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ukall , Sorry I'm Not Sorry: Mental health remains a critically neglected public health concern in Malawi, shaped by entrenched stigma,
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a severe shortage of specialized professionals, and limited availability of services at the community level. The
Mangochi, Malawi. overwhelming concentration of care in urban centers, combined with an estimated ratio of fewer than one
psychiatrist for every 500,000 people, has left rural populations with minimal access to support. This gap is
reflected in the steady escalation of suicide cases, which rose from 296 in 2021 to 597 in 2024. In response,
the youth-driven initiative Sorry I’m Not Sorry: We Are All Sick was established in 2023 to promote open
dialogue on mental health, challenge stigma, and strengthen local capacity for crisis response.

This paper presents a mixed-methods evaluation of a community-anchored intervention that blends digital
engagement with in-person outreach. Initially implemented in Mangochi District and later extended to
16 districts nationwide, the program equipped 150 young volunteers with Psychological First Aid skills
through training led by licensed counselors from the Malawi Association of Counsellors. Intervention
activities included facilitated community conversations, public and virtual learning sessions, a peer-support
platform known as the Venting Room, coordinated awareness initiatives, and an organized referral pathway
connecting communities to professional care.

Monitoring records and participant feedback demonstrate that the program engaged more than 6,000
individuals and supported the management of over 200 psychological emergencies between 2023 and 2025.
The initiative was associated with heightened community responsiveness to mental health concerns, greater
willingness to seek assistance, and more positive attitudes toward mental health. These findings suggest that
locally driven, youth-centered approaches can significantly strengthen mental health systems in resource-
constrained settings and offer a transferable model for sustainable mental health promotion and crisis
intervention.
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Introduction

Mental health disorders constitute a major
and growing public health concern in Malawi.
However, the country’s response capacity
remains severely constrained by chronic
underinvestment, stigma, and an extreme
shortage of trained professionals. Current
estimates indicate fewer than one psychiatrist
per 500,000 people, with services largely
confined to urban centres, leaving rural
populations almost entirely underserved
— challenges that mirror broader mental
health system gaps in low- and middle-
income countries [1]. At the national level,

community-based research in Malawi has
documented a measurable burden of common
mental disorders and high rates of depressive
symptoms and suicidal ideation [2,3]. This
structural gap has contributed to worsening
mental health outcomes, particularly among
young people.

The urgency of this crisis is underscored by
Malawi’s escalating suicide statistics, which
rose from 296 reported cases in 2021 to 597 in
2024 according to national law enforcement
records from the Malawi Police Service [4].
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These trends are consistent with nationally representative survey
data indicating that 7.9% of Malawian adults have experienced
suicidal behaviour, and with school-based studies reporting
suicide attempt prevalence of nearly 13% among adolescents
[5,6]. Beyond these figures lies a broader landscape of untreated
depression, anxiety, trauma, and substance-related disorders,
often compounded by poverty, unemployment, and social
instability. Cultural stigma further suppresses help-seeking
behaviour, while limited community-based interventions
restrict early detection and response.

Against this backdrop, the Sorry I’'m Not Sorry: We Are All Sick
initiative emerged in 2023 as grassroots, youth-led movement
designed to bridge the gap between communities and formal
mental health services. The initiative aims to normalize
conversations about mental health, challenge harmful cultural
narratives, provide immediate crisis support, and establish
referral pathways to professional care. Grounded in local
realities and driven by trained youth mental health advocates
(hereafter referred to as “advocates”), the model represents an
alternative, community-centered approach to mental health
promotion and emergency response.

This paper documents the structure, implementation, and
early outcomes of the Sorry I’'m Not Sorry model, examining
its contribution to expanding mental health access and
strengthening community resilience in Malawi.

Materials and Methods

Study Design and Setting

This study adopts a community-led, practice-based
implementation approach. The intervention was piloted in
Mangochi District and expanded to a national network spanning
16 districts. The model integrates both physical and digital
strategies to ensure accessibility across diverse geographic and
socioeconomic contexts.

This study is a mixed-methods program evaluation utilizing
routinely collected monitoring data and qualitative participant
feedback to assess the feasibility, reach, and early outcomes of
a community-led mental health intervention.

Participant Recruitment and Training

A total of 150 advocates were recruited through targeted calls
during awareness campaigns conducted via digital platforms.
Selection criteria emphasized consistent participation
in mental health advocacy activities and demonstrated
commitment to community service. Recruited participants
completed standardized online training in Psychological
First Aid facilitated by licensed mental health professionals
affiliated with the Malawi Association of Counsellors. Training
focused on recognizing distress, ensuring safety, providing
initial emotional support, managing crises, including suicidal
ideation, and conducting appropriate referrals.

Intervention Components

The intervention consisted of five core components:

1. Community Dialogue Sessions — Face-to-face
discussions in schools and youth centres addressing stigma,
mental health literacy, and coping strategies.

2. Public Lectures and Virtual Sessions — Open-access
forums led by mental health professionals to extend reach
beyond physical communities.

3. The Venting Room — A hybrid digital and in-person
“friendship bench” model offering safe peer-support spaces for
individuals experiencing emotional distress.

4. Awareness Campaigns — Coordinated digital and
physical campaigns promoting mental health education and
stigma reduction.

5. Referral Coordination System — A structured partnership
with the Malawi Association of Counsellors to facilitate timely
professional support and emergency referrals.

