
Supplementary Table 1: Examples of promising prevention programs (planned, in progress or completed), that use community approaches, and which include data and strong methodology
	Program
	Program aims
	Program approach
	Evaluation methodology
	Sample
	Outcomes
	Strengths
	Limitations

	ARTEMIS (Yatirajula, Kallakuri, Paslawar, Mukherjee, Bhattacharya, et al., 2022; Yatirajula, Kallakuri, Paslawar, Mukherjee, Khan, et al., 2022)

	Adolescents’ Resilience and Treatment nEeds for Mental health in Indian Slums (ARTEMIS) study aims to reduce mental health stigma, depression, and suicide risk for adolescents living in Indian slums.
	ARTEMIS contains two main components: (1) a community-based anti-stigma campaign including resources on signs/symptoms of mental ill health, encouraging seeking treatment, and listing treatment options. This component also involves videos of adolescents discussing their lived experience, street theatre/plays, and short animations. (2) A mHealth electronic decision support system that involves screening tools for depression, suicide and/or self-harm, training for healthcare staff, and referrals for the adolescents generated by the mHealth tool. The control arm will receive care as usual (the authors note that typically only those with severe mental illness are referred to mental health services).
	A cluster RCT will assess the impact of the ARTEMIS program. Measures of depression, resilience, stigma-related barriers to accessing care, and mental health knowledge, attitude and behaviours will be taken at baseline, 3, 6 and 12 months. There will also be an economic evaluation of the program.
	Two groups of adolescents aged 10-19 will be recruited from urban slum clusters in Vijayawada and New Delhi: those who are considered high risk of depression, suicide and/or self-harm, and another group who are not at high risk. Aiming to recruit 3960 adolescents (1980 for intervention and 1980 for control, 990 high risk and 990 non high risk per arm).
	Study in progress. No outcome data available yet. Intended outcomes include improved community attitudes and behaviours toward adolescents experiencing depression, self-harm and/or suicidality.
	Emphasises equal access to mental health care and is aligned with recommendations from the WHO.
	The outcomes may be specific to certain cultural contexts and therefore may not be generalisable.

	EMPOWER (Khan et al., 2020; Malik et al., 2021; Michelson et al., 2020; Muke et al., 2020; Naslund et al., 2021; Parikh et al., 2019)

	EMPOWER, a not-for-profit priority stream in the GlobalMentalHealth@Harvard Initiative, aims to improve the prevention and treatment of mental health issues on a global scale. The program is being concurrently developed in India and the United States to be delivered worldwide. 
	EMPOWER builds capacity and provides support to frontline community healthcare workers by utilising digital platforms to provide training in evidence-based interventions, supervision, and quality assurance tools. Their programs target foundational skills for delivering psychosocial interventions, problem-solving interventions for adolescent mental health, behavioural activation, and parenting interventions.
	A series of RCTs have been used to assess different components of the initiative. For example, the effectiveness of a problem-solving intervention for adolescents delivered by non-specialist counsellors was assessed by randomising adolescents to either a brief counsellor-led intervention across 2-3 weeks supported by printed information, or a control condition where adolescents received the printed information only. The primary outcome measures were mental health symptom severity and self-identified psychosocial problems 6-weeks post randomisation. An economic evaluation of the program was also conducted.




	Included students aged 12-20 years old from six government-run schools in low-income areas in India. Students had elevated mental health symptoms, as well as experiencing distress and/or impaired functioning. 251 students were enrolled in the study and randomised.
	The severity of psychosocial problems was reduced for adolescents who received the brief counsellor-led problem-solving intervention compared to those who received the printed information only. No differences were found for mental health symptom severity. Regarding the economic evaluation, it was estimated that the program could be scaled up at a cost of $4 USD (or $23 per treated case).
	Cost-effective, scalable, evidence-based, and emphasises equal access to knowledge and treatments.
	The complexity involved in delivering knowledge and treatments across different countries and contexts (e.g., translating materials, cross-cultural validation).

