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Abstract
Gender-based violence (GBV) remains a pressing public health challenge in South Africa, deeply rooted in intersecting social, economic, and structural factors. Comprehensive approaches are increasingly recognized as essential for addressing the complex nature of the issue. While efforts to prevent GBV among children and adolescents can yield long-term, sustainable outcomes, they often remain fragmented. To overcome this fragmentation, integrative models of care are being advocated as a means to more effective prevention. There is limited understanding of how sexual and reproductive health and rights (SRHR) and mental health and psychosocial support (MHPSS), two critical frameworks for youth well-being, can be integrated in GBV prevention programming. This study explores the process of integration between SRHR and MHPSS within community-based GBV prevention programs for children and adolescents in Johannesburg. Using a constructivist grounded theory methodology, the research draws on in-depth interviews with practitioners to explore how the integration is intervowen. The resulting conceptual model “The Pathway of Integration: From Fragmentation to Transformation” which unfolds the process through five interrelated stages: Fragmented, Emerging, Coordinated, Embedded, and Transformational integration. Each of these stages characterized by specific properties and shaped by contextual conditions across micro, meso, and macro levels. These stages do not follow a strict linear trajectory but instead represent overlapping and dynamic degrees of integration that coexist and shift over time. The results highlight participation as a foundational element in the integration process, as well as the increased mattering and empowerment of youth, stakeholder involvement, cross-sector collaboration, and strengthened community resilience. All of these aspects progressively deepening as integration becomes more embedded, supported by harmonised political will, funding resources and evolving gender norms.
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1. [bookmark: _Toc201167185]Introduction/background
South Africa is described as facing an overwhelming and growing crisis of gender-based violence (GBV) (Gouws, 2022). It is entrenched in South African society, manifesting in homes, schools, workplaces, and broader cultural and traditional structures (SaferSpaces, 2024).  GBV refers to harmful acts based on gender differences, stemming from unequal power relations and discrimination, disproportionately affecting women and girls, though it can impact all genders (UNICEF, 2021). 
GBV can take multiple forms, including physical, emotional, psychological, financial, and structural harm, but efforts to document, report, prevent, and intervene remain fragmented and challenging (World Bank, 2019). It is increasingly recognised as a complex and multifaceted issue shaped by intersecting social, economic, and structural factors (Lazarus et al., 2019). No single component can fully explain the heightened vulnerability of some individuals, prompting the need for nuanced, multi-level responses (Rikhotso et al., 2023). 
GBV is a central issue within the broader framework of sexual and reproductive health and rights (SRHR), which also includes family planning, maternal and child health, and the prevention and treatment of sexually transmitted infections (Starrs et al., 2018). SRHR is internationally acknowledged as a fundamental human right, crucial for individual well-being and dignity, especially for children and adolescents (Musindo et al., 2023). However, youth face economic, political and socio-cultural barriers to accessing these services (Starrs et al., 2018).
Just as SRHR forms a core component of youth well-being, mental health and psychosocial support (MHPSS) have also emerged as central to care delivery. Over the past two decades, the humanitarian and development sectors have increasingly acknowledged the impact of conflict, displacement, and structural violence on mental health and well-being. The MHPSS framework, addresses both individual psychological distress and broader psychosocial challenges within communities (Miller et al., 2021). MHPSS interventions aim to promote resilience through preventive and promotive approaches while also responding to the suffering caused by social determinants such as poverty, discrimination, and the breakdown of social networks (ibid.). 
The psychosocial consequences of GBV, including depression, anxiety, social withdrawal, and diminished self-worth, pose serious risks to the mental health of children and youth (Rikhotso et al., 2023). Additionally, the rising prevalence of mental health challenges among youth linked to SRHR-related challenges, represents a growing public health concern that undermines not only individual potential but also broader community well-being (Musindo et al., 2023).
The interrelated nature of SRHR and MHPSS calls for comprehensive programs that reflect the full spectrum of young people's experiences and needs (VanderKruik et al., 2021). Morever, empowering adolescents through holistic, multi-sectoral programming can lead to improved outcomes across different domains of life (Musindo et al., 2023). Despite increased recognition of youth SRHR needs, mental health and psychosocial responses often fail to reflect these realities, leaving services fragmented and uncoordinated (Kumari et al., 2025). Friedberg et al.'s (2023) suggest the need for further research and programmatic efforts that explicitly address this intersection. 
Fragmentation often arises when sectors and actors operate in isolation, resulting in negative outcomes for the populations they aim to support (Curry & Ham, 2010). In response, the UNDP (2023:3) advocates for integrative approaches that “weave ethical, effective actions to address GBV throughout a broader programme,” acknowledging that risk and protective factors for GBV intersect with a wide range of development challenges that must be addressed collectively. Therefore, bringing together SRHR and MHPSS as an integrated approach offers a more responsive prevention that aligns with the experiences of young people. As Curry and Ham (2010:3) define it, integrated care refers to “the processes of bringing organisations and professionals together, with the aim of improving outcomes for patients and service users.” 
Against this backdrop, understanding how SRHR and MHPSS services become interconnected as part of a process provides a valuable foundation for research. To the researcher’s knowledge, no studies to date have sought to provide conceptual clarity or theoretical development regarding the integration of these two frameworks. In response, this study specifically aims to explore the process of integrating MHPSS and SRHR in GBV prevention programs for children and adolescents in Johannesburg, South Africa. The study will also develop a model illustrating how they are intervowen in this process grounded in the experiences of community-based practitioners.
This study addresses a critical gap in academic research while offering valuable insights for policymakers and practitioners on designing and implementing integrated programs. In a context where high rates of GBV pose major public health challenges, particularly for children and adolescents, the findings can inform more effective prevention efforts that promote youth empowerment, reduce GBV, and contribute to broader goals of gender equality and sustainable development. By exploring how SRHR and MHPSS are integrated, the research highlights how new care models can better respond to the complex needs of young people.

[bookmark: _Toc201167186]2. Research Question
What is the process of integrating SRHR and MHPSS services in GBV prevention programs for children and adolescents in Johannesburg, South Africa?

[bookmark: _Toc201167187]3. Methodology
[bookmark: _Toc201167188]3.1 Study Design
This study employs a grounded theory methodology to explore the processes shaping the integration of SRHR and MHPSS within GBV prevention programs. As the integration of these frameworks remains an emerging field with limited established theory to guide practice, grounded theory is particularly suited for generating conceptual clarity (Timonen et al., 2018). This approach enables the identification of new insights and the development of a theoretical framework that captures the interconnections in integrated care.
The study specifically follows Charmaz’s (2014) constructivist grounded theory methodology, which emphasizes the co-construction of meaning through individuals’ lived experiences and social interactions. Its lens explores the perceptions of practitioners working in GBV prevention programs and that knowledge is co-created between the researcher and participants, highlighting the dynamic and context-specific nature of social processes (Charmaz, 2014:17). Practitioners working in Johannesburg’s community-based GBV programs face unique cultural, institutional, and social realities that influence how they interpret and implement integrated services. Their experiences and by capturing their perspectives, this approach provides rich and nuanced insights into the integrative practice between MHPSS and SRHR.
This study drew on existing literature and theoretical ideas with concepts such as empowerment, participation and mattering, as points to guide inquiry. As well as broader theories, such as socio-ecological theory (Bronfenbrenner, 1979) and intergrative care models (Curry & Ham, 2010). In line with Blumer’s (1954) notion of sensitising concepts, these concepts did not impose predefined categories but instead offered general reference points, helping the researcher to notice patterns and ask relevant questions while remaining open to emergent meanings from the data. Rather than determining the direction of analysis, they served to “suggest directions along which to look” (Blumer, 1954:7), supporting the inductive and flexible nature of grounded theory development.

