
Development of a transdiagnostic, lowintensity, psychological 
intervention for common adolescent mental health problems 
in Indian secondary schools

Article  (Supplemental Material)

http://sro.sussex.ac.uk

Michelson, Daniel, Malik, Kanika, Krishna, Madhuri, Sharma, Rhea, Mathur, Sonal, Bhat, 
Bhargav, Parikh, Rachana, Roy, Kallol, Joshi, Akankasha, Sahu, Rooplata, Chilhate, Bhagwant, 
Boustani, Maya, Cuijpers, Pim, Chorpita, Bruce, Fairburn, Christopher G et al. (2019) 
Development of a transdiagnostic, low-intensity, psychological intervention for common 
adolescent mental health problems in Indian secondary schools. Behaviour Research and 
Therapy. ISSN 0005-7967 

This version is available from Sussex Research Online: http://sro.sussex.ac.uk/id/eprint/84968/

This document is made available in accordance with publisher policies and may differ from the 
published  version or from the version of record. If you wish to cite this item you are advised to 
consult the publisher’s version. Please see the URL above for details on accessing the published 
version. 

Copyright and reuse: 
Sussex Research Online is a digital repository of the research output of the University.

Copyright and all moral rights to the version of the paper presented here belong to the individual 
author(s) and/or other copyright owners.  To the extent reasonable and practicable, the material 
made available in SRO has been checked for eligibility before being made available. 

Copies of full text items generally can be reproduced, displayed or performed and given to third 
parties in any format or medium for personal research or study, educational, or not-for-profit 
purposes without prior permission or charge, provided that the authors, title and full bibliographic 
details are credited, a hyperlink and/or URL is given for the original metadata page and the 
content is not changed in any way. 

http://sro.sussex.ac.uk/


 

Table 1. Formative data sources and findings  
Source / Purpose Key findings 

Intervention design 
workshops: To 
align intervention 
design parameters 
with key theoretical 
principles, recent 
empirical evidence 
and national/ 
international best 
practice; and refine 
formative research 
questions and 
methods 

• Wide age range and multiple referral routes can maximise coverage, impact and 
buy-in from schools  
 
• Delivery in schools can reduce external structural barriers to accessing 
psychological interventions, but other constraints may be faced due to daily 
timetable (e.g., 40-minute class periods), vacations and exam periods  
 
• Challenges of implementing systematic mental health screening in schools require 
brief, ecologically valid assessment tools, focused on symptom-based/functional 
dimensions rather than discrete diagnostic categories 
 
• Transdiagnostic ‘elements-based’ intervention design may have particular utility in 
designing parsimonious treatment packages in low-resource contexts 
 
• Public health impact may be strengthened through a stepped care approach that 
delivers a low-intensity intervention across diverse presentations, followed by a high-
intensity treatment for non-responders that is tailored to specific problem profiles 
(e.g., by selecting/sequencing discrete treatment modules) 
 
• A relatively brief psychological intervention, focused on ‘here and now’ strategies, 
may be favoured by adolescents and is consistent with the requirements of a low-
intensity first-line intervention  
 
• Simplified decision rules are needed to facilitate delivery by non-specialists 
 
• Digital delivery platforms and parental involvement should be explored further 
 

Scoping literature 
reviews: To align 
intervention design 
parameters and 
decisions with the 
global evidence 
base 
  

• Emerging support for transdiagnostic mechanisms in onset, maintenance and 
treatment of common mental health problems 
 
• Substantial support for stress-coping principles and their applications in cognitive 
and behavioural therapies, including self-help approaches 
 
• Self-help is most effective when provided with guidance, which may be delivered in 
various formats 
 
• Adolescents’ may prefer practical coping strategies that fit with developmental drive 
for self-determination  
 
• Stepped care models, linked to measurement feedback systems, can maximise 
effectiveness and efficiency of treatments by optimising resource allocation 
 
• Task-sharing approaches with non-specialists have been effective in a 
growing number of psychological treatment trials, particularly in low-resource 
contexts, when accompanied by adequate supervision  
 
• Peer-led supervision approaches have potential utility as part of task sharing 
 

Local stakeholder 
interviews: To 
obtain contextually 
sensitive evidence 
about types and 
causes of common 
adolescent mental 
health problems; 

• Adolescent help seeking is often driven by psychosocial stressors rather than overt 
psychiatric symptoms  
 
