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Table DS1
List of participants in the consultation exercise
Experts (n=15) Lay counsellors (n=43)
Type Psychiatrists: 10 (66.7%) Health Counsellors: 11 (25.6%)
Clinical Psychologists: 3 (20%) Health Assistants: 4 (9.3%)

Psychiatric social workers: 2(13.3%) | Hospital Ward attendants: 8 (18.6%)
Accredited Social Health Activist
(ASHA): 8 (18.6%)

Multi-purpose workers: 7 (16.3%)
School Counsellors: 5 (11.6%)

Range of Years of

Experience

1-5 1(6.7%) 28 (65.1%)
6-10 3 (20%) 7 (16.3%)
11-15 2 (13.3%) 2 (4.7%)
16-20 3 (20%) 2 (4.7%)
21-25 3 (20%) 4 (9.3%)
26-30 3 (20%) 0 (0%)

>30 0 (0%) 0 (0%)
Gender

Females 6 (40%) 33 (76.7%)
Males 9 (60%) 10 (23.3%)
Age Range

20-29 0 (0.00%) 17 (39.5%)
30-39 5(33.3%) 15 (34.9%)
40-49 5(33.3%) 11 (25.6%)
50-59 5(33.3%) 0 (0%)

Above 60 0 (0%) 0 (0%)




Table DS2
Psychological treatment strategies identified as being acceptable, feasible, effective
and with a low risk of harm

Mean MH | Mean Lay | Mean MH
experts counsellor | experts & lay
TREATMENT STRATEGY score score counsellors’
(n=15) (n=43) score
Physical exercise* 4.27 3.97 4.12
Psychoeducation* 4.09 4.01 4.05
Supportive Counselling* 4.02 3.93 3.97
Graded Task Assignment* 4.00 3.92 3.96
Family Psychoeducation* 4.10 3.78 3.94
Relaxation* 4.09 3.79 3.94
Enlisting social support* 4.05 3.73 3.89
Problem Solving* 3.78 3.70 3.74
Activity scheduling* 3.65 3.76 3.71
Religious and spiritual practices* 3.55 3.78 3.67
Identifying and managing 3.68 3.57 3.62
interpersonal triggers*
Family Counselling* 3.57 3.62 3.59
Reminescence* 3.44 3.71 3.57
Support Groups* 3.56 3.58 3.57
Treatment Planning* 3.30 3.77 3.53
Cognitive Restructuring 3.29 3.61 3.45
Value Education 3.32 3.57 3.44
Radical Acceptance 3.34 3.46 3.40
Mindfulness 3.27 3.46 3.36
Contextual Functional Analysis 3.30 3.35 3.33
Focus on past experiences and 2.99 3.47 3.23
relationships
Addressing unconscious 2.23 3.58 2.91
mechanisms

*strategies taken forwards to the next stage



Table DS3

Relationship between number of sessions and treatment response

Session number

Treatment response criteria

PHQ-9 <10 PHQ-9 5/more PHQ-9 50% score
(% response) points decline reduction
(% response) (% response)

2 (n=93) 39.8 54.8 36.6
3 (n=67) 59.7 77.6 53.7
4 (n=44) 70.4 88.6 63.6
5 (n=34) 67.6 76.5 67.7
6 (n=22) 72.7 81.8 72.2




Table DS4

Baseline characteristics of trial participants

Characteristic

Participants at baseline
Participants with follow-up data
Age

Mean (SD)

Gender

Female

Male

Marital status

Married

Widow/ divorced/separated
Single, unmarried

Highest educational level reached
None

Primary

Secondary or higher

Occupation status
Unemployed
Manual worker
Professional

No data

EUC
34
31 (91%)

42.8 (13.0)

20 (64.5%)
11 (35.5%)

22 (70.9%)
5 (16.1%)
4 (12.9%)

6 (19.3%)
17 (54.8%)
8 (25.8%)

19 (61.3%)
8 (25.8%)
3 (9.7%)
1 (3.2%)

PT
28
24 (86%)