[bookmark: _Toc201167189]3.2 Study Setting
This research takes place among practitioners operating in diverse communities across varying levels of socio-economic development. Communities in Gauteng Province, where Johannesburg is located, have been deeply shaped by historical and ongoing socio-political struggles, leaving children, adolescents, and their families to navigate persistent instability to this day (Vhumbunu, 2021). One of the main areas of this research context is Diepsloot, a rapidly growing township north of Johannesburg. Originally established to provide formal housing for displaced communities, Diepsloot expanded quickly due to inward migration, resulting in widespread informal settlements (Ngie, 2012). The community is predominantly young, with an average age of 25 years, and faces high unemployment and poverty (Ngwenya & Zikhali, 2014). Residents are mostly employed in low-skilled jobs, and the area struggles with overcrowding, inadequate infrastructure, and vulnerability (Himlin, Engel & Mathoho, 2014). A situational assessment in Diepsloot revealed widespread violence, particularly against children (SonkeGenderJustice, 2024).

[bookmark: _Toc201167190]3.3 Sampling
This study employed purposive sampling as the initial sampling strategy, selecting practitioners based on predefined inclusion criteria, specifically those with relevant expertise and experience in integrated approaches to address the research question (Charmaz, 2014:197). Participants were required to be directly involved in designing and delivering GBV prevention programs for children and adolescents in Johannesburg. It is suggested that when further developing the concept of integrated care, there should be a focus on the professionals directly involved in it (Stein, 2016). To further explore and gather relevant data for elaborating and refining categories and the emerging theory, theoretical sampling was employed (Charmaz, 2014:192). The study draws insights from four organizations working with community-based GBV prevention in distressed communities in Johannesburg (Diepsloot and similar settings). A total of twelve interviews were conducted with three program managers, seven facilitators, and two social workers. See Table 1 for a full description of participant demographics, ensuring a comprehensive perspective on program design and implementation.
[image: A table of genders
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[bookmark: _Toc196730644][bookmark: _Toc197756648][bookmark: _Toc197883446][bookmark: _Toc201167191]Table 1: Overview of participant demographics, outlining their gender and their position within the organisation.

[bookmark: _Toc201167192]3.4 Data Collection
This study employed a qualitative approach, using in-depth and intesive individual interviews with practitioners to explore the process of integrating MHPSS with SRHR in community-based programs. Guided by Charmaz’s constructivist grounded theory, intensive interviewing which had a open-ended direction but was also shaped by emerging insights (Charmaz, 2014:83). 
A semi-structured interview guide ensured key themes were covered, while allowing space for participants to shape the conversation, an overview of the guide is provided in Appendix 10.2. The interviews were designed to explore participants’ experiences of the integration process, their motivations for developing integrated programs, the tools and frameworks used, and the challenges and facilitators encountered. Additionally, interviews addressed community and beneficiary responses to the integrated services.
A total of twelve interviews were conducted for this study. The first eight took place in person during the researcher’s fieldwork in Johannesburg, held at a local community centre to ensure a quiet and private environment. The remaining four interviews were conducted online that accommodated participants’ availability. All participants received an information sheet and signed the provided informed consent before the interviews (see Appendix 10.1). All signed consent forms are securely held by the researcher. With participants’ permission, all interviews were audio-recorded and lasted between 45 and 70 minutes.
The primary eight interviews were conducted with facilitators who all are from the area of Diepsloot generating deep insights into the context where the programs are being implemented. Although, unequal access to technology, face-to-face interviews were prioritized for these participants without stable internet or digital equipment. The latter four were scheduled after preliminary data analysis and communication with participants. Theoretical sampling guided the selection of these final participants, aiming to refine developing categories and deepen understanding of the process, particularly related to program design (Charmaz, 2014:198). This approach ensured the inclusion of pivotal perspectives that expanded the properties of emerging categories.
The semi-structured format allowed for consistency across interviews while offering the flexibility to explore emerging themes in depth. Probing questions were frequently used to elicit rich narratives and uncover unexpected insights (Charmaz, 2014:87). This approach aligns with the inductive nature of grounded theory, which take caution against closed or leading questions that may limit participants’ responses (Timonen et al., 2018).
Following the eighth interview, two interviews were transcribed verbatim and analysed line-by-line to identify preliminary patterns. Based on this emerging analysis, the interview guide was refined to better align with developing theoretical insights, a principle in grounded theory’s iterative data collection process (Charmaz, 2014:199). The final four interviews were sampled and therefore shaped by ongoing analytical reflections.
Using both in-person and online interviews offered flexibility and increased participation but also introduced differences in rapport and depth of engagement. While in-person interviews allowed for richer contextual understanding and easier non-verbal communication, online interviews enabled access to participants after the researcher left the country. Despite the shift in mode, care was taken to maintain consistency in the interview approach, following the same guide and allowing for iterative refinement across formats. As Irvine et al. (2012) note, while mode may influence interactional dynamics, both face-to-face and online interviews can yield high-quality qualitative data when conducted thoughtfully and reflexively.
The study reached theoretical sufficiency after completing all twelve interviews, meaning that enough data had been gathered to develop a comprehensive and meaningful understanding of the process, without the need to capture every possible detail or variation (Dey, 1999). This concept prioritizes depth and insight over exhaustive data collection, allowing for the development of a well-grounded and coherent theory. 
[bookmark: _Toc201167193]4. Analytical Approach
The grounded theory method was employed to inductively analyse the data through an interactive process. A constant comparative analysis was conducted to continuously refine theoretical insights. The analytical process unfolded in several key stages, as outlined below and illustrated in Table 2.
[bookmark: _Toc194951414][bookmark: _Toc195622393][bookmark: _Toc196730647][bookmark: _Toc197756651][bookmark: _Toc197883449][bookmark: _Toc201167194][image: A table of text on a white background
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[bookmark: _Toc194951415][bookmark: _Toc195622394][bookmark: _Toc196730648][bookmark: _Toc197756652][bookmark: _Toc197883450][bookmark: _Toc201167195]Table 2: Overview of the grounded theory analysis process, outlining the stages of data coding, categorization, and theory development.

The audio-recorded data was transcribed verbatim. Interview transcripts were carefully reviewed, and excerpts relevant to the research questions were selected. These excerpts, which remained in their original form, focused specifically on responses tied to the study’s objectives. Line-by-line coding was then applied to these excerpts as the first step of the coding process. This involved assigning short specific code, naming lines of the written data to capture the essence (Charmaz, 2014:124). While most lines were coded to remain open to emergent meanings, not every line was included. Lines that were purely logistical, repetitive without new insight, or unrelated to the research focus were skipped. This selective coding allowed for analytical depth while maintaining focus, helping to distill the data and guide further inquiry.
After initial codes were established, focused coding was employed to use the most significant or frequently used codes to sift through and analyze large amounts of data (Charmaz, 2014:138). Furthermore, to analyse the codes and their relationships between them, the tables were printed and used to physically group them into categories and locate broader themes. This helped give an overview of the data and involved grouping related codes to create broader categories that highlighted significant aspects of participants’ experiences. In constructivist grounded theory, coding involves at least these two key phases: initial coding and focused coding (Charmaz, 2014:127). However, the process is not strictly linear. To remain attuned to participants’ meanings and support theory development, the researcher moved back and forth between these phases.
Axial coding was used to explore relationships between these emerging categories (Charmaz, 2014:147). This stage helped to identify connections between different aspects of the integration process and added dimensions and properties to each category. By linking categories, axial coding provided a more cohesive understanding of the data.
Finally, theoretical coding was employed to weave the axial codes into a cohesive conceptual framework (Charmaz, 2014:192). The primary aim of this stage was to elaborate and interrelate the categories, shaping a theoretical understanding of the data. This process synthesized insights into the underlying processes driving the integration of MHPSS and SRHR within GBV prevention programs. The outcome was the development of a core category that unifies and elevates all other categories, providing an overarching explanation of the emerging theory (Timonen et al., 2018).
Throughout the analytical process, the researcher engaged in memo writing and audio-recorded reflective notes to capture insights, emerging patterns, and potential theoretical connections (Charmaz, 2014:162). These memos served as a critical tool for developing and refining theoretical ideas, ensuring that interpretations remained closely grounded in the data. They were used consistently across all stages of the data collection and analysis, playing a particularly significant role in the development of themes. Example of a transcription of a memo recorded by the researcher after an interview with Participant 11 are presented in Figure 1.
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[bookmark: _Toc194951417][bookmark: _Toc195622395][bookmark: _Toc196730649][bookmark: _Toc197756653][bookmark: _Toc197883451][bookmark: _Toc201167196]Figure 1: Presenting an illustrative example of an analytic memo written and transcribed by the researcher.