• Adolescents prioritise concrete, practical tips for problem resolution 
 
• Self-help is largely unfamiliar as a concept among the target population; face-to-
face guidance may help to explain materials and strengthen engagement  
 



adaptive and 
maladaptive coping 
strategies; 
knowledge and 
attitudes towards 
help-seeking; and 
preferences and 
priorities for 
psychological 
support 

• Digital technology is appealing for adolescents (especially use of 
films/animations), but there is limited access to personal devices and distribution of 
handsets could arouse suspicion from parents, teachers and peers 
 
• Adolescents are generally opposed to parental/teacher involvement in counselling, 
whereas significant adults wish to be kept informed about problems and progress 
 
• School counsellors are less likely to have strong stigmatising connotations, relative 
to psychiatrists and other clinic-based mental health service providers 
 
• Mental health literacy of staff and support for service implementation can vary 
greatly between schools 
 

Relevance 
mapping: To 
identify evidence-
based practice 
elements from 
global research 
literature that can be 
applied most widely 
to presenting 
problems in the 
target population 

• Relative to other individual practice elements, problem solving offers the most 
parsimonious coverage to the range of presenting problems likely to occur in the 
target population  
 
• This includes a substantial proportion of psychosocial problems that do not 
correspond precisely to standardised mental health symptom inventories, but may 
nevertheless be associated with elevated distress and functional impairment 
 
• The full intervention literature, as well as the subset of studies in non-Western 
contexts, all showed similar support for problem solving 
 

 

Table 2. Clinical and evaluative measures used in pilot studies  

Type Description  Administration 
in Pilot 1 

Administration 
in Pilot 2 

Outcome 
measures 
and 
clinical 
tools 

The Strengths and Difficulties 
Questionnaire (SDQ; Goodman, Ford, 
Simmons, Gatward, & Meltzer, 2000) 

is a 25-item self-report measure of 
youth mental health. A Total 
Difficulties score is derived and an 
Impact Supplement measures 
associated distress and functional 
impairment, with an additional 
descriptive item on chronicity of 
difficulties. Borderline and abnormal 
cut-offs were calculated based on the 
top 10% and 5% of scores obtained 
for a normative reference sample in 
India (Bhola, Sathyanarayanan, 
Rekha, Daniel, & Thomas, 2016) 

Counsellor at 
baseline; 
researcher at 
end of 
intervention 

Researcher at 
baseline/ end of 
intervention 

The SDQ Session by Session (SxS) 
(Hall et al., 2014, 2015) measure is a 
modified form of the SDQ Impact 
Supplement that is intended for 
intervention progress monitoring. Self-
rated items assess adolescents’ 
perceptions of recent improvement, 
impacts of problems on everyday life 
in the present and anticipated 
improvement in the future.  

Counsellor at 
each face-to-
face contact 
where the full 
SDQ was not 
used 

- 

The Youth Top Problems (YTP; Weisz 
et al., 2011) is an idiographic measure 
that identifies, prioritises and scores 

Counsellor at 
each face-to-
face contact 

Researcher at 
baseline/ end of 
intervention 



adolescents’ three main problems. 
Each of the nominated problems is 
scored from 0 (not at all) to 10 (very 
much), reflecting the extent to which it 
is a current concern. A mean score is 
calculated across the nominated 
problems. The measure has been well 
validated in US clinical populations, 
where it shows strong evidence of 
test–retest reliability, convergent and 
discriminant validity, and sensitivity to 
change. Used in Pilot 1 as a screening 
and outcome measure, and in Pilot 2 
as an outcome measure only. 

The Session Feedback Questionnaire 
(SFQ; Law & Wolpert, 2014) is an 
ultra-brief 4-item self-report measure 
of therapeutic alliance, which uses a 
5-point Likert scale to assess (i) 
relational bond between the 
counsellor and young person, (ii) 
agreement on session topics, (iii) 
understanding of session content, and 
(iv) utility of session content. It is 
widely used in clinical practice with 
adolescents in the UK, and also has 
the advantage of being freely 
available (unlike similar measures 
which are only available under paid 
license). Used in Pilot 1 to assess the 
quality of therapeutic alliance over 
time. 