37.6 (10.2)

18 (75.0%)
6 (25.0%)

20 (83.3%)
2 (8.3%)
2 (8.3%)

5 (20.8%)
11 (45.8%)
8 (33.3%)

12 (50.0%)
9 (37.5%)
2 (8.3%)
1 (4.2%)



Online Supplement DS1
Details of literature reviews

(1) Search strateqy for global literature review

Since the mhGAP reviews involved an extensive literature search on psychological treatments
prior to 2009, we searched electronic databases (PubMed and PsycINFO) from January 1%
2009 to January 1% 2011. The search terms (in any field) included: Depression OR depressive
AND Psycho* OR therapy OR Counseling OR treatment.

Eligibility criteria:

e Only systematic reviews (SR) and randomized controlled trials (RCTS) were included in
this review.

e There was no restriction on language, sample size, type of comparison group or outcome
measure.

e Only studies in adults (19 years and above) with DD were included in this review. Patients
with common mental disorders, anxiety disorders, adjustment disorders, and comorbid
depression and anxiety were included. Patients with comorbid physical illness also could be
included. Studies which included patients with other psychiatric conditions as their primary
diagnosis were excluded. There was no gender restriction.

e All non pharmacological treatments were included. Studies of computerized/internet based
interventions were excluded. Control groups could include any intervention including
medication.

The titles of the papers identified through the database search were screened and the
abstracts of relevant papers were retrieved. These abstracts were examined for possible
inclusion and full texts of selected papers were retrieved. The excluded titles were examined
by a second reviewer as a reliability check for the final list of the studies included in review
These full texts were then examined to determine their compliance with eligibility criteria.

(1) Search strateqy for regional literature review
We used several methods to identify literature describing the use of PT in South Asia. We
identified published (indexed) literature by searching electronic databases, hand searching
reference lists of selected papers and contacting key informants in the region for reference lists
of relevant articles. The electronic databases searched were PubMed Central, IndMed
(indexing data of articles published in Indian biomedical journals), Psycinfo, PsycExtra from
1/1/1990 to 31/12/2010. Search terms used were:
For PubMed, PsycINFo, PsycExtra:

o Depression OR Depressive OR anxiety
AND

e South Asia OR India OR Pakistan OR Bangladesh OR Sri Lanka OR Bhutan OR Nepal

OR Maldives OR Afghanistan

AND
o psycho* OR therapy OR counselling OR behaviour.

For IndMed:
1. Depression OR Depressive OR anxiety AND
2. Counseling OR psycho* OR therapy OR behaviour (each separately)
3. Psychotherapy

Search 1: (1) AND (2); Search 2: (3)

Since there is likely to be relevant PT from the region that may not have found its way into the
indexed literature, we searched the grey literature. This was obtained from two sources: visits
to key local libraries and through key informants (see Il and 1V below, respectively). The library



searches included hand searching Table of Contents of non indexed journals and, searching
library catalogues for books, project reports, manuals and dissertations. Where online
catalogues were available, the search terms employed for electronic database searches were
used. Key informants (mainly PT experts and mental health professionals) were contacted by
email and/or phone to enquire about unpublished work or ongoing research.

Inclusion criteria:

All literature from South Asia that describes the psychological treatments for DD was
included. This includes all types of research studies as well as systematic reviews, RCTS,
narrative reviews, case reports and treatment manuals. It was however required that the
papers describe or review patient based studies and are not merely authors’ opinions.
Publications in English were included.

Studies in adults (19 years and above) with DD were included. Patients with common
mental disorders, anxiety disorders, adjustment disorders, and comorbid depression and
anxiety were included. Patients with comorbid physical iliness also could be included.
Studies with patients with other psychiatric conditions as their primary diagnosis were
excluded. There was no gender restriction.

All non pharmacological treatments were included. Hence, psychotherapy, counselling,
religious treatments, meditation, etc, when used alone or with medications, were included.
Studies of only pharmacological preparations whether allopathic or from indigenous
systems of medicine were excluded.

