
Acceptability, Language, and Structure of Text Message-Based
Behavioral Interventions for High-Risk Adolescent Females: A
Qualitative Study

Megan L. Ranney, M.D., M.P.H.a,b,*, Esther K. Choo, M.D., M.P.H.a,b, Rebecca M.
Cunningham, M.D., M.P.H.c, Anthony Spirito, Ph.D.d, Margaret Thorsene, Michael J. Mello,
M.D., M.P.H.a,b, and Kathleen Morrow, Ph.D.d

a Department of Emergency Medicine, Injury Prevention Center of Rhode Island Hospital,
Providence, Rhode Island b Department of Emergency Medicine, Alpert Medical School, Brown
University, Providence, Rhode Island c Injury Control Research Center, Department of
Emergency Medicine, University of Michigan, Ann Arbor, Michigan d Department of Psychiatry
and Human Behavior, Alpert Medical School, Brown University, Providence, Rhode Island eBrown
University, Providence, Rhode Island

Abstract

Purpose—To elucidate key elements surrounding acceptability/feasibility, language, and

structure of a text message-based preventive intervention for high-risk adolescent females.

Methods—We recruited high-risk 13- to 17-year-old females screening positive for past-year

peer violence and depressive symptoms, during emergency department visits for any chief

complaint. Participants completed semistructured interviews exploring preferences around text

message preventive interventions. Interviews were conducted by trained interviewers, audio-

recorded, and transcribed verbatim. A coding structure was iteratively developed using thematic

and content analysis. Each transcript was double coded. NVivo 10 was used to facilitate analysis.

Results—Saturation was reached after 20 interviews (mean age 15.4; 55% white; 40% Hispanic;

85% with cell phone access). (1) Acceptability/feasibility themes: A text-message intervention was

felt to support and enhance existing coping strategies. Participants had a few concerns about

privacy and cost. Peer endorsement may increase uptake. (2) Language themes: Messages should

be simple and positive. Tone should be conversational but not slang filled. (3) Structural themes:

Messages may be automated but must be individually tailored on a daily basis. Both

predetermined (automatic) and as-needed messages are requested. Dose and timing of content

should be varied according to participants’ needs. Multimedia may be helpful but is not necessary.

Conclusions—High-risk adolescent females seeking emergency department care are

enthusiastic about a text message-based preventive intervention. Incorporating thematic results on

language and structure can inform development of future text messaging interventions for
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adolescent girls. Concerns about cost and privacy may be able to be addressed through the process

of recruitment and introduction to the intervention.
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Mobile health, or “mHealth,” defined by the National Institutes for Health as “the use of

mobile and wireless devices to improve health outcomes, healthcare services and health

research,” can consist of text messaging, phone-based applications, medical devices, or

telemedicine [1]. Using mHealth to deliver preventive interventions may circumvent some

limitations of traditional, face-to-face intervention formats [2]. For instance, mHealth can be

delivered at the time and place of the participant's choosing; it does not rely on local

availability of professionals; and it can be easily upscaled [3,4]. For high-risk populations,

who have high rates of mobile phone ownership but low accessibility to traditional health

care, mHealth may be a particularly promising format for delivering preventive care [5].

The emergency department (ED) is potentially an important location to implement mHealth

behavioral interventions, particularly for adolescents and young adults. The ED is the

primary source of care for many teens with high-risk behaviors, including peer violence [6],

and provides an important opportunity to initiate preventive interventions [7]. There are

numerous limitations to providing such interventions in real time, including lack of time and

resources on the part of ED staff, poor accessibility, and availability of community resources

and low rates of follow-through with treatment referrals [8,9]. The vast majority of teens

presenting to the ED, however, use mobile phones [10,11], and more than 95% of teen ED

patients using mobile phones report that they use text messaging [11,12]. Text message-

based behavioral interventions have been shown to be acceptable, valid, and reliable with

adolescents for a variety of sensitive topics [4,13].

Two ED-based feasibility studies of text message-based behavioral interventions among

adults demonstrate that texting may be useful in monitoring risky behaviors in high-risk

populations [14,15]. However, both studies had high rates of nonresponse to text messages.