Counsellor at 
each face-to-
face contact 

- 

Process 
indicators 

An 8-item self-report measure of 
service satisfaction (Larsen, Attkisson, 
Hargreaves & Nguyen) was used to 
obtain a summative index of 
intervention acceptability. Total scores 
range from 8-32 (higher 
scores=greater satisfaction). An 
established 4-level categorisation 
system (Smith et al., 2014) was used 
to benchmark different levels of 
satisfaction: poor (8–13), fair (14–19), 
good (20–25) and excellent (26–32). 

Researcher at 
end of 
intervention 

- 

Additional acceptability indicators 
were derived from referral logs and 
clinical case records. These were 
operationalized in terms of demand 
(numbers and proportions of referred 
adolescents by referral 
source/age/grade/gender); uptake 
(proportion of eligible adolescents 
participating in at least one session); 
intervention completion (as a 
proportion of adolescents starting the 
intervention), and reasons for non-
completion; session attendance (as a 

Counsellor 
(routinely 
maintained) 

Counsellor 
(routinely 
maintained) 



proportion of all scheduled sessions); 
use of materials at home/in sessions, 
and factors affecting use. 

Feasibility indicators for intervention 
delivery were operationalized in terms 
of number/duration of sessions and 
length of the completed intervention. 

Qualitative 
interviews 

Individual exit interviews with 
adolescents were based on a semi-
structured topic guide. This examined 
valued aspects of the intervention; 
barriers and facilitators to intervention 
delivery and engagement; and 
positive and negative outcomes. N=21 
adolescents were purposively 
sampled to ensure representation 
across schools, grades and gender. 

Researcher, 1-2 
weeks after end 
of intervention 

- 

A focus group discussion with 
counsellors examined the same 
domains as the adolescent exit 
interview, with an additional focus on 
suggested modifications to the 
intervention. New Delhi counsellors 
(n=3) participated alongside other 
providers with experience of delivering 
the intervention in Goa (n=4). Data 
were recorded using detailed process 
notes; these were circulated among 
intervention team members to provide 
further annotations. 

Researcher, 
mid-way through 
study 

- 

 

Box 1. Initial design (‘blueprint’) of a transdiagnostic, low-intensity, psychological intervention 
for common adolescent mental health problems in Indian secondary schools 

Eligibility criteria 
• Wide age range (11-19 years) spanning middle, high and higher secondary school 
classes) 
• Referrals to be accepted from teachers, parents and self-initiated routes 
• No specific mental health inclusion or exclusion criteria, but cases deemed ‘high risk’ (e.g. 
due to suicidality) were referred externally to a mental health specialist 
• Referrals primarily related to learning difficulties to be excluded 
 
Theoretical components 
• Provisional theory of change based on stress-coping principles 
 
Content/delivery  
• Problem-focused coping to be addressed using a guided self-help modality, delivered 
through an illustrated workbook with character-based vignettes 
• Emotion-focused coping skills introduced in supplementary handouts matched to problem 
type(s); intended to provide concrete advice about managing common adolescent 
challenges 
• Self-help materials to be supported by counsellor guidance delivered through face-to-face 
contacts 
• Parents would not ordinarily be involved in sessions 
 



Providers 
• Lay counsellors to offer brief guidance 
• Scalable supervision methods (e.g. peer-led formats) to be emphasised 
• Training to emphasise non-specific relational aspects of intervention delivery 
 
Dosing 
• Delivered over 4 weekly sessions, with an extended initial session to develop a shared 
understanding of main problems/priorities and to introduce problem-solving concepts 
• Brief weekly guidance to support use of self-help materials 
 
Methods for tailoring 
• Integrated measurement feedback system to guide intervention planning, including 
measures of problem/symptom severity, impact and therapeutic alliance 
• Targeted handouts for different problem types as a supplement to the main workbook. 
• Allocation to Step 2 based on simple remission criteria at end of Step 1 

 

 

Table 3. Evolution of the transdiagnostic, low-intensity, psychological intervention for 
common adolescent mental health problems in Indian secondary schools 
Intervention 
parameter 

Modifications for Pilot 1 Modifications for Pilot 2 

Eligibility 
criteria 

• More narrowly defined age and 
clinical criteria, assessed by brief 
standardised tools: (i) enrolled in 
grades 9-12; (ii) proficient in 
written/spoken Hindi; (iii) referral was 
not primarily for a learning difficulty; 
and (iv) clinically elevated presentation 
indicated by YTP item score >6 or 
SDQ Impact score >2. 
• Handouts (see below) distributed to 
students falling below these 
thresholds.  

