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Abstract
Background: Type 2 diabetes mellitus (T2DM) is a critical global health issue, especially in low- and middle-income
countries like Afghanistan and Pakistan, where many cases remain undiagnosed and specialized care is costly. Community
Health Participatory Research, which actively involves community members in addressing health issues, is increasingly
recognized as an effective approach to deliver sustainable and culturally relevant health solutions. Participatory Learning
and Action (PLA), a method of Community Health Participatory Research, was implemented in the D-Magic (Diabetes
Mellitus: Action Through Community Groups or mHealth Information for Better Control) trial in Bangladesh that empowered
communities to identify challenges and develop locally relevant strategies to prevent and control T2DM.
Objective: This study aims to adapt the PLA-based D-Magic intervention for the prevention and control of T2DM in rural and
urban communities of Afghanistan and Pakistan.
Methods: This trial, titled “Engagement of Community Through Participatory Learning and Action for Control and Preven-
tion of Type 2 Diabetes and Its Risk Factors” (EMPOWER-D), will systematically adapt the D-Magic intervention using the
ADAPT guidance framework. The study will be conducted across 3 sites: rural Afghanistan (Kabul), rural Pakistan (Pesha-
war and Swabi), and urban Pakistan (Karachi). Stakeholders and community members will be involved to ensure cultural
relevance and authenticity. The process includes identifying barriers and facilitators to the implementation of community-based
interventions through a qualitative study and a scoping review, co-designing intervention materials, and piloting for feasibility
and effectiveness.
Results: EMPOWER-D was funded and launched in November 2022 by the United Kingdom’s National Institute for Health
and Care Research (NIHR203248). Following a year-long development phase, the adaptation protocol was finalized, and a
mock run of the interviews was conducted. Recruitment and qualitative data collection, including in-depth interviews and focus

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 1
(page number not for citation purposes)

https://www.researchprotocols.org/2026/1/e71602


group discussions, began in July 2024 and have been completed in Peshawar, Swabi, and Karachi. As of January 2025, data
collection has commenced in Afghanistan. Results are anticipated to be published in mid-2026 following the completion of
data analysis.
Conclusions: The EMPOWER-D adaptation will align the PLA-based intervention with the local sociocultural context,
ensuring health equity and participation. Building on the D-Magic trial’s success, this adaptation will ensure the intervention’s
effectiveness and cost-effectiveness in preventing and managing T2DM, not only in Afghanistan and Pakistan but also in other
low- and middle-income countries.
Trial Registration: ClinicalTrials.gov NCT06561126: https://clinicaltrials.gov/study/NCT06561126; NCT06570057: https://
clinicaltrials.gov/study/NCT06570057; NCT07350694: https://clinicaltrials.gov/study/NCT07350694
International Registered Report Identifier (IRRID): DERR1-10.2196/71602

JMIR Res Protoc 2026;15:e71602; doi: 10.2196/71602
Keywords: implementation; co-design; behavior change; noncommunicable disease; contextual, public health; mixed method;
low- and middle-income countries; participatory research; formative study; Southeast Asia

Introduction
Background
Type 2 diabetes mellitus (T2DM) is a major global health
issue, with 463 million adults affected globally, 80% of
whom are living in low- and middle-income countries
(LMICs) [1]. This health crisis is further exacerbated by
conflicts, political instability, and natural disasters that
disproportionately affect LMICs [2,3] such as Afghanistan
and Pakistan. Afghanistan faces significant challenges, with
an estimated 11.07% of adults having T2DM and 10.32%
having impaired hyperglycemia [4]. Similarly, in Pakistan,
the world’s fifth most populous country, 26.7% of adults
(approximately 33 million people) have T2DM [5]. Addition-
ally, many cases of T2DM in both countries are undiagnosed,
worsening the health and economic burden of the condition.

Environmental changes, epidemiological transition,
genetic predisposition, and behavioral factors such as diet and
physical inactivity contribute to the rising incidence of T2DM
in LMICs, in countries such as Afghanistan and Pakistan [6,
7]. The disease impacts physical health, imposing signifi-
cant emotional, social, and economic strains on individuals
and communities [8]. T2DM resulted in 75.3 million (95%
uncertainty interval 63.5‐90.2) global disability-adjusted life
years in 2021 and was responsible for 2.6% (95% uncertainty
interval 2.3%‐2.9%) of total global disability-adjusted life
years [9].

Recent advances in health care have suggested address-
ing T2DM through specialized care, including a multidiscipli-
nary approach to address diabetes-related complications [10].
However, this approach places a continuous and significant
burden on individuals due to high out-of-pocket costs [11,
12] for frequent medical visits, expensive medications, and
diagnostic tests. Furthermore, the focus is usually placed on
the management rather than the prevention of the disease,
which further adds strain on already stretched health care
systems, making diabetes management less accessible for
many. In contrast, community-based participatory approaches
are becoming increasingly popular because of their effec-
tiveness in improving diabetes outcomes [13]. Moreover,

community-based participatory approaches to health address
the underlying causes of the disease and help in the preven-
tion as well as the management of the health issue [14].

Community Health Participatory Research (CHPR) is
an inclusive approach that actively involves community
members in identifying areas for intervention, defining the
problem, and generating potential solutions [15]. These
approaches prioritize collaboration, equity, and the cocrea-
tion of knowledge to produce more relevant and effective
interventions [16]. One CHPR approach is Participatory
Learning and Action (PLA). PLA was inspired by Paulo
Freire’s philosophy, where community members actively
participate in learning about, defining, and addressing their
health issues through facilitated sessions and activities [17].
PLA empowers marginalized communities to identify and
solve their problems through a cycle of problem identifica-
tion, solution planning, implementation, and reflection rather
than relying on top-down strategies [18]. PLA has been
systematized into a group-based intervention and has proven
effective in improving neonatal and child health [19,20].
More recently, this approach was adapted to address diabetes
in rural Bangladesh through the D-Magic (Diabetes Mellitus:
Action Through Community Groups or mHealth Information
for Better Control) trial [21]. The PLA intervention that
was tested led to a 48% reduction in the prevalence of
T2DM compared to the control group (305/3757, 8% vs
493/3821, 13%, respectively), with an adjusted odds ratio of
0.52 (95% CI 0.38‐0.71; P<.001). Additionally, the interven-
tion increased awareness of T2DM prevention and motivated
healthy dietary changes [21]. The D-Magic trial success-
fully used a participatory approach, organizing communities
into small groups that held monthly meetings led by a lay
facilitator. These groups followed a 4-phase PLA cycle to
prevent and control T2DM, identifying barriers to healthy
behavior and developing and implementing context-specific
strategies, such as raising awareness, group exercise, income
generation, and kitchen gardening [21].

The EMPOWER-D (Engagement of Community Through
Participatory Learning and Action for Control and Prevention
of Type 2 Diabetes and Its Risk Factors) trial is grounded
in the conviction that PLA can empower communities to
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take ownership of diabetes prevention and control efforts.
By organizing communities for collective action, PLA aims
to increase awareness and motivation for healthy behaviors,
thereby enabling individuals to make informed choices about
their health. As a result, individuals are expected to gain
confidence and motivation to seek health care services and
adopt healthier habits. Ultimately, this approach is anticipa-
ted to lead to the development of a self-sustainable model
for the prevention and control of diabetes, which can also
have a positive impact on the prevention and control of other
noncommunicable diseases (NCDs) in the region.

The theory of change logic model for our PLA interven-
tion in EMPOWER-D (Multimedia Appendix 1) illustrates
the hypothesized pathways through which participatory group
activities are expected to lead to improved diabetes preven-
tion and control in fragile LMIC contexts. It was developed
by the research team, based on the findings from the D-Magic
process evaluation and the context of Pakistan and Afghani-
stan. This model underpins our adaptation approach and will
guide both implementation and evaluation.

