer support work 
can help to meet basic needs and enable longer-term 
improvements [31]. Taken together, it is unsurprising 
that the tangible community and monetary aspects of 
peer support work were more prominent in discussions 
in lower-income settings. The importance of resource 
availability was also reflected in the qualitative UPSIDES 
studies with stakeholders in LMICs [22]. By comparison, 
the discussions in HIC revolved more around the PSW’s 
role as an employee and their professionalization. PSWs 
in LMICs may be more warmly welcomed into severely 
understaffed mental health services, while in HICs, they 
may not be as readily accepted or regarded as competi-
tors by other mental health professionals [32, 33]. This 
discourse on professionalization is very much in accord 
with other research on lived experience implementation 
and relationships in HICs [34]. Further, the topic of col-
laboration and professionalization is more important in 
the integrated care system common in many HICs which 
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attempts to coordinate across a wider range of services 
including those outside the health care system [35].

We also noticed some differences between the site-spe-
cific maps based on the level of previous experience with 
peer support and subsequently different levels of readi-
ness at the site, as described in a previous UPSIDES pub-
lication on barriers and facilitators for implementation 
of peer support [7]. The discussions at sites with lower 
readiness for implementation (Ulm and Dar es Salaam) 
revolved more around integration into the institution and 
efforts to build a network for PSWs. The ToC maps of the 
sites with higher levels of readiness and several years of 
previous experience with implementing mental health 
peer support (Be’er Sheva, Butabika, Hamburg) through 
other projects and initiatives [36–38] included more ele-
ments referring to sustainability, for example long-term 
employment, integration into routine mental health care, 
or scale-up to other institutions.

Varying levels of stigmatisation of mental health and 
strength of hierarchy within the mental health system 
in the different workshop sites were an important chal-
lenge when planning the overall conduct of the work-
shops. Service users and caregivers often face high levels 
of stigma, leading to difficulties in actively engaging these 
two crucial types of stakeholders in research [8, 39]. Fur-
ther, strong hierarchical structures in the provision of 
mental health services also may add to challenges when 
involving different groups of stakeholders in a project 
[8, 10]. In settings with high levels of stigmatization and 
strong hierarchies within the mental health institution, it 
was helpful to hold separate workshops with each stake-
holder group, e.g., one with nurses, one with hospital 
board members, and one with carers and service user 
representatives, then synthesising all inputs into one ToC 
map afterwards. This helped participants to feel more 
confident and promoted their active participation dur-
ing the workshops. Previous ToC research has reported 
similar findings regarding methods of engaging different 
stakeholder groups [10].

Implications
As a next step, the UPSIDES cross-site ToC map (par-
ticularly the indicators) will be used to guide further 
theory-driven analyses of the UPSIDES study regard-
ing the impact of factors related to implementation on 
effectiveness, i.  e. as a conceptual framework indicating 
moderators and mediators of effect on various outcomes 
guiding the process evaluation. By highlighting possible 
pathways of change on several levels (service users, peer 
support workers, organisations) it will also help to under-
stand patterns and differences in effects across sites. For 
example, qualitative comparative analysis can be used to 

provide an integrated analysis of data as shown in previ-
ous ToC-driven evaluations [40].

Another use of this research on ToC is in facilitating 
evaluation of other peer support programmes. Our ToC 
may be instructive to other studies seeking to carry out 
routine M&E, as well as process evaluation, by suggesting 
indicators that may be important to assess.

The study also aids to identify knowledge gaps in the 
field and facilitates new concepts and assumptions to 
emerge. For example, the prominent influence of organi-
sational readiness, the cooperation with other staff mem-
bers and the peer support workers’ involvement in the 
community are important features of peer support, with 
need for more research in this area.

