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Key learnings, outputs and outcomes — an overview

This study demonstrates that implementation of
Nae Disha, a group-based intervention promoting
mental health and resilience during a pandemic
was relevant and feasible when transmission
prevention adaptations were followed. The key
strategies that supported effective implementation
were; forming smaller groups to reduce risk of viral
infections, use of Whatsapp! and other virtual
technologies for training and coaching of
facilitators, use of local facilitators and examples in
module content to ensure content relevant and
contextual, building trust and relationships before
presenting confronting gender relations content
and building skills and knowledge through dynamic
and participatory games and role plays. This
process evaluation also indicates that the Nae
Disha intervention is replicable across communities

Ruman —an adolescent from a disadvantaged
household was depressed, shy and quiet.
Initially she was not allowed to leave her home
to attend the sessions. A community worker
visited her parents and convinced them to
allow her to join the sessions. Ruman was able
to be a part of the sessions and in the end-line
women’s day program, she volunteered to
perform a dance alone on stage.

“Ruman was so shy in the beginning — now she
is bold enough to come forward and say that
she will perform alone!” — facilitator

in similar settings and that family support is crucial in increasing participation of young people;
especially young women. The role of local facilitators was key to building trust with parents and
ensuring content was relevant and acceptable for young people.

e 440 adolescents participated in Nae Disha sessions
e 11 boys’ groups and 32 girls’ groups formed to facilitate sessions
e Formed advisory group and held meeting to guide implementation including school principals

and teachers

e Strong attendance as young people were available due to school closure

e Sessions with school students (vs young people out of school) were easier to conduct as young
people were familiar with group discipline requirements learnt from school environment

e There was high interest from many adolescents in the community who were not included in
this round of sessions. We did not have enough staff to run that many sessions although

interest was very high.

1 Whatsapp is a free messaging and video calling application for mobile phones




Introduction

Young people are at risk for mental ill-health in the COVID era with the experience of disrupted
schooling, employment, income, social contact and mobility, and additionally, many have lost family
members and peers due to COVID infection health (Kumar et al. 2021). Further, 75% of people
identified with a mental health problem experience onset younger than 24 years and 50%, younger
than 14 years (Kessler et al. 2005). Adolescents confined to their households during lockowns
described that they experienced stress because of parental anxiety, changes in daily routine,
increased violence in families and lack of accesst to peers, teachers and physical activity (Patra and
Patro 2020).

Nae Disha (New Pathways) is a four month long community based youth resilience and mental
health intervention developed by Burans, a community mental health initiative of Herbertpur
Christian Hospital (one of the hospitals under Emmanuel Hospital Association).

In this iteration, although originally planned to be conducted within schools, Nae Disha was
facilitated among school going adolescents in the community. The COVID-19 pandemic context
facilitated increased attendance and engagement in the Nae Disha intervention because schools
were closed, casual employment was limited and Nae Disha groups provided opportunity to socialise
with peers. However, the pandemic setting also substantially increased the workload of
implementation in multiple ways. The key mechanisms that support implementation are; use of local
facilitators, appropriate sequencing of modules and confronting content, a dynamic and engaging
format of session delivery (group sessions with games relevant to topic).

Nae Disha pilot implementation was conducted in 2015 among 106 young women who had dropped
out of school and a year later, among 142 young people impacted by mental health problems in
Dehradun district, North India. Both studies showed statistically significant increases in resilience,
social inclusion and mental health using validated psychometric scales in pre-post studies (K Mathias
et al. 2018; Kermode et al. 2020). A realist evaluation of this intervention demonstrated mechanisms
that led to positive intermediate outcomes such as new peer friendship networks, increased
community participation, greater self-efficacy and improved public image (Kaaren Mathias et al.
2019a) and primary outcomes of improved mental health and greater social inclusion.

In this study our aim was to evaluate the implementation processes in conducting the Nae Disha
youth resilience intervention in disadvantaged urban communities in North India, among school-
going young people, and to assess the immediate outcomes achieved.



Methods

Setting

Nae Disha was implemented by Burans from September to December 2020, following the first wave
of the Indian COVID-19 pandemic. It was set in three urban and peri-urban sites selected because of
their highly disadvantaged and densely co-located communities, in Uttarakhand, North India, among
426 school-going adolescents. The socio-demographic profile of Dehradun district compared with
Uttarakhand state and the national data is provided in Table 1, showing the district as more urban,
with a powerful patriarchy evidenced by the male preference in the low sex ratio (indicating male
preference) and the higher rates of literacy afforded to men.