Participatory interventions like PLA are highly con-
text-sensitive, requiring adaptation to achieve sustainable
outcomes when implemented in new settings or with
different populations [22]. Despite its effectiveness and
greater acceptability among the people, evidence on how
PLA interventions like D-Magic can be adapted for fragile,
crisis-affected, and socially diverse LMICs remains scarce.
This is particularly relevant in countries with high T2DM
burdens, such as Afghanistan and Pakistan, where direct
replication could overlook important contextual distinctions
[23,24]. These include variations in health care system
capacity, cultural differences, gender-segregated communi-
ties, urban-rural disparities, and the added burden of conflict
and political instability [25]. In Afghanistan, decades of
conflict have overshadowed public health efforts, including
addressing NCDs like T2DM, likely resulting in underrepor-
ted prevalence [26]. In Pakistan, although the situation is
relatively stable, the country has faced repercussions due
to its proximity to unstable regions and a rapidly changing
political environment, which adds to the issues of rapid
urbanization and health care disparities, particularly between
urban and rural areas, and for women in conservative rural
regions [27]. These challenges contribute to rising T2DM
rates and a fragmented health care system, with private urban
centers offering better care than underfunded public clinics
[28].

These differences shape how communities perceive health,
engage with interventions, and mobilize collective actions.
Thus, this study does not aim for simple transferability of
D-Magic but for systematic adaptation that will generate new
evidence on how participatory approaches can be tailored for
fragile, gender-segregated, and highly diverse LMIC contexts.
Aims and Objectives
This work aims to provide the following:

1. Empirical insights into barriers and facilitators of
community-based diabetes prevention in crisis-affected
and urbanizing LMICs

2. Methodological advances by combining scoping
reviews, qualitative inquiry, and co-design

3. Practical frameworks for incorporating participatory
diabetes interventions in health systems where trust,
equity, and access are major challenges.

Methods
Ethical Considerations
Ethical approval for this study has been granted by the ethics
review committees of the Aga Khan University, Karachi,
Pakistan (2024-9340-28927); Khyber Medical University,
Peshawar, Pakistan (KMU/IPHSS/Ethics/2023/EO/0136);
HealthNetTPO, Kabul, Afghanistan (A-12-24-464); and the
National Bioethics Committee (NBC-R-1070). Researchers
will approach identified participants and inform them about
the research verbally and through a participant information
sheet in their local language (Pashto, Dari, and Urdu).
Participants will be encouraged to ask about the research
before deciding whether they would like to participate.
For those who consent to participate and provide a writ-
ten consent, a time and date for an in-depth interview
(IDI) or focus group discussion (FGD) will be arranged.
Interviews will be conducted in a comfortable and confi-
dential environment to ensure participants’ privacy. Partici-
pants will be assigned unique identification codes, and no
personal identifiers will be included in transcripts or analysis
files. Audio recordings will be stored in password-protected,
encrypted folders and deleted after transcription. Deidentified
transcripts will be used for analysis. All electronic data will
be stored on secure, password-protected devices, and hard
copies (eg, consent forms) will be kept in locked cabinets.
Only authorized research team members will have access to
the data, and findings will be reported in aggregate to protect
participant identity. Participants will receive a monetary
incentive to cover their travel expenses and compensate them
for their time spent participating in the interview.

The full version of the EMPOWER-D trial is registered
with ClinicalTrials.gov (NCT07350694 for rural Afghani-
stan, registered January 20, 2026, NCT06561126 for rural
Pakistan, registered August 23, 2024, and NCT06570057 for
urban Pakistan, registered August 26, 2024).
Study Overview
This study is part of the research program EMPOWER-D.
The EMPOWER-D trial, a project of Centre for Improving
Mental and Physical Health Together (C4IMPACT), was
launched to specifically address the prevention and control
of T2DM in rural and urban communities of Afghanistan and
Pakistan.
Conceptual Framework
We will utilize the ADAPT guidance [22] to adapt the
intervention systematically. The ADAPT guidance framework
emphasizes the importance of involving stakeholders and
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community members in the adaptation process to ensure that
the adapted evidence-based intervention (EBI) is culturally
appropriate and contextually relevant.

The framework comprises 5 steps to guide the
adaptation process (Figure 1). This study will adapt the
D-Magic intervention by carrying out three main activi-
ties: (1) identifying the barriers and facilitators in the
implementation of community-based interventions (CBIs)
and their contextual appropriateness through a qualitative
study (using the socioecological model (SEM) [29]) with
local stakeholders and a scoping review of the published
literature, (2) co-designing the intervention materials, and
(3) piloting the adapted materials for feasibility and
effectiveness.

The adaptation of intervention materials across the 3 sites
(rural Afghanistan, rural Pakistan, and urban Pakistan) will
vary according to each context, but the process of adapta-
tion will be the same. The process and findings will be
documented using the FRAME (Framework for Reporting
Adaptations and Modifications in Evidence-based Interven-
tions) framework [30] (Figure 1), detailing the changes
made, the reasons for these changes, and the implementation
procedures. The outcomes and implications of the study will
be recorded and reported, with recommendations for future
research and practice.

Figure 1. Conceptual framework of the process of adaptation in EMPOWER-D (Engagement of Community Through Participatory Learning and
Action for Control and Prevention of Type 2 Diabetes and Its Risk Factors). FRAME: Framework for Reporting Adaptations and Modifications
in Evidence-Based Interventions; LMICs: low- and middle-income countries; NCDs: noncommunicable diseases; PLA: Participatory Learning and
Action; T2DM: type 2 diabetes mellitus; PICO: Population, Intervention, Comparison, Outcome.

Phase 1: Identifying Barriers and
Facilitators to the Implementation of
CBIs

Step 1A: Qualitative Study
Overview
We will conduct a qualitative study to explore the understand-
ing of T2DM in rural and urban communities of Pakistan
and Afghanistan, the barriers and facilitators to the uptake
and maintenance of healthy behaviors related to T2DM, and
their willingness to engage in CBIs. We selected a qualitative
approach because health-related behaviors are deeply shaped
by cultural beliefs, gender roles, and community structures

that cannot be adequately captured through quantitative
methods. Qualitative inquiry will also allow us to capture
the lived experiences and perspectives of diverse commun-
ity stakeholders, contributing to context-rich insights that are
essential for tailoring participatory interventions to fragile and
heterogeneous settings. The SEM emphasizes the interaction
of individual, interpersonal, organizational, and community-
level factors in shaping health outcomes [28]. The SEM
was preferred as it offers a comprehensive framework
to explore diabetes-related barriers and facilitators across
multiple levels, which is essential for designing and adapting
CBIs.
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Study Settings
In Afghanistan, the feasibility trial will be conducted in Farza
and Dehsabz, Kabul district. The trial will mainly focus on
the rural population in the Kabul district, which is populated
mainly by people from lower socioeconomic backgrounds.
Protracted conflicts and political instability have greatly
affected the health care system in the district.

In Khyber Pakhtunkhwa, the trial will be conducted in
the districts of Peshawar and Swabi. Peshawar, the densely
populated capital, has 4.7 million [31] residents and offers
comprehensive health care through public and private sectors.
Swabi, with 1.9 million people [31], provides primary and
secondary care through government facilities supplemented
by private health care. Both predominantly rural districts,
inhabited by Pashtuns, faced challenges of poverty, limi-
ted infrastructure, under-resourced education, and conflicts,
resulting in reduced economic growth and development for
the past decade.

