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PRIDE PROGRESS HALF YEARLY REPORT NUMBER 1 

REPORTING PERIOD: 1st Jan 2016 to 30th June 2016 
 

The goals of PRIDE are to (1) develop a transdiagnostic intervention targeting common adolescent 
mental disorders, and (2) evaluate its effectiveness in reducing symptom severity and improving 
recovery rates in school-going adolescents in India. The formative research for the developmental 
framework in PRIDE is based on the methodologies developed by PREMIUM (Vellakkal and Patel 
2015).  
The current report describes the progress, with administrative groundwork and findings from the 
formative phase, of intervention development. 
 
A. Administrative Component: 

 
• The core team of the PRIDE project has now been recruited. Staff include mental health 

professionals, researchers and administrators in both the project sites, New Delhi and Goa, 
(see Appendix A for the organogram and brief biographical sketches). An international 
scientific advisory group comprising experts from India and globally has also been 
established (see Appendix A). Additional research capacity will be provided through a nested 
PhD project under the supervision of Prof. Pim Cuijpers in Vrije Universiteit Amsterdam, 
Netherlands. Visiting students from Yale University (USA) have been contributing as project 
interns. 

• Memoranda of Understanding are being finalised with the Ministry of Education and Ministry 
of Health in Goa and Delhi Governments for carrying out formative qualitative research. 

• The tender process for the development of a digital delivery platform for PRIDE has been 
completed. After presentations from three shortlisted software companies, two of the 
shortlisted companies were contracted to develop prototypes for an initial self-help 
component of the intervention (see below). The choice of the final software company will be 
based on detailed review of the user interface and content by the PRIDE senior management 
team and other members on the review panel. 

• The PRIDE public engagement component, which was awarded as a separate grant, has been 
initiated through a national competition among Indian schools to design the PRIDE logo. The 
winner (displayed above) was selected from approximately 50 entries. The hiring process for 
the PRIDE Public Engagement coordinator is complete and the chosen team member will join 
the team from August 1. 

B. Research Component: 
 

• The protocol for the qualitative component of the formative research was finalized and ethical 
approval for the formative research as a part of the intervention development protocol was 
sought and approved by the Institutional Review Boards of the partnering institutions for 
PRIDE (LSHTM, PHFI, and Sangath) and the Indian Council for Medical Research (ICMR), 
Government of India. 

• The formative research is being conducted using multiple methods.  A matrix for the research 
questions and the methods that would be employed for the formative research was developed 
and is updated every month (Appendix C). As a part of formative research we have reviewed 
approximately 60 documents including research papers, systematic reviews, and grey 
literature on prevalence and patterns of mental health disorders among adolescents in India 
and transdiagnostic intervention approaches, stepped care models, delivery strategies 
including digital platforms, and outcome measured for interventions targeting common 
mental health disorders in adolescents and/or adults. We are also reviewing the policies, 
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program guidelines and legal frameworks on adolescent health and mental health issues 
among adolescents in India. Every Monday, there is a weekly presentation followed by a 
discussion and implication for PRIDE on some of these documents. The primary research 
activities have included 3 treatment design workshops (1 in Oxford in the month of January, 
2016 and the other 2 in Goa and Bangalore, India in the months of March and May, 2016 
respectively) with national and international experts and focussed on specific research 
questions on scope, architecture, and content of the PRIDE intervention.  As a part of 
qualitative component of the formative research, 11 in-depth interviews (IDIs) with mental 
health professionals, 1 focus-group discussions (FGDs) with school counsellors in Goa 
Education Department Counselling program, 3 FGDs with school going adolescents, 2 IDIs 
with adolescents- parent dyad who had been referred to counsellors and 2 FGDs with school 
teachers in both project sites, New Delhi and Goa, were conducted from April 2016 to May 
2016. A list of the possible publications emerging from the formative phase of the 
intervention development in PRIDE has also been developed (Appendix B). 