Table 1. Socio-demographic profile of the study district, with state-level and national comparison

data (“Census of India Website : Office of the Registrar General & Census Commissioner, India”
2011)

Indicator National - India Uttarakhand Dehradun

Total population 1,200 10.1 1.7

(million people)

% population rural 72.2 69.5 44,5
% population under 15 years 34.9 28.9 26.9
Sex ratio (female to 1000 males) 940 963 902
Literacy (% literate female) 65.5 70.1 78.4
Literacy (% literate male) 82.1 87.4 89.4

Participants

Facilitators formed groups of eight to ten adolescents of the same gender, going to the same
government school, and aged 13 — 18 years (Class 7-9) from communities, where sessions were held.
Facilitators recruited participants by visiting house-holds door to door and by contacting known
young people from the community and used snowball sampling to recruit participants.

Intervention

Nae Disha intervention includes two key components:

1) Relationship building with the community - meeting parents, young people and building
relationships

2) Group participation in an interactive and structured curriculum that builds on youth
development and positive psychology precepts, which is described elsewhere in greater detail
(Kaaren Mathias et al. 2019b).

The intervention was implemented by three coaches, eight facilitators and eight community -based

volunteers. Facilitators were community health workers who were a part of Burans, a community

mental health project based in Uttarakhand (Kaaren Mathias et al. 2018). They were trained face-to-

face and over Whatsapp for follow up trainings over six full days by a Master trainer. At each

training they reviewed group facilitation skills and reviewed the upcoming four Nae Disha modules.

Training sought to de-establish hierarchy between coaches and facilitators, to encourage safe

critical reflection and to build relationships. Facilitators were trained to promote experiential



learning as an important mechanism for changing attitudes. For example, using role plays to try and
create more equal gender relations.

Community volunteers were selected from participating urban communities, as young people who
were willing to go out of their homes to raise awareness about protection from COVID-19 during
lockdowns and were also supporting gathering young people for meetings.

Qualitative data was collected by SP? through face-to-face semi-structured interviews (SSI) as well
as focus group discussions (FGDs) with 79 people including facilitators, coaches, participants and
parents. The data for fidelity measures such as attendance and homework completion were
collected by the facilitators of the group sessions using a paper-based attendance register.
Additionally, SP and PP3 observed each of the group sessions at least once and recorded
observations. Additional field notes and notes of observed sessions were taken by SP. Table 2
provides an overview of the types of qualitative data collected and the participants in data
collection. A total of 79 people contributed to this process evaluation through individual interviews
or focus group discussions.

Table 2. Qualitative data collection overview

Participants Data collection (n = 79 participants)
Facilitators at each site 3 FGD with facilitators (n= 8 people)
Adolescent participants in Nae Disha 6 FGDS with adolescents (n=48 people)
Parents of participants in Nae Disha 5 FGDs with parents (n=13 people)
Community based health volunteers 3 FGDs with volunteers (n=6)

Coaches (located at each of the three field sites) 3 individual interviews

Trainer of facilitators 1 individual interview

Observations of training, group facilitation in field Field notes (total 14 pages of typed text)
and coaching sessions

Quantitative data

To measure change in validated psychometric measures such as General Self Efficacy tool (high
scores indicating greater self- efficacy) (K Mathias et al. 2018), CD-RISC tool (higher scores indicating
greater resilience in young people) (Schwarzer 1993), GEMS gender attitudes scale (higher scores
indicating more gender equal attitudes) (Pulerwitz and Barker 2008), PHQ-9 (a higher score indicates
greater depression) (Ganguly et al. 2013) and Generalised Anxiety Disorder Scale (a higher score
indicating greater anxiety) (Spitzer RL, Kroenke K, Williams JB 2006). We used a pre-post
uncontrolled design for this study. We surveyed students using paper-based forms, which were filled
in by young people with the support and supervision of trained data collectors. Socio-demographic
data collected included Caste, Religion, marital status, housing quality, highest education attained
and indebtedness, adapted from the Indian version of demographic and health surveys (ICF
International, 2018).