For a novel mHealth intervention to be effective, it must have a strong theoretical

underpinning in both its content and delivery mechanism [16]. Behavioral theory and related

in-depth formative development work have determined the success of most traditional

behavioral interventions [17]. To our knowledge, no text message-based studies have been

conducted to date with adolescents in the ED, who are potentially more receptive to such a

modality than adults [18,19], and no formative research has been conducted exploring ED

patients’ preferences for and concerns about a text message-based intervention's content,

structure, and tone.

We conducted a formative qualitative study exploring necessary elements of a text message-

based preventive intervention for a high-risk population of ED patients: adolescent females

with a past year history of peer violence. The study focused exclusively on females because

of the unique circumstances surrounding female peer violence [20], the relative lack of

interventions for this gender [21], and the higher frequency of texting in this gender [18].

The study's goal was to use patients’ own feedback to optimize acceptability, language, and
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structure of a text message-based intervention, using the techniques of thematic and content

analysis.

Methods

Study design, setting, and population

Participants were recruited for this qualitative intervention development study from the

pediatric ED of an urban academic hospital in the Northeast, which serves over 50,000

pediatric patients per year. The patient population is diverse, with 40% publicly insured,

40% Hispanic, and 50% white. During a convenience sample of shifts from July 2012 to

April 2013, patients presenting to the ED for any chief complaint were screened for

participation using a brief confidential iPad survey. Screening inclusion criteria were 13- to

17-year-old female, English speaking, and parent present. Exclusion criteria for screening

were acute suicidality, psychotic symptoms, sexual assault, or child abuse; in police custody;

medically unstable; unable to comprehend the consent/assent process; or previously

completed the study.

Patients were eligible for interviews if they reported past year peer violence (a modified

Conflict Tactics Scale (CTS)-2 score ≥1 [22], representing at least one episode of peer

violence victimization or perpetration in the past year) [23], and depressive symptoms (a

Patient Health Questionnaire-2 [PHQ-2] score ≥3, the threshold for “moderate depressive

symptoms” in adolescents) [24]. We used a modified version of CTS-2 to reflect peer rather

than partner violence, per other studies of youth peer violence; questions asked about both

victimization and perpetration from peer, nondating partners over the past 12 months (e.g.,

“I pushed, shoved, or slapped someone” and “Someone pushed, shoved, or slapped me”)

[23,25]. The PHQ-2 uses the first two questions of the PHQ-9: “Over the past two weeks

how often have you been bothered by any of the following problems: (1) little interest or

pleasure in doing things and (2) feeling down, depressed, or hopeless” [24] and has been

well validated in adolescents [26,27].

If eligible, participants and their parents were asked to complete an assent/consent process.

Interviews were conducted at a time and place of the participant's choice. Participants were

compensated $20 for the interview and up to $10 for travel to an interview site. Institutional

Review Board approval for the study and a Certificate of Confidentiality from the National

Institute of Mental Health were obtained.

Interview protocol

Each one-on-one interview was conducted using a semistructured interview guide.

Interviews were facilitated by either the principal investigator or a research assistant, both of

whom were trained in qualitative interview facilitation. The interviews lasted approximately

60–90 minutes. The majority of interviews (n = 16) were conducted face to face in a private

research of office; the remainder of the interviews was conducted via telephone (n = 3) or in

a private room in the library (n = 1). No parents were present for interviews. All interviews

were audio recorded and transcribed verbatim.
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Semistructured interview guide

The overarching goal of the interviews was to provide formative data regarding high-risk

adolescents’ current coping strategies and key elements of a text message-based preventive

intervention. The interview guide was developed by emergency physicians with expertise in

technology-based ED preventive interventions (M.L.R., R.C., M.J.M., and E.K.C.), a child

and adolescent psychologist (A.S.), and a psychologist with expertise in behavioral health

and qualitative methodology (K.M.). In order to elicit accurate information about potentially

sensitive topics, the interviews began with an “ice breaker” section, regarding participants’

general text messaging habits. It then explored participants’ experiences and means of

coping with violence. Next, a potential intervention was described to participants.

