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ABSTRACT 

Introduction:  We evaluated a classroom-based sensitisation intervention that was designed 

to reduce demand-side barriers affecting referrals to a school counselling programme. The 

sensitisation intervention was offered in the context of a host trial evaluating a low-intensity 

problem-solving treatment for common adolescent mental health problems.   

Methods:  We conducted a stepped-wedge, cluster randomized controlled trial with 70 

classes in six secondary schools serving low-income communities in New Delhi, India.The 

classes were randomized to receive a classroom sensitisation session involving a brief video 

presentation and group discussion, delivered by a lay counsellor over one class period 

(intervention condition, IC), in two steps of 4 weeks each. The control condition (CC) was 

whole-school sensitisation (teacher-meetings and whole-school activities such as poster 

displays). The primary outcome was the proportion of students referred into the host trial. 

Secondary outcomes were the proportion of students who met mental health caseness 

criteria and the proportion of self-referred adolescents. 

Results:  Between 20th August 2018 and 9th December 2018, 835 students (23.3% of all 

students) were referred into the host trial. The referred sample included 591 boys (70.8%), 

and had a mean age of 15.8 years, SD=0.06; 194 students (31.8% of 610 with complete data) 

met mental health caseness criteria. Referral rates were substantially higher in the IC 

(IC=21.7%,CC=1.5%, OR=111.36, 95%CI=35.56-348.77,p<0.001). The proportion of self-

referred participants was also higher in the IC (IC=98.1%,CC=89.1%, Pearson 

chi2(1)=16.92,p<0.001). Although the proportion of referred students meeting caseness 

criteria was similar in both conditions (IC=32.0% vs CC=28.1%), the proportion weighted for 

the total student population was substantially higher in the IC (IC=5.2%,CC=0.3%, OR=52.39, 

95%CI=12.49-219.66,p<0.001), indicating that significantly more cases were referred in the 

IC.  

Conclusion: A single, lay counsellor-delivered, classroom sensitisation session increased 

psychological help-seeking for common mental health problems among secondary school 

pupils from urban, low-income communities in India. 

Trial registration number: NCT03633916. 

 

KEY WORDS: Adolescents, schools, global mental health, help-seeking, stepped wedge 

cluster randomisation trial 
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KEY QUESTIONS  

What is already known?  

• Low mental health literacy and high stigma restrict adolescents’ help-seeking for 

mental health problems.  

• Previous studies suggest that demand-side interventions are more effective at 

increasing access to mental health care when targeted directly at young people rather 

than focusing primarily on parents and other adult gatekeepers.  

• The existing evidence base is derived almost entirely in high-income countries, limiting 

inferences to diverse global contexts.  

What are the new findings? 

• We report findings from the first randomized controlled trial of the effects of a youth-

focused intervention seeking to increase demand for school-based mental health care 

in a low-resource context.  

• As compared with a typical whole-school sensitisation programme (which targeted 

teachers and school principals, with adolescent engagement limited to poster displays 

and installation of drop boxes for receiving referrals), a single classroom sensitisation 

session (involving a video presentation and facilitated discussion with a lay counsellor) 

led to a large increase in demand for school-based mental health care. 

• The vast majority of help-seeking adolescents were self-referred.  

• Most of the help-seeking students who met mental health case criteria originated 

from the sensitised classes.  

What do the new findings imply? 

• Compared with whole-school sensitisation, this study demonstrates that a relatively 

brief, scalable, and student-targeted intervention, delivered at the classroom level 

using contextually sensitive content and facilitation by a lay counsellor, can greatly 

increase demand for mental health care among socio-economically disadvantaged 

adolescents.  