2 Sana Parakh (SP) Research assistant hired for Nae Disha program
3 Pooja Pillai (PP) Project Manager, Burans



Fidelity data

Coaches filled a paper register at each site using the following measures:
e Fidelity checklist — used on 3 out of 18 sessions for each group using a 7-point checklist
which assessed the following items: main teaching topic reminders, role plays, facilitator

engagement and completion of registers.

e Attendance of facilitators and coaches at trainings and coaching - attendance register
e Attendance of adolescents — attendance register
e Completion of assigned home activities - register.

Basic descriptive statistics was used to analyse socio-demographic data using Microsoft Excel.
Interviews and FGDs were recorded, transcribed and translated by SP. Data was analysed using the
framework in figure 1, for meta-themes, and then inductively, using thematic analysis (Braun and
Clarke 2006). JL* and SP coded the same three transcripts and then discussed with KM®. A broad
coding framework was then agreed upon. JL and SP then coded the remaining transcripts using this
code, with regular discussions together with KM to review and update the coding framework.
Secondary analysis by looking for patterns inherent in the data, generated 952 codes, 7 categories
and four themes. An example of the coding process is outlined in Table 3 below.

Table 3. Example of coding process

Original Text

Codes

Interim Theme

Final Theme

We have a very new
atmosphere in our
group. We have friends
who we can talk to and
we can play with our
friends. We also get to
do roleplays which are
fun. We are making new
friends and we have
good conversations.

Atmosphere of friends
they can talk to

Playing with friends.

Making new friends.

Peer friendship
reinforces participation
in Nae Disha

Session format and
group platform triggered
peer friendships

Ethics approval for Protocol 224 was granted by the Emmanuel Hospital Association Institutional
Ethics Committee in August 2020

4 Jed Leishman (JL) — Data analyst alongside PP and SP

5 Kaaren Mathias (KM) — Senior Advisor and former project director




Results

The participants were highly disadvantaged, evidenced in Table 4 which profiles socio demographic
status. More than 28% of participants are from lower caste, with more than 43 % living in semi-
permanent structures. Literacy levels of participant families is also limited, evidenced by more than
80% of fathers and more than 90% of mothers not not having completed Class 8. More than 42% of
the participants belong to a minority religious group. The financial disadvantage of the families is
also evidence by more than 36% participants having taken a loan for health and household expenses
in the last year, and with more than 28% having a Below poverty line card (BPL card).

Table 4: Socio-demographic profile of participants

F | Mal
emale ale N %
N % N %
12--17
Age (years) 296 69.48 113 26.53 409 96.01
18 --24 14 3.29 3 0.70 17 3.99
Total 310 72.77 116 27.23 426
General 194 | 45.54 56 13.15 250 58.69
OBC
Caste 71 16.67 19 4.46 90 21.13
SC/ST 16 3.76 17 3.99 33 7.75
Don’t know 29 6.81 24 5.63 53 12.44
Hindu 181 42.49 63 14.79 244 57.28
Religion Muslim 88 | 20.66 36 8.45 124 29.11
Other
Religion 41 9.62 17 3.99 58 13.62
Kaccha 139 32.63 45 10.56 184 43.19
House
Pucca 171 40.14 71 16.67 242 56.81
In the last month, did No 132 30.99 61 14.32 193 45.31
your family runoutof | ves 165 | 38.73 45 10.56 210 | 49.30
money for food or .
essentials? Don'tknow | 43 3.05 10 2.35 23 5.40
. No 194 45.54 68 15.96 262 61.50
Do you or your family
have a BPL card? Yes 91 21.36 31 7.28 122 28.64
Don't know 25 5.87 17 3.99 42 9.86
Did you or your family No 175 41.08 67 15.73 242 56.81
take a loan for health or
household costs in last | '*° 118 | 27.70 38 8.92 156 36.62
12 months? .
Don'tknow | 17 | 399 11 2.58 28 6.57
Less than
. class 8
Education of mother /| 104 | 280 | 6573 106 24.88 386 90.61
How many years of —
school completed Minimum
Class 10
completed 30 7.04 10 2.35 40 9.39
Less than
X class 8
Education of father /| =\ .4 | 250 | s8.69 96 22.54 346 81.22
How many years of —
school completed Minimum
Class 10
completed 60 14.08 20 4.69 80 18.78




The outcomes measured, shows improvement in scores in all the tests completed by young people.
The most significant improvement was improved mental health, shown by the lower score of Patient
Health Questionnaire (p<0.000), the Generalised Anxiety Disorder Scale (p<0.000), which shows
young people experienced significantly reduced anxiety. Young people also reported statistically
significant improvement in resilience, measured by the CD-RISC questionnaire (p<0.001). Improved
gender attitudes, measured by the GEMS scale and improved optimistic coping skills as measured by
the General Self Efficacy test showed improvement but was not statistically significant.