• Criteria (i) to (iii) were retained.  
• Criterion (iv) modified as follows: clinically 
elevated presentation indicated by SDQ 
Total Difficulties score in Borderline/ 
Abnormal range (>19 boys, >20 girls); SDQ 
Impact score >2; SDQ chronicity item >1 
month. 
 

Theoretical 
components  

• Unchanged from blueprint (stress-
coping principles). 

• Unchanged. 

Content/ 
delivery  
 
 
 
 
 

• Problem solving was the main 
practice element, delivered through 
guided self-help.  
• Printed self-help materials 
substantially re-designed, with more 
attractive, colourful illustrations and 
professional design; shorter and 
simpler text. 
• Problem-solving steps presented 
using the acronym ‘SONGS’: identify a 
problem situation (S); identify options 
(O) to solve the problem; narrow down 
the options by considering pros and 
cons (N); go for it by trying out the best 
option (G); sit back and evaluate the 
outcome (S). 
• Workbook: new structure (‘learn it, 
practice it, do it’) applied across each 
step of problem solving to encourage 
learning and generalisation from 
workbook exercises; more varied, 
realistic vignettes. 

• Problem solving retained as main practice 
element, but delivered through active, 
counsellor-led face-to-face intervention.  
• Problem-solving steps presented using 
the acronym ‘POD’: identify and prioritise 
distressing/ impairing problems (‘Problem 
identification’); generate and select coping 
options for modifying the identified problem 
directly (problem-focused strategies), 
and/or to modify the associated stress 
response (emotion-focused strategies) 
(‘Option generation’); implement and 
evaluate the outcome of this strategy (‘Do 
it’). 
• Three psychoeducational ‘POD booklets’ 
explained problem solving through 
illustrated stories in comic book format. 
• Each booklet described a different 
problem-solving step and suggested 
corresponding practice exercise; these 
were distributed sequentially to reinforce 
learning from sessions and encourage skills 
practice. 



• Handouts: updated set of 13 
handouts structured around SONGS to 
facilitate integration with workbook; 
topics included study skills, relaxation, 
effective communication, stress 
management, anger management 
bullying, understanding love, sexuality, 
domestic violence, eating healthy, 
sleep hygiene, making a career choice 
and managing grief. 
 

• Emotion-focused coping strategies 
presented as potential options in ‘quick tips’ 
section of booklets; tips were selected from 
the most commonly used handouts in Pilot 
1 and were no longer matched to 
presentations. 
• At the final session, participants received 
a full-colour POD poster that summarised 
the three steps of problem solving. 

Providers • Therapists: three (one per school) 
female psychologists with 
postgraduate degrees; deployed with 
the intention that non-specialists would 
take over at a later stage of piloting. 
• Three counselling assistants 
recruited to help with sensitisation, 
processing of referrals and issuing 
session reminders. 
• Supervision structure initially expert-
led, with peer group supervision taking 
up increasing share of the weekly 3-
hour allocation. 

• Therapists: newly recruited counsellors, 
including nine college graduates (including 
both males and females) aged above 
18 years with no prior training in 
psychotherapy.  
• Attended weekly 2-hour peer group 
supervision meetings, in which they 
discussed one or two audio-recorded 
sessions and rated session quality using a 
structured scale. 
• Weekly telephone calls (up to 30 minutes) 
with supervisors (psychologists from Pilot 1) 
to monitor caseload and manage risk; 
option for ad hoc calls as needed. 
• Counsellors were also responsible for co-
facilitating classroom sensitisation activities 
with a researcher. 
• Counsellors received separate manuals 
for delivering the problem-solving 
intervention and sensitisation session. 

Dosing • Standard duration of Step 1 extended 
to 6 weeks, with proactive efforts to 
schedule face-to-face guidance 
sessions at weeks 1, 2, 4 and 6. 
• Flexibility around 2 additional 
meetings (up to a maximum of 6), 
according to student need and 
preference. 

• Rapid delivery schedule with 4-5 sessions 
(20-30-minute duration) delivered over 3-4 
weeks. 
• Flexibility around exact number and 
spacing of sessions, but emphasis placed 
on ‘front-loading’ contacts in order to build 
therapeutic momentum. 

Methods for 
tailoring 

• Idiographic problem measure (YTP) 
used as a method for selecting 
relevant handouts at intake (also part 
of eligibility screening).  
• Session-by-session YTP ratings 
shared in graphical format and used as 
basis for collaborative discussions 
about need for additional guidance 
sessions. 