Interviewers asked participants both for their general impressions of, and specific feedback

regarding, intervention structure (e.g., schedule, number of messages, etc.) and possible

concerns about the intervention, such as privacy and participant burden. Finally, participants

were shown potential text-message intervention content; discussions of potential

intervention content are not included in this analysis.

Data analysis

Using thematic analysis [28], an initial coding scheme was developed from the core

interview topics (e.g., concerns about privacy, preferences for frequency of messages, and

preferred degree of interactivity). Investigators (M.L.R., E.K.C., M.T., and K.M.) reviewed

two transcripts then met to develop the coding structure further based on the data collected.

The coding structure was iteratively refined after each interview, until the team identified no

further themes within the scope of the project goals. An audit trail was kept to track coding

decisions and other aspects of analysis throughout the process. Once the coding structure

was fully defined, each transcript was coded by at least two investigators independently; the

coders then discussed each transcript to ensure comprehensiveness of coding. This process

ensured credibility (the qualitative equivalent of “validity”) and transferability and

dependability (the qualitative equivalent of “reliability”) of the analysis [29,30]. Thematic

saturation of the data was reached at 20 interviews.

The agreed-upon codes were then entered into a qualitative computer software program,

NVivo, version 10 (QSR International Pty Ltd., Doncaster, Victoria, Australia), which helps

to organize and link codes within electronic interview transcripts. Summaries were written

describing the range of data in each code. Finally, the entire research team collectively

reviewed the summaries and developed a consensus-based list of major themes.

Results

Twenty adolescent female ED patients completed the interviews, representing 71% of those

both eligible for and consenting to interviews (Figure 1). Demographics of the participants

mirrored the ethnicity and insurance status of our adolescent female ED population (Table

1). Participants reported approximately equal frequency of physical peer victimization

(median 4, mean 7 [SD 9.9]) and perpetration (median 4, mean 9.4 [SD 11.9]). Although the

majority of participants (85%) reported cell phone access for personal use, only 50% owned

smartphones.
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Themes

Themes are divided according to the three major goals of this analysis: to elucidate (1)

acceptability/feasibility; (2) language; and (3) structure of a text message-based preventive

intervention for high-risk adolescent females (Table 2).

Potential for intervention acceptability/feasibility

Theme A1: High-risk adolescent females are receptive to a proposed violence
prevention intervention—The interviewees were almost universally enthusiastic about a

text message-based violence prevention intervention: “It's like fresh... It's like someone

who's—dactually like just cares about how you're doing” (participant 9). Several participants

left the interview requesting that the interviewer contact them when the program was ready

to be used. Two participants with extremely low levels of violence said that although they

might not enroll in the intervention themselves, they would recommend it to friends: “I don't

think I would personally... But I know that there's a bunch of girls who would ...”

(participant 5). Others encouraged investigators to develop the program for boys as well.

Several participants spontaneously described how sending/receiving encouraging texts from

friends plays into their current violence prevention strategies. They said that they already

saved supportive or inspirational messages from friends, aunts, and mothers to help them

avoid fights. They stated that the program, as proposed, would serve as an extension of their

current coping strategies: “it'd be like an extra friend, you know?” (participant 7).

Theme A2: There were no concerns about stigma and time, but participants
did articulate a few concerns about privacy and cost—Participants reported a few

concerns about the use of a text message-based intervention. Almost all the girls had

unlimited text programs and felt that message frequency would not be an issue. A single

participant, however, mentioned that the cost of texting might alter her usage of the

program. Although privacy was not a major concern, a few girls felt that it was important to

remind participants that we'd be “just keepin’ it between us, like, whatever I tell you”

(participant 15); one interviewee also felt that we should remind participants that others

could read messages on their phone if they weren't deleted. Nonetheless, no one feared that

the program would be stigmatizing. One girl even stated, “...it's, it's not like a big deal. It's

just like text messages. It's not like you have to like go somewhere to get positive like a

counselor. It's something that's like there, just a little side thing to help you” (participant 19).