Table 5: Outcome measures before and after the intervention — two tailed t test

Difference in
Baseline score  |Endline Score [score p-value

PATIENT HEALTH

QUESTIONNAIRE (PHQ)-9* 6.284 3.842 -2.442 0.000
GENERALIZED ANXIETY

DISORDER (GAD-7) SCALE* 4.1 3.046 -1.054 0.000
CD- RISC 10 QUESTIONNAIRE 24.129 25.833 1.704 0.001
GEMS GENDER ATTITUDE SCALE 32.201 32.727 0.526 0.241
GENERAL SELF EFFICACY TEST 29.711 30.077 0.366 0.315

*Lower score indicates reduced mental health problems.

*Statistically significant scores (p<0.001) shown in bold

Implementing in a pandemic context where intersectional disadvantage was exacerbated
Lockdowns in India were imposed from March 2020, with gradually easing restrictions from
September 2020. The lives of adolescents were disrupted, with many young people leaving school to
start employment (Patra and Patro 2020). In some cases, although enrolled in schools, adolescents
could not access online classes as they did not have access to mobile phones or reliable internet
connectivity. Additionally, there were no other resources or opportunities for meeting peers due to
the lack of smart phone ownership and data.

The pandemic setting substantially increased the workload of implementation in multiple ways.
While other Nae Disha implementation has used 15 — 18 youth in a group, we limited groups to a
maximum of 10 members to limit social proximity and spread of infection, thus requiring a higher
number of groups. There were also increased documentation requirements, repeated schedule
changes based on lockdown status changes, online classes, exams, school reopening, household
chores and work of participants to negotiate, for implementation. Because of absences, facilitators
had to provide summaries of the previous session before each new module. Facilitators had to work
while using masks, ensuring COVID-19 protocol compliance. These all contributed to increased
facilitator fatigue.

There were also increased logistic and pragmatic barriers to implementation in a pandemic setting.
Facilitators described that they struggled to find large spaces to conduct sessions and to ensure that
people followed safety protocols in private household spaces.



| faced a space issue. Many times, we had to change the location and one of the reasons is to
maintain social distancing. ( ) the room where we conducted Nae Disha was also used for a
business selling momos and was too crowded. Then | made them sit at another place but it
was a makeshift arrangement so students didn’t concentrate properly.
Facilitator, HOPE
Eventually, Burans hired three rooms in the community which were easy to access for majority of
the participants and these allowed adherence to COVID-19 safety protocols.

Challenge: Many families from the community mistrusted outsiders and were reluctant to provide
phone numbers and/or other identifying information which made tracking down young people for
sessions difficult. In many instances, families would not allow facilitators to enter their homes for
fear of COVID transmission. This was juxtaposed with low level of cooperation with the COVID- 19
social behaviour guidelines such as wearing masks and regularly washing hands. Broader community
engagement by implementers strengthened credibility and engagement, and the facilitators
reported that the field presence of Burans’ general mental health work increased credibility of
facilitators in the community and led to easier recruitment and engagement with participants in
many instances. Facilitators described that it would be challenging to conduct Nae Disha as a stand-
alone community-based intervention, explaining that relationships between facilitators and parents
were more fragile in locations where no other buttressing Burans mental health program was
delivered.

In that colony, people do not know us. Parents do not understand what it is that we do and
therefore do not trust us.
Coach, HOPE

The higher levels of disadvantage also had some positive influences on implementation. Schools
were closed, casual employment was limited and Nae Disha groups provided opportunity to socialise
with peers. Young people were more motivated to meet up at the group gatherings and therefore
led to increased attendance and engagement in the Nae Disha intervention.

Influence of family and gender relations on attendance

Girls attended a mean of 11.8 of 18 sessions, while boys attended a mean of 10.8 sessions. Girls also
reported a higher mean number of home activities than boys (9.7 vs 9.0). There were a range of
factors linked to family and gender relations that influenced attendance. Facilitators and young
people described parents as a key influencer of attendance. Most parents supported their children
participating, perceiving Nae Disha as educational and perhaps a substitute for classes missed due to
the lockdown induced school closures.