The titles of the papers identified through the database search were screened and the
abstracts of relevant papers were retrieved. These abstracts were examined for possible
inclusion and full texts of selected papers were retrieved. These full texts were then examined
to determine their eligibility for inclusion in the review. Authors were contacted by email for full
texts that were not available online. A reminder was sent to authors who did not respond to the
first request. Additional searching was done by means of hand and archive searches of
relevant books, journals and the reference lists of included papers.

(1) List of libraries visited for the regional literature review

Library Description Types of Publications

Tata Institute of Social Sciences Prime institute in Books,

(TISS), Mumbai social science Journal articles
research and training | Theses

Post Graduate Institute, Chandigarh Prime Institute of Journals;

medical training and
research

Indian Psychology Abstracts & Reviews
Indian Psychology Reviews

National Institute of Mental Health Apex Institute of Journals
and Neurosciences (NIMHANS), training and Books
Bangalore Research in Theses:
Psychiatry 1. PhD Clinical Psychology
2. PhD Psychiatry
3. PhD Social Work
4. M Phil Psychology 5.  MSc Nursing
Institute of Human Behavior And Leading Institute of Books
Allied Sciences (IHBAS), New Delhi mental health training | Journals
and research Theses
National Medical Library, New Delhi National medical Books
library and Journals
information centre Theses




(IV) List of key informants for the regional literature review

Name

Designation

Mitchell Weiss

Professor and Head, Swiss Tropical and Public Health Institute
and University of Basel

Shubhangi Parkar

Professor of Psychiatry, KEM Hospital, Mumbai

K S Jacob

Professor of Psychiatry, Christian Medical College, Vellore

Atif Rahman

Professor of Child Psychiatry, University of Liverpool, UK and
Human Development Research Foundation, Pakistan.

Mark Jordans

Clinical Psychologist, Senior Research & Technical Advisor
HealthNet TPO

Athula Sumathipala

Consultant Psychiatrist, Institute for Research and Development,
Sri Lanka

Mohan Issacs

Former Professor of Psychiatry, NIMHANS, Bangalore

Shiv Gautam Editor, Indian Psychiatric Society Treatment Guidelines
Lalit Batra Editor, Indian Psychiatric Society Treatment Guidelines
Kiran Rao Professor of Clinical Psychology, NIMHANS, Bangalore

Freny Mahindra

Clinical Psychologist, Samaritans, Mumbai




Online Supplement DS2
List of participants of the treatment development workshops

Name | Designation and institution
INDIAN EXPERTS
Padmavati R Psychiatrist, SCARF, Chennai

Ramesh Kumar

Psychiatrist, SCARF, Chennai

Hema Tharoor

Psychiatrist, SCARF, Chennai

Arivazagan K

Psychologist, SCARF, Chennai

Shanta Kamath

Psychiatrist, SCARF, Chennai

Mangala R

Psychiatrist, SCARF, Chennai

Kotteswara Rao

Psychiatric Social Worker, SCARF, Chennai

Karpagavalli P

Clinical Psychologist, SCARF, Chennai

Suresh Kumar

Psychiatrist, Chennai

Keerthi Prem

Clinical Psychologist, Apollo Multi-Speciality Hospitals LTD,
Chennai

Nithya HM

Clinical Psychologist, VHS Medical Centre, Chennai

Sangeetha Madhu

Clinical Psychologist, Chennai Institute of Learning and
Development, Chennai

Mohan Raj S Psychiatrist, Private clinic, Chennai

Jacob KS Psychiatrist, Christian Medical College, Vellore
KV Kishore Psychiatrist, NIMHANS, Bangalore