Theme A3: Having an intervention recommended to them by others would
increase program uptake—Peer recommendations were repeatedly said to have the

most weight in increasing program use. Many teens said that if the messages were

particularly helpful, they would consider forwarding them to friends to assist them too. Most

participants felt that a doctor's recommendation would increase the likelihood that they

would use the program, although one high-risk girl (reporting 25 violent episodes in the past

year) said a doctor recommendation would be “annoying” (participant 20). Regardless,

participants emphasized that the program should be introduced in-person or online prior to

enrollment: “I think it would be good to know like who's doing the program and why. Cuz

people could might think that's creepy [otherwise]” (participant 11).

Ranney et al. Page 5

J Adolesc Health. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Intervention language

Theme B1: Interventions should use simple, conceptually straight forward,
positive messages—Participants emphasized that intervention language should be

simple: “It doesn't have anything hard for the person to really think about, cuz to tell you the

truth when they are upset and when they are angry, big words are just gonna be like

‘whatever, just don't just don't talk anymore’” (participant 2). Positively worded messages

were most enthusiastically endorsed. Most participants said that they would tune out

negatively toned texts and requested rewording into an encouraging tone: “Like you need

someone to motivate you and let you know that you can you get through it even though right

now it's really, really hard” (participant 10).

Theme B2: The tone of an intervention should be conversational and friendly
but not slang filled—Participants encouraged messages that would sound “like,

something that I would say” (participant 7) rather than like something a counselor or teacher

would say. Similarly, they emphasized that the program should have a nonjudgmental,

conversational tone. One participant stated: “Just don't make it seem robotic... So just try

and make it seem like you're talking to that person. Like you're actually having a

conversation with that person even though the messages are automated” (participant 6). In

contrast, language that was perceived as “teen talk”—particularly text-message

abbreviations and slang—were often disliked by participants.

Intervention structure

Theme C1: The messages may be automated but must be individually tailored
with some two-way communication—As an extension of Theme B2, participants

universally stated that although they understand that the program would be automated, they

wanted their messages to be individualized: “I don't want [that] everybody else is getting the

same exact answers I'm getting” (participant 5). Participants suggested that the program

should first ask them how they are feeling and then offer a message according to their mood

that day.

Theme C2: The intervention should deliver both predetermined (automatic)
and as-needed messages—Many participants endorsed a feature to “request” text

messages when they were feeling particularly stressed or angry. All participants said that

some automatically delivered messages would be useful, as they may not remember to

request messages when they need them: “But if you had gotten a text earlier that day saying

‘stop and think’ and you just happened to remember it before you got in a fight you'd be like

oh, you know what, I'm not going to get in this fight... But you're not going to stop and

check your phone right before you beat someone up” (participant 6).

Theme C3: Participants perceive advantages to both randomly delivered
content and regularly scheduled content—When discussing ideal schedules for the

predetermined messages, most participants preferred a random delivery schedule because

“randomly would make it more personable. Um, like it wouldn't feel like an alarm clock”

(participant 7) and because random delivery would be “kind of almost like a surprise, like,

waiting for you...Like-like a boost when you don't even need it but you can put it away for
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later” (participant 12). Others cited random delivery as important for avoiding unpredictable

stressors. Participants also felt that a random delivery schedule would minimize the

potentially “robotic” nature of an automated program.

Nonetheless, some participants felt that regularly scheduled delivery of intervention content

would be more helpful in establishing a sustained change in behavior. One girl stated that

she would develop a habit of thinking about effective strategies at a certain point each day:

“if you've been having [the text at] 6:00 every day for the past three weeks all of a sudden

you're gonna stop and think because you get those texts at 6:00”(participant 6). When

participants who wanted the random delivery of texts were prompted to choose a schedule,

most felt that a message in the morning could be helpful to set the tone for the day.

Theme C4: The dose of intervention content may need to be varied according
to the participant's needs—Participants suggested a variety of lengths for the program,

ranging from 1 month to “as long as I need it” (about half of the participants). Participants

stated that they were generally willing to receive multiple text messages per day, with

higher-risk girls desiring more frequent messages. Some participants mentioned that teens’

commitment to the intervention and desired frequency of messages may increase with time.

