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high among PWH and may be almost twice that of the 
general population [2]. Alcohol use directly impacts ART 
adherence and HIV clinical outcomes, and contributes to 
malnutrition, liver disease, and HIV disease progression 
[3–7]. In sub-Saharan Africa, individuals who use alcohol 
report some of the highest per capita alcohol consumption 
rates in the world [8], despite that the majority of adults 
abstain from alcohol use.

Economic, Social, and Dyadic Correlates of Alcohol 
Use in Sub-Saharan Africa

The main drivers and consequences of heavy alcohol use 
in sub-Saharan Africa are economic, social, and dyadic. At 
the economic level, the daily stress of poverty is inextrica-
bly linked with heavy alcohol use [9, 10]. Population-based 
data from South Africa showed that people living in poverty 
with few assets have a higher odds of heavy alcohol use than 
those with some or many assets [11]. Unemployment, bore-
dom, and coping with a stressful, low-wage job have been 
documented as reasons for heavy alcohol use [12]. At the 
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feasible, acceptable, and efficacious for couples affected by HIV and heavy alcohol use in Malawi.
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social level, barriers to reducing alcohol use include peer 
pressure and the social benefits of drinking; alcohol use is 
an active part of social life in many African settings, allow-
ing men to form social bonds and express masculinity [12–
15]. On the other hand, positive forms of social pressure 
from relatives, peers, and healthcare providers is a strong 
motivator to reduce alcohol use [15, 16].

At the dyadic level, primary partners can influence each 
other’s drinking behaviors, and alcohol use can be both a 
cause and consequence of relationship distress [17]. In 
South Africa, heavy alcohol use was positively associated 
with poor communication and mistrust in couples [18]. In 
Malawi, a qualitative study found that men living with HIV 
who drink alcohol experienced challenges with ART adher-
ence; however, a more striking finding was that women 
living with HIV, who often did not drink themselves, also 
faced adherence issues as a result of their husband’s drink-
ing [16]. Women described how alcohol-related violence, 
food insecurity, and a lack of partner support played a role 
in missing doses of ART [16]. Moreover, alcohol use can 
indirectly affect ART adherence and overall health by dam-
aging couple relationships needed for support, survival, 
and well-being [12, 16]. Alcohol use is a trigger of intimate 
partner violence (IPV), which is one of the strongest pre-
dictors of adherence [19]. While alcohol use can negatively 
impact the health of both partners, partners can also play an 
important health-promoting role. In South Africa, partners 
can mitigate the deleterious effects of alcohol use by helping 
PWH manage alcohol use and maintain adherence to ART 
even while drinking [20].

Interventions at the Economic, Dyadic, and Social 
Levels: Need for Multilevel Approach

Multilevel approaches are needed to address alcohol use 
among PWH in sub-Saharan Africa. The majority of behav-
ioral interventions have focused on individuals who use 
alcohol, using approaches such as cognitive behavioral 
therapy or motivational interviewing [21]. A recent meta-
analysis based on 21 studies found that such interventions 
were successful at reducing alcohol use, and had additional 
benefits on adherence [22]. However, only four of the stud-
ies took place in sub-Saharan Africa and the results of these 
studies were mixed. One of the most promising interven-
tions was a cognitive behavioral therapy intervention in 
Kenya, which showed significant reductions in alcohol use 
in a pilot study [23] and full efficacy trial [24]. The inter-
vention used paraprofessionals to deliver cognitive behav-
ioral therapy and emphasized locally-salient motivations 
for reducing drinking, including economic reasons [25]. 
To complement individual-level interventions, there is a 

strong need for approaches that modify the broader socio-
economic and dyadic context of drinking.

Economic-strengthening interventions could have mean-
ingful impacts on alcohol use, especially with couples. Sav-
ings-based interventions combined with financial literacy 
training (FLT) may provide a sustainable option by break-
ing the cycle of poverty through investments, liquid assets, 
and lifelong financial knowledge [26–28]. In Uganda, the 
Suubi intervention (also called Bridges) provided incentiv-
ized savings accounts combined with FLT to facilitate sav-
ings and investments. The intervention had positive impacts 
on mental health, family cohesion, and sexual risk-taking 
among adolescents at risk for HIV, and virologic suppres-
sion among adolescents living with HIV [29–31]. Given the 
economic determinants and consequences of alcohol use in 
sub-Saharan Africa, interventions like Suubi could adapted 
to target heavy alcohol use, such as by making the FLT cur-
riculum more relevant to people who drink alcohol.

In addition, a focus on couples within saving-based 
interventions may be particularly effective and synergistic 
when intervening on the couple relationship and household 
economics together. Most economic strengthening inter-
ventions, including those with micro-savings, have focused 
solely on empowering women rather than couples [32–34]. 
By working with both partners together, men may be less 
likely to view women’s financial activities as a threat to 
their masculinity and provider roles [35, 36] and respond 
with control and dominance [32]. Moreover, providing both 
partners with FLT could reinforce material learned and 
encourage partners to engage in shared decision-making 
and take joint responsibility for financial goals. Relation-
ship-strengthening interventions have been effective at 
reducing alcohol use and addressing HIV-related behaviors. 
In the US, behavioral couples therapy was more effective 
than an individual-based approach by addressing the rela-
tionship dynamics that intersect with alcohol use [37]. Other 
studies found that when comparing individuals who drink 
alcohol heavily, those in the behavioral couples therapy arm 
reported lower rates of IPV and higher relationship func-
tioning than those in an individual-based arm [38, 39]. In 
South Africa, one of the few interventions that addressed 
alcohol use in couples was an HIV prevention intervention 
known as Couples Health Co-Op [40]. The intervention 
reinforced couples’ relationships with skill-building exer-
cises around communication and sex. Men in the couples 
arm were less likely to report heavy alcohol use as com-
pared to the control arm of male-only groups [41]. Another 
couple-based intervention developed in South Africa, called 
Uthando Lwethu, which consisted of activities to improve 
relationship dynamics and build problem-solving and com-
munication skills, was effective at increasing uptake of cou-
ples HIV testing and counseling [42, 43].
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Conceptual Framework: Integrating Dyadic, 
Economic, and Social Theory

We posit that gaining relationship skills will help couples 
work together on financial goals and reduce alcohol use, 
while increasing savings and financial stability will allevi-
ate stress on couples, encourage planning for the future, and 
reduce drinking, thereby enhancing couple functioning. In 
this study, we developed a theoretically-based intervention 
called Mlambe, named after the mlambe (Baobab) tree in 
Malawi which is a symbol of strength and life, by adapt-
ing and integrating two efficacious interventions focused 
on strengthening household economics and relationship 
dynamics. Economic-strengthening activities were based on 
the Suubi intervention in Uganda, which consisted of incen-
tivized savings accounts and FLT [30, 44, 45]. Relationship-
strengthening activities were based on the Uthando Lwethu 
intervention in South Africa, which consisted of relation-
ship education and skills [42, 43].

