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Abstract

Background: Evidence-based interventions are needed to reduce depression among adolescents in low- and
middle-income countries (LMICs). One approach could be cultural adaptation of psychological therapies developed
in high-income countries. We aimed to adapt the World Health Organization’s Group Interpersonal Therapy (IPT)
Manual for adolescents with depression in rural Nepal.

Methods: We used a participatory, multi-stage adaptation process involving: translation and clinical review of the
WHO Manual; desk reviews of adaptations of IPT in LMICs, and literature on child and adolescent mental health
interventions and interpersonal problems in Nepal; a qualitative study to understand experiences of adolescent
depression and preferences for a community-based psychological intervention including 25 interviews with
adolescent boys and girls aged 13-18 with depression, four focus group discussions with adolescents, four with
parents/caregivers and two with teachers, six interviews with community health workers and one with a
representative from a local non-governmental organisation (total of 126 participants); training of IPT trainers and
facilitators and practice IPT groups; and consultation with a youth mental health advisory board. We used the
Ecological Validity Framework to guide the adaptation process.

Results: We made adaptations to optimise treatment delivery and emphasise developmental and cultural aspects
of depression. Key adaptations were: integrating therapy into secondary schools for delivery by school nurses and
lay community members; adding components to promote parental engagement including a pre-group session
with the adolescent and parent to mobilise parental support; using locally acceptable terms for mental illness such
as udas-chinta (sadness and worry) and man ko samasya (heart-mind problem); framing the intervention as a
training programme to de-stigmatise treatment; and including activities to strengthen relationships between group
members. We did not adapt the therapeutic goals of IPT and conserved IPT-specific strategies and techniques,
making edits only to the way these were described in the Manual.
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Conclusions: Group IPT can be adapted for adolescents in Nepal and delivered through the education system. A
randomised controlled trial is needed to assess the impact and costs of the intervention in this setting. Future
research in LMICs to adapt IPT for adolescents could use this adapted intervention as a starting point.

Keywords: Depression, Adolescent, Interpersonal therapy, Nepal, Cultural adaptation

Background

Depression is a major cause of morbidity among adoles-
cents [1]. Without intervention it can lead to severe
social and educational impairment in the short term,
and comorbid chronic disease, further mental health
problems and reduced earning potential in adulthood
[2-5]. Adolescent mental health has been neglected by
the global health agenda and the treatment gap is large,
especially in low- and middle-income countries (LMICs)
where most adolescents live [5].

The World Health Organization (WHO) recommends
psychological therapies as a possible first line treatment
for depression [6]. Potential therapies are cognitive be-
haviour therapy, interpersonal therapy (IPT) and family
therapy which have been used in Europe and the US for
more than a century [7]. In these countries there is sub-
stantial evidence for their effectiveness in clinical and
community settings, across different age groups and
populations [8—11]. More recently psychological therap-
ies have been tested in LMICs and found to be benefi-
cial, though there is a paucity of research among child
and adolescent populations [12, 13]. Logistical challenges
to delivering therapies in these settings include the lack
of trained personnel to refer patients, facilitate therapy,
and train and supervise therapists. These challenges have
been met by training non-specialised health workers and
lay people to detect depressive symptoms [14] and de-
liver psychological therapy [15], and by providing clinical
supervision via teleconference or online supervision for-
ums [16]. Group-based rather than individual therapies
could also be more cost-effective. Moreover, the WHO
published a manual for the delivery of IPT by lay facilita-
tors in low-resource community settings using a group-
based approach [17].

Aside from the logistical challenges of delivering
therapies in LMICs, critics have questioned the applic-
ability of psychological therapies developed in so-called
“Western” settings, their cultural relevance, and their po-
tential to undermine local healing practices [7]. Two
meta-analyses reported that therapies that have been
adapted to the local culture may be more effective than
those that have not [18, 19], though a third found no
evidence for an association between adaptation to the
local situation and effect size [20]. The level of cultural
adaptation can vary from mainly logistical or peripheral

modifications, to deeper changes to core content [21].
Common areas for adaptation include language (literal
translation and the use of colloquial expressions in place
of technical terminology), use of stories, idioms and local
symbols to convey meaning, and integration of local
remedies and practices into the therapy [22]. Studies
have adopted a variety of approaches to cultural adapta-
tion, ranging from haphazard, non-empirical methods,
to more systematic approaches using a conceptual
framework and engaging local practitioners and commu-
nity members [22-24].

There are few detailed descriptions of evidence-based
cultural adaptations of psychological therapies in LMICs,
and even fewer describing adaptations for adolescents in
these settings [22, 25]. In this study we conducted the
first cultural adaption of the WHO Group IPT Manual
for adolescents with depression in Nepal. Using a multi-
stage, participatory process we aimed to adapt group
IPT for a rural population through a scalable and sus-
tainable delivery platform. Here we describe the theory
and methods involved in the process and detail the ad-
aptations made.

Methods

Research was conducted between October 2018 and
November 2019 and implemented by Transcultural
Psychosocial Organization (TPO) Nepal, a non-
governmental organisation (tponepal.org). We obtained
ethical approval from the Nepal Health Research
Council and King’s College London Research Ethics
Committee.

Setting
Adolescents in Nepal are at high risk of depression due
to a complex picture of recent and historical trauma
(two major earthquakes in 2015 and a 10-year civil war
between 1996 and 2006) on a background of socio-
economic deprivation. Mental health services are
limited, and mainly located in secondary and tertiary
care centres in Kathmandu [26]. Specialised child and
adolescent mental health services are virtually non-
existent.

Our research took place in Sindhupalchowk, a moun-
tainous district on the Nepal-Tibetan border. Most of its
population (c.288,000) live in remote villages accessed by
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underdeveloped roads or on foot. Agriculture is the
main source of income. Remittances from internal and
international labour migrants are also important [27].
The main religions are Hinduism (59.0%) and Buddhism
(38.0%) [28]. Reflecting the broader national picture, the
population in Sindhupalchowk is hierarchical and strati-
fied according to caste/ethnic group. The largest group
is Tamang (34.2%), followed by Chhetri (18.2%), Newar
(11.1%) and Brahman (10.3%) [29]. Across the district
access to public health facilities is limited: there is one
government hospital, three primary health care centres
and 76 health posts which are mainly accessible to urban
communities and those living close to a major road [30].
Net enrollment rates for primary, lower secondary and
secondary level school are 95.3, 78.0, and 42.9% respect-
ively; rates are higher among urban compared to rural
populations [29]. Sindhupalchowk was one of the dis-
tricts most severely affected by the 2015 earthquakes:
2071 people were reportedly killed and many lost family
and friends as well as their homes, schools and liveli-
hoods [31]. Research conducted in the district following
the earthquakes found that 40% of adolescents reported
symptoms of depression [32].

Interpersonal therapy

IPT is a manualised, time-limited therapy developed in
the US in the 1970s to treat depression [33]. Therapy fo-
cuses on addressing difficulties linked to four common
problems that trigger depression: grief, interpersonal dis-
putes, role transitions and social isolation. IPT has two
key principles: (i) depression is a treatable medical con-
dition and not the patient’s fault; and (ii) there is a recip-
rocal relationship between depression and interpersonal
problems. Through therapy the patient is taught various
techniques to help them analyse their interpersonal con-
text, such as linking mood to event and event to mood
and understanding how the style and content of commu-
nication can affect the outcome of a conversation. They
are encouraged to use specific strategies to address their
interpersonal problems. These include adjusting to life
without the deceased (grief), appreciating both sides of
an argument (dispute), mourning the loss of an old role
(role transition), and changing habits to promote social
engagement (social isolation). IPT was developed as an
individual therapy for depressed adults, to be delivered
by mental health specialists. Since then it has been
adapted for a variety of clinical disorders including post-
traumatic stress disorder, bipolar disorder and eating
disorders. Adaptations for adolescents include school-
based group therapy for adolescents with subclinical de-
pressive symptoms [34], individual and group-based
interpersonal psychotherapy for adolescents aged 12 to
18 (IPT-A and IPT-AG) [35, 36], and a practical self-
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help guide [37]. IPT has also been adapted for pre-
adolescents aged 7—12 years (Family-Based IPT) [38].