For the urban feasibility trial in Pakistan, the District
Central of Karachi, Sindh, has been selected. With a
population of approximately 3.8 million [32], it is one
of the most densely populated areas in Karachi, which
itself houses 17 to 20 million people. The district’s diverse
population includes various ethnic groups, and livelihoods
range from white-collar jobs to informal labor. Education
access is uneven, with significant disparities between elite
private schools and underfunded public institutions. Karachi’s
extensive health care system includes public, private, and
nonprofit sectors, but it faces overcrowding and unequal
access, particularly in public hospitals.

Participants and Recruitment
Participants will be recruited through purposive sampling
from the 3 study sites. The inclusion criteria are adult (over
18 y of age) male and female participants residing within
the geographical boundaries of the selected sites. Participants
must be able to communicate effectively in either Pashto,
Urdu, or Dari (or any other local language) for the inter-
views and be willing to share their experiences and opin-
ions openly. Participants who have already participated in
similar interviews or focus groups for the same study will be
excluded to avoid redundancy and bias. Maximum variation
will be ensured by recruiting participants with different
demographic characteristics (gender, socioeconomic status,
geographical spread, age, ethnicity, etc). A team of male and
female researchers will go to the field to recruit participants
through their professional contacts and snowballing. In

addition, community advisory panels (CAPs) were formed at
all study sites, comprising members of the community, such
as religious leaders, community elders, health care professio-
nals, individuals living with T2DM, and caregivers. These
CAP members will also be requested to help identify potential
participants.

Sampling
Five categories of stakeholders, guided by the SEM, will be
recruited to explore the views and perspectives of people
living with T2DM and people with unknown T2DM status,
carers, influential people, and health care providers (Table 1).

Specifically, we will recruit the following:
1. Carers of people with T2DM, adults who are the

primary caregivers for someone living with T2DM,
are to provide insights into household dynamics and
support systems.

2. People with unknown T2DM status, adults who have
never been diagnosed with T2DM, and who do not
self-identify as having the condition. This group
may include individuals with undiagnosed T2DM,
as they are unaware of their glycemic status at the
time of recruitment, to capture perceptions, beliefs,
and practices around prevention, lifestyle, and risk
awareness.

3. Influential people, Imams (religious leaders), commun-
ity elders, teachers, elected representatives, etc, are
engaged, given their influence on collective norms and
decision-making.

4. A range of health care providers, including doctors,
nurses, pharmacists, and community health workers,
who treat and care for people with T2DM will be
interviewed to reflect organizational and health system
perspectives.

5. People with T2DM, adults living with T2DM (who
have had a medical diagnosis), to capture both lived
experiences of disease management and perceptions of
risk and prevention.

As shown in Table 1, a total of 60 IDIs and 16 FGDs with the
aforementioned 5 categories of participants will be conducted
at each site. Efforts will be made to recruit an equal number
of male and female participants across the study sites. In line
with qualitative research principles, our sampling strategy is
guided by the principle of thematic saturation. The planned
sample size is sufficiently large to capture a diverse range of
perspectives across major stakeholder groups while allowing
flexibility to adjust numbers until saturation is reached.

Table 1. Participants’ categories and sample size for in-depth interviews (IDIs) and focus group discussions (FGDs).
Participants’ category and interview type Sample size

Rural Pakistan (Peshawar
and Swabi)

Urban Pakistan
(Karachi)

Rural Afghanistan
(Kabul) Total sample

People living with T2DMa

  IDIs 4 4 4 12
  FGDs 4 2 2 8
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Participants’ category and interview type Sample size

Rural Pakistan (Peshawar
and Swabi)

Urban Pakistan
(Karachi)

Rural Afghanistan
(Kabul) Total sample

People with unknown T2DM status
  IDIs 4 4 4 12
  FGDs 4 2 2 8
Carers of people with T2DM
  IDIs 4 4 4 12
Health care providers
  IDIs 4 4 4 12
Community influentials
  IDIs 4 4 4 12

aT2DM: type 2 diabetes mellitus.

Data saturation will be evaluated through an iterative process
of concurrent data collection and analysis. After each round
of interviews and FGDs, the research team will review the
transcripts to identify emerging codes and themes. Satura-
tion will be considered reached when successive interviews
no longer yield new codes or meaningfully expand exist-
ing categories. To enhance rigor, at least 2 researchers will
independently assess saturation and maintain a saturation grid
to document the point at which no new information emerges.
This approach ensures a clear, evidence-based justification for
the adequacy of the sample and the credibility of the findings.

Data Collection
The IDIs and FGDs will be conducted by a team of
male and female research assistants trained in qualitative
research methods. An experienced research team member will
supervise the fieldwork. The research team will develop topic
guides based on the research objectives and the conceptual
framework. FGDs and IDIs are valuable research techniques,
and by triangulating these methods and participants, we aim
to obtain rich information from various sources. The data
collection techniques are described below:

1. In-depth interviews: Interviews will be conducted by
research assistants with support from a notetaker and
are expected to last 45 to 60 minutes. IDIs will be
conducted with all 5 categories of participants in a
peaceful place convenient to them. With participants’
consent, interviews will be recorded using a digital
audio recorder (Multimedia Appendices 2-6).

2. Focus group discussions: FGDs will involve people
living with T2DM and people with unknown T2DM
status to foster interactive discussions and gain insights
into community beliefs and experiences. Separate
FGDs will be held for males and females and those
with T2DM and with unknown T2DM status to
capture diverse perspectives. Discussions will occur at
convenient locations, such as local community centers
or public spaces, and will be facilitated by a moder-
ator and a notetaker and are expected to last 60 to
90 minutes. With participants’ consent, FGDs will be
audio-recorded (Multimedia Appendices 7 and 8).

Data Analysis
The recordings of IDIs and FGDs will be transcribed and
translated into English. Transcripts and field notes will be
uploaded onto a secure server, which is accessible to the
research team only. Sections of transcriptions and transla-
tions will be checked for accuracy and quality by a senior
research team member who is not directly involved in the data
collection and transcription and who is bilingual.

The transcripts will be carefully read to reflect partici-
pants’ articulated meanings and experiences. Initially, open
and inductive coding of five transcripts will be conducted
to create a list of recurring codes within the data. Based on
these initial codes, a coding framework will be prepared in
a Microsoft Excel worksheet. After that, the transcripts will
be deductively coded and charted into the coding framework,
which will be flexible enough to accommodate more codes
during the charting process [33]. Next, codes will be merged
into categories and themes [34]. The themes identified
deductively will be inductively organized using SEM [29] to
provide a broader context for the findings. Finally, summaries
of all the themes will be prepared to address the research
questions.

To ensure the quality of the analysis, data sources (IDIs
and FGDs) will be triangulated to confirm the validity and
consistency of the findings. Throughout the analysis process,
researchers will be encouraged to reflect on their position-
alities and place in the study and discuss coding schemes
within the team (reflexivity). Peer debriefing will involve
discussions with colleagues or experts to review and critique
the coding and thematic development process, enhancing
the credibility of the analysis. Oversight by experienced
researchers will be conducted to review the coding and
thematic development for consistency and reliability.

The data will be analyzed separately for Pakistan’s urban
and rural areas and Afghanistan’s rural areas, resulting in 3
distinct reports. A combined summary of these reports will
then be prepared to inform the adaptation of the PLA-based
intervention.
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Step 1B: Scoping Review
Overview
We will conduct a scoping review to map evidence on CHPR
interventions for NCDs in crisis-affected LMICs. Because the
evidence on PLA for the prevention of NCDs and control in
crisis-affected LMICs is still limited and poorly characterized,
a scoping review is more appropriate than a full systematic
review. This approach allows us to maintain methodological
rigor while synthesizing a wide range of study designs and
contexts that might otherwise remain fragmented. It will also
highlight critical insights into how participatory approaches
have been implemented and sustained or perhaps failed in
crisis-affected settings. The findings will complement our
qualitative inquiry by highlighting transferable elements and
best practices, while also identifying context-specific gaps
that require tailored adaptation in Afghanistan and Pakistan.