Mlambe will intervene at the dyadic, economic, and 
social levels of the social-ecological model [46] to impact 
alcohol use and HIV clinical outcomes (Fig.  1). At the 
dyadic level, improving relationship dynamics and com-
munication patterns can help couples move from a self-
centered to a relationship-centered orientation in which 
couples interpret health issues as having significance for the 
relationship. This in turn enables couples to support each 
other in positive ways to carry out their shared vision and 
work collaboratively around health issues. At the economic 
level, asset theory posits that assets such as education, sav-
ings accounts, and an income-generating activity (IGA) can 
change not only household economic status, but behaviors, 
attitudes, and hope for the future [47, 48]. Because alcohol 

use is often used to cope with economic stressors and feel-
ings of hopelessness, asset-building could address some of 
the underlying reasons for drinking. The accumulation of 
assets may also reduce economic stressors and its negative 
impact on couple relationships [49–53], creating new oppor-
tunities for couples to engage in healthy behaviors together. 
At the social level, social learning theory argues that new 
behaviors can be acquired by observing and reproducing the 
behaviors of others and through social reinforcement [54]. 
Thus, by including individuals who use alcohol together in 
a health-promoting and supportive environment, there will 
be opportunities to learn the best strategies from others, to 
develop new friendships, and to receive peer support around 
alcohol use.

Study Purpose

The purpose of this study was to describe the process of 
adapting and synthesizing two interventions into a com-
bined economic and relationship-strengthening interven-
tion to reduce alcohol use by employing the ADAPT-ITT 
framework [55]. Specifically, we describe how we adapted 
the interventions to address heavy alcohol use, tailored the 
study procedures and content to the Malawi context, and 
made modifications to ensure the intervention was relevant 
for couples. We add to the literature by outlining how to com-
bine interventions operating at different levels of the socio-
ecological model. Relationship-focused research grounded 
in psychology does not typically intervene upon structural 
or economic factors driving poor couple relationships [52, 
53]. Economic approaches, on the other hand, often ignore 
couple interactions, thereby missing opportunities to harness 

Fig. 1  Conceptual Framework for the Mlambe Intervention
1

1  ESA = Economic Strengthening Activities; RSA = Relationship Strengthening Activities
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two or more EBIs [58, 59], but this is a rare application of 
ADAPT-ITT and there is still little guidance of the process 
of integrating EBIs. We build on this work by considering 
additional adaptation elements for combining multiple EBIs 
such as spacing and length of sessions to accommodate a 
larger number of sessions from two interventions; cost con-
siderations to counteract greater participant burden across 
many visits; the ordering of the two intervention compo-
nents and how to blend intervention content; and skills 
and training of facilitators needed to deliver two different 
interventions.

Methods and Results

Process for Intervention Development

Similar to other intervention development studies for alco-
hol use [60], we carried out all 8 steps of the ADAPT-ITT 
8 steps: Assessment, Decision, Administration, Produc-
tion, Topic Experts, Integration, Training, and Testing [55]. 
Table 1 provides a description of each ADAPT-ITT step and 
a summary of how we implemented each step.

Assessment Step: Defining the Target Population and 
Intervention Needs

Evidence to support the need for Mlambe came from a 
four-year, mixed-methods investigation of couples living 
with HIV in Malawi called the Umodzi M’Banja (UMB) 
project. Couples were recruited from HIV clinics in the 
Zomba district and were eligible if married/cohabitating, 
over age 18, and had at least one partner living with HIV 
on ART who had disclosed their HIV status; the sample has 
been described elsewhere [61]. The UMB study showed 
a strong link between alcohol use, relationship dynamics, 
and ART adherence using survey data collected with 211 
couples [16, 20, 62–64]. First, we found that participants 
who drank alcohol had a lower odds of self-reported ART 
adherence (AOR = 0.38; p < 0.05). Second, higher levels of 
relationship unity (AOR = 2.11), satisfaction (AOR = 3.80), 
and partner social support (AOR = 1.12) were associated 
with higher adherence (all p < 0.05). Third, participants who 
reported higher physical (AOR = 0.72; p < 0.05) and sexual 
IPV (AOR = 0.72; p < 0.05) had lower odds of adherence. 
Fourth, drinking alcohol was positively associated with 
higher levels of physical (β = 0.80; p < 0.001) and emotional 
IPV (β = 0.48; p < 0.01).

Within UMB, we enrolled 23 couples who had a posi-
tive Alcohol Use Disorders Identification Test-Consump-
tion (AUDIT-C) screen [65, 66] (score of ≥3 for men and 
≥4 for women) in order to identify multilevel barriers and 

the power of relationships to overcome and cope with eco-
nomic constraints at the household level.

The ADAPT-ITT framework was originally designed to 
adapt a single, evidence-based intervention (EBI) for a new 
purpose, target population, or setting [55], and has been 
successfully used to adapt HIV-focused behavioral inter-
ventions for adolescents, men who have sex with men, and 
other at-risk populations [56, 57]. A few more recent studies 
have used ADAPT-ITT to combine interventions based on 

Table 1  Development of the Mlambe Intervention using the ADAPT-
ITT Framework
ADAPT-ITT Step Question 

Answered by 
Step

Methodology Used

1. Assessment Who is the 
target popula-
tion and why 
is alcohol a 
problem?

• Collected and evaluated 
mixed-methods data with tar-
get population of couples who 
drink alcohol in Malawi.

2. Decision What evidence-
based interven-
tion (EBI) is 
going to be 
selected and 
is it going to 
be adopted or 
adapted?

• Identified need for combined 
economic and relationship-
strengthening intervention.
• Reviewed literature for 
EBIs, consulted experts, and 
held team meetings.
• Made decision to adapt 
Suubi for economic compo-
nent and Uthando Lwethu for 
relationship component.

3. Administration What in the 
EBI needs to 
be adapted and 
how should it 
be adapted?

• Presented intervention con-
cept to academic experts and 
key stakeholders for feedback.
• Explored elements of the 
interventions to adapt.