Strengths and limitations
Due to the pandemic, most workshops could not be 
held in-person in 2020 and 2021 after the initial ToC 
workshop. As a result, many site-specific maps could 
not be refined with stakeholders via in-person meet-
ings. Therefore, the HIC sites in Israel and Germany 
conducted online meetings to discuss the current drafts 
of their site-specific map. Online workshops were feasi-
ble; however, in-person meetings were preferred since 
discussions flowed more easily and collective working 
with sticky notes and flipcharts promoted creativity and 
active involvement of all participants. Online workshops 
via video conferences were not feasible in the LMIC sites. 
Despite these challenges, the study at hand is one of few 
[12] which has revised and updated some of their site 
specific maps and the cross-site ToC map over the course 
of the study to incorporate important contextual changes 
(i.e., the pandemic) as well as key learnings from the 
implementation phase into the final map.

Another limitation is the considerable variation in 
interest and participation in the ToC workshops across 
the sites (e.g. 4 participants in PU vs. 74 participants 
in BGU). This can be partly explained by the difficul-
ties with conducting follow-up workshops as result of 
the COVID-19 pandemic, as described above. Through 
ongoing expert consultation with colleagues from all 
study sites during the development of the cross-site ToC, 
we have tried to mitigate the over- and under-representa-
tion of stakeholders from different study sites.

No sociodemographic data of workshop participants 
apart from their professional background was available 
for this study which limits further interpretation of the 
workshop results in a broader socio-cultural context. 
For the purposes of the UPSIDES study, this did not 
impact successful use of the ToC for implementation and 
evaluation.

What makes this study stand out from previous 
research with ToC in several sites is that the cross-site 
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map was derived from site-specific maps and not vice-
versa, as is often the case [10]. This may represent both 
a limitation and a strength. When merging site-specific 
maps into one cross-site map, some details must inevita-
bly be obscured for the map to concisely represent gen-
eral processes of implementation. However, the strength 
of this approach is that sites develop their site-specific 
ToCs towards a shared goal unbiased by a cross-site map, 
allowing the sites to develop their ToCs independently 
and thereby fostering creativity and unique ideas. Hav-
ing separate site-specific ToCs also helped to keep track 
of the differences in implementation that could plausibly 
affect site-specific outcomes, which can subsequently be 
explored through secondary analyses.

Another aspect that makes this ToC research stand 
out from others is that we were working with different 
languages mostly in non-Anglophone HICs and LMICs 
with a mixture of English and other local languages. The 
synthesis of maps of multilingual origin was challenging 
and there was a very real risk of losing information in 
translation. We have mitigated this risk by sticking to a 
pre-defined translation methodology and by conducting 
several feedback rounds with representatives of all sites.

Ultimately, all sites managed to include different stake-
holder groups in the ToC process, leading to multi-fac-
eted representation in all ToC maps. In addition, the 
concept of an explicitly participatory ToC that actively 
involves stakeholders from the outset differs from ToCs 
that were developed in other ways. Another strength 
of this study is that the ToC was developed as part of a 
research project with standardised operating procedures 
for data collection and reporting across all sites. Conse-
quently, data collected against the indicators assigned to 
each outcome are available for further analyses across all 
sites.

Conclusions
The development of a cross-site ToC in UPSIDES 
helped to crystallise core elements of implement-
ing and evaluating a peer support intervention across 
different socio-cultural, systemic and income-level 
settings. Through this participatory approach, stake-
holders and study teams worked together to identify 
common approaches to implementation and measure-
ment across all sites, while also determining local spe-
cifics and challenges that necessitate careful adaptation 
to the local setting. Successful local implementation 
while maintaining fidelity to some core elements is an 
essential precondition for a multi-site evaluation to be 
able to draw meaningful conclusions. The insights pro-
vided by the cross-site ToC will be used in the further 
evaluation of the UPSIDES peer support intervention. 

We believe that the ToC we have created also holds rel-
evance for other research and policy initiatives aiming 
to implement peer support in various settings. Further, 
our ToC approach can inform and guide other multina-
tional collaborations, contributing to the advancement 
of implementing evidence-based complex interventions 
in the realm of global mental health.
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