 
The formative research, including document reviews, primary qualitative data, and treatment design 
workshops, have generated a wealth of findings, which have been summarised below: 
 
Scope of the intervention:	

• A pragmatic approach will be taken by initially selecting a broad target age range for PRIDE. 
This will span the secondary and senior secondary school populations, i.e. 11 to 19 years. The 
age range may be narrowed down further after review of the demographic profile of young 
people presenting in the clinical case series. 

• Mental health problems are prevalent among school-going adolescents in India and most 
never receive any treatment. Most adolescents who are referred to school or private 
counsellors present with psychosocial issues, often not meeting case level severity. Further, it 
would be difficult to train the non-specialist health workers in strict clinically valid diagnostic 
assessments (Murray and Jordans 2016). The research evidence seems to suggest that 
interventions that are transdiagnostic are more scalable and are at least as effective as disorder 
specific treatments (McHugh, Murray et al. 2009). Also there is robust evidence to support 
there is the problem of co-morbidity and low diagnostic stability over time, especially among 
young people. Hence, the inclusion criteria for the target group in PRIDE will be based on 
thresholds of symptom severity, assessed using a validated questionnaire, rather than 
diagnostic criteria. However, adolescents presenting with primary eating disorders, OCD, 
psychosis, sexual abuse, and/or at risk of self-harm or harm to others will be referred to a 
mental health specialist.  

 
Architecture and content of the intervention: 

• The PRIDE intervention will be delivered according to a Transdiagnostic Stepped Care 
Model. The basic principles of stepped care models advocates for high patient volume being 
managed as the first step using lower intensity and least restrictive interventions with 
progressively smaller volumes, and greater expertise in treatment, being concentrated towards 
the top step (Bower and Gilbody 2005). Stepped care models using multiple interventions of 
incremental intensity, based on the lack of desired effect of the previous level of care, offer 
the potential to increase accessibility and efficiency of evidence-based mental health care, 
particularly in low- and middle-income countries (LMICs) (Murray and Jordans 2016) 

• STEP 1 will comprise a low intensity “guided self-care” component that includes self-help for 
the adolescent, supported by a workbook or a web based platform with minimal guidance 
from a counsellor. The STEP 1 is envisaged as less resource-intensive in terms of therapist 
time and system capacity. The essential practice elements proposed for all adolescents 
presenting in STEP 1 will include assessment, engagement, psycho-education and problem-
solving. The choice of problem solving element is based on the rationale that the underlying 
mechanisms of most of the problems faced by school-going adolescents are psychosocial in 
nature. The use of minimal guidance has been shown to improve engagement and adherence 
in self-help psychological treatments so PRIDE aims to develop a collaboratively scheduled 
guidance between adolescent and the counsellor in this step. Additional resources that include 
common health and non-health concerns of adolescents like puberty, body image, sexuality, 
and alternate coping strategies for adolescents are under development. The nature and extent 
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of parental involvement for different age groups of adolescent in STEP 1 will be explored 
through further qualitative research with different stakeholders. 

• STEP 2 will comprise a high intensity face to face psychotherapeutic intervention delivered 
by a counsellor who has been trained and supervised by mental health professionals including 
psychologists and psychiatrists. The content of Step 2 is under development and all significant 
transdiagnostic approaches are being considered. These include the Unified Protocol as well 
the Modular approaches (Chorpita, Daleiden et al. 2005, Chorpita and Daleiden 2009, 
McHugh, Murray et al. 2009). In the Modular Approach, CETA is being assessed for its 
suitability for adaptation  as it has been designed for use with children and adolescents, for 
behavioural and emotional disorders, to be delivered by non specialist health workers in low 
and middle income countries (Murray, Dorsey et al. 2014). Due to the similarity of the needs, 
the PRIDE intervention team will be trained on all aspects of the CETA approach including 
supervision, by Laura Murray who has been involved in the development of CETA The 
precise inclusion criteria for stepping over from STEP 1 and/or a direct entry into STEP 2 is 
under development. However, our initial theoretical modelling suggests that Step 2 would be 
necessary in cases where there is: (i) a non-response to STEP 1; (ii) worsening of symptoms 
and/or  appearance of some pre-defined red flags during STEP 1 or (iii) as per the choice of 
the adolescent. 