4. Production How do you 
produce a 
draft of the 
intervention 
and document 
adaptations?

• Generated draft of Mlambe 
manual and curriculum for 
combined intervention based 
on existing manuals and mate-
rials. Tailored the content for 
contextual issues in Malawi 
(literacy issues, common 
words/phrases) and to specifi-
cally address alcohol use.

5. Topic experts Who can help 
to adapt the 
EBI?

• Conducted focus group dis-
cussions with couples and key 
stakeholders for input.

6. Integration What is going 
to be included 
in the adapted 
EBI that is to 
be piloted?

• Analyzed focus group 
discussion (FGD) data to 
further refine the manual and 
intervention design.

7. Training Who needs to 
be trained and 
how?

• Generated facilitator training 
manual and conduct trainings 
with facilitators.

8. Testing Was the adap-
tation success-
ful and how 
did it improve 
alcohol 
outcomes?

• Developed study procedures 
and data collection instru-
ments for pilot randomized 
controlled trial to follow.
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Administration Step: Identifying Content to be Adapted

We held four focus group discussions (FGDs) with thirty 
key stakeholders to obtain reactions to the intervention con-
cept and identify areas to adapt. Two FGDs were conducted 
with couples from urban and rural areas (N = 16) who partic-
ipated in the UMB study. Similar to earlier stages, couples 
were married, aged 18 or older, had at least one partner with 
a positive AUDIT-C screen who was living with HIV and 
on ART. The study PI conducted an FGD with providers in 
English and a trained research assistant conducted the other 
FGDs in Chichewa. FGDs lasted between 1 and 2 h and were 
held in private rooms at clinics or community-based venues. 
Two FGDs were conducted with HIV care providers (e.g., 
nurses, clinical officers, clinic volunteers) and traditional 
leaders such as village chiefs (N = 14), identified through 
our professional networks. After summarizing the proposed 
activities based on Suubi and Uthando Lwethu, stakehold-
ers were asked questions around the couple-based approach, 
whether session topics would be useful for couples and why, 
and what additional content should be included or modified. 
The investigative team also wanted feedback on whether 
the banking approach used in Suubi would work in rural 
Malawi given long distances to banks and whether alterna-
tives like mobile money (i.e., mobile phone banking using 
airtime as a currency) would be more acceptable. Finally, 
the team wanted to explore whether the matched incentive 
should be done as a group, versus at the individual level, to 
capitalize on peer support to reduce alcohol use. See Table 2 
for other topics. Audio files were transcribed, translated into 
English, and coded by the study PI using deductive codes 
derived from the interview guide and inductive codes that 
emerged from the data.

Overall, there was strong support that the intervention 
would be feasible and acceptable for the target population 
(see Table 2). Most importantly, participants confirmed the 
appropriateness of a couple-based approach. When asked if 
partners should be together or separated for the intervention 
sessions, the consensus (across all FGDs) was that couples 
should be intervened upon together. The groups provided 
several reasons for why a couple-based approach is pre-
ferred: because the couple is married/family, to help them 
agree how to spend money, to prevent one partner from mis-
using financial resources, to reinforce financial lessons, and 
to reduce the burden on one partner for making financial 
decisions. For example, one healthcare provider described 
how women should be more involved in financial decision-
making through a couple-based approach: “Men have the 
financial mastery in most families. But I believe that this 
way [the couple approach] can encourage the wife or part-
ner to start taking part in the finances in the home. Because 
we are trying to make them work together.” All other focus 

facilitators of alcohol use, and potential intervention options. 
The sample has been described elsewhere [67]. Men were 
the primary drinker with few women reporting alcohol use. 
Wives tried to persuade their partners to reduce their alcohol 
intake, but were often unsuccessful, citing issues with com-
munication (e.g., not listening, arguing). Effective couple 
collaboration around alcohol use was constrained by nega-
tive peer influence and men’s desire for friendship to cope 
with economic stressors. Women were primarily concerned 
about the expense of alcohol and described how alcohol pre-
vented families from meeting basic needs and investing in 
the future. A major theme among men was the desire for peer 
groups or an economic intervention to reduce alcohol use. 
Based on participants’ needs and preferences, we concluded 
that an intervention should include efforts to improve couple 
communication around alcohol, economic-strengthening 
activities for couples, and alcohol support groups [67].

Decision Step: Choosing an Intervention to Adapt

We decided to adapt two EBIs, Suubi and Uthando Lwethu, 
based on our review of the literature, consultation with 
experts, and formative work pointing to the need for an 
economic and relationship-strengthening intervention [16, 
68]. Through this process, we learned of the drawbacks of 
microcredit or finance interventions in Africa (e.g., stress 
of repaying a loan; increased economic vulnerability when 
defaulting on a loan) [32, 35, 36], and decided to focus 
on savings instead of microloans or credit. This led us to 
choose Suubi, a savings-based intervention grounded in 
asset theory, for the economic component. For the rela-
tionship-strengthening component, we decided to adapt 
Uthando Lwethu. Although designed to address HIV testing 
rather than alcohol use, we chose this intervention because 
of its grounding in dyadic theory and personalized focus on 
couple communication and problem-solving skills—which 
were identified as intervention targets in our formative work 
[16, 67]. The combined intervention would consist of the 
following components: (1) an incentivized joint savings 
account at a national bank; (2) FLT covering topics such 
as banking, saving, budgeting, and debt management; (3) 
financial goal training and linkage with community-based 
extension workers to help support IGAs focused on agri-
culture and livestock raising; and (4) relationship skills 
education plus one-on-one counseling sessions to gain 
communication and problem-solving skills to help couples 
develop plans for reducing alcohol use and improving fam-
ily finances.
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[to include a session on relationship skills] is good and it 
may have good results.”

The FLT sessions on savings, budgeting, and debt man-
agement were also deemed valuable overall, and several 
suggestions were made to address local beliefs such as the 
belief that banks were only for rich people and to obtain 
buy-in from participants. Mobile money (i.e., storing money 
in the form of airtime instead of in a formal bank account) 
was viewed as more convenient, but also perceived as prob-
lematic for people who use alcohol since cash could be eas-
ily accessed. All four groups believed that the savings match 

groups had similar views about the importance of involv-
ing both partners together on finances. The sessions on rela-
tionship skills were deemed equally valuable by all groups, 
which were believed to help couples avoid disagreements, 
“enhance love in families by encouraging tolerance of each 
other”, and to communicate their opinions to one another. 
One female participant in an FGD with couples said: “This 
is helpful because if we say family, it means the two, being 
one flesh. It is also good to know what your spouse likes 
than to tell your husband what you would like them to do for 
you. You should agree as husband and wife. This suggestion 

Key Questions Asked Perceptions from Key Stakeholders Conclusions and 
Modifications needed

What are the chal-
lenges around saving, 
banking, starting a 
business, and creat-
ing a budget?