We selected IPT for Nepal for several reasons. IPT has
been shown to be beneficial for adolescents in other
low-income country settings [39]. IPT’s focus on inter-
personal triggers for depression is particularly relevant
during adolescence when mental illness is often driven
by interpersonal difficulties [11]. Based on previous re-
search in Nepal, IPT is highly compatible with local con-
ceptualisations of identity where people see themselves
as part of a family and community before they see them-
selves as individuals [40]. Non-specialists can facilitate
IPT and, given the dearth of mental health specialists in
rural Nepal, task-shifting to non-specialists is essential
for scalability [39]. IPT can also be delivered in a group
format. In Nepal, group therapy may be a more cultur-
ally appropriate strategy as adolescents, especially girls,
are likely to feel more comfortable meeting in a peer
environment than with unfamiliar adult facilitators in a
one-to-one setting.

The WHO Group IPT Manual outlines a simplified
version of IPT for treating depression among adults [17].
Therapy is implemented in groups by supervised non-
mental health specialists and comprises nine sessions in-
stead of the usual 12-16 typical of individual and group
IPT for adults and adolescents [41—-43]. It involves one
90-min pre-group session between the patient and
facilitator, followed by eight 90-min group sessions with
6—10 patients, organised into initial, middle and termin-
ation group phases. The Manual was developed to
complement the WHO mental health Gap Action
Programme (mhGAP), a package of care that aims to in-
crease the availability of treatment for priority mental,
neurological and substance use disorders, especially in
LMICs [6]. The Manual uses simple language and in-
cludes practical exercises and case examples to illustrate
IPT techniques and strategies. The brevity and group
format of the IPT intervention, coupled with the accessi-
bility of the Manual to non-specialists make it a suitable
starting point for the cultural adaptation of IPT in a
low-resource setting like Nepal.

Cultural adaptation approach

Various theoretical frameworks for cultural adaptation
exist [23, 44-47]. We selected the Ecological Validity
Framework because it has been widely used to adapt
psychological therapies including IPT for Puerto Rican
adolescents [48], and in Nepal to guide the adaptation of
Problem Management Plus (PM+) [49]. The Framework
outlines eight domains for adaptation: context (the
socio-economic and political environment in which
therapy occurs), persons (the patient-therapist relation-
ship), treatment goals, methods (how goals are
achieved), language, concepts (how mental health
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problems are conceptualised and communicated),
metaphors (concepts and symbols) and content (values,
customs and traditions) [45, 50]. We added a ‘develop-
mental’ domain to account for the developmental needs
and preferences of adolescents. We made adaptations to
the WHO Group IPT Manual under each of these nine
domains.

Our adaptation procedure is outlined in Fig. 1 and
included the following steps:

1. Translation and clinical review of the WHO
Group IPT Manual: A Nepali bilingual
psychosocial counsellor translated the Manual from
English into Nepali. Project clinical supervisors
critically reviewed the translated Manual and
identified potential adaptations under each
adaptation domain.

2. Desk review: We conducted three desk reviews.
The first aimed to review Nepali anthropological
literature pertaining to the four IPT problem areas
to understand how these problems are experienced
and conceptualised in Nepali society. We identified
and extracted data from 10 papers in total. The
second sought to establish the evidence base for
child and adolescent mental health interventions in
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Nepal in order to identify components of successful
interventions which could be relevant for IPT. We
identified four relevant papers. The last review
explored previous IPT interventions in LMICs to
understand how the therapy had been
implemented, including the delivery agents, training
and supervision procedures, therapy structure and
measures. We identified eight studies using IPT in
LMICs. In all reviews, we used key terms (e.g.
‘depression’, ‘interpersonal therapy’, ‘adolescents’) to
search online databases and consulted with
members of the project team who have published
extensively in national and international journals on
the topic of mental health in Nepal.

3. Qualitative research: We conducted a qualitative
study to understand experiences of depression
among adolescents in Sindhupalchowk and to
explore local community perspectives on group
psychological therapy. Data were transcripts from:
25 semi-structured interviews (SSIs) with adolescent
boys and girls aged 13—18 with depression; four
focus group discussions with adolescents aged 11—
19, four with parents/caregivers, and two with
teachers; six SSIs with community health workers
and one with a representative from a local non-
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Manual and
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of the Manual
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governmental organisation (total of 126
participants). Participants were identified through
school teachers or local community stakeholders.
Adolescents with depression were those that
scored 14 or more on the Depression Self Rating
Scale and four or more on a local functional
impairment tool [51]. Topic guides included
questions to elucidate feelings, mood and
behaviour related to depression, coping strategies,
potential intervention facilitators and barriers,
and preferred intervention delivery platforms. SSI
and focus groups were conducted in Nepali.
Transcripts were transcribed in Nepali then
translated into English. We used the Framework
Method to manage and analyse the data [52]. We
coded transcripts for deductive codes related to
identifying adolescents, scheduling sessions,
involvement of health workers, teachers and
parents, obtaining consent, and facilitators and
barriers to participation.

4. Training of IPT trainers and trainer practice
groups: Master trainers and authors of the WHO
Group IPT Manual HV and KC led a programme
to train clinical supervisors and 12 other local
psychosocial counsellors, psychologists and mental
health researchers. Training was competency-based
and followed the apprenticeship model co-
developed by HV and KC and elaborated elsewhere
[53]. It included four two-hour sessions by video
conference and 4 days in person covering IPT
principles, techniques and strategies, intervention
structure and risk management. After this we
conducted a focus group to gather feedback on the
training, the content of IPT, and its appropriateness
for adolescents in Nepal. Clinical supervisors
conducted three practice IPT groups and nine
individual cases. Master trainers provided twice
weekly supervision via teleconference. We
interviewed clinical supervisors to explore their
experiences of training in and conducting IPT.

5. Read-through workshop with the project team:
We held a workshop in Kathmandu for members of
the project team during which we reviewed findings
from Steps 1 to 4 and proposed changes to the
Manual based on these findings.

6. Training of IPT facilitators and facilitator
practice groups: Clinical supervisors trained IPT
facilitators in Sindhupalchowk. In pairs, facilitators
led practice groups with four to seven adolescents,
supervised on a weekly basis by the clinical
supervisors. We ran two focus group discussions
with facilitators to explore key challenges of
delivering IPT in Sindhupalchowk and
recommendations for further adaptation.
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7. Youth consultation: TPO Nepal regularly convenes
a Nepali youth mental health advisory board to
provide feedback on organisational programmes.
We invited board members aged 20 and younger to
a consultation about IPT. To ensure representation
of younger adolescents we also invited two
adolescents through TPO Nepal staff members.
Two males and three females aged 13 to 20
participated in the consultation, three of whom had
lived experience of depression. We sought their
opinions on how to describe IPT to adolescents and
the wider community, and how to address issues
related to confidentiality, absenteeism, and parents’
concerns about the therapy.

We proposed further changes to the Manual based on
evidence from Steps 6 and 7. Adaptations were then
shared among the project team for review and incorpo-
rated into a final version of the Manual.

Results

We made a total of 152 adaptations to the WHO Group
IPT Manual. The largest number of changes were under
the methods domain (# =45), and the least under concepts
(n=7), goals (n=7) and metaphors (n=7). Changes were
mainly adaptations to optimise treatment delivery, or to em-
phasise developmental and cultural aspects of depression.
We did not adapt the goals of IPT beyond clarifying the
aims of each phase. We conserved IPT strategies and tech-
niques, making edits only to the way these were emphasised
or explained in the Manual. Key examples of adaptations
under each domain are described below and in Table 1.

Context: enhancing accessibility, feasibility, acceptability
and compliance
We adapted the therapy for delivery through the govern-
ment secondary school system for several reasons. First, in
the qualitative study parents told us that they were more
likely to be supportive and trusting of an intervention de-
livered through schools, especially if it was perceived to
support their children’s education. In-school adolescents
said it would be easy for them to attend sessions at school
because it is where they spend most of their time, and out
of school adolescents said they felt comfortable attending
sessions in schools. Second, delivering the intervention
through schools is potentially de-stigmatising as adoles-
cents do not have to visit mental health services to obtain
treatment. Third, the education system is a potential way
to scale up IPT across Nepal and previous mental health
interventions have been successfully delivered through
schools in this setting [54, 55].