[bookmark: _Toc201167197]5. Results
[bookmark: _Toc194951418]The core category that emerged from this study is "The Pathway of integration: From Fragmentation to Transformation", capturing a multi-level, evolving process through which MHPSS and SRHR services are increasingly interwoven within GBV prevention efforts targeting children and adolescents. This process unfolds through five interrelated stages: Fragmented, Emerging, Coordinated, Embedded, and Transformational integration, each characterized by specific properties and shaped by contextual conditions across micro (individual and interpersonal), meso (community-based structures), and macro (policy, governance, and sociocultural norms) levels. A sensitising concept (Blumer, 1954) that informed the development of the model, particularly its levels, was Bronfenbrenner’s (1979) socio-ecological theory, a framework that explores how individuals are shaped by multiple layers of their environment, including personal characteristics, social relationships, community settings, and broader societal structures.
These stages do not follow a strict linear trajectory but instead represent overlapping and dynamic degrees of integration that coexist and shift over time. The model reflects how integration deepens in scope and complexity, moving from fragmented approaches toward integrative care efforts. See Figure 2 for a visual representation of this integrative pathway.
[bookmark: _Toc197883453][bookmark: _Toc201167198][image: A diagram of a diagram
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[bookmark: _Toc194951419][bookmark: _Toc195622398][bookmark: _Toc196730652][bookmark: _Toc197756656][bookmark: _Toc197883454][bookmark: _Toc201167199]Figure 2: The model illustrating the process of integrating SRHR and MHPSS, organised by categories, dimensions, and their corresponding properties as derived from the data.

[bookmark: _Toc201167200]5.1  Fragmented Integration
The first stage of the process, Fragmented Integration, marks the starting point "From Fragmentation to Transformation". At this stage, efforts to integrate MHPSS and SRHR services remain isolated, with each treated as a separate domain. Efforts are largely implemented as standalone initiatives, often disconnected from broader systems and structures. Cross-sectoral collaboration is minimal or absent, and systemic barriers, such lack of resources and shared frameworks which further hinder integrative care.
At the micro level, properties identified are Providing Coping Mechanisms and Psychological Support and Counselling. While these interventions play a vital role in promoting individual well-being, they remain fragmented when not embedded within a broader, coordinated framework. As shared, 
“...to be able to make sense of what happened to you. Not that you're going to be completely okay about it, but you have strategies to cope with what has happened to you versus someone who doesn’t.” (Participant 10)

Although they are necessary, such individual-level efforts often lack systemic support structures or formal referral pathways, limiting their long-term impact and reach.
By moving up one level to meso, Destigmatising Mental Health within communities is an awareness-raising activity that is an important step and lays the ground for subsequent prevention programs. These are important foundational steps that can shift community perceptions and build openness to mental health care. However, these awareness efforts often remain disconnected from concrete service integration or collaborative programming.
“That’s when people are willing to understand what mental health is and why it needs to be integrated into different programs. Before, nobody wanted to know anything about mental health.” (Participant 9). 
As well as,
“The integration is a good idea because it will help the African people or people that are stuck in the traditional ways, when the two are combined, people will learn a lot.” (Participant 7).

Fragmented integration at the macro level has the property that Addressing Resource Barriers prevents deeper and more sustainable integration. These programs require diverse resources, yet funding remains inadequate, hindering their effectiveness and reach. As explained, 
“It limits you to really work effectively to reach other communities, you end up reaching those close by. Without adequate staffing and support, even well-designed programs struggle to function effectively.“ (Participant 11). 
Ensuring sufficient human resources is crucial to preventing burnout and maintaining the quality of care. As Participant 9 highlights the burden on service providers, stating, 
“This integration can be too much, it can be very heavy on people, on providers.” 

Beyond addressing financial constraints, a step in the process of integration is Addressing Contextual Barriers including socioeconomic and cultural factors which create additional challenges. Children and adolescents in these communities often face for example food insecurity, limited healthcare and restricted access to education, making it difficult to ask them to prioritize their well-being. Additionally, deeply embedded social norms and customs in communities can act as barriers to success. Understanding these contexts is essential for effective service integration,
“We want to know the child, where they are coming from actually, so we can understand their problems better.” (Participant 3).

[bookmark: _Toc201167201]5.2 Emerging Integration
The second stage, Emerging Integration, reflects a growing awareness of the need for an integrated approach. While this stage marks a shift from isolation, integration remains largely ad hoc and fragmented. Programs begin to acknowledge the value of cross-sectoral collaboration, yet formal mechanisms and structures to support sustained and coordinated action are often still lacking.
At the micro level, efforts are primarily focused on raising awareness about GBV and available support services. These activities serve as important entry points for integration by informing individuals about the risks of GBV and guiding them toward potential avenues of support. Raising Awareness are initiative that lays the foundation for integration but does not yet fully coordinate with services. As formulated, 
“We normally start with raising awareness so they can be aware that there is this issue that is concerning and that we need to address it. Wo we go on the ground, meet and inform about GBV and how it affects the people” (Participant 12). 

Such initiatives are complemented by The Provision of Help-Seeking Pathways, where individuals are directed toward accessible services. Although these efforts are crucial in building awareness and access, they often lack deeper integration with service delivery systems and remain limited to initial, short-term engagements.
“What are the services available for you here we will connect them with what is available and free. So the learners will have all of that information on how to seek help.” (Participant 12). 

At the meso level, early steps are being taken such as the property Strengthening Child Protection Systems within schools and community environments. It is about understanding the system where the children are and what factors are around the child to be able to give them the best chance to thrive within the distressed communities. It is an initial effort made to child-centered care but when not linked with MHPSS or SRHR, these efforts remain siloed. For example, Participant 10 talks about a community program, 
“The one around abuse is mapping the safe and unsafe places in the community for children and also for adults. Then do an action plan to protect to make some of the unsafe places safe.”.

Education on SRHR and Mental health is about education initiatives that are a step toward integration but are still often independent efforts. It is about explaining what GBV is, the different types of violence, the sexual violence and how it affects their mental well-being. Just as Participant 7 mentions, 
“If someone touches you in the wrong place or in the wrong way, it's supposed to be sexual harassment or sexual violence. And then they know now the difference between those things.”. 

It is also about institutionalizing integrated education in school curricula which are initial steps toward integration, but still not widely coordinated with broader policies. These developments mark a positive shift, although broader policy alignment and resource allocation are still needed to ensure full integration.
”And some of the issues we have been raising are now being incorporated in the curricula of the learnings. So there is now more of an option for the topic to teach the learners life skills. Under life skills, children are taught about how to advocate for better behaviour, better treatment in society and education on sex and the impact of trauma.” (Participant 12).