Jagadisha N Psychiatrist, NIMHANS, Bangalore

C Naveen Kumar Psychiatrist, NIMHANS, Bangalore

Johnson R Psychiatrist , St. Johns Medical College, Bangalore

Senthil Reddy

Psychiatrist, NIMHANS, Bangalore

Paulomi Sudhir

Clinical Psychologist, NIMHANS, Bangalore

Vidya Satyanarayan

Clinical Psychologist, St. Johns Medical College, Banaglore

Aarti Taksal

PhD Student in Clinical Pscyhology, NIMHANS, Bangalore

Priya kaul

Clinical Psychologist, private practice, Bangalore

Rathna Isaac

Clinical Psychologist, private practice, Bangalore

Dharitri Ramprasad

Clinical Psychologist, The Richmond Fellowship Postgraduate
College, Bangalore

Prakashi Rajaram

Psychiatric Social Worker, NIMHANS, Bangalore

Janardhana N

Psychiatric Social Worker, NIMHANS, Bangalore

Ranganathan R

Psychiatric Social Worker, NIMHANS, Bangalore

Nagarajaiah D

Psychiatric Nurse, NIMHANS, Bangalore

INTERNATIONAL EXPERTS

Christopher Fairburn

Psychiatrist, Oxford University, UK

Michael King

Psychiatrist, University College, London, UK

Lena Verdeli

Clinical Psychologist, Teachers College, Columbia University,
USA

Ricardo Araya

Psychiatrist, University of Bristol , UK

Atif Rahman

Psychiatrist, University of Liverpool, UK

Mark Jordans

Clinical Psychologist, TPO, Netherlands and LSHTM, UK

Sona Dimidjian

Clinical Psychologist, University of Boulder, Colorado, USA

Steve Hollon

Clinical Psychologist, Vanderbilt University, Tennessee, USA

Terry Wilson

Clinical Psychologist, Rutgers University, USA

SCARF: Schizophrenia Research Foundation; NIMHANS: National Institute of Mental health and Neurosciences; LSHTM: London

School of Hygiene and Tropical Medicine




Online Supplement DS3
Reference list of papers identified in the global and regional literature reviews
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Criteria used for content analysis of psychological treatment manuals

Criteria Very Low Avg. High Very
Low (1) (2) (3) (4) high
5

8. Addressing challenges: To what extent does the
manual address problems that may arise during
treatment with solutions for these?

12



Online Supplement DS5 Log of changes made to the manual during the various stages of the treatment development process

Domain

Procedure

Rationale

Ensuring use of culturally
appropriate language and
colloquial expressions

Treatment renamed ‘Healthy Activity Program’
Use of terms such as ‘stressed’ or ‘tension’ where necessary and
avoidance of psychiatric labels such as ‘depression’ or ‘mental iliness’

'Counsellor’ used instead of ‘therapist’

‘Patient’ instead of ‘client’

Terms to describe various components of the intervention simplified. For
example, ‘Learning together’ instead of ‘assessment, “Breaking down”
and “timing” activities instead of “structuring” and “scheduling”,
addressing ‘Thinking too much’ instead of rumination’

Promoting rewarding and pleasurable activities is the therapeutic goal, and
the focusing on these behaviours is culturally valued.

Depression not well understood as a term. Stressed or burden more
understandable in the local context. To minimise stigma.

Counsellor is a widely understood term of a health professional who
provides advice/talking interventions, for e.g. HIV/AIDS and breast feeding
counsellors, and is now part of the language of national health programs
Since the intervention is based in the PHC, the medical model of a ‘patient’
seeking care for a health problem is more acceptable

Using literal translations or translations which are not culturally acceptable
is one of the major barriers in therapy and more difficult for counsellors as
well as patients to relate to.

Enhancing the therapeutic
alliance

An accompanying ‘Counselling Relationship” manual developed in
addition to the HAP manual

Emphasis on provision of hope and reassurance

To emphasise the importance of this element of treatment and provide
additional guidelines for lay counsellors to develop an effective and
collaborative therapeutic relationship

Enhance patient engagement and strengthen the therapeutic relationship
in the context of low exposure to the concept of ‘talking treatments’

Addressing culturally relevant
distress experiences

Emphasis on addressing economic and social problems faced by
patients early in the course of the treatment by increased emphasis on
involving significant other, mobilising social resources, and problem
solving

List of common problems and possible solutions listed in the manual to
aid counsellors