Theme C5: Multimedia may be helpful but is not necessary—Some participants

encouraged a multimedia component to the intervention (e.g., funny cat pictures and

videos). Indeed, a few participants stated that multimedia was essential: “Cuz this generation

most people have Androids and stuff. You can—people change mostly because they don't

want to have whack [bad or outdated] phones or something” (participant 2).

Discussion

In this article, we present novel qualitative data about essential format, structure, and

acceptability elements of a text message-based preventive intervention for high-risk

adolescents. Most importantly, this study supports that a text message-based preventive

intervention would potentially be well received by high-risk female adolescents in the ED.

In fact, many participants felt a text-message violence prevention program could provide a

trustworthy support otherwise missing from their lives. They articulated a strong desire for

easily accessible content to help them navigate the day-to-day interpersonal stressors in their

lives, and the sense that a text-message intervention could serve this function well. These

findings speak both to the lack of current preventive interventions available to high-risk

teens and to the potential suitability of the text-message format for delivery of such an

intervention.

Although most teens were not concerned about privacy and confidentiality, a few

participants emphasized that this topic should be explicitly discussed at the beginning of a

text-message intervention. One teen even commented on the importance of managing stored

text messages (e.g., changing pass codes, etc.). Nonetheless, the teens overall felt

comfortable discussing potentially sensitive information via text messaging. This finding

may reflect teens’ desensitization to technology's impact on privacy in general [31,32].
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The participants’ emphasis on the importance of tailoring and personalization—aspects

currently missing from many mHealth interventions [33]—is noteworthy. For instance,

participants’ biggest concern about acceptability was that the intervention should not be too

“robotic” and should seem to really care about how they were feeling. Similarly, their

biggest concern about content was that it should reflect how they were actually feeling that

day. Their most consistent opinion about the intervention's structure was that it should be

responsive to their individual needs (i.e., random vs. prescheduled delivery; ability to

request as-needed messages as well as to receive prescheduled messages; and ability to

continue the program as long as desired). These themes herald the importance of increased

use of tailoring algorithms in the development of text-message programs, similar to the

importance of tailoring in other forms of technology-based interventions [33,34]. They may

also explain the lack of long-term adherence to some text-message interventions, which had

limited tailoring of the intervention [33]. Ideal intervention content may need to reflect

participants’ day-to-day changing needs.

That said, tailoring based on baseline characteristics may still be important. For instance,

higher-risk participants may both want and need a more intense intervention, with more

frequent delivery of intervention messages. Future work is needed to determine whether

those with higher baseline risk are adherent to intense interventions and whether these types

of interventions are efficacious [35,36].

Participants’ preferences about language and tone were similar to prior studies of text

message-based interventions for adolescents’ nutrition/physical activity in Arizona [37] and

marijuana use in Denmark [38]. Teens in our qualitative analysis, as well as these two prior

studies, preferred simple, straightforward, positively engaging messages. Our study's

participants also walked a similarly fine line regarding tone: they wanted messages from a

trusted source but disliked a tone that was overly authoritative. The universality of these

findings, from a variety of geographic locations and on a variety of topics, supports the

importance of engaging teens in creation of their own content. It may be difficult for a

researcher or clinician to accurately choose simple, trustworthy, but nonauthoritative

language for teens.

From the ED perspective, participants’ increased willingness to use the intervention after

recommendation from a doctor is encouraging. It would be important to introduce the

intervention as a program designed with the input and voices of peers, since peer support

was identified as the most important factor in the decision to use the intervention. This

parallels standard behavioral intervention techniques of highlighting peer norms [39].

Finally, only half of this study's participants currently have smartphones (consistent with

other studies) [10,40]. Participants’ comments suggest that future studies may wish to

consider multimedia or “application”-based interventions to enhance the text-message

content. However, low rates of the use of smartphones may reduce the generalizability of an

“app”-based intervention. This finding corresponds with observations from others’

formative work on mHealth interventions for teens [37].
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Limitations

This study was conducted at a single urban center, potentially limiting generalizability.