• Progress assessed using simplified mood 
and problem measures, incorporating 
‘emojis’ on a 5-point Likert scale. 
• As before, ratings were tracked and 
reviewed at each session in a graphical 
format and informed intervention schedule 
and supervisory discussions. 

Sensitisa-
tion plan 
 
 

• Classroom sessions offered a ‘taster’ 
of problem solving (focused on 
academic stress) in order to: (i) satisfy 
demand among students with more 
transient problems; (ii) socialise 
students to problem solving; and (iii) 
provide clear information to students 
about methods and intended outcomes 
of school counselling. 
• Interested students approached the 
psychologist directly to initiate a 
referral. 

• Re-designed classroom sessions 
emphasised self-identification and 
normalisation of mental health problems. 
• Structured around animated video which 
provided age-appropriate information about 
types, causes, impacts and ways of coping 
with common mental health problems, 
followed by guided group discussion. 
• Students received a self-referral form with 
normalising information and question-based 
prompts to assist with self-identification of 
mental health problems.  



• Whole-school sensitisation activities 
included briefings with school 
principals and teachers in order to: (i) 
focus referrals on clinically elevated 
presentations; and (ii) encourage 
teachers to discuss referrals with 
students before passing on details. 

• Self-referral could be initiated in person, 
via the self-referral form, or by depositing a 
slip with the student’s name into a drop-
box. 
• Whole-school sensitisation involved more 
structured/scripted briefings for school staff.  

 

Table 4. Baseline characteristics of pilot study participants 
 Pilot 1 (N=45) Pilot 2 (N=39) 

Gender Female: n=14 (31.1%) 
Male: n=31 (68.9%) 

Female: n=13 (33.3%) 
Male: n=26 (66.7%) 

Age M=15.77 years (SD=1.77) M=15.17 years (SD=1.16) 

Grade Grade 9: n=23 (48.9%) 
Grade 10: n=3 (6.7%) 
Grade 11: n=12 (26.7%) 
Grade 12: n=8 (17.8%) 

Grade 9: n=30 (76.9%) 
Grade 10: n=5 (12.8%) 
Grade 11: n=4 (10.3%) 
Grade 12: n=0 

Referral source Self-referral: n=43 (95.6%) 
Teacher referral: n=1 (2.2%) 
Others (sibling): n=1 (2.2%) 

Self-referral: n=37 (94.9%) 
Teacher referral: n=2 (5.1%) 
Others: n=0 

SDQ Total Difficulties 
score 

M=17.53 (SD=5.65) M=23.26 (SD=3.19) 

SDQ Impact score M=4.04 (SD=1.71) M=5.21 (SD=2.47) 

YTP score M=7.37 (SD=1.47) M=5.50 (SD=2.66) 

SDQ Chronicity <1 month: n=0 
1-5 months: n=11 (24.4%) 
6-12 months: n=1 (2.2%) 
>1 year: n=33 (73.3%) 

<1 month: n=0 
1-5 months: n=10 (25.6%) 
6-12 months: n=5 (12.8%) 
>1 year: n=24 (61.5%) 

 

Table 5. Clinical outcomes  
 Pilot 1 (original 

eligibility criteria; N=38)1 
Pilot 1 (sub-analysis 
based on Pilot 2 
eligibility criteria; N=16) 

Pilot 2 (N=29)2 

SDQ Total 
Difficulties 

Pre: M=17.53 (SD=5.66) 
Post: M=13.32 (SD=5.64) 
t(37)=4.87 (p<0.001) 
d=0.79 (95% CI=0.42-
1.15) 

Pre: M=22.75 (SD=2.77) 
Post: M=15.56 (SD=7.21) 
t(15)=4.61 (p<0.001) 
d=1.15 (95% CI=0.50-
1.78) 

Pre: M=22.79 (SD=2.97) 
Post: M=15.93 (SD=6.14) 
t(28)=6.93 (p<0.001) 
d=1.29 (95% CI=0.79-1.78) 

SDQ 
Emotional 
Problems 
sub-scale 

Pre: M=5.71 (SD=2.31) 
Post: M=4.21 (SD=2.34) 
t(37)=4.11 (p<0.001) 
d=0.67 (95% CI=0.31-
1.02) 

Pre: M=7.31 (SD=1.25) 
Post: M=5.31 (SD=2.80) 
t(15)=3.76 (p=0.002) 
d=0.94 (95% CI=0.34-
1.52) 