Data Collection and Analysis

Program monitoring data were collected using standardized
registration forms, attendance records, structured case logs
completed by trained advocates, and real-time digital reports
from the Venting Room platform. Additional program visibility
and engagement metrics were obtained through media tracking
and published feature articles.

Baseline digital assessments measuring mental health
knowledge, stigma-related attitudes, and help-seeking behaviors
were administered at the point of community entry and
compared with follow-up assessments conducted six months
post-intervention. Descriptive statistics were used to summarize
program reach, service utilization, and emergency response
trends, while qualitative participant feedback and partner
reflections were analyzed thematically to provide contextual
understanding of program effectiveness, community acceptance,
and implementation challenges.

Results

The Sorry I'm Not Sorry initiative demonstrated substantial
reach and measurable improvements in community mental
health engagement. Between 2023 and 2025, the program
directly reached over 6,000 individuals through district-based
campaigns, community dialogues, virtual learning sessions, and
public discussions.

Through the Venting Room peer-support system, more than
200 psychological emergencies were documented and managed
between 2023 and 2025. These cases primarily involved acute
emotional distress (43%), suicidal ideation (31%), trauma-
related crises (17%), and severe anxiety episodes (9%). Program
records indicated an approximately 10% increase in help-
seeking behaviors compared to baseline levels recorded during
the initial six months of implementation, measured through
growth in referral requests and community-initiated contacts
for psychological support over successive six-month monitoring
periods.

Qualitative feedback from participants indicated a noticeable
shift in community attitudes toward mental health. Youth
reported greater willingness to share personal experiences,
reduced fear of stigma, and increased acceptance of mental
health as a legitimate public health concern. The visibility
of advocates as trusted “mental health champions” further
strengthened community confidence in the initiative.
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Partnerships with non-governmental organizations, including
Emmanuel International, media outlets, and local government
institutions, significantly expanded program credibility and
geographic reach. These collaborations facilitated policy-level
dialogue, resource mobilization, and broader public awareness,
reinforcing the initiative’s position as a viable complement to
Malawi’s formal mental health system.

Discussion

The findings of this study demonstrate that grassroots, youth-led,
community-based mental health model can effectively address
critical gaps in mental health awareness and emergency response
in low-resource settings such as Malawi. The Sorry I’'m Not
Sorry initiative illustrates the potential of community ownership,
peer engagement, and culturally grounded communication to
overcome structural barriers including limited professional
services, stigma, and restricted access to care.

The hybrid structure of the intervention—integrating physical
community engagement with digital platforms—proved
especially effective in expanding reach and accessibility. Digital
tools enabled rapid crisis response, sustained peer engagement,
and extended service delivery beyond geographic constraints,
while in-person activities fostered trust, cultural relevance, and
social cohesion. Advocates functioned as essential intermediaries
between communities and formal mental health services,
significantly reducing both logistical and psychological barriers
to help-seeking.

These outcomes reinforce existing evidence in global mental
health literature emphasizing the effectiveness of task-shifting,
peer support, and community participation in closing treatment
gaps in low-resource settings [7]. By operationalizing these
principles through a culturally grounded, youth-led delivery
model, the Sorry I'm Not Sorry initiative demonstrates how
locally embedded systems can complement formal health
structures while remaining adaptable, scalable, and economically
feasible.

By positioning advocates as visible and trusted mental health
champions, the initiative strengthened local capacity for the early
identification of distress and timely intervention.

From a policy perspective, the model offers a practical framework
for national mental health system strengthening. Integrating
trained youth advocates into district-level mental health strategies
could significantly expand early detection, referral capacity,
and crisis response coverage, particularly in underserved
rural communities. Formal recognition of such community-
based structures within national mental health policies would
enhance sustainability, resource mobilization, and intersectoral
collaboration [8].

Methodological Limitations

This study is subject to several limitations. The absence of a
formal control group, reliance on program-generated and self-
reported data, and the relatively short observation period limit
the ability to draw causal inferences regarding long-term mental
health outcomes. Additionally, resource constraints inherent to
low-income settings influenced both data collection scope and
methodological design. However, the primary purpose of this

work was not to establish causal relationships, but to document
the feasibility, acceptability, and early outcomes of a community-
led mental health intervention within a real-world, low-resource
context. As such, the findings provide essential practice-
based evidence to inform policy development, guide program
refinement, and serve as a foundation for future longitudinal and
controlled studies.

Despite these limitations, the initiative’s outcomes offer
compelling evidence of the value of community-driven mental
health models. The success of the Sorry I’m Not Sorry approach
underscores the importance of investing in youth leadership,
integrating culturally responsive strategies, and embedding
digital innovation within mental health systems. These findings
support calls for formal policy integration, sustained funding
mechanisms, and strengthened partnerships between civil society
and government institutions.

Future research should prioritize longitudinal evaluation,
comparative designs, and economic analyses to assess cost-
effectiveness and long-term impact. Such studies would further
clarify the role of community-led interventions in strengthening
national mental health systems and achieving sustainable mental
health coverage in low-resource contexts.

Conclusion

The Sorry I’'m Not Sorry model demonstrates that youth-driven,
community-led mental health promotion can serve as a powerful
complement to national health systems. By empowering advocates
as local champions, utilizing culturally relevant communication
strategies, and integrating digital tools for crisis response, the
initiative provides a scalable framework for strengthening mental
health access in Malawi and similar low-resource contexts.
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