Lastly at the macro level, Advocating for Policy Changes is the beginning of engaging with policymakers to institutionalise integration across sectors. These efforts highlight the importance of coordinated strategies and legislative frameworks, yet they have not fully translated into systemic change. While advocacy is essential for shaping long-term change, these efforts remain preliminary and require stronger political commitment, resourcing and interdepartmental cooperation to lead to policy reform and implementation.
“And just advocating for, you know, either awareness of gender-based violence and sexual reproductive health issues. Just working with the government to understand that it’s important to have policies and guidelines for some of these things to be provided for the different categories of groups that we work with.” (Participant 9).

[bookmark: _Toc201167202]5.3 Coordinated Integration
The third stage, Coordinated Integration, is characterized by growing alignment across sectors as they begin working toward shared objectives. Formal partnerships and collaborative frameworks start to emerge, enabling more structured interaction between MHPSS and SRHR services. Yet, despite this increased coordination, services often continue to operate in parallel within siloed systems, resulting in an integration that is collaborative in intent but still structurally fragmented.
At the micro level, Facilitating Safe Spaces for Emotional Expression and Disclosure represents a meaningful step toward integration. These spaces, often formed through group or individual sessions, are grounded in trust, confidentiality and non-judgment. They provide children and adolescents with an environment in which they feel heard and emotionally supported without being pressured to act or respond in prescribed ways. Participant 1, a facilitator, described this approach as follows:
“So my role is that I’m a listening ear to the problems. I won’t say I’m a problem solver to the problems, but just to give them that space for them to breathe, to open up.” 
Similarly, Participant 5 emphasized the importance of autonomy in the process: 
“Because of forcing again, telling them what to do, forcing them meaning they will take it as some kind of abuse again because it’s their life. As a facilitator you are creating an environment of not judging, there’s no right and wrong.”. 

Moving up one level at the meso, partnerships and Multi-Stakeholder Collaboration play a crucial role in driving integration forward, with NGOs and community stakeholders working together to expand and sustain these programs. Forums and collaborative discussions enable organizations to support one another, ensuring the continued development of integrated services. 
“What has helped this combination of services work better is the stakeholder relation, and it has helped us reach out to different communities.” (Participant 11). 
Similarly, Participant 4 describes how collaboration takes shape in practice, 
“So when you have this kind of session, sometimes we ask the nurse to come and talk to the girls about SRHR issues, such as contraceptives, the side effects, and all you need to be aware of.” 
These interactions illustrate how coordinated efforts enable practitioners to address both SRHR and MHPSS needs within the same intervention, even if the services are still managed separately. Such collaboration lays essential groundwork for institutionalising integrative care.

At the macro level, Strengthening Cross-sectoral Coordination and Referral Networks to increase service access is a further step towards integration in a coordinated way. 
“We do them in a combination where they will be the Department of Health, the Department of Education and the Department of Social Development. So that collaboration really helps and when we do those referrals also it makes our work easy because there is that understanding of the working relationship that is in the departments.” (Participant 12).
As well as,
“for us to meet the needs of the people we have to have a referral network that is maintained and that understand how we work and how the needs of our learners”. (Participant 7)
These insights show that although integration is not yet fully systemic, coordinated networks and interdepartmental cooperation are growing. They represent a crucial intermediate step, moving from fragmented interventions toward a more coherent and sustained response across sectors.

[bookmark: _Toc201167203]5.4 Embedded Integration
At this stage in the process of “From Fragmentation to Transformational Integration”, MHPSS and SRHR services reach a point of embedded integration within systems, policies and interventions. Programs no longer operate in isolation but collaborate actively, sharing resources and aligning efforts to address GBV, mental health and SRHR in a unified and sustained way. Integration is no longer incidental or supplemental, it becomes an embedded practice, fundamentally shaping how services are delivered and how communities engage with and respond to these interconnected issues.
At the micro level, embedded integration is reflected in strengthened family engagement and open intergenerational communication. Programs foster parental involvement not only in caregiving but also in emotional and developmental support, helping children navigate topics related to SRHR and mental health. It forms the property Open Discussions Between Children and Caregivers. These efforts include parental dialogues and skill-building sessions that promote openness and reduce stigma surrounding sexual topics.
“When I say support, it’s not just about buying food, you’re making sure that there is a roof over their head, sometimes it is just about attending to see what direction they’re going. It helps children to be open and if there is an abuse taking place they can go to their parents and share this discussion.”  (Participant 1).

Embedded integration also recognizes the influence of intergenerational trauma. Addressing these inherited patterns creates the conditions for healing within families and communities, making integration both preventative and restorative.
“Our people are slowly starting to adapt and seeing that they’ve got childhood traumas that they’ve held and never dealt with. In a way that trauma is also affecting her child not realising she’s inflicting the pain and the trauma unto her child.” (Participant 4). 

At the meso level, embedded integration is driven by the recognition that child well-being is inextricably linked to the systems surrounding them. Capacity Building for teachers, parents and health workers are efforts that target these groups, embedding knowledge and practices into everyday environments. Practitioners mean that if you work with the children and youth, you have to work with everyone in their system as well. Participant 10 emphasises community resilience, 
“...protect the mental health and reach the child to the point where even things happen to you, firstly you are able to receive assistance within your community.”
It is about recognizing existing knowledge in the community and strengthening those capacities which is a continuous processes that promote shared responsibility and collective action. 
“This means working with them on issues like GBV and sexual and reproductive health, encouraging open dialogue and helping them become advocates. It also involves addressing the underlying factors within homes and communities that may be contributing to GBV.” (Participant 2)

Creating Culturally Sensitive Programs is central to sustained and embedded integration. Collaborating with faith-based leaders and community leaders ensures that interventions are both respectful and impactful. By rooting programs in local realities and values, integration becomes socially embedded and more likely to be sustained. As noted, 
“Working with faith-based leaders to change the attitudes of SRHR in churches and just for them to be able to support children who are at risk of GBV and for them to understand why it’s important for them (children) to also access SRHR services without being judged.” (Participant 9).

Collaborating with the Government at the macro level involves the active participation of government bodies in support and implementation of integrated policies and programs. This engagement moves integration beyond project-based approaches toward systemic and sustainable change. Scaling up these partnerships ensures that integrated programming becomes a standard rather than an exception, one that is reflected in guidelines and curricula. As integration becomes institutionalised, communities are better equipped to respond holistically to the complex challenges facing children and adolescents.

[bookmark: _Toc201167204]5.5 Transformational Integration
This stage represents the culmination of systemic change across all levels. Integration is no longer programmatic or incidental, it becomes deeply embedded within the social fabric, shaping attitudes, behaviors and power structures. The integration of MHPSS and SRHR is thus transformational in that it fosters resilience, sustainability and structural change within individuals, communities and broader systems.
At the micro level, transformational integration involves equipping children and adolescents with the knowledge, agency and confidence to understand and claim their rights. This property is defined as Empowering Youth with Self-awareness and Body Literacy which involves efforts about body literacy, self-awareness and the development of assertiveness, laying the foundation for autonomy and long-term resilience. 
“The main thing we need to make sure is that our children have this knowledge, they know themselves, they know how to defend themselves, and they know how to say no.” (Participant 3). 
This step goes beyond information-sharing they involve naming body parts, understanding bodily changes, and fostering a sense of self-worth. This is transformational because it challenges and resists the norms of especially around gender, sexuality and violence.
“We empower youth to stand for themselves and to be able to be assertive and accept themselves in the way they are and then understand how the world works. So they now own their body and their life.” (Participant 2).