	Graduation (Banerjee et al., 2015; Banerjee et al., 2022)

	The Graduation approach is a multi-faceted program that aims to support the extremely poor to develop a sustainable livelihood and improve their long-term wellbeing. The methodology was originally developed by BRAC, an NGO based in Bangladesh.
	A multisite RCT of the Graduation program was delivered in six countries (Ethiopia, Ghana, Honduras, India, Pakistan, and Peru) by six different organisations. The program involves six components: receiving an asset (e.g., livestock or goods), training in how to manage the asset, food or financial support, frequent home visits (encouragement and coaching), access to a savings account, health education and/or access to basic healthcare.
	India, Ethiopia and Pakistan were individual randomised trials (household level within each village), while Ghana, Honduras, and Peru were cluster randomised trials (at both the village and the household level). Data was collected at baseline, at the conclusion of the program (after 2 years), and 1 year follow-up (approx. 3 years after the program began).
	21,063 adults in 10,495 households across all six sites: Ethiopia (n = 925), Ghana (n = 2,606), Honduras (n = 2,403), India (n = 978), Pakistan (n = 1,299), Peru (n = 2,284).
	Improved economic outcomes: consumption, household income and revenue. Improvements were also experienced at the individual level: physical and mental health, increased political involvement and women's empowerment. Economic outcomes remained steady at 1 year follow-up, mental health outcomes declined slightly but were still significantly improved, improvements were lost for physical health and women's empowerment.
Providing the multicomponent Graduation program had a greater impact than providing single components (e.g., providing assets without coaching and support).


	Multicomponent program - more effective than the components delivered individually.
Multi-country/ multicultural - test the effectiveness of the program in a variety of contexts (e.g., different social structures, religions, local economies etc.).
Use of randomised controlled trials etc. using a theory of change.
	Challenges implementing the program (other sites were chosen in the multisite RCT but had to be excluded from analyses due to inconsistent implementation, lacking experimental methods, or political instability/ conflicts).
Level of funding, resources, and time required to implement and maintain the program.

	LifeSpan (Long et al., 2022; Shand et al., 2020; Sharwood et al., 2023)

	The Australian-based Lifespan, a suicide prevention initiative of the Black Dog Institute, is a large-scale, multi-component, community-led trial that aims to reduce suicide attempts and death. 
	Across four high-priority sites in Australia’s largest state, NSW, LifeSpan delivers nine evidence-based strategies (e.g., aftercare after a suicide attempt, gatekeeper training, treatment, school programs and capacity building in frontline staff) using a collaborative model. It draws together new and existing interventions. An implementation team is established at each site which can deliver and adapt interventions to suit their local community. Support is provided by a central research and implementation team based at the Black Dog Institute.
	The program was evaluated using a stepped-wedge, cluster randomised design, where sites were randomised in sequence to the intervention. Preintervention control data was obtained by examining past trends in suicide attempts and deaths using coronial, ambulance, and ED data. Social network analysis, interviews and focus groups were also conducted with local program coordinators and stakeholders.
	Four sites in NSW were selected (Newcastle, Illawarra/ Shoalhaven, Central Coast, Murrumbidgee). To be selected, each was required to have a minimum population of 145,000 for sufficient statistical power.
	The program reduced suicide attempts by 12% over two years, measured by hospital presenting self-harm. The program increased collaborative links between local suicide prevention agencies.
>5,000 community members trained to detect and respond to suicide risk
>12,000 high school students completed mental health training
~900 health professionals trained in suicide prevention.
	The use of systems data, methodology that captures causation as best as possible, and a multi-component approach. The interventions were locally coordinated and delivered primarily by a local health district or health centre in partnership with hospitals, not for profits and community organisations. Government outcome ‘hard data'. Post data implementation support.
	The program focuses on suicide prevention, not depression.
Challenge of implementing resource-intensive interventions within the trial period.
Ensuring high fidelity at each trial site.