• STEP 3: The inclusion criterion for direct referrals to STEP 3 and step over to STEP 3 is 
under development. It will essentially cater to non-responders of STEP 2 and will be delivered 
by clinical psychologists and psychiatrists. 

• The training of counsellors involved during STEP 1 and STEP 2 will emphasize the key role 
of non-specific elements including establishing a therapeutic alliance with the adolescent; use 
of non-judgemental, non-directive, and empathetic skills during assessment and counselling; 
and collaboration with the adolescent for achieving the therapeutic goals.  

• Clinical assessment methods for referred adolescents are also under development. A range of 
baseline assessment and monitoring tools will be used to inform shared decision-making 
according to therapeutic goals, symptoms and progress over the course of the intervention. 
 

Theoretical modelling 
• Transdiagnostic risk and protective factors for adolescent mental health difficulties have been 

conceptualised within a broad ecological-transactional framework (Cicchetti and Rogosch 
2002). This assumes that normative and abnormal developmental processes are embedded 
within a variety of ecological contexts, including the family, school, peer group and wider 
community. Risk for mental disorders increases when ecological stressors (e.g. parental 
criticism, peer victimisation, academic failure, social exclusion) are frequent and sustained. 
As well as being stressful in their own right, these experiences can undermine key 
developmental tasks and shape a more negatively oriented self-concept and worldview. By 
contrast, protective environments provide opportunities for building positive relationships and 
self-confidence, serving as a foundation for psychological well being and resilience 
throughout the life span 

• A provisional theory of change for the intervention draws on additional evidence-based 
principles of stress coping (Lazarus and Folkman 1984). As illustrated in Fig. below, our 
working framework postulates that the impact of an ecological stressor is mediated by (i) an 
adolescent’s appraisal of the stressor (i.e. the extent to which it is perceived as significant, 
threatening, and controllable), and (ii) the repertoire of available coping resources (i.e. 
strategies that can be used to change a stressful situation, or change the way a stressful 
situation is perceived).  
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• Applying these concepts to the stepped care model noted above, STEP 1 aims to reduce 
psychological distress by supporting adolescents to modify stressors in the environment. This 
will be achieved through problem-solving techniques that enhance problem-focused coping. 
Relevant appraisal processes will be targeted by modifying beliefs about the controllability of 
the stressor and/or self-perceived coping ability. STEP 2 and 3 aim to reduce psychological 
distress by enabling adolescents to select and use more adaptive emotion-focused coping 
strategies, which can mitigate the impacts of persistent stressors. This will be achieved by 
recognising and supplanting maladaptive emotion-driven behaviours such as avoidance, social 
withdrawal and aggression. Greater cognitive flexibility will be introduced into appraisal 
processes by targeting rigid emotional thoughts and attributions (e.g. dysfunctional beliefs 
about feared situations, self-blame, interpersonal hostility) 
 

C. Challenges experienced  
• Although ethical approvals have been granted by the Institutional Review Boards and ICMR, 

delays have been experienced in securing local research governance approvals from the 
Ministry of Health and Department of Education in both Delhi and Goa. These permissions 
are essential for accessing existing data sets and collecting new data from school-going 
adolescents, teachers, parents and other stakeholders. 
 

D. Plans for July 2016- September 2016 
• Continue formative research, drawing on qualitative interviews with adolescents, parents, 

teachers and other key informants; treatment design workshops with experts; along with rapid 
feedback of emergent findings. 

• Prepare for clinical case series for STEP 1 and STEP 2. The protocols for clinical research for 
the clinical series will be finalized.  

• Develop workbook and self-help digital app for STEP 1. 
• Develop clinical manuals for STEP 1 and STEP 2. 
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