Challenge: Geographic factors such as travel distances for those in more remote areas reduced
attendance. Gender relations were a further key factor influencing attendance and participation. The
lockdown had some impacts on gender relations in families with increased gender-based violence,
and greater unemployment. Young women reported that they did not have freedom of movement
and were closely monitored or only able to leave the home with a male family member. Others
described that they could attend Nae Disha sessions if the facilitator came to their door to
accompany them to and from their house, collecting other girls along the way. Young men were
engaged in attending Nae Disha during lockdown and while workplaces were closed, but as
workplaces started opening, attendance of young men dropped off, as they sought casual
employment to support their families.

Young men described greater freedom of movement and more discretionary time than young
women. Some young men used the excuse of Nae Disha sessions to leave home, but then played
sports instead which strained relationships between parents and facilitators.



Yes, most of the girls here are asked to stay indoors, while the boys are allowed to go out.
Girls are allowed to go to schools, but they don’t get freedom as much as the boys get.
Health Volunteer, HOPE

Relationships between facilitators and parents also engendered trust. For example, by informing
parents of the COVID-19 safety and about upcoming difficult topics like sexual and reproductive
health (SRH). This did not work in every case however and forward communication led to some
parents limiting the attendance of young women, deeming these sessions inappropriate and acting
as a barrier to participation. Parental support was also a barrier to participation in other instances.
The young people were too shy to participate in the sessions where mothers stayed and listened.
Additionally, at times of weddings, funerals and festivals, parents required their children to assist,
negatively impacting attendance.

Local facilitators using a horizontal (non-hierarchical) approach increased participation

The health volunteers were recruited from their local communities, and the facilitators were
residents of the same district. They were therefore fluent in local idiomatic terms for topics and
vocabulary that was confronting, such as gender relations and sexual health. Their fluency eased
young people and parents into more difficult conversations. A facilitator explains how she did this by
using scientific Hindi terms for genitalia below:

With boys | start by asking them to make a diagram of whole body, but they don’t draw the

private parts on it. | explain that God has made our body in a particular manner for a

purpose and so if you have all these body parts, then you must feel free to draw and label

them too.

Coach, HOPE

The relationship between the young people and facilitators became extremely important for the
success of the intervention, which was illustrated when a facilitator had to change groups which led
to young people reporting they were confused and the new facilitator reporting fewer positive
outcomes in this group.
Facilitators shared examples from their own lives with the groups which created trust and
connection and supported the outcome of improved ability to identify and name their emotions. The
facilitators also described that they created a space without hierarchy and joined young people
sitting on the ground in a circle. They also encouraged the young people to refer to them with
informal titles such as ‘Didi’ (older sister), rather than terms used frequently to denote hierarchy like
‘Mam”.
Young people described that facilitators admitting to not knowing answers to some questions, made
them more approachable, and young people felt free to ask any questions. Participants described
groups as a safe space for sharing because facilitators encouraged all contributions and responded
with reflection rather than criticism.

When we started to work, we made sure that we are in touch with the students.... “It’s not
like we will teach, and you will learn. If you like you can call us by our names or you can call
us didi (elder sister). .... talk about the things in your heart without hesitation.”

Facilitator, OPEN



Starting easy, moving to confronting increased acceptability

Modules progressed in difficulty and moved from knowledge about self to interpersonal
communication and ultimately to Sexual and Reproductive health and community. This encouraged
young people to first understand themselves, empowering them to talk about and change
community issues. Young people and parents described the SRH and gender-based violence sessions
as confronting but highly valued by most young people. A coach reported that these sessions
provided a novel opportunity for learning.

I think the boys are very excited too, because there is no conversation at all on this topic

(SRH) and there is no information so they find themselves on a wrong path. Actually, the

environment is not very friendly even at home for such conversations.

Coach, HOPE

Young people described that these topics were rarely taught in schools and often not spoken about
in homes due to cultural and religious constraints. At the same time, a small number of young
people were not allowed to attend sessions linked to SRH due to religious concerns and this
excluded some young people from further sessions. Table five shows an improvement in gender
attitudes with an increase in score in the GEMS scale after the intervention.