• People cannot save because of poverty.
• People need a business to save.
• People need capital (e.g., loans) to improve their 
households.
• Villagers do not know how to make a budget.

Address myths that 
people cannot save 
into financial literacy 
sessions.
Retain sessions on 
savings, budgeting, 
and debts.

Will couples be able 
to work together on 
saving money and 
starting a business?

• Men and women often do not communicate around 
household purchases; men “waste” money because they 
do not know household needs but sometimes women use 
the money for frivolous purchases. This causes conflict.

Learning how to create 
a household budget as 
a couple will resolve 
conflict from one 
member making deci-
sions independently.

What are the beliefs 
around banks, mobile 
money, microfinance, 
and loans that we 
need to address?

• Banks are not trustworthy; money is taken out for fees 
that people do not understand. There is no point in saving 
with banks.
• It is hard for the average person to open a bank account.
• Banks are for wealthy people.
• Village bank loans for businesses can help, but a hus-
band could take the money and “spend it on concubines 
and beer”.
• Mobile money banking makes money too accessible 
which could be used for alcohol versus depositing money 
in bank account.

Address banking 
myths in financial 
sessions.
Involve bank 
representatives.
Retain focus on formal 
banking approach.

Should we offer the 
matched incentive as 
a group-based match 
or couple-based 
match?

• Match should be based on what each couple can save, 
not the group: “everyone should reap what they sow”

Use couple-based (not 
group-based) matched 
incentive

How to ensure sobri-
ety at sessions?

• If couples are informed about rules to attend sober, they 
will comply.
• There could be penalties for coming drunk to sessions.

Establish ground rules 
around sobriety.

Should men and 
women be separated 
or stay as a couple?

• “There should be no secrets between husbands and 
wives” and thus they should attend sessions together.
• Families should budget together so burden does not fall 
on women.
• Couples should be educated together on alcohol and 
finances so that they are on the same page.

Do not separate men 
and women; retain 
focus on couples.

Will couples be open 
to learning communi-
cation skills?

• Arguments stem from couples not agreeing or respect-
ing each other.
• Counselling should be done with each couple one-on-
one so couples’ privacy is respected and couples feel 
open to participate together.

Retain couples coun-
seling on communica-
tion skills. Should be 
one-on-one with each 
couple, not in a group.

How can we ensure 
privacy and that peo-
ple feel comfortable 
with participating?

• “HIV is no longer shameful as it was. There are worse 
diseases.”
• People will feel free talking about alcohol in a group.

Group format for other 
sessions is acceptable.

Table 2  What Needs to be 
Adapted? Stakeholder Findings 
from Administration Step of 
ADAPT-ITT
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together on finances and alcohol reduction from the start. 
Couples would receive an overview of banking in session 1 
and alcohol use in session 2, then worked on building their 
relationships in sessions 3–5 and received FLT in sessions 
6–9. During the financial sessions, couples would start plan-
ning out the type of IGA that their family will invest in, such 
as raising cows, pigs, or growing produce to sell at the mar-
ket. In the last session, community-based extension work-
ers (i.e., government employees who work in communities 
with training on livestock raising and agriculture) would 
be invited to learn about the Mlambe study and provide an 
overview of their knowledge and services to the group. Cou-
ples would then be matched with extension workers based 
on where they live and the type of IGA chosen. Thereaf-
ter, the extension workers would meet with couples in their 
communities to provide further education and assistance on 
starting their IGA based on their financial goals and circum-
stances (e.g., advantages and disadvantages of a starting a 
piggery business over raising goats).

At the first session attended by bank representatives, 
couples open a joint bank account and then save money 
every month by making deposits into their bank account. 
Couples are eligible for a 1:1 match up to $10 per month 
for each Malawi Kwacha saved. The matched contribution 
is contingent upon authorized withdrawals for education, 
business, or medical expenses, which were verified with 
receipts. Otherwise, unauthorized expenses were deducted 
from a couple’s matched contribution for that month. To 
encourage attendance at sessions, couples would need to 
attend at least 7 out of 10 sessions to receive the matched 
component at the end of the study but could make up ses-
sions if missed. At the end of each month, bank statements 
are requested and reviewed and the matched contribution is 
calculated, tracked in a ledger, and then allocated in separate 
project bank account containing the matched contribution 
for all participants. At the end of the 10-month intervention 
period, participants coordinate with the project staff to make 
purchases for their family IGA using their individual sav-
ings plus matched component. Couples continue working 
with their extension workers to learn about the most appro-
priate IGA for their circumstances and financial goals until 
they are ready to commit to an IGA and invest their savings, 
which can be done up until the 15-month follow-up visit.

After outlining activities for each session and generat-
ing an initial draft of the manual, we tailored the content 
for couples and incorporated alcohol themes into the activi-
ties and examples. For example, in the counseling sessions, 
practice exercises were revised such that couples could 
apply their communication skills to issues either alco-
hol use, savings, or HIV. In the FLT sessions, illustrations 
and examples were tailored to couples who drink alcohol. 
For example, in the banking session, there is a story of a 

should be at the couple/family level, not group level, so that 
couples individually benefit based on what they contrib-
ute. They agreed that most sessions could be group-based, 
while others such as the couple counseling sessions should 
be done individually with each couple for privacy reasons. 
Overall, the findings confirmed our broader approach and 
provided input on areas under debate with the design (see 
Table 2).