Youth Participation, Leadership and Peer learning are also essential components of this stage. Programs intentionally create participatory spaces where young people are not passive recipients of information but active contributors to the learning process. As Participant 5 notes,
“In this kind of program, we do not teach our candidates. We facilitate, we want to hear from each and everyone in the class.” 
Participant 6 expands on this pedagogical approach, 
“We are guiding them. They’re learning this with their eyes wide open, through observation and conversation, how to engage with whatever information they will receive, how to assess that.” 
Youth are encouraged to reflect critically, engage in dialogue and understand that they have the power to shape their futures.
“They have the power to change it and become better adults. They can be a good example within their community and amongst their peers.”(Participant 8).

At the meso level, transformational integration is realised when communities are not merely involved but become co-creators of programs. Co-creation ensures that initiatives are grounded in lived experience, cultural relevance and contextual realities. This approach shifts power dynamics by valuing the insights and leadership of community members. Participant 10 highlights the importance of contextual understanding:
“You never want to do something because you think it’s the right thing to do. You always want co-creation with beneficiaries because my lived experience with the issue is going to be different from your lived experience with the issue. So I can’t really dictate what that’s going to look like for you.” (Participant 10).
This ongoing feedback loop grounded in dialogue, reflection and adaptation ensures that programs remain responsive and meaningful. When communities take ownership of both the process and outcomes, integration becomes a vehicle for collective resilience and agency. 

At the macro level, transformational integration focuses on Shifting Gender Norms and Power Dynamics that perpetuate violence and inequality. This includes confronting norms, promoting gender-equitable relationships and engaging the whole community. Community dialogues become the platform to unpack and challenge internalised beliefs about gender and violence. As Participant 12 asserts, 
“Gender norms are the things that hide behind the violence. So for us to identify them, have a discussion and name them that they must not be the source of abuse.”
Transformation also involves reframing how boys and men are socialised. The goal is not only to empower girls and women but also to involve men and boys in the process of change. Participant 4 illustrates this shift,
“A woman most of the time has this mentality that if a man hits you, it means he loves you. If he doesn’t, it means that he doesn't care about you anymore. So we have normalised such behaviours. But now we are creating a shift and realize that it’s not supposed to be like this, also with men involved.” 
This stage is transformational because it disrupts deeply rooted power dynamics and social norms, especially around gender, sexuality and violence through collective ownership and structural accountability. Change is no longer fragmented, it is embedded across individual, community and institutional levels, making it sustainable, community-driven and responsive.