Through the qualitative study we obtained information
about adolescents’ preferences concerning the compos-
ition of groups. They felt that groups should be single
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Table 1 Key adaptations to group interpersonal therapy using the Ecological Validity Framework

Domain

Description

Examples of adaptations

Rationale (and evidence base)

Context

Persons

Goals

Developmental

Increase accessibility; enhance feasibility,

acceptability and compliance

Engaging non-mental health professionals
and promoting the therapist-patient
relationship

Clarifying and extending goals; identifying
goals relevant to adolescents in Nepal

Accounting for abrupt changes in mental
state and high reactivity among
adolescents; engaging parents and
caregivers; ensuring content is relevant for
adolescent age group

Integrate group IPT into the government
secondary education system.

Groups should be single gender but can
include adolescents from different caste/
ethnic groups, and younger and older, in
and out of school, and married and
unmarried adolescents. The preferred
group size is six to 10.

Recruit and train school nurses to facilitate
IPT. Male facilitators will also be recruited
from the local community.

Facilitators work in pairs

Include aims for each phase of group
sessions (Table 2)

Include a second pre-group session with
the adolescent and their parent/caregiver,
ideally at the adolescent’s home. The ses-
sion will use a strengths-based approach
and take on the following structure: de-
scribe group IPT as a life skills programme,
explain how will it help and state that it
does not involve money, tuition or med-
ical care; highlight the importance of con-
fidentiality and that the adolescent will

Parents are more likely to trust an
intervention if it is linked to their children’s
school. There are also private rooms
available in schools to hold the sessions,
and supportive staff to help organise
sessions and recruit adolescents. Most
adolescents in the study area are in school
and so it will be convenient for them to
attend. Out of school adolescents said
they do not have a problem attending
sessions held in schools. (Qualitative study)
In rural Nepal there are more schools than
health posts. Locating the intervention in
government schools ensures an equitable
and sustainable delivery platform, and
avoids potential stigma associated with
visiting health services for treatment.
Previous mental health interventions in
Nepal have been successfully delivered
through schools. (Desk review)

Group composition: Adolescents feel
embarrassed to talk about heart-mind
problems in front of members of other
genders but are comfortable to join
groups with adolescents from different
socio-economic backgrounds. (Qualitative
study)

Group size: A group of six to 10
adolescents is large enough for some
adolescents to be absent from sessions
without leaving those attending feeling
exposed. It is also manageable for two
facilitators. (Trainer practice groups) This
number is in line with the WHO Group IPT
Manual and an adaptation of group IPT for
adolescents in Uganda. (Desk review)

The One School, One Nurse government
policy seeks to appoint a nurse at every
government school. The role of these
nurses could be expanded to include
facilitation of IPT groups. In Nepal most
nurses are female however, adolescents
prefer a facilitator of the same gender
hence male facilitators must also be
recruited from the local community.
(Qualitative study)

Two facilitators are needed to manage the
documents and assessments and ensure
all session content is covered. (Trainer and
facilitator practice groups)

Aims are missing from the WHO Manual
and it would be helpful to clarify these to
focus the sessions and support facilitators.
(Read-through and workshop with the
project team)

Parents were anxious about what was
happening in the groups, unaware of the
potential benefits, and not supporting
their children to attend. Engaging parents
early in the intervention will help to
mobilise their support and reassure them.
(Trainer practice groups)
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Table 1 Key adaptations to group interpersonal therapy using the Ecological Validity Framework (Continued)

Domain

Description

Examples of adaptations

Rationale (and evidence base)

Language

Ensuring translation is harmonious with
Nepali language; use of local idioms of
depression; replacement of technical
terms with colloquialisms

not be able to discuss problems that
others bring to the group with members
of their family; obtain permission for the
adolescent’s participation in the group; de-
scribe how the parent or caregiver can
support the adolescent.

Chapter 4, Middle group phase: Include a
second meeting with parents or caregivers
if the adolescent is absent for two
consecutive group sessions. The aims of
the meeting are to identify the barrier to
adolescents attending sessions and to
work together to find a solution.

Chapter 4, Middle group phase: Addition of
the Bhitri-Bahiri Bhawana (meaning inside/
outside feelings) technique which prompts
adolescents to differentiate between the
feelings they project to others and their
‘true’ inner feelings.

Chapter 4, Middle group phase: In the third
group session each group member should
develop a severe distress safety plan akin
to a suicide safety plan. Facilitators should
be reminded that suicide may be one of
the first topics they have to discuss,
possibly even in the pre-group sessions.

Chapter 5, Strategies for disputes: The WHO
Manual describes three stages of disputes:
still negotiating, being stuck or ending the
relationship. Where it is desirable for a
relationship to end, the individual is
encouraged to end it, mourn and move
on. Among adolescents we should expand
the definition of ‘ending the relationship’
to include shifting the caring responsibility
(e.g. from a parent to an aunt) and
accepting the situation and finding coping
strategies.

Chapter 5, Strategies for disputes: Add a
strategy to help adolescents manage
anger. Ask the participant what they do
when they are angry. Explain that anger is
a natural emotion. Ask the participant if
their anger had a positive or a negative
effect. If negative, ask the group members
for tips about how the participant can
manage their anger so that it has a
positive effect.. Use role-play to practice
anger management. The Gestalt Empty
Chair Technique can also be used. This in-
volves participants imagining the person
with whom they have a conflict and think-
ing about what they would say to them.

Throughout the Manual, change the word
depression to udas-chinta. Introduce udas-
chinta as one type of heart-mind problem.

Absenteeism can be an issue if the parent
is not supportive of the adolescent’s
participation. (Facilitator practice groups)

Adolescents had difficulty expressing their
emotions during group sessions.
(Facilitator practice groups)

Due to potential abrupt changes in the
mental state of adolescents, suicidality
may present suddenly and adolescents
should have a plan in place to help them
manage such thoughts. Completing a
severe distress safety plan as a group
activity will help to ensure that all group
members understand and are prepared.
(Training of trainers)

Ending the relationship between
adolescents and their parents may not be
possible or appropriate, and other
solutions are required. (Read-through and
workshop with the project team)

Managing anger is one of the main
barriers adolescents face when trying to
resolve disputes (Trainer practice groups)

Although some adolescents understand
the term depression, udas-chinta (meaning
sadness-worry) is preferred because it: i) is
Nepali, (i) reflects the high prevalence of
depression/anxiety comorbidity in this
population, (i) parents may link anxiety to
the upcoming school exams and be more
likely to support adolescents’ attendance.
Heart-mind problem is a local, non-
stigmatising term for psychosocial
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Table 1 Key adaptations to group interpersonal therapy using the Ecological Validity Framework (Continued)

Domain Description Examples of adaptations Rationale (and evidence base)
problems. (Qualitative study)

Chapter 2, Individual session: The facilitator ~ ‘Recovery’ is translated as ‘healing’ in
discusses with the adolescent how to Nepali which is an unrealistic therapeutic
create an environment that will “help goal. (Clinical review of the WHO Manual)
recovery from depression”. Change to
"help you to improve your depression”.
Chapter 3, Initial Group Phase: The word Direct translation of ‘common’ in Nepali is
‘common’ is used to describe depression.  ‘normal’. Whilst depression is common it is
Replace this word with the phrase “many  not considered ‘normal’. (Training of
people have depression - about one in trainers)
four”.

Concepts Using Nepali concepts of mental ill health, Chapter 1, Introduction: In the explanation  Social isolation is a concept that facilitators
including somatic, social and religious of the social isolation problem area, may find difficult to understand and
concepts; addressing locally relevant include local examples, e.g. an adolescent  explain. Local examples will aid
stressors from the Dalit caste or a minority religion  understanding. (Desk review)

who is being excluded from friendship

groups and school activities.