Although participation reflected the demographics of our ED, and interviews continued until

saturation was reached, it is possible that different themes would arise with participants in

other settings. In addition, our study was conducted with only female participants, yet males

may have different acceptability needs. Some participants mentioned including boys as

intervention participants. This may be worth exploring in future studies. However, it is

necessary to employ a similar formative research process prior to intervention design;

adolescent male's perceptions of a text message-based intervention acceptability, language,

and format may differ greatly from those of the adolescent females. Finally, non-English-

speaking patients were ineligible to participate in the research study, limiting applicability to

them.

This qualitative analysis provides valuable information that may optimize acceptability of a

text message-based preventive intervention for high-risk adolescent females presenting to

the ED. Participants noted preferences for two-way texting and individualized delivery

schedules. Content should be tailored according to both baseline and day-to-day

characteristics, should be positively worded, and should be conversational in tone. A few

concerns about cost and privacy were articulated; to ensure broad acceptance, these concerns

should be addressed in intervention design.
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IMPLICATIONS AND CONTRIBUTION

This study presents novel information on high-risk adolescent females’ perspectives on a

potential text message-based preventive intervention. Personalized schedule, dose, and

content are of paramount importance. Teens desired peer endorsement and a

conversational tone. These findings can assist future mHealth researchers in designing

acceptable and feasible text-message interventions.
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Figure 1.
Participant Recruitment Diagram.
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Table 1

Participant demographics (N = 20)

N (%)

Age (mean [SD]) 15.4 (1.39)

Ethnicity: Hispanic 8 (40)

Race: white 11 (55)

Socioeconomic status: low 13 (65)

Current cellphone access: yes 17 (85)

Lives with either biological parent 19 (95)

Has a source of primary care 13 (65)

PHQ-2 score

    Mean (SD) 4 (.92)

    Median 4

CTS score

    Mean (SD) 16.4 (21.2)

    Median CTS 10

CTS = conflict tactics scale; PHQ = Patient Health Questionnaire; SD = standard deviation.
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Table 2

Illustrative quotes for the major themes

A: Potential for intervention acceptability/feasibility

A1: High-risk teens are receptive to a proposed
violence prevention intervention

It'll help me because I would actually—I actually, like, first of all, like, I'll actually, “All
right, somebody's actually asking me how I'm feeling today, and they're gonna, like, help
me out.” So it's like—that's helpful, knowing that someone's trying to help you. Yeah.
(Participant 9)

I feel like sometimes like you just need that little extra reminder. And like you could
always look at it throughout the day and like be like okay... That's what I used to do, I
used to like save the good ones (text messages from friends) and just read them later.
(Participant 18)

I don't really like to talk about my issues, like, through text and stuff like that, but, um, I
don't know. I'm sure a lot of other girls would. It's just, I don't think it's for me.
(Participant 13)

A2: There were no concerns about stigma and time,
but participants did articulate a few concerns about
privacy and cost

I have like 500 texts coming to me a day and I had to delete my inbox all the time so
three texts isn't gonna be anything. (Participant 6)

I think you should also, when introduce yourself, let them know that it's completely like
anonymous... and confidential. Like nothing will be shared. (Participant 11)

Well if I didn't have to worry about paying for it, I will do it mainly every day.
(Participant 14)

A3: Having an intervention recommended to them
by others would increase program uptake

Cuz like if a doctor recommended it, like you'd probably like listen to him more cuz he is
like a doctor. (Participant 16)

I think it depends on the person. Like if a doctor told it to me like the ways you guys
are... And so I was interested in it when the doctor told me, because I was like, “In the
moment, I could use that help.” So I think it just depends on like the person and the time
of like when it's being told. (Participant 19)

You guys already have teenagers—tell them to put the word out; (other teenagers)
probably would listen more cuz they are teenagers themselves... (Participant 2)

B: Intervention language

B1: Interventions should use simple, conceptually
straightforward, positive messages