[bookmark: _Toc201167205]6. Discussion
This study set out to explore the process of how MHPSS and SRHR services are integrated within community-based GBV prevention programs for children and adolescents in Johannesburg, South Africa. Drawing on constructivist grounded theory methodology, the research generated a model with the core category "The Pathway of Integration: From Fragmentation to Transformation". This model captures how integration unfolds across five stages, from fragmented efforts to transformational change. These stages also have dimensions over three levels, micro, meso, and macro, which map the progression stages at each level. The discussion now turns to reflect on these findings, considering theoretical frameworks and existing literature.
The discussion draws on the Rainbow Model of Integrated Care (RMIC) (Valentijn et al., 2013) a conceptual framework developed to understand and guide the integration of health and social care services. The model captures the complex, multi-layered nature of integration within healthcare systems, with the aim of fostering more person-centred and coordinated care. While the RMIC is primarily developed within the context of clinical practice, particularly primary care, it offers a useful analytical lens through which to compare and reflect on the model developed in this research, given its close alignment with the study’s focus and level of analysis. This discussion is structured around the model’s micro, meso, and macro dimensions, which correspond to the RMICs clinical, professional, organizational, and system integration. In addition, cross-level mechanisms that are enabling factors that support and sustain integrated care. Each of these dimensions is analysed through the phases of integration as conceptualised in this study. 
[bookmark: _Toc201167206]6.1 Micro-Level (Clinical Integration)
In the RMICs theory, clinical integration is the focus on the coordination of care at the individual patient level. This is to ensures that different healthcare professionals and services work together around the needs of a single patient to provide continuous, coordinated care (Valentijn et al., 2013). This component highlight that professionals align services with individual needs, recognizing patients as active co-creators in the care process.
In the fragmented stage of integration, findings consist of standalone psychosocial support, such as individual counselling or coping strategies. While meaningful for recipients, these supports are typically delivered in isolation from broader SRHR efforts and lack coordination with wider care systems. Mills (2014) critiques such individual-focused mental health approaches for overlooking the broader social, relational, and contextual factors shaping young people’s lives. They point that the mental health framework have to integrate local experiences, cultures, and knowledge systems instead of relying on standardized Western psychiatric models. Supporting this view, Rudzinski et al. (2025) describe how women in Canada experiencing GBV must navigate fragmented, siloed systems that not only fail to meet their complex needs but also reproduce existing inequities. Patel et al. (2018) similarly argue that youth mental health interventions often remain disconnected from broader social and health systems, limiting their reach. In contrast, Rudzinski et al. advocate for emotionally supportive and collaborative environments built on relational trust and holistic care, qualities more evident in later stages of integration.
In the emerging stage, services begin to provide information on SRHR, GBV, and help-seeking pathways, though they still offer limited opportunities for youth to influence decisions. This aligns with Musindo et al. (2023), who found that the focus in integrating SRHR and MHPSS is education and communication skills. While these are essential for building foundational knowledge and enabling open engagement with providers and peers, they often lack the psychosocial depth required to address the emotional dimensions of GBV or the youth's lived realities. The early phases of integration demonstrate similarly lack of meaningful space for emotional expression, validation, and relational support.
In the coordinated stage, safe spaces begin to emerge for emotional expression and disclosure. Youth are invited to speak and be heard, although their input still holds limited influence over decision-making. Nevertheless, these settings promote open, trust-based dialogue and increase of mattering, defined as feeling valued and contributing valued (Rosenberg & McCullough, 1981). Mattering becomes a key mediator between psychosocial support and SRHR empowerment, when youth feel valued, they are more likely to engage, advocate, and reshape their social realities. Somers et al. (2021) find that mattering correlates with reduced risk behavior, lower loneliness, greater hope, and improved self-regulation and resilience. Kumar (2023) emphasizes that integrating SRHR and MHPSS is not merely technical, but essential for ensuring meaningful inclusion of youth in society. This resonates with Gevers and Dartnall’s (2014) view that mental health is foundational to GBV prevention, by nurturing empathy, emotional regulation, and self-esteem. Investing in early, age-appropriate integrated interventions may also reduce long-term psychological impacts and related costs (Friedberg et al., 2023), supporting more sustainable health outcomes across the life course.
In the Embedded Integration stage, integration between SRHR and MHPSS becomes normalized and coordinated of care for the individual. This is reflected in the facilitaiton of intergenerational dialogue, where parents and caregivers engage with children around issues of sexuality, emotional well-being, and violence. These findings correspond with work by Fab et al. (2016), who mean that caregiver dialogues have the potential to reduce young girls' risk of violence. As well as Vermeulen & Greeff’s (2015) study in rural South frica, which found that internal resources, like parent-child relationships, emotional functioning, and family boundaries, support individual resilience. While they also emphasize the unique role of sibling relationships, which contrasts with this study. Moreover, the inclusion of the intergenerational dimension of trauma and the power to address this in family dynamics in the GBV preventative healing processes (Salter et al. 2025). This will not allow for violence to be reproduced over generations.
The final stage, Transformational integration, is where youth engage in spaces that are not only therapeutic but are also key to fostering participatory empowerment. At the micro level it holds the properties of youth participation, leadership and decision-making, where participation becomes both a means and an end, a vehicle for empowerment and a defining feature of integrated care. It is stated thar delivering comprehensive SRHR interventions must ensure that adolescents are meaningfully engaged in the process (Engel et al., 2021). In addition to this the process highlights the value of positive peer learning and support. For instance, findings support violence prevention strategies that challenge harmful gender and social norms, while simultaneously increasing youths' skills in interrupting peers' disrespectful and harmful behaviors (Miller et al., 2020). These strategies foster a peer-driven culture of respect and accountability, further enhancing the effectiveness of GBV prevention efforts.
Empowerment through body literacy and self-esteem in the same stage, equipping children and adolescents with the knowledge and confidence to claim their rights. Comparing these findings to another initiative, it was found that these programs fosters self-awareness and assertiveness through boundary-setting and critical consciousness (Edwards etl al., 2022). Girls reported feeling more confident speaking out against harmful practices, demonstrating how such programs strengthen both individual agency and collective resilience.
At the micro level, both the grounded theory developed in this study and the RMIC stress the importance of coordinated and continuous care. The RMIC focuses on disease-oriented integration which in contrast this study’s model expands clinical integration by emphasizing person-focused care grounded in emotional safety, empowerment, and participation. While RMIC also values the patient as a co-creator, this study deepens that notion through the lens of mattering and relational healing. Both models aim for coherence in care delivery, but this study reframes clinical integration as a transformative and contextually grounded process.
[bookmark: _Toc201167207]6.2 Meso-Level (Professional and Organizational Integration)
The professional integration focused on the collaboration between different healthcare professionals and disciplines (Valentijn et al., 2013). Here it is emphasized to have shared responsibility and communication among providers across specialties and organizations. Moreover, the organizational integration refers to coordination and collaboration between organizations (such as clinics and social services). It is about formal partnerships and joint planning across institutions.
The Systems of Care (SoC) framework (Stroul, Blau, & Friedman, 2010) complements the Rainbow Model of Integrated Care (RMIC) by emphasizing community-based, youth-centered, and culturally responsive care that extends beyond clinical services. SoC prioritizes family and community engagement as equal partners, embedding values of empowerment and cultural sensitivity critical for sustained integration. While RMIC highlights organizational and professional linkages and formal coordination (Valentijn et al., 2013), SoC adds a layer focused on participatory and culturally grounded approaches.
At the emerging stage, integration efforts focus on strengthening child protection systems, such as mapping safe and unsafe spaces, and incorporating SRHR and MHPSS into school curricula as indicators of progressing integration. In litterature there is strong support for deepening collaboration between the health and education sectors, particularly in SRHR interventions (Engel et al., 2021). Schools offer a cost-effective and equitable platform for delivering essential SRHR components, but as this study shows, implementation remains vulnerable without structural support.
In the coordinated stage, integration deepens with structured multi-stakeholder collaboration among NGOs, government agencies, schools, and health clinics. Bylund et al. (2020) emphasize that poor SRHR provision is not solely due to cultural norms but is deeply influenced by the broader socio-economic and political context. Health professionals often navigate stigma and political uncertainty, which shapes their attitudes toward delivering SRHR services to adolescents. They mean that to support them, programs should create spaces for ongoing dialogue at individual, community, organizational, and policy levels. This stage closely aligns with MHPSS aims, where integrating it with SRHR prevention better equips communities to mitigate GBV risks. However, as Bopape et al. (2021) highlight, resilience cannot be solely the community’s burden, systemic support at macro levels remains essential to sustain capacities and overcome resource barriers.
At the embedded stage, efforts center on building the capacity of teachers, parents, and health workers, ensuring approaches are contextually and culturally appropriate. Repeating what participant 10 mentioned that "firstly you are able to receive assistance within your community.”. Engaging parents, local leaders, and influential community members through participatory learning fosters support and demand for adolescent health services (Engel et al., 2021). At the same level it involves culturally sensitive interventions that take into account the unique norms, identities and values of specific communities. Culturally sensitive interventions that reflect local norms and values improve program relevance and effectiveness (Raj et al., 2023). Similar to Poland et al. (2024), this study finds local men and women as peer facilitators or community researchers play a key role in challenging socio-cultural norms that sustain GBV, alongside community and faith-based leaders promoting change from within.
The transformational stage advances integration through co-creation, where those affected actively participate in designing action plans. This process shifts power dynamics by valuing lived experience and cultural context, enhancing intervention responsiveness and sustainability. Keith, Hyslop, and Richmond (2022) emphasize that meaningful participation, male engagement, and caregiver support are essential to effective GBV interventions by fostering social and psychological empowerment and shifting gender norms.
The progression of integration in this model reflects the complementary strengths of the RMIC and the SoC framework. RMIC emphasizes formal structures, professional and organizational coordination and dialogue, crucial for aligning goals and systems. In contrast, SoC foregrounds youth-centered, community-driven approaches that value cultural responsiveness and participation. The findings show that effective integration requires both RMIC’s structural alignment and SoC’s relational depth. Together, they guide sustainable and context-sensitive responses to GBV prevention.
[bookmark: _Toc201167208]6.3 Macro-Level (System Integration)
The system integration focuses on alignment of policies, regulations, financing, and governance at the broader health system or societal level (Valentijn et al., 2013). It aims for coherence between the various actors and policies that shape service delivery.
In the emerging stage this involves advocacy efforts. As participants describe, policy change is advocated for but lacks the political will and adequate resources. It is the beginning of engaging with policymakers to institutionalise integration across sectors. These efforts highlight the importance of coordinated strategies and legislative frameworks, yet they have not fully translated into systemic change. This reflects common critiques of public health interventions where policy frameworks exist but are not effectively enacted, such as Gwiza & Hendricks' (2024) study on GBV policies in a South African university.  
Furthermore, strengthening cross-sector collaboration and referral networks during the coordinated stage of integration brings greater clarity to the delivery of SRHR and MHPSS services. Although services may still function within separate silos, shared goals and emerging referral systems show more of an alignment. For example, one participant described how nurses are invited into safe and familiar spaces to discuss contraceptives, illustrating cross-sectoral collaboration in practice. However, research highlights persistent barriers to cross-sectoral collaboration, including misaligned priorities, funding mechanisms, and timelines (Arcaya & Briggs, 2011). 
At the macro level, embedded integration is marked by structural reforms, where policies begin to reflect and reinforce integrated service delivery by collaboration with government. Such advances mirror systems-level integration models, which stress the importance of embedding shared goals and accountability mechanisms across governance structures (Burgess, 2016). This creates institutionalization and incentivization of integration involving health, education, and social development actors. It requires policy coherence, where laws, strategies, and implementation plans are harmonised across sectors to reinforce shared goals.
At the macro level, shifting gender norms and power dynamics is the property of transformational integration, with the participation of men and boys playing a central role. Gottert et al. (2025) highlight similar findings that multicomponent, multilevel SRHR interventions, combining individual education with broader societal engagement, are the most effective. These approaches create environments where men can support their partners’ rights and challenge harmful norms. Crucially, structural transformation requires inclusive spaces where men, boys, youth, and communities are meaningfully involved in decision-making. Such shared power dynamics are essential to reshaping the systems that sustain inequality and violence.
The findings of this study suggest that integrated approaches to SRHR and MHPSS benefit not only individuals but also catalyze broader systemic changes, conceptualized as ripple effects. Drawing from systems theory and socio-ecological theory (Bronfenbrenner, 1979), ripple effects describe how targeted interventions produce indirect, far-reaching consequences across multiple levels of society. 
These ripple effects strengthen the argument for integrated models that see SRHR and MHPSS not as siloed domains but as mutually reinforcing elements in GBV prevention. The study reveals a dynamic, iterative process in which empowered youth serve as catalysts of change within their environments. This aligns with Nooteboom et al. (2021), who describe integrated youth care as inherently multi-component and complex. Rather than imposing rigid models, this study embraces complexity, using grounded theory and systems thinking to bring conceptual clarity. As Curry and Ham (2010) stress, integrated care is not a one-size-fits-all model but a fluid, context-driven process shaped by actors, institutional capacity, and socio-cultural conditions.
Mounier-Jack et al. (2017) similarly note that integration efforts across settings share common challenges in measuring and understanding impact, a point stated by Valentijn et al. (2013), who emphasize the difficulty of evaluating integrated care due to its wide-ranging forms, from clinical services to broader systems. Rather than offering universal conclusions, this study presents a flexible analytical lens to illuminate the integration process. In doing so, it responds to the need not to oversimplify, but to engage complexity in reflective, responsive, and grounded ways that are anchored in lived experience.
Compared to the RMIC, this study lacked sufficient data on the political and policy context, which limits the analysis of broader systemic influences and prevents more definitive conclusions from being drawn at this level. Although, this study’s findings resonate with RMIC by highlighting the need for both vertical and horizontal integration across system levels. At the macro level, policy alignment and structural reforms support vertical integration by bridging services, while community engagement and co-creation at meso and micro levels exemplify horizontal integration through cross-sector collaboration and person-centered care (Valentijn, et al., 2013). The challenges of fragmentation and siloed services observed reflect RMIC’s caution against vertical specialization without coordination, whereas the empowerment and partnership approaches align with horizontal integration’s goal of improving overall health. Together, these integration mechanisms are essential for creating comprehensive, coordinated, and sustainable SRHR and MHPSS services that address complex needs holistically, moving beyond isolated interventions toward systemic transformation.
[bookmark: _Toc201167209]6.4 Cross-level Mechanisms (Functional and Normative Integration)
Functional and normative integration are critical to advancing the coordination of SRHR and MHPSS within GBV prevention programs. Functional Integration is the support functions such as shared information systems, administrative support, financial management, and data sharing that facilitate coordination (Valentijn et al., 2013). These support functions link clinical, professional and organizational integration by facilitating shared accountability, resource management, and decision-making, while remaining flexible enough to adapt to evolving community needs. 
What can be seen in the fragmented stage of this study is that functional integration efforts face significant barriers, including resource constraints and the overburdening of providers. As participants in this study describe how providers are stretched beyond capacity, a concern also expressed by Burgess (2016), who warns about the “outsourcing” of care work to community actors without sufficient institutional support. Improvements in functional factors can create a movement toward more integrated practices. Such coordination provides the base for sustaining partnerships and accountability, particularly when resources are scarce and responsibilities diffuse.
Normative integration, on the other hand, emphasizes the shared values, culture, and commitment among professionals and organizations to collaboratively pursue integrated care goals (Valentijn et al., 2013). It acts as the social glue that binds different actors, fostering a common mission and vision critical for overcoming cultural and professional silos that typically hinder collaboration. In this study, in the fragmented stage involve destigmatization of mental health for effective programming and being aware of these barriers begins to create openings for integration. Such efforts align with literature showing how stigma and silence around mental health and sexuality in African contexts pose barriers to access and increase adolescents' vulnerability (Sequeira et al., 2022; Duby et al., 2021). Participants described how shifting attitudes toward mental health, gender, and sexuality within organisations and communities began to dismantle stigma and foster collective responsibility. Together, functional and normative integration link the micro, meso, and macro levels by providing both the operational mechanisms and cultural coherence needed to sustain holistic approaches to SRHR and MHPSS in GBV prevention. 
To conclude, this study’s findings underscore that integration is not a linear process confined to discrete levels but a dynamic pathway. Micro-level empowerment of youth fosters new social norms and collaborative practices that transform organizational cultures at the meso level. These shifts can influence macro-level policies and funding priorities, creating a supportive ecosystem for sustained integration. Conversely, macro-level commitment enables organizations and frontline workers to implement integrated approaches, thus facilitating micro-level transformations in care experiences. The core category ‘The Pathway of Integration’ thus embodies this multi-level, reciprocal process, emphasizing that true transformation requires coherence and alignment across individual, organizational, and systemic domains.