Production Step: Drafting the Intervention Manual

Through an iterative process led by the PI, the study team in 
the US created an outline of intervention sessions, compiled 
materials from the interventions to adapt, and generated a 
first draft of the Mlambe manual. The manual included a 
module on the control arm, which consisted of brief alcohol 
advice lasting 10–15 min modelled off WHO recommenda-
tions [69]. Brief alcohol advice would be delivered immedi-
ately following a randomization ceremony with each couple 
individually using alcohol messages personalized to their 
AUDIT-C score. For the intervention, we decided on a total 
of 10 monthly sessions to allow couples sufficient time to 
save for their IGA over 10 months. We included four ses-
sions on FLT from Suubi (e.g., savings and banking, bud-
geting, debt management) with a fifth session to provide 
couples with goal-specific training with community-based 
extension workers on their selected IGA. We combined these 
five sessions with three sessions from Uthando Lwethu (i.e., 
one group session on general relationship dynamics and two 
couples counseling sessions on communication and prob-
lem-solving skills). In Uthando Lwethu, couples are asked 
to choose an HIV-related topic to practice their communi-
cation and relationship skills and we adapted the practice 
exercises to focus on issues related to alcohol use, savings, 
and ART adherence. We also added an introductory session 
to explain the Mlambe intervention and introduce couples 
to banking so that they had basic knowledge and skills to 
get started using their bank accounts immediately. Because 
we posited that couples could save by reducing spending on 
alcohol, we added a session to understand the harms of alco-
hol use on health (e.g., including HIV) and relationships, 
and develop strategies to reduce based on the Indashyikiwa 
intervention from Rwanda with couples [70]. See Table 3 
for an outline of sessions. With the exception of two coun-
seling sessions, all sessions were conducted in groups based 
on the recruitment block at randomization. Couples would 
attend sessions with the same cohort across the 10-month 
period, unless making up sessions in which case they could 
join another group.

The ordering of sessions was determined as follows. 
We hypothesized that couple communication skills would 
be needed first so that couples could work collaboratively 
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Topic Experts Step: Obtaining Input on the Intervention

To gain further input on the intervention, we held six FGDs 
with six couples (2 FGDs) and 22 key stakeholders (4 FDGs) 
consisting of HIV care providers, religious and community 
leaders, bank, microfinance, and mobile money represen-
tatives, alcohol vendors, for a total of 34 participants. We 
included alcohol vendors who work in bars, bottle shops, 
brew beer, or make Kachasu (a locally made spirit) because 
they have important insight into whether the intervention 
concept would be acceptable, feasible, and appropriate given 
their direct observations of drinking patterns and behaviors, 
and the harms of drinking through their regular interactions 
with patrons. Couples were identified from the UMB study 
using the same eligibility criteria as above. Key stakehold-
ers were recruited through our professional networks. A 
trained research assistant conducted the FGDs, which lasted 
60–90 min and were conducted in private rooms at clinics 

woman who instead of putting her money into a bank, kept 
it in a hiding place at home and then finds out her husband 
spent the money on alcohol. In the budgeting session, we 
added an exercise to calculate how much money would be 
saved per month if alcohol use was reduced (see Fig.  2). 
We focused adaptations on spurring change around alcohol 
use rather than HIV-related behaviors because other alcohol 
interventions have been less successful at addressing alco-
hol use when intervening on multiple behaviors at once [22] 
and we believed that improved HIV treatment behaviors 
would follow from reduced alcohol use. We also believed 
that addressing HIV behaviors in addition to alcohol use and 
savings could be overly burdensome and further lengthen 
an already long intervention. Moreover, in our prior work, 
participants, especially wives, expressed greater concerns 
around alcohol use than HIV [68].

Number Session Title Adapted from Main Activities
1 Introduction to 

Mlambe, savings 
and banking, and 
mobile money

Suubi • Building group rapport
• Introduction to Mlambe and matched savings
• Introduction to bank services and mobile money
• Establishing couple banking agreement

2 Understanding 
and reducing 
alcohol use

Indashyikirwa • Understanding alcohol harms and impacts on 
relationships
• Strategies for reducing alcohol use

3 Relationship 
dynamics and 
power

Uthando Lwethu
Indashyikirwa

• Positive aspects of relationships
• Appreciating our partners
• Expressing heartfelt support
• Types of power, balancing economic power

4 Couples counsel-
ing session 1: 
Introduction to 
communication 
and problem-
solving skills

Uthando Lwethu • Learning the Initiator-Receiver technique
• Exploring expectations in the relationship
• Introduction to problem-solving and goal setting

5 Couples counsel-
ing session 2: 
Working together 
on alcohol issues

Uthando Lwethu • Practicing Initiator-Receiver technique
• Plan going forward
• Goal setting

6 Bank services Suubi • Perceptions of banks, dispelling myths
• Benefits of using a bank
• Planning financial goals

7 Budgeting and 
spending wisely

Suubi • Identifying expenses and sources of income
• Developing a financial plan
• Creating a budget
• Identifying ways to cut spending
• Planning financial goals

8 Savings, asset 
building, and asset 
accumulation

Suubi • Introduction to savings
• Building skills to save
• Planning financial goals

9 Debt management Suubi • Steps in borrowing money
• Managing debt and responsible borrowing
• Planning financial goals

10 Goal-specific 
financial support

Suubi • Introduction of Mlambe to extension workers
• Overview of extension workers areas of expertise
• One-on-one meetings with couples and extension 
worker to plan for income-generating activity

Table 3  Outline of Mlambe 
Intervention Sessions
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significance of stakeholder recommendations based on their 
relevant experience of a topic (e.g., bankers would know 
more about banking than care providers).

Overall, FGD participants expressed many positive senti-
ments for the intervention. Similar to the first FGDs, and all 
groups highlighted their appreciation for the couple-based 
approach (e.g., doing activities together will reinforce the 
material and help them be more transparent around spend-
ing money) (see Table 4). One of the FGDs with couples 
noted that involving husbands in the FLT sessions could 
be a challenge since this usually falls within the women’s 
domain, but they believed it was very beneficial to work 
with both partners to help avoid quarrels over money. Most 
groups really liked the financial session on budgeting and 
found it to be highly relevant for most families, and also 
believed the session on loans and debt management was 
important given the many high-interest loans in these com-
munities that could bring financial hardship. Participants 
were very supportive of the matched savings approach 
and thought this would be a strong incentive to save and 
reduce alcohol, although some worried about whether par-
ticipants would borrow from family or friends to qualify for 
the match. There were differences in opinions regarding the 
acceptability of formal banks, with some groups mentioning 
that it was time-consuming, confusing/difficult to navigate, 
unexpected fees, and transport could be expensive; while 
others noted that banks were more secure than village sav-
ings and loan programs and other methods to save money in 
homes where it could be stolen or used to purchase beer. It 
was noted that with proper education and training, the chal-
lenges of using banks for rural families could be overcome.