Detailed listing of social welfare agencies provided to facilitate referrals
when needed

Emphasis in addressing the mind body link and physical health concerns
in the early phase

Skill building techniques (e.g. communication skills) added

Advice regarding dealing with sleep difficulties and tobacco use added

Social problems trigger depression and interfere with patient engagement
and recovery if left unaddressed

Many patients presenting with multiple/severe social problems that the
counsellor found difficult to address, e.qg.: financial difficulties;
unemployment, etc

To address the distress caused by physical symptoms and health
concerns that are an integral part of the depressive experience

Lack of skills in the patient can be a barrier in effective activation
Tailored advice for presenting symptoms addresses personal concerns
and enhances engagement. Tobacco (particularly oral) frequently used
and is recognized risk factor for depression

Enhancing counsellors’ ease
in delivering the treatment

Section on handling difficult situations that the counsellor may encounter
added in the manual. For example, patient not convinced that ‘talking
treatment’ will help, patient focuses only on physical health problems
rather than emotional/psychological problems

Emphasis with clear-cut guidelines on how to deal with patients who
have high risk of suicide provided to counsellors

Outline of each phase presented in the manual step by step in practical,

Enhance skills of counsellors to manage common challenging real life
clinical situations

Enhance the confidence of counsellors in dealing with patients with high
suicide risk and to enhance the safety of the program in the context of lay
counsellors

To assist counsellors in delivering the intervention in a structured manner

13




Domain

Procedure

Rationale

user-friendly manner
Use of a phase specific session checklist for counsellors to complete at
the end of session

To provide counsellors with a guide to use during sessions so as to not
miss out any important step.

Addressing literacy barriers

Simplification of therapeutic tools. For example, activity monitoring done
in blocks of time (morning, afternoon, night) rather than hourly

Use of pictorial tools for patients with limited literacy such as depiction of
various activities in the form of pictures that the patient can then easily
track

Homework charts filled in the session with the counsellor

The mood rating done using culturally appropriate metaphors, for
example, mood ladder rating mood on a pictorial ladder from 1 to 10;
dichotomous rating i.e. good/bad mood used instead of Likert scale;
emoticons (smileys) to pictorially depict low/good mood; use a tick mark
(V) to indicate good mood and a cross (X) to indicate a low mood

To overcome limited literacy levels and lack of familiarity with the concept
of ‘homework’

Facilitated work with non-literate patients who found it difficult to quantify
their mood on a typical Likert scale. It helped to convert an abstract
concept such as mood into a more concrete, easy to understand concept

Improving patient adherence
and treatment completion

Length of treatment fixed to maximum of 8 sessions (without booster
sessions) delivered at weekly/fortnightly intervals in three phases — early,
middle and ending phase

Home visits provided as the preferred format of treatment delivery
Telephone sessions provided where feasible

Provision to deliver an abbreviated first session included

Involvement of other PHC staff sought by orientating them to the
treatment and seeking their assistance in encouraging patients to see
the counsellor

Counsellor matched from the same local community and aware of local
customs

To streamline the referral process and ensure that patients needing further
interventions are referred to a specialist.

To increase accessibility and feasibility and enhance treatment adherence
by reducing burden on patients and overcome practical barriers to help-
seeking

To accommodate patients who do not have time for the first session as
they primarily came to the PHC to see the doctor and had not factored in
the additional time for counselling

Facilitate integration with PHC services and enhance treatment adherence

Local credibility and acceptability, fluency in local dialect, shared
experience in norms and events impacting community

Attention to specific social
context

Significant others (for example, spouses, children) encouraged
participate in the intervention. Focus on improving relationship and
reducing conflict with significant others. Manual specifically includes
guidelines to involve the significant other in every phase of the treatment

Acknowledges the central role of the family in the daily lives of patients

Use of supporting material

Booklet containing information about depression, the Healthy Activity
Program and treatment worksheets provided
Information material for significant other provided

To enhance understanding and engagement with the treatment between
sessions

To enhance engagement of the significant other who may not attend
sessions
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