[bookmark: _Toc201167210]7. Methodological Limitations and Strengths
Ensuring trustworthiness in this study aligns with Charmaz’s (2014:337) four evaluation critera for constructivist grounded theory: credibility, originality, resonance, and usefulness. Rather than aiming for theretical saturation in a traditional positivist sense this study aimed for theoretical sufficiency (Dey, 1999). Charmaz emphasizes conceptual richness and analytical clarity over total coverage. Although the scope of this study was constrained by time and a limited sample size, recurring patterns across interviews points to sufficiency. While further interviews may have added nuance, the emerging categories were conceptually robust and coherent, supporting a grounded theoretical interpretation of integration process between MHPSS and SRHR.
Constructivist grounded theory recognizes that research is co-constructed, researchers are not neutral observers but participants in meaning-making. To support credibility the analysis explicitly distinguished participants’ voices from the researcher’s interpretations. This was supported through systematic memo-writing, a core component of grounded theory methodology, which allowed the researcher to document interpretive decisions, reflect critically on emerging categories, and examine underlying assumptions throughout the analytical process.
Originality is addressed by presenting a novel conceptual model “The Pathway of Integration: From Fragmentation to Transformation” that explains how MHPSS and SRHR are integrated within GBV prevention programs for youth. This model identifies a processual shift in organizational programming that has not been explicitly theorized in previous literature. It contributes new insights into how to deliver intergrated care.
To ensure resonance, the study remains grounded in participants’ lived experiences and language. As aforementioned Constructivist grounded theory views the researcher as having an active role in co-constructing knowledge, recognizing the inevitable subjectivity that arises (Watling & Lingard, 2012). Therefore, reflexivity was embedded throughout the research journey. The researcher’s dual role, as an intern two months in one of the participating organizations, allowed for deeper contextual understanding and rapport-building, while also demanding heightened awareness of potential biases. Regular reflexive memos helped the researcher navigate this positionality, interrogate assumptions, and remain anchored in participants’ meanings. The process of member reflections, where all participants were invited to respond to and reflect on preliminary interpretations, further enhanced the authenticity of the findings and grounded them in lived experience.
As the analysis progressed from initial coding to higher levels of abstraction, transparency in reasoning became critical. Following Charmaz’s recommendation for methodological clarity, the study details the analytic path from data fragments to conceptual categories, enabling readers to trace how interpretations were formed. This step-by-step articulation supports dependability, showing how the theory was constructed, not discovered.
The study adhered to strict ethical standards throughout. Informed consent was obtained from all participants, ensuring they understood the purpose of the research, their rights, and how their data would be stored and used. Confidentiality was guaranteed, with participant identities anonymized in all reporting to protect privacy. Signed consent forms served as a safeguard for participants’ autonomy and data access was restricted to the researcher alone. This ethical sensitivity emphasised by Charmaz were essential in ensuring that the research was conducted with respect, autonomy and safety for all participants.
The theory’s usefulness lies in its potential to inform both policy and practice. By identifying key stages of integration, the model offers a conceptual tool that practitioners and program designers can use to assess where they are in the integration process and what conditions support deeper collaboration between MHPSS and SRHR services. It also highlights barriers and enablers relevant for designing more responsive, child- and adolescent-centered GBV prevention programs. Although findings are context-specific, the analytical insights have broader applicability in similar settings.
Transferability was enhanced by the study's rich insights into the integration of MHPSS and SRHR in GBV prevention programs making it relevant to other contexts with similar challenges. However, the geographic limitation to Johannesburg and the exclusion of other relevant groups in data collection (youth and families) reduce the study’s broader applicability. Additionally, language barriers, as the study was conducted primarily in English, could have restricted the inclusion of perspectives from individuals less proficient in the language, further narrowing the scope. Lastly, this study lacked sufficient data on the political and policy context, which limits the analysis of broader systemic influences. Future research should explore and expand upon this area in greater depth.
Future research should aim to broaden the scope by including the perspectives of adolescents, caregivers and community members to more fully capture the lived realities and complexities of accessing integrated MHPSS and SRHR services. Longitudinal studies could help assess the sustained impact of such integration over time, particularly as programs evolve and scale. Finally, participatory and co-designed research approaches involving youth as active collaborators, not just as beneficiaries, could help close the gap between programming and adolescent needs, ensuring more responsive service delivery. Lastly, this study lacked sufficient data on the political and policy context, which limits the analysis of broader systemic influences. Future research should explore and expand upon this area in greater depth.
[bookmark: _Toc201167211]8. Conclusion
This study set out to explore the process of integrating SRHR and MHPSS in community-based GBV prevention programs. The resulting processual conceptual model “The Pathway of Integration: From Fragmentation to Transformation” unfolds through five interrelated stages: Fragmented, Emerging, Coordinated, Embedded, and Transformational integration. Each of these stages characterized by specific properties and shaped by contextual conditions across micro, meso, and macro levels. These stages do not follow a strict linear trajectory but instead represent overlapping and dynamic degrees of integration that coexist and shift over time. The results highlight participation as a foundational element in the integration process, as well as increased mattering and empowerment of youth, stakeholder involvement, cross-sector collaboration, and community resilience. All of these aspects progressively deepening as integration becomes more embedded, supported by harmonised political will, funding resources and evolving gender norms. By demonstrating how these two fields can be meaningfully connected, this research offers conceptual clarity for designing more holistic responses to GBV. It emphasizes that mental health and sexual health should not be treated as separate concerns, but as interconnected elements of young people’s well-being. Ultimately, this study offers insights into how integrated approaches can be used to prevent GBV from occurring in the first place, driving lasting change and promoting a more resilient society.
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Information letter and Consent Form
Title of the Study: Integrating Mental Health and Psychosocial Support (MHPSS) and Sexual and Reproductive Health and rights (SRHR) in Gender-based violence (GBV) Prevention programs in Johannesburg
Introduction: As part of a Master's program in Public Health at Lund University, this thesis research project is informed by an internship conducted at the Regional Psychosocial Support Institute (REPSSI) in Johannesburg. You are invited to participate in this study because your experiences as a service provider are central to this research. This form provides details about the study and seeks your consent. 
Purpose of the Study: The study will understand the integration of MHPSS into SRHR services within GBV prevention programs for children and adolescents. It focuses on exploring service providers' perspectives of the process, as well as the challenges and opportunities of this integration. 