The objective of this review is to identify, describe, and
characterize community-based participation interventions and
the process outcomes of CHPR interventions; explore the
barriers and facilitators to community involvement in such
interventions; and provide insights into how participatory
approaches have been implemented and sustained in fragile
settings.

Guidelines and Framework
The review will follow the Joanna Briggs Institute guide-
lines and comply with the Arksey and O’Malley Framework
[35], and the findings will be reported as per the PRISMA-
ScR (Preferred Reporting Items for Systematic Review and
Meta-Analysis Extension for Scoping Reviews) checklist
[36]. The scoping review has been prospectively registered at

Open Science Framework [37], providing detailed informa-
tion on screening, extraction, and outcomes.

Eligibility Criteria
Inclusion criteria will comprise all original papers published
in English on CHPR interventions and NCDs in crisis-affec-
ted LMICs, focusing on the adult population (age 18 y or
more). In the case of mixed-aged populations (those below
and above 18 y), pertinent information specific to the eligible
population will be extracted, where possible. Studies with
crisis-affected populations, including refugee and internally
displaced populations, as specific groups or subsets within the
target population, will also be considered and included for
data extraction.

Studies will be excluded if they have a pharmacological
or genetic focus, target infectious, communicable diseases,
focus on domestic, sexual, or gender-based violence, or are
conducted in a noncommunity or clinical setting.

Databases and Screening
A total of 4 databases will be searched: PubMed, Web of
Science, Scopus, and Google Scholar. The search strategy
will focus on 4 key areas, such as community participa-
tion, NCDs, LMIC, and crisis-affected settings, and will be
adapted for each database. The reference list of the included
studies will be assessed for additional sources.

All retrieved records will be imported into Covidence for
de-duplications and screening. Two reviewers will independ-
ently review screen titles, abstracts, and full text against
eligibility criteria as presented in Figure 2.

Figure 2. Flowchart of the screening strategy.

Data Extraction and Charting
A standardized data extraction template will be developed,
piloted, and refined before use. Two independent reviewers
will independently extract data on predefined characteristics
as per study objectives. Disagreements at any stage of review

will be resolved through discussion or by consulting a third
reviewer.

Data will be synthesized narratively to highlight pat-
terns across studies, identify transferable elements and best
practices, and outline evidence gaps. As consistent with the
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scoping review, no formal risk of bias assessment will be
undertaken for included studies. Although this is appropriate
for the review type, it represents a methodological limitation
that will be acknowledged in interpreting the findings.

Linking Formative Findings
The findings of the qualitative study and the scoping review
will be discussed with the CAP members, including commun-
ity representatives, to validate and increase the relevance of
the findings to the local contexts. Furthermore, these findings
will not remain at a descriptive level but will be systemati-
cally fed into the adaptation process. Subsequently, a draft
of major components and materials of the PLA intervention
will be developed and shared with stakeholders in co-design
workshops for their input and consensus.
Phase 2: Co-Designing the Intervention
Materials
Co-design methods will be employed to culturally, relevantly,
and context-specifically adapt PLA interventions for the
prevention and control of T2DM, using the findings from
qualitative and scoping reviews [38]. Relevant stakeholders,
including the research team, representatives of the local
communities, health care providers, individuals with T2DM
or those at risk, and graphic designers (for the preparation of
materials), will be engaged in the co-design process to foster
a collaborative approach to creating and refining strategies
that are effective, sustainable, and acceptable to those who
will implement and benefit from them. Co-design methods
will ensure that the intervention is grounded in the sociocul-
tural context and the lived experiences of the community,
leading to more comprehensive and long-term solutions.

Process of Integration Through Co-Design
Through a series of co-design workshops (2‐4 per site), with
the stakeholders mentioned above, the PLA intervention will
be adapted for each site. The details of the workshops will
be decided closer to the time; we will also allow for flexi-
bility. However, each workshop will combine findings from
formative qualitative research with insights drawn from the
scoping review, highlighting transferable lessons and best
practices as well as gaps where evidence is weak. This
deliberate integration of global evidence with local perspec-
tives will ensure that the adaptation process is both evidence-
informed and context-responsive, allowing the formative
work (scoping review and qualitative study) to inform the
intervention design iteratively and in real time.

To account for contextual diversity, the data collected
from the 3 study sites (urban Pakistan, rural Pakistan,
and rural Afghanistan) will undergo separate analysis, and
distinct co-design workshops will be conducted in each site.
This approach ensures that although the overall adaptation
framework is consistent, the outputs will be site-specific PLA
interventions, tailored to the unique needs and realities of
each context, instead of a one-size-fits-all approach. Scoping
review findings will be systematically mapped onto key
decision points in the workshops (eg, content gaps, deliv-
ery mechanisms, and best practices), enabling participants

to cross-validate global evidence with local insights. This
structured process of triangulation and documentation will
help prevent fragmentation and instead generate cohesive,
contextually adaptive intervention packages.

The workshops are likely to look as follows:
• Workshop 1: In the first workshop, participants will

be introduced to the intervention and materials, with
an overview of the EMPOWER-D project, PLA, the
target population, key components, and the goals of
the intervention. Formative research findings will be
shared, highlighting community needs, preferences, and
challenges related to T2DM prevention and control.
Group activities and discussions will then identify
areas of the intervention materials that need review or
adaptation.

• Workshop 2: In the second workshop, specific sections
of the materials will be reviewed in detail—this is
likely to be done through group work. Groups will
assess content and context and propose changes or new
aspects. The groups will present their findings, and the
discussion will focus on reaching a consensus on the
necessary changes. These changes will be prioritized
based on feasibility, impact, and relevance to the local
context.

• Workshop 3: The third workshop will review the
changes made to the intervention materials. Revised
materials will be presented, and participants will review
and provide feedback on the effectiveness and clarity of
the revisions. Any final adjustments will be discussed
and agreed upon.

• Workshop 4: The final workshop will focus on practical
aspects of the intervention, such as meeting places,
session frequencies, and group sizes. The discussion
will consider logistical factors, such as accessibil-
ity, timing, cultural appropriateness, and translation
of materials in the local language. Participants will
collaborate to finalize the format of the intervention,
document decisions, and review the implementation
plan and timeline.

These workshops will include approximately 10 to 12
participants representing different stakeholders and take place
1 week apart, leaving enough time for the research team to
prepare the agenda, required documents, and activity plan for
the next workshop.

Managing Contextual Challenges and Trade-
Offs
Given the fragile and diverse contexts in which this study
will be conducted, we anticipate potential challenges related
to political instability, resource constraints, and logistical
barriers. To safeguard feasibility, we have built in strategies
to prioritize essential components, adapt sequencing, and
manage trade-offs without compromising the study’s core
objectives.

1. Prioritization of core components: The qualitative
study and co-design workshops are the nonnegotiable
elements essential for this adaptation. The scoping
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review and pilot are designed to be complementary, but
timelines can be adjusted if external constraints arise.

2. Phased adaptation: Activities will not run in parallel
across all 3 sites. Instead, learnings from one setting (ie,
Pakistan) may inform and streamline work in subse-
quent sites (ie, Afghanistan).