Chapter 1, Introduction: Add content to The WHO Manual lacks information about

help facilitators to understand the the relevance of depression for

consequences of depression for adolescents. Linking depression to

adolescents, specifically its effects on educational outcomes will be a motivating

education friendships and relationships, as  factor for parents to send their child to

well as long term health, social and the groups. Communities may not be

economic outcomes. Link depression to aware of the health and social benefits of

healthy development and child protection. improving depression. (Read-through and
workshop with the project team)

Chapter 2, Individual session: When inviting  In the community adolescents are likely to

an adolescent to join the group, the experience stigma associated with

facilitator should describe IPT as a life skills accessing treatment for a mental health

training programme problem. Describing IPT as a training
programme will be more acceptable to
adolescents and their families and will
help to promote recruitment. (Trainer
practice groups)

Chapter 2, Individual session: Add an In Nepal, violence against children and

instruction to the facilitator to ask the adolescents is common. IPT is unlikely to

adolescent if they are experiencing any benefit adolescents who continue to live

kind of physical or sexual abuse. Give in violent homes and require additional

examples of how to ask about this. input from e.g. child protection services.

Remind facilitators that adolescents may (Facilitator practice groups)

not feel confident talking about abuse

with facilitators when they first meet and

that the facilitator should be prepared to

enquire again in later sessions. Include a

locally relevant plan in the Manual to

manage abuse and provide focussed

facilitator training on this.

Chapter 5, Strategies for dealing with life The metaphor may not be clear to

changes: Identifying the old role and participants or facilitators and requires

mourning its loss is a strategy for life further explanation. (Read-through and

changes. Elaborate on this metaphor of workshop with the project team)

mourning a previous role. Add “What can

you do that is like grieving to help you

come to terms with the role change? Take

the time to feel sad. It's OK to feel sad.”

Methods Promoting adolescent engagement; Increase the number of group sessions Two RCTs have evaluated group IPT for

adapting the intervention structure;
adapting how depression is monitored;
adapting IPT techniques and strategies

from eight to 12.

adolescents in LMICs involving 16 group
sessions, however we expect an
intervention of this duration to be
unacceptable to adolescents in
Sindhupalchowk and would incur high
drop-out rates. Trainer practice groups
suggested that adolescents take 4-5 ses-
sion to get comfortable discussing openly
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Table 1 Key adaptations to group interpersonal therapy using the Ecological Validity Framework (Continued)

Domain Description

Examples of adaptations

Rationale (and evidence base)

Metaphors and  Using stories and local examples;
content incorporating local values, customs and
practices into the Manual content

Chapter 3, Initial group phase: As a warm-
up exercise, begin each group session with
the Prativa Dekhaune Kriyakalap (meaning
share a talent) activity. Each session begins
with a group member sharing their talent
(e.g. singing, dancing, storytelling, telling
jokes, talking about an interest, hobby or
person who is important to them). The fa-
cilitator shares their talent in the first ses-
sion and asks for volunteers for the next
session.

Chapter 3, Initial group phase: Add the
Mero Mon (My Heart-Mind) game — The fa-
cilitator gives an example of a positive or
negative event (e.g. mother is cooking
your favourite food for dinner). Adoles-
cents have a handout with different emoti-
cons and point to the one that fits how
they feel about the event (e.g. a happy,
smiling emoticon). The facilitator then asks,
how does the problem make you behave
(e.g. running to reach home quickly in
order to eat the food).

Chapter 3, Initial group phase: All group
members are given a dainiki (diary) to help
them review progress, record useful
information from the group discussions
and any tasks to do outside sessions, and
provide contact information for facilitators
and other relevant services. The dainiki
should be colourful and engaging.
Facilitators should also provide stickers
and pens for adolescents to personalise
their dainikis during the sessions.

Chapter 4, Termination group phase:
Celebrate the end of the group with the
Mitho Samjhana (sweet, unforgettable
memories) activity: each adolescent sticks
a piece of paper to their back; adolescents
take turns to write positive words on each
other's back.

Chapter 6, Suggestions for Facilitators: Add
additional content to help facilitators to
address the following challenges/crises:
argument between group members,
disclosure of abuse, group member runs
away from home, elopement, illness of
group member or relative, and parents
refusing to send adolescent to the session.

in the groups and therefore eight sessions
would be insufficient. (Trainer practice
groups; Desk review)

Adolescents said they wanted fun games
to play during the group sessions. This
warm-up activity will also help adolescents
to get to know each other (Qualitative
study)

In practice groups adolescents were
finding it difficult to link their mood to IPT
problem areas. This is a fun activity
designed to help with this (Trainer
practice groups)

Adolescents want an incentive to attend
the groups and help to remember the
timing and dates of group sessions
(Qualitative study). Having a booklet
where adolescents can keep all of the key
information will empower them and
provide them with something to refer to
beyond the groups. (Trainer practice
groups)

Adolescents said they wanted fun games
to play during the group sessions.
(Qualitative study)

These are challenges that we expect
facilitators will have to manage. (Facilitator
practice groups)

IPT Interpersonal therapy, WHO World Health Organization, LMICs low- and middle-income countries, RCT randomised controlled trial

gender because they would not feel comfortable talking
about their problems in front of members of other
genders.

Persons: engaging non-mental health specialists
We recruited and trained three nurses as IPT facilitators
because a new national policy aims to appoint a nurse at

every government school and their role could plausibly
extend to the provision of student mental health care.
We also recruited six community lay workers including
three males since adolescents in the qualitative study
said they preferred a facilitator of the same gender and
the majority of nurses in Nepal are female. Facilitators
worked in pairs on the basis of trainers’ and facilitators’
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experiences of running practice groups and the need for
two people to manage all the documents and provide
support during sessions.

Treatment goals

Based on the clinical review of the Manual (Step 1) we
made adaptations to clarify the over-arching goals of
IPT: (i) to decrease depressive symptoms; (ii) to improve
interpersonal functioning by enhancing communication
skills in significant relationships; (iii) to regulate emo-
tions to stabilise mood and relationships; and (iv) to
develop interpersonal relations with peers. We also clari-
fied aims related to the initial, middle and termination
group phases (Table 2).

Developmental appropriateness for adolescents

We split the individual pre-group session into a session
with the adolescent alone at school (pre-group session
1), and a session with the adolescent and their parent,
ideally at the adolescent’s home (pre-group session 2).
Figure 2 presents the structure of IPT in the WHO
Manual (2a) compared to the adapted Nepali Manual
(2b). The purpose of pre-group session 1 was to explore
the IPT problem area, help the adolescent to link their
depressive symptoms to the problem area, and gather in-
formation about key interpersonal relationships and the
history of their depression. Pre-group session 2 involved
obtaining parental consent for the adolescent’s participa-
tion in the group, mobilising support within the family,
and building rapport with the adolescent and parent
prior to the group sessions. The decision to split the
pre-group session was based on clinical supervisors’
experience in practice groups that it was important for
facilitators to gain parental support to ensure adoles-
cents attended the group sessions.
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A key IPT strategy for managing disputes is to help
the patient establish the stage of the dispute: still negoti-
ating (parties are trying to resolve the dispute), being
stuck (the dispute appears to have met an impasse), or
dissolution (one or both parties want the relationship to
end). In practice groups with facilitators and trainers,
disputes commonly involved parents. In these disputes it
was rarely possible or appropriate for adolescents to end
the relationship with their parent. In line with an exist-
ing adaptation of IPT for adolescents [35], we therefore
expanded the definition of dissolution to include shifting
caring responsibilities from the parent to another re-
sponsible adult and accepting the situation and identify-
ing coping strategies.

Clinical supervisors running practice groups found
that adolescents had difficulty expressing their emotions
so we developed a technique called Bhitri-Bahiri
Bhawana (meaning inside/outside feelings), which
prompted adolescents to differentiate between the
feelings they projected to others and their ‘true’ inner
feelings. Since anger was the main challenge in man-
aging IPT problems related to disputes, we encouraged
adolescents to reflect on the impact of their anger and to
consider how anger could be used to have a positive
effect. We also included some breathing and relaxation
techniques.