Procedures: 
· You are asked to participate in an in-depth interview to understand what the process of integrating MHPSS into SRHR looks like based on your experiences. 
· The interview will take approximately 60 minutes to complete. 
· The interview will be recorded based on your consent.
· Participation is voluntary and you can withdraw at any time without any consequences.
Risks and Benefits: 
· There are minimal risks associated with this study. 
· If you feel like some questions may be sensitive you can skip any questions you do not wish to answer. 
· The information gathered will help to understand support services for children and youth and therefore it will improve services offered to other children and youth in similar contexts.
Confidentiality: 
· All information collected will be kept confidential and used only for this study. 
· The transcriptions will be anonymous and data will presented in such a way that participants cannot be identified. 
· Data will be stored securely and only accessible to the research team. 
· The research may be required to share the results emanating from the study with other organisations and donors, including the possibility of disseminating widely these results through different dissemination platforms, including but not limited to online publications. In this case, ethical clearance will be sought for the data collected through the study before the dissemination of the subsequent results.
Contact Information: If you have any questions about the study, please contact Heléne Schreber: he0032sc-s@student.lu.se or +46709494141
Or University Supervisor: jack.palmieri@med.lu.se 
Consent: 
I have read the information provided above and agree to participate in this study.
Name: _____________________________
Signature: __________________________
Location:___________________________
Date: ______________
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Interview Guide
1. Obtain Informed Consent 
Introduce myself and the aims of the research. Provide information about the intention of the interview and clarify how the collected data will be used. Explain to the respondent that the interview will remain confidential, that they will be kept anonymous, and that the obtained data will not be made accessible to any third parties. Provide information about the interviewee's right to withdraw from the research at any point. Obtain informed consent for participation and the use of the collected data/information for research purposes. Ask for permission to record. 
0. Introductory Questions
· Can you tell me about your role in the organization and the work you do for children and adolescents?
· How long have you been working in this field?
· What type of GBV prevention programs does your organization offer?
· How are you involved in these GBV prevention programs?
0. Thematic Questions
Theme 1: The process of integrating SRHR and MHPSS
· What motivated your organisation to combine mental health support and sexual health in your GBV prevention programs?
· Can you please share some examples of activities in the GBV prevention programs where these are combined?
Probe: 
· Are there any specific steps you take to integrate these two?
· Are there any tools or guidelines that you use to help with combining these services?
Theme 2: Challenges and Opportunities of the Process
· Can you share some of your experiences combining mental health and sexual health in GBV programs?
· What challenges have you faced when trying to combine them?
· How have you managed or worked through these challenges?
· What has helped to make this combination of services work better?
· Can you share specific examples of things that went well?
· How do beneficiaries respond to programs that combine mental health and sexual health support?
0. Closing Questions
· Is there anything else you would like to share about your experience with integrating mental health and sexual health services that you feel we haven’t covered?
· Do you have any reflections on the interview or any questions about the research?
0. Wrapping up
Thank the participant for their time and for sharing their insights. Provide information again about confidentiality and how the information will be used. 
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Supervisor: Jack Palmieri
Popular Science Summary
In South Africa, gender-based violence (GBV) is a deeply rooted issue, affecting individuals, homes, communities and broader society. This is a huge public health issue since it has serious consequences for young people’s mental well-being and sexual health. Although the services that try to respond to these challenges tend to operate in isolation, delivering support separately and without coordination. This fragmentation can lead to gaps in care for the young people who need help the most. This study looks at how two significant types of support, mental health and psychosocial support, and sexual and reproductive health and rights, can be better connected in programs that aim to prevent GBV. By interviewing community workers in Johannesburg who deliver these services the study aimed to understand how integration happens on the ground. From this, a model was created that shows five different stages of integration, from completely separate services to fully transformational approaches. The study found that when services work more closely together, young people are more likely to feel heard, supported, and empowered. These programs also become more effective when they are backed by political support, funding, and a shared belief in gender equality. This study helps us understand how to design better community-based responses to GBV, ones that treat mental health and sexual health as interconnected, because they are deeply linked in young people’s lives. It offers practical ideas for how organisations, governments, and communities can work together to build safer, more supportive environments for young people, where GBV does not just get addressed, but is prevented from happening in the first place.
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‘Pathway to integration through stakeholder collaboration’

One of the challenges of integration was the cultural stigma surrounding
mental health. To address this, the approach involved engaging religious
leaders, who play an influential role in shifting social and gender norms
by navigating power dynamics. This highlighted the importance of
working with the entire community and fostering strong stakeholder
relationships. Emerging from the interviews is a key theme that
partnerships are essential in the integration.
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