3. Monitoring: Oversight committees, comprising senior
team members and local and international partners, will
monitor feasibility in real time and make decisions
about scaling back or sequencing activities if political
or logistical barriers emerge.

4. Contextual safeguards: Given the anticipated instabil-
ity in Afghanistan, for example, we have planned
remote support and contingency arrangements, such
as virtual supervision, flexible timelines, and coordina-
tion through local leaders, to safeguard study continu-
ity. Engagement with community leaders and CAP
members will guide trust-building and help mitigate
political or cultural resistance to community mobili-
zation. Regular reviews of risk assessments, clear
incident reporting and supervision mechanisms, and
contingency plans for alternative data collection will
ensure researcher safety and continuity of fieldwork in
case of restricted access to certain districts.

Expected Outcome of the Adaptation Process
The adaptation process will result in the development of the
following:

1. A finalized description of the intervention (includ-
ing meeting content, the composition of meetings,
community meetings, and areas for discussion). The
detailed intervention may vary across different sites.

2. A manual for the recruitment and training of staff for
PLA implementation in the field.

3. A manual for community mobilizers—a guide to help
them deliver the PLA intervention in the field.

4. Completed materials for group meetings, such as
flipcharts and other visual aids.

Phase 3: Piloting of Adapted PLA
Materials
We will conduct a focused pilot of 1‐2 meetings at each
site to obtain feedback on the co-designed PLA materials
and assess initial feasibility and acceptability before moving
to implementation. Given resource and time constraints, this
will not be a full-scale pilot of the intervention but rather
an opportunity to examine key aspects of how the adapted
materials and group processes function in real settings.

In rural Pakistan, the adapted PLA materials will be tested
in 2 rural clusters (one in Peshawar and one in Swabi), with
two community groups (male and female) per cluster. In rural
Afghanistan (Kabul) and urban Pakistan (Karachi), the pilot
will be conducted in 1 cluster each, with 2 community groups
(male and female). Groups will be facilitated by trained male
and female community mobilizers under the supervision of
senior staff.

Two pilot meetings will be conducted at each site, and the
evaluation will focus on 2 core domains:

1. Group dynamics (feasibility of group process):
Attendance records (proportion of invitees attending),
levels of participation and engagement (observed
interaction, interest, and willingness to contribute), and
mobilizer reflections on ease of facilitation.

2. Acceptability of PLA materials: Clarity of content,
cultural appropriateness, and relevance of flipcharts
and participatory activities. These will be assessed
through structured field notes, observation checklists,
and short exit interviews with a purposive sample of
group members.

Data sources will therefore include the following:
1. Attendance record (to capture the feasibility of

participation)
2. Observation checklists/field notes (to assess dynamics,

participation, and fidelity to facilitation guides)
3. Exit interviews (at least 2 per site) with participants

(to capture perceptions of clarity, appropriateness, and
suggestions for improvement)

4. Debriefs with community mobilizers and supervisors
(to reflect on what was feasible and acceptable to
deliver)

Success criteria will be pragmatic: for example, reasonable
attendance (≥50% of invited participants attending at least
one of two meetings), visible engagement in discussions,
and no major concerns about the cultural acceptability of the
materials.

Findings will be summarized in a short pilot report
structured around these domains. Any revisions to the PLA
materials will be informed by participants, mobilizers, and
supervisors’ feedback. All modifications will be documented
using the FRAME framework, including the rationale for the
change [30].

Patient and Public Involvement
This study has an active program of community engagement
for which we have constituted CAPs at each of the project
sites. The CAP members represent both men and women
from the community who have knowledge and understand-
ing of the local contexts and cultures. The members of the
CAPs include individuals living with diabetes, individuals
without diabetes, caregivers of diabetic individuals, youth
representatives, social workers, community health workers,
persons from the seminary or mosque, school, and local
women’s representation. CAP members have been involved
in designing the topic guides and their translation into the
local languages. They have also been involved in identify-
ing participants for the study and will help in disseminating
the study findings. Their involvement will improve research
quality and help foster a sense of ownership of outputs by the
community.
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Results
Under the C4IMPACT, EMPOWER-D was funded and
launched in November 2022 by NIHR-United Kingdom
(NIHR203248). Following that, the main protocol of the
project was developed, which took almost a year. This was
followed by detailed planning for adaptation work during
which the adaptation protocol was conceived. In early 2024,
the team started working simultaneously on scoping reviews
and the qualitative study. Topic guides for IDIs and FGDs
were prepared and piloted in May 2024. Recruitment and
invitations for stakeholders or participants were extended, and
IDIs and FGDs began in July 2024 and have been completed
in Peshawar, Swabi, and Karachi. As of August 2025, data
collection is currently ongoing in Afghanistan. The scoping
review has also been completed. Results are anticipated to
be published in mid-2026 following the completion of data
analysis.

Discussion
Framework-Guided Contextual
Adaptation
This study hypothesizes that adapting the D-Magic interven-
tion through systematic use of the ADAPT guidance and
the FRAME framework will result in contextually rele-
vant, acceptable, and feasible community-based participatory
interventions tailored for the prevention and control of T2DM
in Afghanistan and Pakistan. By incorporating sociocultural
preferences, local resources, and community participation, the
adapted intervention is expected to enhance both its effective-
ness and sustainability in these fragmented settings.

Principal Findings
We anticipate that the adaptation process will generate
interventions that are culturally appropriate, acceptable to
participants, and feasible to implement across 3 diverse sites,
building a pathway for future implications in other LMICs.
The process is designed such that it maintains the inter-
nal logic and core of the original PLA intervention, while
allowing for necessary contextual modifications. This balance
between fidelity and flexibility is expected to strengthen
community ownership and improve the potential for sustained
impact on diabetes prevention and control.
Comparison to Prior Work
Our approach builds upon evidence from the D-Magic trial
in Bangladesh, which demonstrated the effectiveness and
cost-effectiveness of PLA in reducing diabetes risk factors in
a collectivist, low-resource setting. Afghanistan and Pakistan

share some social structures and health system challenges,
making PLA a potentially transferable and scalable strat-
egy. At the same time, this study contributes to the grow-
ing literature on how systematic adaptation frameworks can
be applied to EBIs to ensure relevance across diversified
populations.
Strengths and Limitations
A major strength of this study lies in its systematic and
participatory approach to adaptation, which focuses on
community engagement, ensures transparency in document-
ing changes, and provides insights into maintaining fidelity.
However, we understand that given fragile health systems and
potential political instability or security issues, feasibility and
fidelity may be affected in ways that are difficult to fully
anticipate. As this is a protocol of an adaptation study, the
conclusions are based on anticipated rather than observed
outcomes.
Dissemination
The adapted PLA toolkit will be disseminated within the
project team for its implementation. Key adaptation findings
will also be shared with the CAP members. Our qualitative
research findings and the scoping review will be disseminated
through high-impact, open-access peer-reviewed journals and
at local and international conferences. Reports will also be
prepared for policymakers and stakeholders in the countries
involved.
Future Directions
The findings of this study will emphasize the importance
of systematic adaptation processes for shaping intervention
delivery, effectiveness, and sustainability in implementation
research, particularly in resource-constrained and crisis-affec-
ted settings. This study will also provide a replicable
framework for other EBIs targeting NCDs and related risk
factors in LMICs.
Conclusion
The adaptation of D-Magic for EMPOWER-D is expected
to synthesize a culturally grounded intervention that both
adheres to its psychosocial origin and responds to the
contextual realities of Afghanistan and Pakistan. By applying
structured frameworks to guide and document this process,
the results are expected to provide insights into how fidelity
and contextual relevance can be balanced in complex and
diverse, resource-limited settings. The hypothesized findings
will inform the design of a definitive trial and contribute to
the wider evidence base on the adaptation and implementa-
tion of participatory CBIs for NCD prevention and control in
LMICs.