Well you know you're in the moment, so it's like it's not even gonna help, give me
somethin’ for now. When I want advice, I want quick advice that's gonna like just help
me right there. (Participant 20)

And that'd be good to get something positive. Because when you're having a really bad
day it's like I really want something positive. (Participant 11)

It could help—it reminds them to think like things—it's, it helps you, it like gives you
like more positive things that you can do to avoid the negative, to like think before you
speak, think before you act. (Participant 19)

B2: The tone of an intervention should be
conversational and friendly but not slang filled

I just don't want like teacher comments—like text messages. Like that's somethin’ that's
annoying. I wouldn't want that; I'd kinda be mad, like, “C'mon, now.” So yeah, like stuff
like that, then yeah, definitely. (Participant 20)

So to make it [sound] more like, we're kind of, “we already know each other and we're
friends and we're texting, just between us.” (Participant 7)

Like if you add exclamation points at the end of everything that's gonna seem really,
really uppity. (Participant 6)

C: Intervention structure

C1: The messages may be automated but must be
individually tailored with some two-way
communication

Sometimes, like, you—sometimes sending a quote to somebody, like, they might not be
feeling that way. So it's like, you'll be like ‘Oh, how are you feelin’ today?’ and then if
you say a certain way, it's like, you give ‘em a text message that relates to that.
(Participant 9)

Like I would just want you—like, me, to, like me, like say if it was you texting me “Oh,
how are you feelin’ today?” Like, I would like that, because, like, it's from you and, like,
if you were textin’ all the other girls the same thing, it's just weird to me. (Participant 15)

C2: The intervention should deliver both
predetermined (automatic) and as-needed messages

[I'd like it if] when they're upset, they can just, like, hit up that app and be like, I feel like
this right now. And then this is why. And then [the program] answers back, well, maybe
you should do this. How, like, on a scale from one to ten, why do you feel like this?
Like, stuff like that. (Participant 17)
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So like I said, some people might need more than others. So if they need ‘em they
[should have the option to] could always get more. (Participant 18)

C3: Participants perceive advantages to both
randomly delivered content and regularly
scheduled content

It'd be nice to have every day um, to have one. Like in the morning maybe. And maybe
even at night because now in the morning you've had this. But if you have a rough day
it'd be nice to know something at the end of the day. (Participant 11)

I think you should—I think you guys should like scatter it, make it random. ‘Cuz then
like, you don't want them to be like expecting it, so then, uh, like they know. I think like
being reminded like randomly or like with them not knowing – then it would be better,
because you don't want them to like think, like know that they are gonna get it, because
then it won't like help them. (Participant 19)

C4: The dose and schedule of intervention content
may need to be varied according to the participant's
needs

...when they get it more and more it might be helpful for them to say, oh well, I guess
that's good about me. I guess I can do that. (Participant 11)

Like I said depends on the person. I wouldn't mind if it would be everyday, [or] if it
would be once a week, like, Doesn't matter. (Participant 2)

Um, maybe, like, Friday after school or at nighttime right before kids start getting into
trouble. ‘Cuz, um, that's when, you know, when kids are going to get in trouble. Most of
the time, they don't get in trouble during the week unless it'sat school, when they do
something wrong at school, but when you don't have to go to school and you're kind of
on your own, then that's kind of where, you know, emotions rise and whatever.
(Participant 13)

However long you need it. Like, everybody's different, but it could definitely help a lot
of people in stressful situations make better decisions. (Participant 17)

I think it depends on the per—the way the, who the person is, how they—like their
personality. ... And if, like ifthe time comes up to like maybe how long they said, and if
they are still not ready, just keep ‘em going for however long they want. (Participant 19)

C5: Multimedia may be helpful but is not necessary Like, funny pictures. Like, when you're upset, like, they're called anxiety pictures. So it's
like, whenever you're, like, upset and you're about to have an anxiety attack, you look at
a picture, laugh, and you're just like—[relaxed]. (Participant 17)

[To RA question “Is there anything else that you would like?”] Uhm, smiley faces!
(Participant 16)
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