• In conjunction with evidence-based psychological treatment, this approach has the 

potential to reduce the mental health care gap for young people in low-resourced and 

probably also in high-resourced settings.  
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INTRODUCTION 

Help-seeking for adolescent mental health problems is low in all contexts, but particularly so 

in low- and middle-income countries (LMICs).1-4 A range of demand-side barriers have been 

described, such as low levels of mental health literacy (associated with difficulties in self-

identification of symptoms and poor knowledge of mental health services); stigma; a 

preference towards self-reliance and informal sources of help; perceived low effectiveness of 

treatments; concerns regarding confidentiality; and negative past experiences with mental 

health services.1-5 These are compounded by systemic-level barriers such as scarcity of 

acceptable and effective mental health services, and associated costs.1-5 Schools are a 

recommended platform to improve adolescents’ access to effective mental healthcare, with 

the potential to address a number of these barriers. However, even when school-based 

mental health services are available, adolescents may be reluctant to seek help.6 

There has been growing interest in developing and testing interventions to increase the 

demand for mental health care by adolescents, especially in the past decade. However, a 

recent meta-analysis reported no effects of demand-side interventions on formal help 

seeking for adolescent mental health problems; notably, most of the interventions included 

were targeted towards caregivers or gatekeepers rather than adolescents directly.7 

Interventions targeting adolescents themselves, such as universal school-based mental health 

awareness programmes, have been shown to improve mental health literacy and influence 

more positive help-seeking attitudes and intentions among adolescents. These variables are 

in turn considered to promote actual help seeking.8-10 Only seven studies (none in LMICs) have 

assessed the impact of such interventions on actual help-seeking behaviour, four of which 

were conducted in schools11-14 and focused variously on general mental health literacy,11 and, 

suicide literacy.12-14 However, none of the school-based intervention studies showed any 

positive impact on help-seeking behaviour.  

India is home to the largest number of adolescents in any single country and growing policy 

attention has been devoted to their mental health, with a particular focus on school-based 

provision of mental health care.15 Given the very low coverage of school mental health 

services in most populations in India and an estimated treatment gap for common mental 

disorders in adults of 85%,16 we speculate that the unmet mental health needs for 

adolescents exceed 90%. The PRemIum for aDolEscents (PRIDE) programme aims to develop 

and evaluate a stepped-care intervention model for adolescents with common mental health 

problems in low-income schools in India. The PRIDE stepped-care architecture involves two 

sequential psychological interventions of incremental intensity: the first step is a brief low-

intensity problem-solving intervention,17 while the second step is a higher-intensity 

psychological treatment that is offered to those students who do not respond to the problem-

solving intervention.18 An iterative process of intervention development highlighted access 

barriers such as low mental health literacy and concerns regarding confidentiality in the target 

population, with consequent needs for clear and non-stigmatising information about the 

purpose and intended recipients of school counselling services, referral processes and 
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assurances about confidentiality.19 20 To address these barriers, we designed an adolescent-

facing classroom-level sensitisation intervention to be implemented as a universal 

intervention to improve mental health literacy and stimulate help-seeking behavior among 

school going adolescents9, and then evaluated its impacts in a trial that was embedded in a 

host trial of the first-step problem-solving intervention.21 This paper presents the results of 

this embedded sensitisation trial, and complements the findings  of the host trial.22  

The primary objective of the sensitisation trial was to evaluate the impact of a classroom 

sensitisation session (intervention condition, IC), over and above whole-school sensitisation 

activities (control condition, CC), on the proportion of adolescents referred into the host trial 

as a function of the total sampling frame in each condition. We hypothesised that the IC would 

be associated with a higher proportion of students referred from the corresponding school 

population. The secondary objectives were to assess the effects of the intervention on (1) the 

proportion of students who met mental health case criteria (as required to participate in the 

host trial); and (2) the proportion of students who were self-referred. We also sought to 

explore whether there would be any differences in the severity of symptoms and symptom 

subtypes among help-seeking students after exposure to the respective sensitisation 

conditions.  

METHODS 

Study design  

We conducted a stepped-wedge cluster randomised controlled trial (SW-CRCT)23 with two 

sequences and three time periods in six Government-run secondary schools in New Delhi, 

India. Three were boys’ schools, two were girls’ schools and one was co-educational (mixed 

boys and girls), all catering to low-income communities. The design has been described in 

detail in the published study protocol.21 In brief, we randomly selected 70 classes (sampled 

from grades 9-12) covering 3,587 students, from a pool of 118 classes that had not received 

classroom sensitisation previously during pilot work. We restricted the number of classes 

included in the trail to 70, based on the numbers of cases we expected by modelling of pilot 

data, so that the counsellors in the host problem-solving intervention trial could manage the 

demand. Classes formed natural clusters. 