Language

We replaced technical terms with colloquialisms and
local idioms of depression. Udas-chinta (meaning
sadness-worry) is a local non-stigmatising term that de-
scribes a depression-like syndrome. Findings from the
qualitative study suggested that adolescents commonly
experienced chinta (worry) due to school exams and that
an intervention to reduce chinta was perceived to be

Table 2 Aims for each phase of group interpersonal therapy for adolescents with depression in Nepal

Phase Aims
Pre-group Session 1: adolescent
1. Explore the IPT problem area
2. Help the adolescent to link depression and IPT problem areas
3. Gather information about key interpersonal relationships and history of depression
Session 2: adolescent and parent/caregiver
1. Obtain the parent/caregiver's consent and mobilise support for the adolescent’s participation in groups
2. Continue to strengthen rapport with the adolescent and start to build trust with the parent/caregiver
Initial 1. Help group members to feel safe and comfortable with each other so they feel able to share their experiences of depression
2. Encourage group members to review their IPT problem areas and goals
3. Explain how IPT works and create hope of recovery
Middle 1. Continue to make group members feel comfortable and encourage them to share experiences of depression
2. Help group members to listen to each other and offer ideas for dealing with problems
3. Encourage group members to try out new ideas
4. Help group members to act in a caring way towards one another
5. Continue to show that there is hope and that each group member can make changes in their life and feel better
Termination 1. Review what has happened during treatment and if/how issues related to the IPT problem area were resolved
2. Support group members to celebrate their success and say goodbye to each other
3. Make plans about how each group member can address any future or recurring problems

IPT interpersonal therapy
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Fig. 2 Structure of the World Health Organization group interpersonal therapy intervention (a) and of the adapted intervention for adolescents in
Nepal (b)

beneficial for their education. We framed udas-chinta as
one type of man ko samasya (heart-mind problem) [56].
The heart-mind is the organ of emotions, memories, and
desires. Discussing mental health in terms of heart-mind
problems has been found to be less stigmatising than
clinical terminology (e.g., mental illness, Nepali: maana-
sik rog) and is less stigmatising than other cultural con-
cepts of distress such as brain-mind problems (dimaag
ko samasya). The concept of heart-mind problems has
also been used successfully in prior mental health pro-
grammes for young people in Nepal [57].

Concepts of mental illness and locally relevant stressors
Studies identified through the desk review suggested that
mental ill health is highly stigmatised in Nepal [56, 58].
We therefore sought to frame IPT as a life-skills training
programme, emphasising its potential benefits for man-
aging school pressures, future relationships, and personal
development.

During practice groups, facilitators found that physical
and sexual abuse against adolescents was common. We
added content to the Manual to ensure facilitators pro-
actively asked about abuse and included a procedure for
assessment, management and referral, informed by the
Nepal Ministry of Health and Population Clinical Proto-
col on Gender Based Violence [59].

Facilitators and adolescents struggled with the concept
of social isolation, possibly because many lived in ex-
tended families where it was rare for them to be alone.
We therefore added further explanation and examples of
isolation, for example an adolescent from the Dalit caste
group who experienced discrimination in the community
and at school (long-term isolation), and an adolescent

who started a new school and was struggling to make
friends (recent isolation).

Methods - how treatment goals are achieved

Our experience from practice groups suggested that ad-
olescents took around four sessions to feel comfortable
and contribute to group discussions, and that the eight
group sessions outlined in the WHO Manual would be
insufficient. Interventions involving 16 group sessions
have been tested in other LMICs [39, 60], however the
remote location of our study was a potential barrier to
attendance and we anticipated high drop-out rates with
16 sessions. As a compromise we therefore increased the
number of group sessions to 12 (Fig. 2).

We included games and activities in the group sessions
to help engage adolescents, strengthen relationships be-
tween group members, and emphasise IPT techniques and
strategies. Mero Mon (My Heart-Mind) is a game to help
adolescents link events to feelings and feelings to behaviour.
The game involved the facilitator describing a positive or
negative event (e.g. mother cooking favourite food for din-
ner). Adolescents used emoticons to show how they felt
about the event (e.g. happy smiling face) and how it made
them behave (e.g. running to reach home early).

In practice groups, adolescents found it useful to have
individual records of their progress, discussions, home-
based tasks, and contact information. We therefore de-
veloped a dainiki (diary), which included a calendar of
group sessions, a section to complete for each session
describing what got better, what got worse and what
skills have been most helpful, a template for a severe dis-
tress plan, contact details, and relevant psychoeduca-
tional information and diagrams. The facilitator brought
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pens and stickers to the sessions so that adolescents
could decorate and personalise their dainikis.

Metaphors and content incorporating local values,
customs and practices

We replaced dialogue and case studies from the WHO
Manual concerning postnatal depression, coming to
terms with an HIV diagnosis, and grieving for a spouse
with examples based on adolescent cases. Based on their
experiences of the practice groups, facilitators identified
potential crises related to elopement, bullying, illness of
group members and their relatives, and arguments be-
tween group members. We therefore developed specific
and culturally appropriate guidance for managing each
of these situations.

Discussion

We described the adaption of the WHO’s Group IPT
Manual for adolescents with depression in Nepal. Key
adaptations included: integrating therapy into the school
system for delivery by school nurses and lay community
members; adding a session to promote parental engage-
ment; using locally acceptable terms for mental illness;
and framing the intervention as a training programme to
de-stigmatise treatment. A quantitative pilot trial is now
needed to assess recruitment, participation and drop-out
rates, participant trajectories, and therapist competency,
in order to fully assess the feasibility and acceptability of
group IPT in this setting.

A strength of our study is the participatory nature of
the adaptation process which involved adolescents,
parents, teachers, mental health professionals, and inter-
national IPT experts. Using a variety of methods
(e.g. focus group discussions, interviews, desk reviews)
we triangulated data to inform evidence-based adapta-
tions to the Manual. We describe and justify unique and
novel additions to group IPT including the dainiki and
games that compliment and emphasise IPT techniques
and strategies which could be relevant for other settings.
Our study helps to address the lack of detailed descrip-
tions of cultural adaptations in LMICs and is the first to
adapt IPT for Nepal. The study has several limitations.
The adaptations described here are based on our initial
formative research. Additional adaptations to the inter-
vention may be indicated following further piloting and
a future definitive trial. We adapted IPT for adolescents
in one district of Nepal. Challenges related to the re-
moteness of communities in this setting directly in-
formed the adaptation though may not be relevant in
other districts. We integrated culturally relevant lan-
guage, customs and values into the Manual, reflecting
the specific caste-ethnic composition of the population
in Sindhupalchowk. These adaptations are unlikely to be

Page 12 of 15

generalisable across the country and the Manual may re-
quire further review prior to scale up.

We build on a previous adaptation of group IPT for
adolescents in internally displaced person camps in
Uganda by adapting the intervention for delivery in a
school setting [39]. This is an advantage in terms of the
potential for sustainability and scalability in settings with
a functional education system and where adolescents
face barriers in accessing health services [61]. In LMICs
lacking an adequate health system schools are well
positioned to offer adolescent health services because
they usually outnumber health facilities and poorer
communities are more likely to have schools than health
facilities [62]. Moreover schools may be a less stigmatis-
ing setting for adolescents to access mental health care
compared to health facilities [63]. In rural Nepal there is
a concerning level of absenteeism in health facilities
wherein health workers do not come to work to provide
regular and predictable services. In a recent programme
in Nepal to improve community referral to health
facilities for mental health care, the primary care
workers trained in mental health services were not
present at the health facilities to provide services to
persons referred [64].

Many countries are already implementing school
health and nutrition programmes as a means to achieve
equitable access to education, however these pro-
grammes have historically focused on nutrition, hygiene,
HIV/AIDS prevention, providing safe water and improv-
ing sanitation: mental health has largely been ignored
[65]. Existing research on school-based mental health in-
terventions has mainly been in conflict-affected settings
and examined prevention or promotion interventions
[63]. A recent study in India reported benefits of a
school-based transdiagnostic problem-solving interven-
tion with booklets delivered by lay counsellors (college
graduates) for reducing adolescents’ psychosocial prob-
lems compared to using booklets alone, though no
significant reductions in internalising or externalising
symptoms [66]. This problem-solving intervention is
intended to be an initial brief intervention as part of a
stepped care system which also includes higher intensity
treatment for individuals with more severe symptoms.
Group IPT could be a candidate higher intensity treat-
ment. Approaches are also needed to reach out of school
adolescents who may be more vulnerable to mental
health disorders compared to their school-going peers.
In Nepal, adaptations of IPT for delivery through the in-
formal education sector or community psychosocial
workers are plausible [67].