Acknowledgments
The authors thank Gul Ghutai, Sana Rahman, Alishba Zahid, and Amna Mansoor for their valuable support and the D-Magic
team for sharing their study materials. The authors declare that no generative AI tools were used in the generation of this
manuscript.

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 10
(page number not for citation purposes)

https://www.researchprotocols.org/2026/1/e71602


Funding
This study is funded by “NIHR Global Health Research Centre for Improving Mental and Physical Health Together
(C4IMPACT), NIHR203248” (National Institute for Health and Care Research-United Kingdom). The C4IMPACT is a virtual
noncommunicable disease (NCD) research center that collaborates with stakeholders across Afghanistan, Pakistan, and the
United Kingdom to address the burden of NCDs in Afghanistan and Pakistan. The views expressed in this publication are those
of the author(s), and the funders do not have any role in study design, data collection and analysis, manuscript preparation, and
the publication processes.
Data Availability
This article describes the study protocol for the intervention adaptation process and does not report primary data. All relevant
supporting documents are included within the article and in Multimedia Appendices 2–8.
Authors’ Contributions
AT conceptualized and designed the study, drafted the manuscript, tables, and figures, reviewed and edited the manuscript, was
responsible for the final version of the manuscript, and will lead the qualitative study in urban Pakistan.
NS conceptualized and designed the study, drafted the manuscript, tables, and figures, was responsible for the final version of
the manuscript, and will lead the qualitative research in rural Pakistan.
SI conceptualized and designed the study, prepared the manuscript, designed the study data management systems, and will lead
the scoping review.
NK prepared the manuscript and will colead the scoping review.
MA prepared the manuscript and will contribute to the qualitative study and scoping review.
AK conceptualized and designed the study and reviewed the manuscript.
FA prepared the manuscript, will provide qualitative research methods expertise, and contribute to translations of all study
tools in local languages.
HMJ conceptualized and designed the study, reviewed the manuscript, and will oversee qualitative research for all sites, along
with the scoping review expertise and overall adaptation processes.
RZ prepared the manuscript, designed the study data management systems, and will contribute to trial assessments and process
evaluation, managing the trial for the urban Pakistan site.
KR conceptualized and designed the study and prepared and reviewed the manuscript, leading the trial for rural Pakistan.
ARS conceptualized and designed the study and reviewed the manuscript, leading the trial in Afghanistan.
SA conceptualized and designed the study, leading the adaptation process for the project, and prepared and reviewed the
manuscript.
Conflicts of Interest
None declared.
Multimedia Appendix 1
The theory of change logic model for PLA intervention in EMPOWER-D.
[PNG File (Portable Network Graphics File), 346 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Topic guide for in-depth interviews with participants from community with unknown diabetes status.
[DOCX File (Microsoft Word File), 19 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Topic guide for in-depth interviews with participants with diabetes.
[DOCX File (Microsoft Word File), 20 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Topic guide for in-depth interviews with carers of people with diabetes.
[DOCX File (Microsoft Word File), 20 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Topic guide for in-depth interviews with health care providers.
[DOCX File (Microsoft Word File), 20 KB-Multimedia Appendix 5]

Multimedia Appendix 6
Topic guide for in-depth interviews with representatives of the community.
[DOCX File (Microsoft Word File), 19 KB-Multimedia Appendix 6]

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 11
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app1.png
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app1.png
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app2.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app2.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app3.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app3.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app4.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app4.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app5.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app5.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app6.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app6.docx
https://www.researchprotocols.org/2026/1/e71602


Multimedia Appendix 7
Focus group discussion topic guide for participants with unknown diabetes status.
[DOCX File (Microsoft Word File), 18 KB-Multimedia Appendix 7]

Multimedia Appendix 8
Focus group discussion topic guide for participants living with diabetes.
[DOCX File (Microsoft Word File), 18 KB-Multimedia Appendix 8]
References
1. Flood D, Seiglie JA, Dunn M, et al. The state of diabetes treatment coverage in 55 low-income and middle-income

countries: a cross-sectional study of nationally representative, individual-level data in 680 102 adults. Lancet Healthy
Longev. Jun 2021;2(6):e340-e351. [doi: 10.1016/s2666-7568(21)00089-1] [Medline: 35211689]

2. Mueller H, Techasunthornwat C. Poverty and shard prosperity 2020: conflict and poverty. World Bank Group; 2020.
URL: https://documents1.worldbank.org/curated/en/519741603804458786/pdf/Conflict-and-Poverty.pdf [Accessed
2026-02-26]

3. Truppa C, Yaacoub S, Valente M, Celentano G, Ragazzoni L, Saulnier D. Health systems resilience in fragile and
conflict-affected settings: a systematic scoping review. Confl Health. Jan 3, 2024;18(1):2. [doi: 10.1186/s13031-023-
00560-7] [Medline: 38172918]

4. Dadras O, Nyaboke Ongosi A, Wang CW. Prevalence and correlates of diabetes and impaired fasting glucose among
adults in Afghanistan: insights from a national survey. SAGE Open Med. 2024;12:20503121241238147. [doi: 10.1177/
20503121241238147] [Medline: 38516644]

5. Magliano DJ, Boyko EJ. Chapter 3, global picture. In: IDF Diabetes Atlas, 10th Edition. International Diabetes
Federation; 2021. URL: https://diabetesatlas.org/resources/previous-editions/ [Accessed 2026-03-05]

6. Hills AP, Arena R, Khunti K, et al. Epidemiology and determinants of type 2 diabetes in South Asia. Lancet Diabetes
Endocrinol. Dec 2018;6(12):966-978. [doi: 10.1016/S2213-8587(18)30204-3] [Medline: 30287102]

7. Kengne AP, Ramachandran A. Feasibility of prevention of type 2 diabetes in low- and middle-income countries.
Diabetologia. May 2024;67(5):763-772. [doi: 10.1007/s00125-023-06085-1] [Medline: 38355989]

8. Arage MW, Kumsa H, Asfaw MS, et al. Exploring the health consequences of armed conflict: the perspective of
Northeast Ethiopia, 2022: a qualitative study. BMC Public Health. Oct 24, 2023;23(1):2078. [doi: 10.1186/s12889-023-
16983-z] [Medline: 37875885]

9. GBD 2021 Diseases and Injuries Collaborators. Global incidence, prevalence, years lived with disability (YLDs),
disability-adjusted life-years (DALYs), and healthy life expectancy (HALE) for 371 diseases and injuries in 204
countries and territories and 811 subnational locations, 1990–2021: a systematic analysis for the Global Burden of
Disease Study 2021. Lancet. May 18, 2024;403(10440):2133-2161. [doi: 10.1016/S0140-6736(24)00757-8] [Medline:
38642570]

10. Bain SC, Cummings MH, McKay GA. Multidisciplinary approach to management and care of patients with type 2
diabetes mellitus. EMJ Diabet. 2019;7:73-81. [doi: 10.33590/emjdiabet/10314374]

11. Sun H, Saeedi P, Karuranga S, et al. IDF Diabetes Atlas: global, regional and country-level diabetes prevalence estimates
for 2021 and projections for 2045. Diabetes Res Clin Pract. Jan 2022;183:109119. [doi: 10.1016/j.diabres.2021.109119]
[Medline: 34879977]

12. Butt MD, Ong SC, Wahab MU, et al. Cost of illness analysis of type 2 diabetes mellitus: the findings from a lower-
middle income country. Int J Environ Res Public Health. Oct 2, 2022;19(19):12611. [doi: 10.3390/ijerph191912611]
[Medline: 36231911]