Participants had several suggestions of ways to improve 
the intervention: (1) incorporating mobile money provid-
ers to round out the FLT; (2) ensuring group sessions were 
private and information was not shared outside the group; 
(3) putting protections in place so that one partner could 
not withdraw all the savings and divorce the other or spend 
the money on alcohol; (4) addressing the issue regarding 
transportation to town centers where banks are located; (5) 
ensuring that intervention facilitators were knowledgeable, 
respectful, and non-judgmental; and (6) providing a meal at 
sessions to increase attention and motivation for attendance 
(see Table 4 for more details).

Integration Step: Incorporating Input to Refine the 
Intervention

Based on the topic expert findings, we made the following 
modifications to the intervention. Rather than enforce strict 
rules around withdrawals, we empowered couples to negoti-
ate the terms of banking and added a couple financial agree-
ment on bank withdrawals that is negotiated between both 

or community-based venues. The FGD guide was divided 
into 12 sections on core features of the intervention (e.g., 
matched savings accounts), planned intervention sessions 
from Suubi (e.g., bank services, budgeting, savings, asset 
building, and asset accumulation) and Uthando Lwethu 
(e.g., relationship dynamics and power, one-on-one couples 
counseling sessions), and practical aspects of intervention 
delivery (e.g., how to tailor materials to low literacy, how 
to increase attendance and participation). Participants were 
presented with an overview of each session and then asked a 
series of questions about what they liked/disliked, what was 
confusing or unclear, and suggestions for improvements. 
FGDs were audio-recorded, translated from Chichewa into 
English, and transcribed into electronic format.

FGD transcripts were coded line-by-line by one of the 
study authors with qualitative expertise. Using an iterative 
process, themes were identified from the coded transcripts 
around the financial, relationship, and alcohol compo-
nents of the intervention. Three patterns emerged within 
the themes around likes, concerns, and recommendations. 
Within these categories, the main themes were selected 
based on frequency in which they came up across and 
within the different groups and by their intensity (i.e., not 
necessarily common, but important or unexpected) [71]. We 
then looked for agreements and disagreements within and 
across the different types of stakeholders and weighted the 

Fig. 2  Example of Adapted Financial Literacy Content to Address 
Alcohol Use in Malawi
1

1  Notes: Kachasu is a locally-made distilled spirit of high alcohol con-
tent. MK = Malawi Kwacha

 

1 3

2263



AIDS and Behavior (2023) 27:2255–2270

formal banking system with bank accounts is important not 
only for ensuring the money is safe and can earn interest, 
but also is a step towards accessing a range of banking prod-
ucts that can benefit people. Thus, we maintained our origi-
nal approach. We incorporated the use of local bank agents 
(employed by the formal bank) who could assist clients with 
banking in their villages to avoid transport to town banks.

partners at the first session to determine who can make bank 
withdrawals and under what conditions. We involved mobile 
money providers in the financial sessions as recommended 
by the FGD participants so that participants can learn about 
these services and could use mobile money as a channel (but 
not to replace the formal banking system) to make deposits 
and withdrawals into bank accounts. Our team’s prior work 
in Uganda with Suubi found that linking individuals into the 

Table 4  Who Can Help to Adapt the Intervention? Stakeholder Findings from Topic Experts Step of ADAPT-ITT
Stakeholder Likes Concerns Recommendations Modifications made
Alcohol 
vendors

• Sessions as a couple
• Financial literacy and matched 
savings
• Exercises to reduce drinking

• Communication skills could 
be hard to learn
• Privacy/safety of funds
• Banks are time-consuming, 
challenges with deposits and 
withdrawals

• Include protections for a joint 
bank account so that one partner 
cannot steal
• Include advice not to bring much 
money to the beer halls to help 
curb drinking
• Emphasize confidentiality in 
group sessions
• Address issues around transport 
to bank

1. Added couple 
financial agreement 
on bank withdraw-
als to first session
2. Tailored alcohol 
content to provide 
tips from alcohol 
vendors
3. Added confiden-
tial agreement to 
first session
4. Included mobile 
banking agents 
in rural areas to 
reduce transport 
costs
5. Mobile money 
providers are now 
invited to first 
session to provide 
education on 
services
6. Meal is provided 
at each group 
session
7. To address diffi-
culties travelling to 
banks, we included 
village bank agents 
to assist couples in 
making deposits 
and withdrawals
8. Facilitators will 
have formal educa-
tion and author-
ity to build trust 
(e.g., teacher or 
counselor).
9. Included training 
on bank loans

HIV care 
providers

• Teaching people how to save and 
bank independently
• Exercises and vignettes around 
alcohol use
• Counseling sessions and rela-
tionship activities

• People will borrow to get 
the match
• Difficulties accessing bank 
services in rural areas
• Sessions could be too long

• Include mobile money providers 
in financial education
• Discourage borrowing from 
friends to get match
• Address food insecurity
• Address issues around transport 
to bank

Religious and 
community 
leaders

• Match will be a strong incentive
• Debt management and loan 
content
• Understanding harms of alcohol
• Focus on positive aspect of 
relationships
• Working with couples and 
involve husbands as saving as 
often falls on wife

• Concerns about whether 
people can save in rural areas
• People will borrow to get 
match
• Transport to banks is an 
issue
• Banking fees are confusing, 
missing money from accounts
• Mobile money may be 
preferred over banks

• Recommend bank accounts 
require dual signatures for 
withdrawals
• Include mobile money 
representatives
• Facilitators should be experts on 
financial issues
• Emphasize confidentiality in 
group sessions

Financial 
representatives

• Saving as a couple promotes 
transparency
• Financial skills will give partners 
tools to solve problems together
• Will promote a savings culture
• Budget session is important for 
identifying monthly expenses
• Groups will help couples learn 
from each other

• Concerns about whether 
people can save in rural areas
• Confidentiality in group 
sessions
• People may not be able to 
save and will borrow from 
friends

• Mobile banking agents can help
• Bank representations should do 
financial sessions
• Divorce rates are high; protec-
tions are needed so one partner 
does not take all the savings and 
leave
• Encourage people to save and 
not take out high interest loans or 
borrow from friends

Couples • Saving will bring couples closer
• Difficult to navigate banking 
system so this will help
• Match incentives
• Exercises on alcohol reduction
• Focus on positive aspects of 
relationship
• Will help with school fees, a big 
challenge
• Good to learn financial skills 
together (especially men)
• People can learn from other in 
groups

• Couple communication 
exercises should not focus on 
one partner’s wrongdoings
• Financial literacy ses-
sions could be difficult to 
understand
• Men may struggle more, 
since budgeting often falls 
on wife
• Some people fear the banks
• Will need assistance with 
opening accounts and banking

• Facilitators should be kind and 
non-judgmental
• Include mobile money providers
• Need to promote confidentiality 
groups
• Include a meal at sessions
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counseling sessions required more training, especially for 
the Initiator-Receiver technique, and thus it took several 
rounds of videos with feedback until the team agreed the 
facilitators were proficient in their couples counseling skills.