Group platform triggered peer friendships
Facilitators used activities and games relevant to the modules to increase attention and interest and
make the content easier to understand. This was particularly important for young men, who
described that they only wanted to come to groups because of the games.
Young people were delegated responsibilities and allowed to make group decisions on activities and
games. The group platform of Nae Disha supported formation of peer friendships and opportunity
for connection after a lengthy lockdown period. These connections within the group allowed for the
young people to ask questions without hesitation and to talk openly about difficult topics.
Here we don’t hesitate to talk but in school, we still hesitate. In school, there are boys as well
and we feel shy asking anything to our school teachers, but here at Nae Disha, we ask
questions related to our bodies to understand the reason behind things, like why do we
menstruate, and what is to be done at that time, etc.
Young woman, HOPE
Participants described that the five-month duration of the intervention also allowed strong
relationships to form. Connections within the group provided a platform to rehearse asking
guestions and to talk openly about difficult topics that were often avoided at home.

I never liked to make new friends. | just had one friend with whom | used to share all my
feelings. But now | know the importance of friends and friendship... | made new friends here
and liked to meet new teachers too.

Young woman, KRO



Key observations and challenges

The Infection Prevention and Control (IPC) measures in this implementation process aligned with the
WHO advice for small gatherings (WHO 2020) . Advice that could not be followed was that outdoor
venues should be used if possible and if indoors the room should allow space for social distancing or
should be well ventilated. As previously mentioned, school closures meant that the previously
planned rooms could not be used, but it was also not an option to hold the sessions outside, due to
numerous distractions and a lack of privacy for the young participants. Nae Disha’s COVID-19 safety
protocol could be adapted to include use of thermal screening, further separations between seats,
pre-attendance COVID-19 exposure survey and a safety protocol checklist. An alternative would
have been to conduct sessions virtually using skype, WhatsApp or zoom.

This Nae Disha intervention was set among adolescents experiencing poverty, where gender norms
typically become most salient and where differences between girls’ and boys’ trajectories are most
distinct (Singh and Vennam 2016) . Poorer girls in this setting were more likely to experience early
school exit and transition to marriage, while poorer boys became increasingly responsible for
providing financially. It is a setting where most young women have limited freedom of movement
(Gailits et al. 2019) and over two-thirds of women are not permitted to go out of the house alone
(Mistry, Galal, and Lu 2009) . While Nae Disha sought to be gender-transformative, it was limited by
existing cultural norms, such as the requirement of many parents that their daughters only attended
groups if accompanied in walking.. This approach did perhaps also reinforce the patriarchal values
that restrict autonomy of young women. Similarly, the intervention included modules around SRH
education which has been identified as an important modifiable barrier to improve knowledge,
informed choice and access to services (Freudberg et al. 2018; Leventhal et al. 2016). A recent large
survey of sex education in India among middle-class and well-educated participants described that
many opposed comprehensive sexual education(O’Sullivan, Byers, and Mitra 2019). The balance of
providing progressive SRH education with ensuring a level of trust with parents in our study
underlines that this balance is challenging to achieve. Trust building was facilitated by dialogue and
relationship between the implementers (facilitators and coaches) and parents, an approach borne
up by other gender transformative interventions where promoting adolescent—adult partnerships is
proposed as key to increased civic engagement and community change. (Freudberg et al. 2018;
Zeldin, Christens, and Powers 2013)

Outcomes noted by parents were that their children were more biddable, quicker to help with
household chores and less likely to ‘talk back’,. While parental support was critical to young people
attending and engaging with Nae Disha in this study, this finding also underlined and perhaps
supported a parental approach to their children which was more transactional and supported
existing hierarchies which make it difficult for young people to form opinions and take autonomous
actions. Parental support in this setting was required in consenting for participation but led to an
uneasy and often contradictory balance where the intervention was promoting agency, autonomy
and negotiation skills for young people while parents’ saw increased biddability as the most positive
outcome.

Implementing an intervention that challenges social norms and patterns requires close attention to
the formats of implementation to ensure they are culturally acceptable (Leventhal et al. 2016;
Lachman et al. 2016; Cluver et al. 2016) The Medical Research Council framework for the evaluation
of complex interventions states that “complex interventions may work best if tailored to local
circumstances rather than being completely standardized” (Craig et al. 2008).