We used the Ecological Validity Framework to guide
the adaptation [45]. The Framework offers a systematic
way to focus attention on key aspects of a psychological
therapy that are relevant to the cultural adaptation
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process. However, there have been criticisms of the
Framework, namely that it is difficult to implement, the
domains are overlapping and interpreted in different
ways, and there is little evidence to determine which
domains are important for promoting therapeutic out-
comes [68]. Cultural adaptations of interventions should
more explicitly address the proposed mechanisms of
action of an intervention within the new cultural con-
text. Enhancing social support, decreasing interpersonal
stress, processing emotions and improving interpersonal
skills are hypothesised mechanisms of IPT [69]. Our
Nepali adaptation promotes all of these mechanisms and
we worked closely with master trainers to ensure fidelity
to the original IPT model.

Engagement with parents was a major theme of adap-
tations made under the developmental domain. The
extent to which parents are involved in adolescent psy-
chological therapy differs across settings and therapy
types. In the original adaptation of IPT for adolescents
parents are involved in all three phases, whereas in an
adaptation to prevent depression (IPT-Adolescent Skills
Training) parents are invited to attend a middle phase
session [70, 71]. In a trial of group IPT for adolescents
in Uganda there was no formal parental involvement,
though parents may have been informally involved in
helping adolescents to implement IPT strategies outside
the groups and by acting as key support persons [25]. A
meta-analysis reported that combined parent-child or
family therapy treatments were more effective than indi-
vidual child therapies, however this included younger
children as well as adolescents and a diverse range of
parent and child-self reported outcomes [72].

A challenge in the adaptation process was to decide
on the number of sessions. Previous evaluations of group
IPT for adolescents in LMICs have included 16 sessions
[39, 60]. A study of individual IPT for adolescents found
that a reduction in depressive symptoms of 16% or more
at week 4 predicted remission at week 16 [73]. Among
adults, a meta-analysis of data from studies of several
psychological therapies reported that around half the
patients improved within eight sessions [74]. Recent re-
search supports the notion that around half of partici-
pants respond early to treatment (i.e. their depressive
symptoms reduce by a half by the third session) and
show sudden gains (absolute, relative and stable de-
creases in session-wise depressive symptom scores) and
this is associated with positive treatment outcomes that
are sustained over time [75]. There are cost-saving bene-
fits of a shorter intervention which has implications for
sustainability and scalability, especially in LMICs. A
briefer intervention could also help to reduce the drop-
out rate. Future research should examine the optimal
number of sessions for IPT in order to achieve a balance
between efficacy and cost-effectiveness.
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Conclusions

We report the first adaptation of the WHO Group IPT
Manual for adolescents with depression in rural Nepal.
We demonstrate how a generic therapy manual devel-
oped for adults in low-resource settings can be adapted
for use among adolescents within the education system,
through a participatory, multistage process. Although re-
sults from the study suggest the adapted intervention is
appropriate and could be beneficial in Nepal, a pilot trial
followed by a randomised controlled trial is needed to
fully assess feasibility and effectiveness of the interven-
tion for uptake and scale-up in this setting.

Abbreviations

IPT: Interpersonal therapy; LMICs: Low- and middle-income countries;

PM +: Problem management plus; SSI: Semi-structured interview; UK: United
Kingdom; WHO: World Health Organization

Acknowledgements

We are grateful to the IPT facilitators and research assistants for all of their
work on this project. We would also like to thank Dr. Kamal Gautam, Jyoti
Bohara and Vibha Neupane for their help convening the youth advisory
board.

Authors’ contributions

KRC and MJ conceptualised the study and developed the methods with IP,
PS, PBK, JM, NL, DD, KC, BK, and HV. PBK and KRC conducted desk reviews.
PBK and JM managed qualitative data collection. KC, HV and AKR ran IPT
training and supervision for IP-and PS. IP and PS led training and supervision
of IPT facilitators. IP and PS wrote the Nepali IPT Manual with input from all
other authors. KRC and MJ acquired the funding. KRC wrote the first draft of
the article. All authors read and approved the final draft.

Funding

This work was supported by the UK Medical Research Council, the National
Institute for Health Research and the Department for International
Development (grant reference: MR/R020434/1). The funder had no role in
the design of the study and collection, analysis, and interpretation of data
and in writing the manuscript.

Availability of data and materials
Data from this study are not suitable for sharing because of the difficulties of
fully anonymising qualitative data.

Ethics approval and consent to participate

We obtained ethical approval from the Nepal Health Research Council and
King's College London Research Ethics Committee (HR-18/19-8427). Research
participants provided informed consent to participate in the study. We also
obtained consent from a parent or caregiver for research participants aged 17
or younger.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Global Health and Social Medicine, King's College London,
London WC2B 4BG, UK. “Transcultural Psychosocial Organization Nepal,
Kathmandu, Nepal. 3Institute for Global Health, University College London,
London, UK. *Psychological Services, Ruth and Allen Ziegler Student Services
Division, Tel Aviv University, Tel Aviv, Israel. °Global Mental Health Lab,
Teachers College, Columbia University, New York, NY, USA. ®Department of
Psychiatry and Behavioral Sciences, and Department of Global Health,
George Washington University, Washington, DC, USA. “Centre for Global
Mental Health, Institute of Psychiatry, Psychology and Neurosciences, King's
College London, London, UK.



Rose-Clarke et al. BVIC Psychology

(2020) 8:83

Received: 17 April 2020 Accepted: 27 July 2020
Published online: 12 August 2020

References

1.

20.

Mokdad AH, Forouzanfar MH, Daoud F, Mokdad AA, El Bcheraoui C, Moradi-
Lakeh M, et al. Global burden of diseases, injuries, and risk factors for young
people’s health during 1990-2013: a systematic analysis for the global
burden of disease study 2013. Lancet. 2016;387(10036):2383-401.

Chisholm D, Sweeny K, Sheehan P, Rasmussen B, Smit F, Cuijpers P, et al.
Scaling-up treatment of depression and anxiety: a global return on
investment analysis. Lancet. 2016;3(5):415-24.

Gibb SJ, Fergusson DM, Horwood J. Burden of psychiatric disorder in young
adulthood and life outcomes at age 30. Br J Psychiatry. 2010;197(2):122-7.
Patel V, Chisholm D, Parikh R, Charlson FJ, Degenhardt L, Dua T, et al.
Addressing the burden of mental, neurological, and substance use
disorders: key messages from disease control priorities, 3rd edition. Lancet.
2016;387(10028):1672-85.

Thapar A, Collishaw S, Pine DS, Thapar AK. Depression in adolescence.
Lancet. 2012;379(9820):1056-67.

World Health Organization. mhGAP Intervention Guide - Version 2.0 for
mental, neurological and substance use disorders in non-specialised health
settings. 2016.

Bernal G, Domenech Rodriguez MM. Cultural adaptation in context:
Psychotherapy as a historical account of adaptations. Bernal, Guillermo [Ed],
ORCID: 0000-0001-8855-1314; Domenech Rodriguez, Melanie M [Ed],
ORCID: 0000-0002-6610-6890 (2012) Cultural adaptations: tools for
evidence-based practice with diverse populations (pp 3-22) xix, 307 pp
Washington, DC, US: American Psychological Association; US. 2012:3-22.
Andersson G, Cuijpers P. Internet-based and other computerized
psychological treatments for adult depression: a meta-analysis. Cogn Behav
Ther. 2009;38(4):196-205.

Cuijpers P, Berking M, Andersson G, Quigley L, Kleiboer A, Dobson KS.
A meta-analysis of cognitive-Behavioural therapy for adult depression,
alone and in comparison with other treatments. Can J Psychiatry. 2013;
58(7):376-85.

Cuijpers P, van Straten A, Smit F. Psychological treatment of late-life
depression: a meta-analysis of randomized controlled trials. Int J Geriatr
Psychiatry. 2006;21(12):1139-49.