Audio recordings were taken of all intervention ses-
sions; however, given the multiple hours of the sessions 
and cost and time associated with translation and transcrip-
tion of large audio files, and because most sessions were 
highly scripted and structured, we opted to assess inter-
vention fidelity using checklists after each session to con-
firm that all activities were completed. Weekly calls were 
also held between the facilitators, project managers, and 
investigative team in which facilitators presented on each 
session and explained how activities were received by par-
ticipants, which helped to ensure the comprehension of the 
manual, spark conversations around field challenges, and 
ensure the intervention was being delivered as intended. 
The research manager attended most intervention ses-
sions to further ensure fidelity to the intervention manual 
and to assist with session activities and help couples with 
literacy challenges. Once the investigative team was able 
to travel again, the study PI, co-investigator, and the Suubi 
team from Uganda provided additional training on the FLT 
components and attended intervention sessions to observe 
operations and provide additional feedback such as giving 
stretching breaks, encouraging couples to consume refresh-
ments instead of saving for family members, arranging the 
chairs in the room to foster better participation, and encour-
aging more engagement among couples.

Pilot Study Step: Testing and Evaluating the Intervention

For the final ADAPT-ITT step, we developed the standard 
operating procedures (SOPs) for the pilot clinical trial to 
assess the feasibility and acceptability of the intervention. 
SOPs covered all study procedures such as informed con-
sent process, ethical procedures, adverse event reporting, 
monitoring for intimate partner violence, COVID-19 risk 
reduction, recruitment and enrollment, randomization pro-
cess, survey data collection, use of REDCap, tracking bank 
savings and matched savings component, and blood collec-
tion and laboratory testing. SOPs were developed through 
an iterative process between the study investigators and 
research managers in the US and our implementing partner 
in Malawi, and were further refined as questions came up 
during the training in Malawi and during initial rollout of 
the study.

During the roll-out and pilot testing of the intervention, 
several implementation challenges came up. It was discov-
ered that couples needed a national identification card to 
establish a bank account which some did not have. Thus, 
study procedures were modified such that upon enrollment, 

We also added a confidentiality agreement for all partici-
pants to pledge at the first session to protect the informa-
tion of other group members as much as possible, given that 
we could not guarantee confidentiality in a group format. 
Given the long distances traveled by couples to attend the 
sessions, high levels of food insecurity, and to encourage 
participation over multiple sessions, we provided a full meal 
at each group sessions with a lunch activity relevant to the 
session material on a given day. Finally, we hired facilita-
tors with counseling and/or educational backgrounds who 
were able to explain complex information on FLT to par-
ticipants with low education levels (see Table  4). Rather 
than employ community extension workers to deliver the 
intervention as done in Suubi, it was noted by FGD partici-
pants that facilitators should have the education and skills to 
gain the respect of participants and be viewed as models of 
financial success (i.e., community workers were often poor 
themselves). We also believed that higher education of the 
facilitators was important to be able to train facilitator to 
lead sessions requiring different skill sets (e.g., financial lit-
eracy and couples counselling).

Training Step: Training Staff to Deliver the Intervention

Intervention facilitators, data collectors, and the research 
manager were trained over a six-week period by the US 
study investigators and research coordinator on the research 
objectives, study procedures, delivery of the intervention 
sessions and control arm, general facilitation skills, and 
couples counseling skills. Because the training started in 
May 2021 when international travel was not possible due to 
COVID-19 pandemic, we developed a training curriculum 
that could be delivered remotely using a triad of comple-
mentary videos, independent readings, and practical activi-
ties to reinforce content. Instructional videos were created in 
Loom® for each session and could be re-watched as needed 
by clicking on a web link. Because we were adapting two 
interventions from Uganda and South Africa, we also held 
conference calls between the Mlambe investigators and the 
other study teams in both countries to better understand 
intervention delivery, challenges on the ground, and imple-
mentation procedures, which were recorded and stored, 
transferred into a link using Loom®, and then used to train 
the facilitators. Daily conference calls were held between 
the US research team and the Malawi team to reinforce 
training material, answer questions on content learned each 
day, and provide further guidance. Facilitators also con-
ducted mock sessions and a mock randomization ceremony 
with other study staff to gain practical skills and recorded 
short videos for the investigators to review and provide 
further training. While the economic sessions were highly 
structured and more straightforward to deliver, the couples 
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manual, suite of SOPs, and training plan with videos and a 
format that can be delivered remotely, in preparation for a 
future trial of Mlambe to establish efficacy.

This research provides a practical illustration of the types 
of issues to consider when combining multiple interven-
tions and intervening at multiple levels of the socio-ecolog-
ical framework. Economic and relationship-strengthening 
interventions that have worked elsewhere, even within sub-
Saharan Africa, must be carefully tailored to the local set-
ting before scale-up. This was important given that Malawi 
is resource-poor country in sub-Saharan Africa, and even in 
comparison to other African settings. Our formative work 
required that we ensure that the same banking, savings, and 
income-generation elements used in the parent intervention 
from Uganda could be implemented in rural Malawi. We 
found that mobile phones and use of local banking agents in 
the rural areas were essential for couples to be able to make 
bank account deposits given that transport to the physical 
banks can be cost-prohibitive. There were additional con-
textual issues that had to be considered, particularly when 
working with couples, such as the high rates of divorce in 
this setting and concerns that one partner could withdraw 
savings from the joint banking account and exit the mar-
riage or spend the money on alcohol. Thus, we incorporated 
a couple financial agreement and taught couples the skills to 
negotiate the terms of their bank accounts as a preventative 
measure. When developing multilevel interventions using 
approaches from different academic fields, in our case, eco-
nomic development and relationship science, it is impor-
tant to consider the synergies between the two approaches 
and additions that may be needed to offset the strengths 
and weakness of each. During the implementation phase, 
there were instances of couples who violated their financial 
agreements or made financial decisions without involving 
the other partner, or had other disagreements, and thus the 
facilitators needed to remind couples of how to resolve their 
issues using learned communication skills. This reinforced 
our decision to augment FLT with relationship skills and to 
have the couple communication sessions earlier on so that 
couples had the tools to communicate when financial dis-
agreements transpired. Other lessons learned when combin-
ing EBIs include the importance of hiring facilitators with 
diverse skill sets that are trusted sources of information or 
with credentials that allow for training on multiple areas 
such as counseling and FLT.