The following approaches were critical to effective implementation

e Building trust and relationship in community — with frequent communication
e Facilitator personally using and applying the Nae Disha learnings
e Adapting platform to the new normal using an agile and adaptive approach

There are some significant limitations to the pre-post study design. The context of the pandemic and
lockdowns were changing through the period of implementation and so it is possible that as
lockdowns eased and there were lower rates of COVID-19 in communities, that this led to reduced
anxiety and depression among young people.

The involvement of researchers (PP and KM) in project implementation increased understanding of
context, mechanisms, strategies and outcomes. However, having a separate research assistant (SP)
as data collector, reduced the possibility of participants providing socially desirable responses. KM,
although currently resident in a high-income country, did not pose a risk of misunderstanding the
cultural context as she was a resident in Uttarakhand for more than 10 years and was involved in
implementation of various projects with Burans, thus increasing dependability of data. dependability
and confirmability was further increased through the familiarity of KM and PP with the study area,
and by the authors working together to develop the themes and conduct data analysis. We also
triangulated the data using diverse data sources and increased credibility by completing analysis by
authors with different ethnic & residential backgrounds (JL & SP). We also maximised transferability
by providing detailed contextual information, including socio-demographic information of study
participants.

As the pandemic continues, and in the subsequent recovery phase, building resilience and skills for
mental health for young people are high priorities in all LMIC nations (Danese and Smith
2020).implementing interventions such as Nae Disha to promote mental health amongst wider
groups: younger children with age-appropriate modules; non-school attenders with consideration of
logistical differences and parents to increase community engagement. Although these findings are
from Uttarakhand, North India, the contextual and implementational factors outlined help us
understand how this, or similar interventions, could be developed and implemented by policy
makers, local governments and school bodies in other parts of India.

This study illustrates the value of psychosocial groups as a platform that are socially feasible and
acceptable, and cost-effective, that can improve mental health outcomes through both increased
social networks as well as through the opportunity to share strategies and approaches for improved
mental health (Singla et al. 2017). Looking forward, we hope to scale up this intervention in schools
across Uttarakhand in the hope of increasing resilience and mental well being among young people.

Process evaluations such as this study, can provide important information that increases
understanding of how to implement, and also can point to mechanisms and factors that enable
implementation in similar settings. In this study, implementation in the COVID-19 pandemic was a
central contextual factor, but also important was the existing intersectional disadvantage faced by
young people and gender relations that influenced engagement and participation of both young
men and women. Despite the barriers of implementation, the Nae Disha intervention was successful
in increasing adolescent mental health, awareness about sexual and reproductive health and
promoting more gender equal relations in the community.



Conclusion

The Nae Disha intervention was implemented during the COVID-19 pandemic in urban communities
of Dehradun in Uttarakhand state, North India, enabling us to examine contextual and
implementation factors that could guide future community-based interventions in ongoing COVID
and future pandemic settings.

This study tells us that it is possible to implement a group-based intervention during a pandemic
provided transmission prevention methods are implemented. The key strategies that supported
effective implementation were; forming smaller groups to reduce risk of viral infections, use of
Whatsapp and other virtual technologies for training and coaching of facilitators, use of local
facilitators and examples in module content to ensure content relevant and contextual, building
trust and relationships before presenting confronting gender relations content and building skills
and knowledge through dynamic and participatory games and role plays.

The low budget nature makes this intervention replicable across communities in similar settings. The
wellbeing of school aged children and youth in India is precarious following eighteen months of
severe disruption to schooling and social engagement. Nae Disha provides an example of an
innovative, evidence-based tool that suggests mental health and resilience can be promoted during
a pandemic.



Photographs

Figure 1: World mental health day program with Nae Disha participants (Image depicts young people
with masks standing on a roof top with a joint agreement for action on cleanliness in their
community signed by all group participants)

Figure 2: Nae Disha group activity in Burans community centre (Image depicts a group of young
women with masks on, with hands stretched into the circle)



Figure 3: Nae Disha group session in community centre (Image depicts young people talking to each
other in a group, using a workbook on youth resilience)

Figure 4: Nae Disha group session in empty school classroom (Image depicts a facilitator talking to a
group of masked young women sitting in a circle, engaging with a visual output)



Figure 5: Nae Disha group session with young men (Image depicts a group of young men with masks
on holding Frooti juice containers and blue youth resilience workbooks)
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