Pre: M=6.50 (SD=1.99) 
Post: M=4.50 (SD=2.49) 
t(28)=3.46 (p=0.002) 
d=0.64 (95% CI=0.24-1.04) 

SDQ 
Conduct 
Problems 
sub-scale 

Pre: M=3.74 (SD=2.06) 
Post: M=2.34 (SD=1.88) 
t(37)=4.12 (p<0.001) 
d=0.67 (95% CI=0.31-
1.02) 

Pre: M=5.06 (SD=1.57) 
Post: M=2.63 (SD=2.22) 
t(15)=4.07 (p=0.001) 
d=1.02 (95% CI=0.40-
1.62) 

Pre: M=4.57 (SD=1.71) 
Post: M=2.96 (SD=1.88) 
t(28)=3.93 (p=0.001) 
d=0.73 (95% CI=0.31-1.14) 

SDQ 
Hyperactivity 
sub-scale 

Pre: M=4.39 (SD=1.90) 
Post: M=4.29 (SD=1.71) 
t(37)=0.29 (p=0.770) 
d=0.05 (95% CI=-0.27-
0.36) 

Pre: M=5.69 (SD=1.35) 
Post: M=4.63 (SD=2.09) 
t(15)=1.95 (p=0.070) 
d=0.49 (95% CI=-0.04-
1.00) 

Pre: M=5.96 (SD=1.86) 
Post: M=4.43 (SD=1.79) 
t(28)=4.81 (p<0.001) 
d=0.89 (95% CI=0.46-1.32) 

SDQ Peer 
Problems 
sub-scale 

Pre: M=3.68 (SD=1.80) 
Post: M=2.47 (SD=1.39) 
t(37)=4.17 (p<0.001) 
d=0.68 (95% CI=0.32-
1.03) 

Pre: M=4.69 (SD=1.35) 
Post: M=3.00 (SD=1.46) 
t(15)=3.72 (p=0.002) 
d=0.93 (95% CI=0.33-
1.51) 

Pre: M=5.75 (SD=1.65) 
Post: M=4.04 (SD=1.57) 
t(28)=6.00 (p<0.001) 
d=1.11 (95% CI=0.64 -1.57) 



SDQ Impact Pre: M=4.11 (SD=1.77) 
Post: M=0.32 (SD=0.93) 
t(37)=12.26 (p<0.001) 
d=1.99 (95% CI=1.43-
2.54) 

Pre: M=4.50 (SD=2.16) 
Post: M=0.56 (SD=1.31) 
t(15)=6.78 (p<0.001) 
d=1.70 (95% CI=0.91-
2.46) 

Pre: M=4.89 (SD=2.33) 
Post: M=1.68 (SD=2.29) 
t(28)=6.30 (p<0.001) 
d=1.17 (95% CI=0.69 – 
1.64) 

YTP Pre: M=7.18 (SD=1.45) 
Post: M=2.62 (SD=1.89) 
t(37)=11.65 (p<0.001) 
d=1.89 (95% CI=1.35-
2.42) 

Pre: M=7.49 (SD=1.78) 
Post: M=3.03 (SD=1.95) 
t(15)=6.48 (p<0.001) 
d=1.62 (95% CI=0.85-
2.36) 

Pre: M=5.41 (SD=2.76) 
Post: M=2.71 (SD=2.67) 
t(28)=4.88 (p<0.001) 
d=0.91 (95% CI=0.47 – 
1.33) 

Remission 
rate 
-Full  
-Partial 
-None 

 
 
n=28 (73.7%) 
n=9 (23.7%) 
n=1 (2.6%) 

 
 
n=8 (50.0%) 
n=8 (50%) 
n=0 (0.0%) 

 
 
n=13 (44.8%) 
n=10 (34.5%) 
n=6 (20.7%) 

1Non-completers (n=7) tended to be older (M=15.54 years vs 17.06 years) and have higher 

YTP scores at baseline (M=8.40 vs 7.18), but did not differ significantly (p>0.05) from 

intervention completers on the basis of sex or SDQ scores 

2 Non-completers (n=10) did not differ significantly (p>0.05) from intervention completers on 

the basis of age, sex or baseline scores. 