Zhou X, Hetrick SE, Cuijpers P, Qin B, Barth J, Whittington CJ, et al.
Compoarative efficacy and acceptability of psychotherapies for depression in
children and adolescents: a systematic review and network meta-analysis.
World Psychiatry. 2015;14(2):207-22.

Singla DR, Kohrt BA, Murray LK, Anand A, Chorpita BF, Patel V. Psychological
treatments for the world: lessons from low- and middle-income countries.
Annu Rev Clin Psychol. 2017;13:149-81.

Barbui C, Purgato M, Abdulmalik J, Acarturk C, Eaton J, Gastaldon C, et al.
Efficacy of psychosocial interventions for mental health outcomes in low-
income and middle-income countries: an umbrella review. Lancet
Psychiatry. 2020;7(2):162-72.

Jordans MJD, Kohrt BA, Luitel NP, Komproe IH, Lund C. Accuracy of
proactive case finding for mental disorders by community informants in
Nepal. Br J Psychiatry. 2015;207(6):501-6.

Rahman A, Malik A, Sikander S, Roberts C, Creed F. Cognitive behaviour
therapy-based intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a cluster-randomised
controlled trial. Lancet. 2008;372(9642):902-9.

Wagner B, Schulz W, Knaevelsrud C. Efficacy of an internet-based
intervention for posttraumatic stress disorder in Irag: a pilot study.
Psychiatry Res. 2012;195(1-2):85-8.

World Health Organization, Columbia University. Group interpersonal
therapy (IPT) for depression. (WHO generic field-trial version 1.0). Geneva:
WHO; 2016.

Benish SG, Quintana S, Wampold BE. Culturally adapted psychotherapy and
the legitimacy of myth: a direct-comparison meta-analysis. J Couns Psychol.
2011;58(3):279-89.

Hall GCN, Ibaraki AY, Huang ER, Marti CN, Stice E. A meta-analysis of cultural
adaptations of psychological interventions. Behav Ther. 2016;47(6):993-1014.
Cuijpers P, Karyotaki E, Reijnders M, Purgato M, Barbui C. Psychotherapies for
depression in low- and middle-income countries: a meta-analysis. World
Psychiatry. 2018;17(1):90-101.

22.

23.

24

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

Page 14 of 15

Heim E, Harper M, van't Hof E, Carswell K. Cultural adaptation of scalable
interventions. In: Maercker A, Heim E, Kirmayer LJ, editors. Cultural clinical
psychology and PTSD. Boston: Hogrefe Publishing; 2019.

Chowdhary N, Jotheeswaran AT, Nadkarni A, Hollon SD, King M, Jordans MJ,
et al. The methods and outcomes of cultural adaptations of psychological
treatments for depressive disorders: a systematic review. Psychol Med. 2014;
44(6):1131-46.

Hwang W-C. The psychotherapy adaptation and modification framework:
application to Asian Americans. Am Psychol. 2006;61(7):702-15.

Ramaiya MK, Fiorillo D, Regmi U, Robins CJ, Kohrt BA. A cultural
adaptation of dialectical behavior therapy in Nepal. Cogn Behav Pract.
2017;24(4):428-44.

Verdeli H, Clougherty K, Onyango G, Lewandowski E, Speelman L,
Betancourt TS, et al. Group interpersonal psychotherapy for depressed
youth in IDP camps in northern Uganda: adaptation and training. Child
Adolesc Psychiatr Clin N Am. 2008;17(3):605-24.

Luitel NP, Jordans MJD, Adhikari A, Upadhaya N, Hanlon C, Lund C,
Komproe IH. Mental health care in Nepal: Current situation and challenges
for development of a district mental health care plan. Confl Health. 2015,9:3.
https://doi.org/10.1186/513031-014-0030-5.

Ministry of Labour and Employment. Labour migration for employment. A
status report for Nepal: 2014/2015. Kathmandu: Government of Nepal; 2016.
Central Bureau of Statistics. National Population and Housing Census 2011.
Kathmandu: 2011. https://unstats.un.org/unsd/demographic-social/census/
documents/Nepal/Nepal-Census-2011-Vol 1.pdf.

UN Women. Sindhupalchok Gender Profile. 2016.

PHASE Worldwide. Our Work/ Locations/ Sindhupalchok [Available from:
https://phaseworldwide.org/locations/sindhupalchok/. Accessed 3 Aug 2020.
Government of Nepal. Nepal Disaster Risk Reduction Portal [Available from:
http://drrportal.gov.np/photos/details/disaster-maps-18th-baishakh-2072.
Accessed 3 Aug 2020.

Silwal S, Dybdahl R, Chudal R, Sourander A, Lien L. Psychiatric symptoms
experience by adolescents in Nepal following the 2015 earthquakes. J Affect
Disord. 2018;234:239-46.

Klerman GL, Weissman MM, Rounsaville BJ, Chevron E. Interpersonal
psychotherapy of depression. New York: Basic Books; 1984.

Young J, Mufson L, Gallop R. Preventing depression: a randomized trial of
interpersonal psychotherapy-adolescent skills training. Depress Anxiety.
2010,27:426-33.

Mufson L, Dorta KP, Moreau D, Weissman MM. Interpersonal psychotherapy
for depressed adolescents. 2. New York: Guilford Press; 2004.

Mufson L, Gallagher T, Dorta KP, Young JF. A group adaptation of
interpersonal psychotherapy for depressed adolescents. Am J Psychother.
2004;58(2):220-37.

Law R. Defeating teenage depression: getting there together: Robinson;
2016.

Dietz LJ, Weinberg RJ, Brent DA, Mufson L. Family-based interpersonal
psychotherapy (FB-IPT) for depressed preadolescents: examining efficacy
and potential treatment mechanisms. J Am Acad Child Adolesc Psychiatry.
2015;54(3):191-9.

Bolton P, Bass J, Betancourt T, Speelman L, Onyango G, Clougherty KF, et al.
Interventions for depression symptoms among adolescent survivors of war
and displacement in northern Uganda: a randomized controlled trial. JAMA.
2007;298(5):519-27.

Tol W, Jordans M, Regmi S, Sharma B. Cultural challenges to psychosocial
counselling in Nepal. Transcult Psychiatry. 2005;42(2):317-33.

MacKenzie KR, Grabovac AD. Interpersonal psychotherapy group (IPT-G) for
depression. J Psychother Pract Res. 2001;10(1):46-51.

Markowitz JC, Weissman M. Interpersonal psychotherapy: principles and
applications. World Psychiatry. 2004;3(3):136-9.

Mufson L, Dorta KP, Wickramaratne P, Nomura Y, Olfson M, Weissman MM.
A randomized effectiveness trial of interpersonal psychotherapy
forDepressed adolescents. Arch Gen Psychiatry. 2004,61(6):577-84.

Barrera M, Gonzalez-Castro F. A heuristic framework for the cultural
adaptation of interventions. Clin Psychol Sci Pract. 2006;13(4):311-6.

Bernal G, Bonilla J, Bellido C. Ecological validity and cultural sensitivity for
outcome research: issues for cultural adaptation and development of
psychosocial treatments with Hispanics. J Abnorm Child Psychol. 1995;23(1):
67-82.

Kilbourne AM, Neumann MS, Pincus HA, Bauer MS, Stall R. Implementing
evidence-based interventions in health care: application of the replicating


https://doi.org/10.1186/s13031-014-0030-5
https://unstats.un.org/unsd/demographic-social/census/documents/Nepal/Nepal-Census-2011-Vol1.pdf
https://unstats.un.org/unsd/demographic-social/census/documents/Nepal/Nepal-Census-2011-Vol1.pdf
https://phaseworldwide.org/locations/sindhupalchok/
http://drrportal.gov.np/photos/details/disaster-maps-18th-baishakh-2072

Rose-Clarke et al. BVIC Psychology

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

(2020) 8:83

effective programs framework. Implement Sci. 2007;2:42. https://doi.org/10.
1186/1748-5908-2-42.

Lau AS. Making the case for selective and directed cultural adaptations of
evidencebased treatments: examples from parent training. Clin Psychol Sci
Pract. 2006;13(4):295-310.