13. Campbell JA, Yan A, Egede LE. Community-based participatory research interventions to improve diabetes outcomes: a
systematic review. Diabetes Educ. Dec 2020;46(6):527-539. [doi: 10.1177/0145721720962969] [Medline: 33353510]

14. Nyame S, Boateng D, Heeres P, et al. Community-based strategies to improve health-related outcomes in people living
with hypertension in low- and middle-income countries: a systematic review and meta-analysis. Glob Heart.
2024;19(1):51. [doi: 10.5334/gh.1329] [Medline: 38883258]

15. Wallerstein NB, Duran B. Using community-based participatory research to address health disparities. Health Promot
Pract. Jul 2006;7(3):312-323. [doi: 10.1177/1524839906289376] [Medline: 16760238]

16. Wallerstein N, Oetzel JG, Sanchez-Youngman S, et al. Engage for equity: a long-term study of community-based
participatory research and community-engaged research practices and outcomes. Health Educ Behav. Jun
2020;47(3):380-390. [doi: 10.1177/1090198119897075] [Medline: 32437293]

17. Orlowski P. Freirean conceptions of participatory action research and teaching for social justice - same struggle, different
fronts. CJAR. 2019;20(1):30-51. [doi: 10.33524/cjar.v20i1.445]

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 12
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app7.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app7.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app8.docx
https://jmir.org/api/download?alt_name=resprot_v15i1e71602_app8.docx
https://doi.org/10.1016/s2666-7568(21)00089-1
http://www.ncbi.nlm.nih.gov/pubmed/35211689
https://documents1.worldbank.org/curated/en/519741603804458786/pdf/Conflict-and-Poverty.pdf
https://doi.org/10.1186/s13031-023-00560-7
https://doi.org/10.1186/s13031-023-00560-7
http://www.ncbi.nlm.nih.gov/pubmed/38172918
https://doi.org/10.1177/20503121241238147
https://doi.org/10.1177/20503121241238147
http://www.ncbi.nlm.nih.gov/pubmed/38516644
https://diabetesatlas.org/resources/previous-editions/
https://doi.org/10.1016/S2213-8587(18)30204-3
http://www.ncbi.nlm.nih.gov/pubmed/30287102
https://doi.org/10.1007/s00125-023-06085-1
http://www.ncbi.nlm.nih.gov/pubmed/38355989
https://doi.org/10.1186/s12889-023-16983-z
https://doi.org/10.1186/s12889-023-16983-z
http://www.ncbi.nlm.nih.gov/pubmed/37875885
https://doi.org/10.1016/S0140-6736(24)00757-8
http://www.ncbi.nlm.nih.gov/pubmed/38642570
https://doi.org/10.33590/emjdiabet/10314374
https://doi.org/10.1016/j.diabres.2021.109119
http://www.ncbi.nlm.nih.gov/pubmed/34879977
https://doi.org/10.3390/ijerph191912611
http://www.ncbi.nlm.nih.gov/pubmed/36231911
https://doi.org/10.1177/0145721720962969
http://www.ncbi.nlm.nih.gov/pubmed/33353510
https://doi.org/10.5334/gh.1329
http://www.ncbi.nlm.nih.gov/pubmed/38883258
https://doi.org/10.1177/1524839906289376
http://www.ncbi.nlm.nih.gov/pubmed/16760238
https://doi.org/10.1177/1090198119897075
http://www.ncbi.nlm.nih.gov/pubmed/32437293
https://doi.org/10.33524/cjar.v20i1.445
https://www.researchprotocols.org/2026/1/e71602


18. Seal AJ, Mohamed HA, Stokes-Walter R, et al. Use of an adapted participatory learning and action cycle to increase
knowledge and uptake of child vaccination in internally displaced persons camps (IVACS): a cluster-randomised
controlled trial. Vaccine. May 5, 2023;41(19):3038-3046. [doi: 10.1016/j.vaccine.2023.02.016] [Medline: 36906409]

19. Prost A, Colbourn T, Seward N, et al. Women’s groups practising participatory learning and action to improve maternal
and newborn health in low-resource settings: a systematic review and meta-analysis. Lancet. May 18,
2013;381(9879):1736-1746. [doi: 10.1016/S0140-6736(13)60685-6] [Medline: 23683640]

20. Morrison J, Osrin D, Alcock G, et al. Exploring the equity impact of a maternal and newborn health intervention: a
qualitative study of participatory women’s groups in rural South Asia and Africa. Int J Equity Health. Apr 11,
2019;18(1):55. [doi: 10.1186/s12939-019-0957-7] [Medline: 30971254]

21. Fottrell E, Ahmed N, Morrison J, et al. Community groups or mobile phone messaging to prevent and control type 2
diabetes and intermediate hyperglycaemia in Bangladesh (DMagic): a cluster-randomised controlled trial. Lancet
Diabetes Endocrinol. Mar 2019;7(3):200-212. [doi: 10.1016/S2213-8587(19)30001-4] [Medline: 30733182]

22. Moore G, Campbell M, Copeland L, et al. Adapting interventions to new contexts-the ADAPT guidance. BMJ. Aug 3,
2021;374:n1679. [doi: 10.1136/bmj.n1679] [Medline: 34344699]

23. Shams S. Nation, religion, and language ideology: the case of postcolonial Bangladesh. J-BILD. 2022;6(1):97-110. URL:
https://bild-lida.ca/journal/volume-6_1-2022/nation-religion-and-language-ideology-the-case-of-postcolonial-
bangladesh/ [Accessed 2026-03-05]

24. Gartenstein-Ross D, Vassefi T. The forgotten history of Afghanistan-Pakistan relations. Yale J Int’l Aff. 2012;7:38.
URL: https://www.yalejournal.org/publications/the-forgotten-history-of-afghanistan-pakistan-relations [Accessed
2026-03-05]

25. Perera C, Salamanca-Sanabria A, Caballero-Bernal J, et al. No implementation without cultural adaptation: a process for
culturally adapting low-intensity psychological interventions in humanitarian settings. Confl Health. 2020;14(1):46. [doi:
10.1186/s13031-020-00290-0] [Medline: 32684948]

26. Stanikzai MH, Wafa MH, Rahimi BA, Sayam H. Conducting health research in the current afghan society: challenges,
opportunities, and recommendations. Risk Manag Healthc Policy. 2023;16:2479-2483. [doi: 10.2147/RMHP.S441105]
[Medline: 38024503]

27. Habib SS, Jamal WZ, Zaidi SMA, et al. Barriers to access of healthcare services for rural women-applying gender lens
on TB in a rural district of Sindh, Pakistan. Int J Environ Res Public Health. Sep 26, 2021;18(19):10102. [doi: 10.3390/
ijerph181910102] [Medline: 34639403]

28. Muhammad Q, Eiman H, Fazal F, Ibrahim M, Gondal MF. Healthcare in Pakistan: navigating challenges and building a
brighter future. Cureus. Jun 2023;15(6):e40218. [doi: 10.7759/cureus.40218] [Medline: 37435262]

29. Caperon L, Saville F, Ahern S. Developing a socio-ecological model for community engagement in a health programme
in an underserved urban area. PLoS ONE. 2022;17(9):e0275092. [doi: 10.1371/journal.pone.0275092] [Medline:
36155664]

30. Wiltsey Stirman S, Baumann AA, Miller CJ. The FRAME: an expanded framework for reporting adaptations and
modifications to evidence-based interventions. Implement Sci. Dec 2019;14(1):58. [doi: 10.1186/s13012-019-0898-y]