 
 

Box 2. Implementation processes1 for optimised version of PRIDE ‘Step 1’ low-intensity 
intervention 

Where? 
Intervention setting: Government-run secondary schools in New Delhi, India but with 
potential to be rolled out to other locations and in schools run by NGOs and other education 
providers 
Rationale for the setting: opportunities to reach a large, high-need adolescent population in 
a context that lacks specialised services for adolescent mental health care  
Notable facilitators: permissions from school authorities; access to classrooms for universal 
sensitisation activities 
Notable barriers related to the setting: students’ concerns about confidentiality/stigma, 
literacy difficulties; lack of involvement from parental caregivers; lack of physical 
infrastructure (e.g. private rooms); gaps in school calendar due to exam breaks and holidays 
 
What? 
Intervention class: problem-solving therapy 
Intervention components: 
     Nonspecific elements: collaboration; empathy; active listening; normalisation; eliciting 
     Commitment; discussing advantages of the intervention; discussing barriers to 
     engagement 
     Specific elements: problem solving; self-monitoring; linking affect to life events  
     Other in-session techniques: assigning homework; reviewing homework; goal setting; 
     Psychoeducation; giving direct suggestions; praise by therapist 
Adaptations for specific context or target group: rapid delivery schedule; illustrated booklets  
 
Who? 
Delivery agent: non-specialist “counsellors” with college degrees but no formal training or 
qualifications related to psychotherapy or mental health 
Selection criteria: recruited through online job portals commonly used in the local 
NGO/public sector; selection based on reasoning capacity (assessed by written test) and 
interpersonal skills (assessed by structured role-plays and interview). 



Demographics: Hindi-speaking; aged 18 years and above; mixture of males (assigned to 
all-boys schools) and females 
Notable facilitators related to the choice of delivery agent: abundance of college 
graduates in local setting; contractual accountability of intervention providers to the 
PRIDE programme 
Notable barriers related to the choice of delivery agent: harassment of female staff in all-
boys schools; perceived overlap with expansion of local Educational and Vocational 
Guidance Counsellors (EVGCs) has limited scale of implementation in New Delhi, while 
also creating an opportunity for collaboration with this expanding Government-supported 
cadre 
Compensation for the delivery agent: salaried employees of implementing organisation 
(Sangath NGO) 
Certification processes: internal processes based on completing all training requirements 
(see below) 
 

How? 
Training: 
     Trainers: master’s and doctoral-level psychologists with at least 3 years of post-   
     qualification experience 
     Format and duration of training: one week of classroom-based training involving a    
     combination of lectures, demonstrations and role-plays; followed by a minimum 6-week    
     period of field training in which counsellors carry out casework with at least four cases  
     under supervision; recurrent skills deficits noted by supervisors are addressed  
     through supplementary training workshops held on a monthly basis 
     Procedures for assessing competence: structured role-plays at the end of classroom- 
     based training and supervisors’ ratings of audio-recorded intervention sessions 
 
Supervision: 
     Supervisors: psychologists and peers 
     Format and methods of supervision: weekly 2-hour peer group supervision meetings,   
     facilitated by one of the counsellors in rotation and overseen by a supervising  
     psychologist; counsellors discuss and rate one or two audio-recorded sessions in each     
     group meeting using a structured therapy quality rating scale (see below); weekly 1:1  
     telephone calls (20-30 minutes each) are offered by supervising psychologists to  
     individual counsellors in order to monitor progress of their caseload, with option  
     for ad hoc calls as needed 
 
Intervention characteristics: 
     Delivery format: individual, face-to-face 
     Duration of intervention: 3 weeks 
     Number of sessions: 4-5 sessions delivered in temporal sequence 
     Length of sessions: 20-25 minutes 
     Quality assessment: based on a therapy quality rating scale that assesses performance  
     of relevant in-session techniques, using formats consistent with established scales (Kohrt  
     et al., 2015; Muse, McManus, Rakovshik and Thwaites, 2017) and  
     Materials: over the first three sessions, participants receive (in sequence) three colour- 
     printed “POD booklets” that explain problem solving using illustrated vignettes and  
     describe corresponding home practice exercises; participants also receive a poster in  
     their final session that summarises the three steps of problem solving and is intended to    
     encourage generalisation of skills across contexts; counsellors receive a session-by- 
     session intervention manual, visual aids to illustrate intervention structure and rationale,  
     a progress monitoring tool, and a set of session record forms 
 
1 Descriptive framework based on checklist developed by Singla et al. (2017) 

 



 
 

 

  



 
 

 