Rossellé J, Bernal G. Adapting cognitive-behavioral and interpersonal
treatments for depressed Puerto Rican adolescents. In: Hibbs ED, Jensen PS,
editors. Psychosocial treatments for child and adolescent disorders:
Empirically based strategies for clinical practice. Washington DC: American
Psychological Association; 1996.

Sangraula M, Van't Hof E, Luitel NP, Turner EL, Marahatta K, Nakao JH, et al.
Protocol for a feasibility study of group-based focused psychosocial support
to improve the psychosocial well-being and functioning of adults affected
by humanitarian crises in Nepal: group problem management plus (PM+).
Pilot Feasibility Stud. 2018;18(4):126.

Bernal G, Saez-Sanriago E. Culturally centered psychosocial interventions. J
Community Psychol. 2006;34:121-32.

Kohrt BA, Jordans MJ, Tol WA, Luitel NP, Maharjan SM, Upadhaya N.
Validation of cross-cultural child mental health and psychosocial research
instruments: adapting the Depression Self-Rating Scale and Child PTSD
Symptom Scale in Nepal. BMC Psychiatry. 2011;11(1):127. https.//doi.org/10.
1186/1471-244X-11-127.

Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health
research. BMC Med Res Methodol. 2013;13:117.

Murray LK Dorsey S, Bolton P, Jordans MID, Rahman A, Bass J, et al.
Building capacity in mental health interventions in low resource countries:
an apprenticeship model for training local providers. Int J Ment Heal Syst.
2011;5(1):30.

Jordans M, Komproe IH, Tol W, Kohrt BA, Luitel NP, Macy RD, et al.
Evaluation of a classroom-based psychosocial intervention in conflict-
affected Nepal: a cluster randomized controlled trial. J Child Psychol
Psychiatry. 2010;51(7):818-26.

Adhikari RP, Upadhaya N, Satinsky EN, et al. Feasibility study of a family- and
school-based intervention for child behavior problems in Nepal. Child
Adolesc Psychiatry Ment Health. 2018;12:20. https://doi.org/10.1186/513034-
018-0226-3.

Kohrt BA, Harper I. Navigating diagnoses: understanding mind-body
relations, mental health, and stigma in Nepal. Cult Med Psychiatry. 2008;
32(4):462.

Karki R, Kohrt BA, Jordans MJD. Child led indicators: pilot testing a child
participation tool for psychosocial support programmes for former child
soldiers in Nepal. Intervention. 2009;7(2):92-109.

Kohrt BA, Hruschka DJ. Nepali concepts of psychological trauma: the role of
idioms of distress, ethnopsychology and ethnophysiology in alleviating
suffering and preventing stigma. Cult Med Psychiatry. 2010;34:322-52.
Ministry of Health and Population. Clinical protocol on gender based
violence. Kathmandu: Government of Nepal; 2015.

Thurman TR, Nice J, Taylor TM, Luckett B. Mitigating depression among
orphaned and vulnerable adolescents: a randomized controlled trial of
interpersonal psychotherapy for groups in South Africa. Child Adolesc
Mental Health. 2017,22(4):224-31.

Nair M, Baltag V, Bose K, Boschi-Pinto C, Lambrechts T, Mathai M. Improving
the Quality of Health Care Services for Adolescents, Globally: A Standards-
Driven Approach. J Adolesc Health. 2015,57(3):288-98.

Bundy DAP, Schultz L, Sarr B, et al. The School as a Platform for Addressing
Health in Middle Childhood and Adolescence. In: Bundy DAP, Silva Nd,
Horton S, et al. editors. Child and Adolescent Health and Development. 3rd
edition. Washington (DC): The International Bank for Reconstruction and
Development / The World Bank; 2017. Chapter 20. Available from: https.//
www.ncbi.nlm.nih.gov/books/NBK525255/.

Fazel M, Patel V, Thomas S, Tol W. Mental health interventions in schools in
low-income and middle-income countries. Lancet Psychiatry. 2014;1(5):388-98.
Bhardwaj A, Subba P, Rai S, Bhat C, Ghimire R, Jordans MID, et al. Lessons
learned through piloting a community-based SMS referral system for
common mental health disorders used by female community health
volunteers in rural Nepal. BMC Res Notes. 2020;13(1):309.

Health) FFROES. Monitoring and Evaluation Guidance for School Health
Programs: Eight Core Indicators to Support FRESH. 2014. https://
hivhealthclearinghouse.unesco.org/sites/default/files/resources/FRESH_
M9626E_CORE_INDICATORS pdf.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

Page 15 of 15

Michelson D, Malik K, Parikh R, Weiss HA, Doyle AM, Bhat B, et al.
Effectiveness of a brief lay counsellor-delivered, problem-solving
intervention for adolescent mental health problems in urban, low-income
schools in India: a randomised controlled trial. Lancet Child Adolesc Health.
2020/4(8):571-82.

Van't Hof E, Sangraula M, Luitel NP, Turner EL, Marahatta K, van Ommeren
M, et al. Effectiveness of group problem management plus (group-PM+) for
adults affected by humanitarian crises in Nepal: study protocol for a cluster
randomized controlled trial. Trials. 2020;21(1):343.

Heim E, Kohrt BA. Cultural Adaptation of Scalable Psychological
Interventions: A New Conceptual Framework. Clinical Psychology in Europe.
2019;1(4):1-22. https://doi.org/10.32872/cpev1i4.37679.

Lipsitz JD, Markowitz JC. Mechanisms of change in interpersonal therapy
(IPT). Clin Psychol Rev. 2013;33(8):1134-47.

Mufson L, Sills R. Interpersonal psychotherapy for depressed adolescents
(IPT-A): an overview. Nordic J Psychiatry. 2006,60(6):431-7.

Young JF, Benas JS, Schueler CM, Gallop R, Gillham JE, Mufson L. A
randomized depression prevention trial comparing interpersonal
psychotherapy--adolescent skills training to group counseling in schools.
Prev Sci. 2016;17(3):314-24.

Dowell KA, Ogles BM. The effects of parent participation on child
psychotherapy outcome: a meta-analytic review. J Clin Child Adolesc
Psychol. 2010;39(2):151-62.

Gunlicks-Stoessel M, Mufson L. Early patterns of symptom change signal
remission with interpersonal psychotherapy for depressed adolescents.
Depress Anxiety. 2011;28:525-31.

Howard KI, Kopta SM, Krause MS, Orlinsky DE. The dose-effect relationship in
psychotherapy. Am Psychol. 1986;41(2):159-64.

Singla DR, Hollon SD, Fairburn CG, Dimidjian S, Patel V. The roles of early
response and sudden gains on depression outcomes: findings from a
randomized controlled trial of behavioral activation in Goa, India. Clin
Psychol Sci. 2019;7(4).768-77.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions


https://doi.org/10.1186/1748-5908-2-42
https://doi.org/10.1186/1748-5908-2-42
https://doi.org/10.1186/1471-244X-11-127
https://doi.org/10.1186/1471-244X-11-127
https://doi.org/10.1186/s13034-018-0226-3
https://doi.org/10.1186/s13034-018-0226-3
https://www.ncbi.nlm.nih.gov/books/NBK525255/
https://www.ncbi.nlm.nih.gov/books/NBK525255/
https://hivhealthclearinghouse.unesco.org/sites/default/files/resources/FRESH_M%26E_CORE_INDICATORS.pdf
https://hivhealthclearinghouse.unesco.org/sites/default/files/resources/FRESH_M%26E_CORE_INDICATORS.pdf
https://hivhealthclearinghouse.unesco.org/sites/default/files/resources/FRESH_M%26E_CORE_INDICATORS.pdf
https://doi.org/10.32872/cpe.v1i4.37679

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Setting
	Interpersonal therapy
	Cultural adaptation approach

	Results
	Context: enhancing accessibility, feasibility, acceptability and compliance
	Persons: engaging non-mental health specialists
	Treatment goals
	Developmental appropriateness for adolescents
	Language
	Concepts of mental illness and locally relevant stressors
	Methods – how treatment goals are achieved
	Metaphors and content incorporating local values, customs and practices

	Discussion
	Conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