31. Population by sex, sex ratio, average household size, and growth rate – Khyber Pakhtunkhwa. Pakistan Bureau of
Statistics. 2023. URL: https://www.pbs.gov.pk/census/ [Accessed 2026-03-02]

32. Population by sex, sex ratio, average household size, and growth rate – Sindh. Pakistan Bureau of Statistics. 2023. URL:
https://www.pbs.gov.pk/census/ [Accessed 2026-03-02]

33. Henderson DX, Baffour TD. Applying a socio-ecological framework to thematic analysis using a statewide assessment
of disproportionate minority contact in the United States. Qual Rep. 2015;20(12):1960-1973. [doi: 10.46743/2160-3715/
2015.2405]

34. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. Jan 2006;3(2):77-101. [doi: 10.1191/
1478088706qp063oa]

35. Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int J Soc Res Methodol. Feb
2005;8(1):19-32. [doi: 10.1080/1364557032000119616]

36. Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping reviews (PRISMA-ScR): checklist and explanation.
Ann Intern Med. Oct 2, 2018;169(7):467-473. [doi: 10.7326/M18-0850] [Medline: 30178033]

37. Community health participatory (CHP) interventions in the prevention and control of non-communicable diseases in
conflict-affected lmics- a scoping review protocol. Open Science Framework. URL: https://osf.io/eu95b/overview
[Accessed 2026-02-26]

38. Ssanyu JN, Kananura RM, Birabwa C, et al. How a co-design process led to more contextually relevant family planning
interventions in emerging urban settings in Eastern Uganda. PLOS Glob Public Health. 2023;3(9):e0002421. [doi: 10.
1371/journal.pgph.0002421] [Medline: 37773920]

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 13
(page number not for citation purposes)

https://doi.org/10.1016/j.vaccine.2023.02.016
http://www.ncbi.nlm.nih.gov/pubmed/36906409
https://doi.org/10.1016/S0140-6736(13)60685-6
http://www.ncbi.nlm.nih.gov/pubmed/23683640
https://doi.org/10.1186/s12939-019-0957-7
http://www.ncbi.nlm.nih.gov/pubmed/30971254
https://doi.org/10.1016/S2213-8587(19)30001-4
http://www.ncbi.nlm.nih.gov/pubmed/30733182
https://doi.org/10.1136/bmj.n1679
http://www.ncbi.nlm.nih.gov/pubmed/34344699
https://bild-lida.ca/journal/volume-6_1-2022/nation-religion-and-language-ideology-the-case-of-postcolonial-bangladesh/
https://bild-lida.ca/journal/volume-6_1-2022/nation-religion-and-language-ideology-the-case-of-postcolonial-bangladesh/
https://www.yalejournal.org/publications/the-forgotten-history-of-afghanistan-pakistan-relations
https://doi.org/10.1186/s13031-020-00290-0
http://www.ncbi.nlm.nih.gov/pubmed/32684948
https://doi.org/10.2147/RMHP.S441105
http://www.ncbi.nlm.nih.gov/pubmed/38024503
https://doi.org/10.3390/ijerph181910102
https://doi.org/10.3390/ijerph181910102
http://www.ncbi.nlm.nih.gov/pubmed/34639403
https://doi.org/10.7759/cureus.40218
http://www.ncbi.nlm.nih.gov/pubmed/37435262
https://doi.org/10.1371/journal.pone.0275092
http://www.ncbi.nlm.nih.gov/pubmed/36155664
https://doi.org/10.1186/s13012-019-0898-y
https://www.pbs.gov.pk/census/
https://www.pbs.gov.pk/census/
https://doi.org/10.46743/2160-3715/2015.2405
https://doi.org/10.46743/2160-3715/2015.2405
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.7326/M18-0850
http://www.ncbi.nlm.nih.gov/pubmed/30178033
https://osf.io/eu95b/overview
https://doi.org/10.1371/journal.pgph.0002421
https://doi.org/10.1371/journal.pgph.0002421
http://www.ncbi.nlm.nih.gov/pubmed/37773920
https://www.researchprotocols.org/2026/1/e71602


Abbreviations
C4IMPACT: Centre for Improving Mental and Physical Health Together Declarations
CAP: community advisory panel
CBIs: community-based interventions
CHPR: Community Health Participatory Research
D-Magic Trial: Diabetes Mellitus: Action Through Community Groups or mHealth Information for Better Control
EBIs: evidence-based intervention
EMPOWER-D: Engagement of Community Through Participatory Learning and Action for Control and Prevention of
Type 2 Diabetes and Its Risk Factors
FGD: focus group discussion
FRAME: The Framework for Reporting Adaptations and Modifications in Evidence-based Interventions
IDI: in-depth interview
LMICs: low- and middle-income countries
NCDs: noncommunicable diseases
PLA: Participatory Learning and Action
PRISMA-ScR: Preferred Reporting Items for Systematic Review and Meta-Analysis Extension for Scoping Reviews
SEM: socioecological model
T2DM: type 2 diabetes mellitus

Edited by Javad Sarvestan; peer-reviewed by Abdul Nazer Ali; submitted 23.Jan.2025; final revised version received
16.Oct.2025; accepted 16.Oct.2025; published 27.Mar.2026

Please cite as:
Tahir A, Sanauddin N, Imtiaz S, Khaleeq N, AbdeAli M, Khan A, Ahmed F, Jennings HM, Zafar R, Rehman K, Shahab AR,
Afaq S
Application of the ADAPT Framework to Contextualize a Participatory Learning and Action Community Intervention for the
Prevention and Control of Type 2 Diabetes Mellitus in Urban and Rural Settings in Afghanistan and Pakistan: Protocol for
Intervention Adaptation
JMIR Res Protoc 2026;15:e71602
URL: https://www.researchprotocols.org/2026/1/e71602
doi: 10.2196/71602

© Amber Tahir, Noor Sanauddin, Sara Imtiaz, Nadia Khaleeq, Mariam AbdeAli, Asima Khan, Farrukh Ahmed, Hannah Maria
Jennings, Rubia Zafar, Khalid Rehman, Abdul Rahman Shahab, Saima Afaq. Originally published in JMIR Research Protocols
(https://www.researchprotocols.org), 27.Mar.2026. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The
complete bibliographic information, a link to the original publication on https://www.researchprotocols.org, as well as this
copyright and license information must be included.

JMIR RESEARCH PROTOCOLS Tahir et al

https://www.researchprotocols.org/2026/1/e71602 JMIR Res Protoc 2026 | vol. 15 | e71602 | p. 14
(page number not for citation purposes)

https://www.researchprotocols.org/2026/1/e71602
https://doi.org/10.2196/71602
https://www.researchprotocols.org
https://creativecommons.org/licenses/by/4.0/
https://www.researchprotocols.org
https://www.researchprotocols.org/2026/1/e71602

	Application of the ADAPT Framework to Contextualize a Participatory Learning and Action Community Intervention for the Prevention and Control of Type 2 Diabetes Mellitus in Urban and Rural Settings in Afghanistan and Pakistan: Protocol for Intervention Adaptation
	Introduction
	Background
	Aims and Objectives

	Methods
	Ethical Considerations
	Study Overview
	Conceptual Framework
	Phase 1: Identifying Barriers and Facilitators to the Implementation of CBIs
	Phase 2: Co-Designing the Intervention Materials
	Phase 3: Piloting of Adapted PLA Materials
	Patient and Public Involvement

	Results
	Discussion
	Framework-Guided Contextual Adaptation
	Principal Findings
	Comparison to Prior Work
	Strengths and Limitations
	Dissemination
	Future Directions
	Conclusion