The adaptation process demonstrated that while some 
modifications were necessary, the underlying interventions 
showed promise of being transferrable and implementable 
in an entirely different African setting and population, even 
in rural settings like Malawi where access for formal banks 
can be challenging. While we do not report on participants’ 
socio-economic status for our pilot study because it is 

the facilitators helped couples obtain documentation needed 
to apply for ID cards in time for the first session. There were 
also some challenges with making deposits using village 
banking agents in which couples deposited the money into 
the wrong bank account, which led to mistrust and confu-
sion when account balances did not reflect the deposits. The 
facilitators had to troubleshoot banking issues with couples 
and work with the bank to correct transaction errors and 
then re-train couples on entering their account information 
properly. In another scenario, a husband did not make the 
deposit as he told his wife and spent the money on other 
purchases that they did not agree on, which angered the 
wife when she discovered his lie. Thus, the husband had 
violated their financial agreement. The facilitators worked 
with the couple on the misunderstanding, reminding them to 
use the Initiator-Receiver technique to communicate collab-
oratively on how deposits should be made going forward. 
Thus, the communicate techniques became a tool that was 
used throughout the intervention when disagreements arose 
between partners, not just during the counselling sessions. 
In a few cases, the husband sold the phone provided by the 
study which angered the wife who was committed to the 
intervention. Couples were not given a second phone in 
this case and the facilitators counselled the couple to decide 
whether they wanted to continue in the study (which they 
ultimately did). Finally, while we had hoped that the group 
sessions would encourage social cohesion and social sup-
port, learning in Malawi is often very top-down and instruc-
tive and thus we had to re-train the facilitators to provide 
FLT in a more engaging way and by encouraging couples 
to participate in group exercises and encourage more active 
learning. We provided a lunch after the sessions which we 
had hoped could also be a time for couples to get to know 
each other, however, given the extreme poverty in this set-
ting, couples often did not eat the meal and took it home 
with them to share with family members. Facilitators had 
to encourage couples to eat the meal so that they could be 
attentive and reap the full benefits of the FLT.

Discussion

With the growing number of intervention development and 
pilot studies conducted prior to a full-scale efficacy trial, the 
process of adapting an intervention is rarely documented 
and even less is known about how to adapt multiple EBIs 
into a combined intervention. Through an iterative process, 
we collected multiple rounds of key stakeholder data, as 
well as input from the investigative team and field team in 
Malawi, to obtain feedback on the initial concept, interven-
tion components and sessions, and intervention procedures. 
This rigorous process produced a structured intervention 
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We were also limited by the COVID-19 pandemic in our 
ability to train staff in-person and oversee study implemen-
tation through more frequent field site visits, which could 
have established better rapport within the team. However, 
the PI and field staff in Malawi had a long history of col-
laboration through prior studies and the research manager 
in Malawi was highly skilled in overseeing study activities 
and maintained regular communication with the US-based 
team. The team was in constant communication with daily 
video calls followed by weekly or monthly calls as activi-
ties progressed. This learning experience also resulted in a 
training curriculum that could be delivered remotely during 
upcoming COVID-19 surges which may prohibit travel.

Conclusion

Using a proven adaptation model, we synthesized and 
adapted two efficacious interventions through a collabora-
tive process that actively involved members of the target 
population, diverse key stakeholders, implementers, and our 
colleagues in the US, Malawi, Uganda, and South Africa. We 
learned that it takes a global village to deliver a behavioral 
intervention at multiple levels and to adapt what worked in 
other African countries to Malawi. Although the ultimate 
success of our adaptation will be determined after the trial, 
we believe this process resulted in a culturally-informed 
intervention that shows great promise of addressing impor-
tant multilevel determinants of heavy alcohol use and reduc-
ing the harms of alcohol on people with HIV. Our approach 
is innovative by combining programming from the fields 
of economics and relationship science to strengthen couple 
relationships from the ground up, symbolic of the Mlambe 
tree in Malawi. The process described in this paper provides 
a practical example for global health researchers working in 
resource-poor settings around the world on how to develop 
and implement a complex, multi-component intervention 
that is feasible and acceptable for a target population.
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currently ongoing, we expect based on our prior studies that 
couples will have lower education levels, high food inse-
curity, and low employment rates [16, 61, 68, 72]. Other 
modifications would be needed for populations with higher 
income and employment levels such as, increasing the 
matched contribution (i.e., higher than $10 USD per month) 
or changing the types of investments allowed at the end of 
the study if participants already have assets. Because our 
participants are underemployed, it was feasible to sched-
ule and conduct group sessions; thus, couples who are for-
mally employed, may not be able to attend sessions during 
business hours and may have less flexibility, which could 
require one-on-one sessions. Finally, we worked with mar-
ried couples living together in the same household which 
made it more feasible for couples to support each other 
around alcohol, attend sessions together, and conduct bank-
ing and business activities together. Couples from settings 
with low marriage or cohabitation rates could face more 
difficulties with coordination of intervention activities and 
attending sessions and may require more support.

Strengths and Limitations

The strength of our approach was that we used an estab-
lished adaptation framework and conducted a rigorous 
study that gathered local input at all stages of the process. 
While our data suggest that our initial approach may be fea-
sible and acceptable, it was critical to conduct this formative 
research with a different study population, health behaviors 
(i.e., heavy alcohol use), and socio-cultural context, as com-
pared to the original interventions. An advantage of using 
this process is that it maximizes the likelihood that the final 
intervention will be successful and will allow us to focus 
our attention on demonstrating efficacy versus implementa-
tion in the next steps.

No study is without weaknesses and our study is no 
exception. As with any method, there is the potential for 
social desirability bias in which respondents, and even field 
staff, provide more socially acceptable responses when 
asked for input on the intervention concept and details of 
the sessions. Couples and key stakeholders were generally 
supportive and optimistic of the approach to intervene with 
both members as a couple but could have been providing 
more favorable responses to the study investigators. This 
concern is mitigated, however, by multiple rounds of focus 
groups, both of which revealed the same theme: interven-
ing with couples has many different benefits and would be 
well-received and beneficial for families. Our finding is 
consistent with reports from other studies that participants 
find couple-based approaches to be enjoyable and valuable 
experiences for couples to connect [40, 73, 74].
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