<<Insert figure 1 here>> 

All classes began in the control condition (first time period), and subsequently received the 

intervention in two steps (figure 1). Classes were randomised to one of the two allocation 

sequences that determined the step in which they received the intervention. Thus, the trial 

had three time periods of four weeks each, and a total duration of 12 weeks.  

Randomisation and masking:  

Random numbers were generated using the rand() command in Microsoft Excel and assigned 

to the 118 available classes arranged in strata by school and grade. The final sample of 70 
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classes was selected through proportional sampling from each of these strata using the 

smallest value of the assigned random number as a guide. The randomisation sequence for 

allocating these 70 classes to one of the two sequences was generated (in Excel) using a block 

size of two (as the numbers of classes in individual strata was often less than 4). The 

randomisation was completed before the initiation of the trial. Blinding of the researchers 

was not possible as they were involved in the implementation of sensitisation activities across 

both the intervention and control conditions. However, teachers were not informed about 

the trial hypotheses in order not to influence their willingness to refer into the study. 

Procedures  

Control condition (CC)  

This comprised a set of whole-school sensitisation activities intended to generate referrals of 

students with common mental health problems into a counselling service on school premises. 

These activities were: meetings with school principals and teachers to provide them with 

structured information about common mental health problems among students and the 

referral routes; displaying posters with information about the counselling service in highly 

visible locations throughout the school, such as noticeboards, corridors and outside the 

counsellor’s room; and establishing drop-boxes (one per school) with appropriate signage 

installed near the counsellor’s room, for receiving referrals discreetly. A liaison teacher was 

identified in each of the schools to coordinate these activities. Meetings with the principal 

were conducted by master’s-level psychologists while lay counsellors (also responsible for 

providing the problem-solving intervention in the host trial) and researchers (responsible for 

processing referrals and conducting mental health assessments for the current and the host 

trial) convened meetings with the teachers. The lay counsellors and researchers were Hindi-

speaking college graduates. The counsellors had no prior training or experience of mental 

health care.   

Intervention condition (IC) 

This comprised a single classroom sensitisation session offered in addition to the whole-

school sensitisation activities. A typical session was delivered over 20-25 minutes (to fit into 

a typical class period) by a lay counsellor aided by a researcher. The session began with a short 

animated video (link to video) providing age-appropriate information on common stressors 

and ways of coping. This was followed by a guided group discussion to facilitate engagement 

and clarify understanding of the material. Additionally, adolescents were handed a self-

referral form which included normalizing information and question-based prompts to assist 

with self-identification of mental health problems. Fidelity of the intervention was assessed 

for 20% of sessions by an independent assessor using a checklist of 16 observable procedures 

(e.g., accuracy of explanations given about confidentiality, referral pathways and use of self-

referral forms; responsiveness to queries raised by students during the class discussion). Each 

item was evaluated on a three-point Likert scale. Fidelity score (maximum score=2) was 

arrived at after averaging the individual scores across all assessed procedures.  

https://drive.google.com/file/d/1Y2NoMYf-NTjuNekYgxWZf7nNZIg88E98/view?usp=drivesdk
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Across both the conditions, adolescents could be referred into the host trial through three 

routes: self-referral either by meeting a counsellor/researcher personally; depositing a 

referral slip in a drop-box; or referral by a teacher. Consent was obtained through a two-stage 

consent process covering both this and the host trial, approved by the Institutional Review 

Boards of Sangath and Harvard Medical School. Referred adolescents were provided with 

structured verbal information and a written information sheet about the use of their 

referral/screening data, with the opportunity to opt-out. The information sheet was retained 

by adolescents and shared with parents/guardians. Adolescents, meeting eligibility criteria 

for the host trial were provided with additional structured verbal and written information and 

an opt-in procedure was implemented, as outlined in the published protocol.21 It was not 

viable to obtain informed consent from all the 3587 students in the selected classes prior to 

randomization as the intervention was delivered at classroom-level, and the consent process 

itself was likely to influence the students’ help-seeking directly. However, steps were taken 

to ensure that no personally identifiable data were collected before obtaining informed 

consent.   

Outcomes 

Primary outcome: ‘Referral proportion’ was the proportion of adolescents in the participating 

classes that were referred, representing the unmet need for psychological help among the 

students 

Secondary outcomes: 1) ‘Case level proportion’ was defined in two ways: the proportion of 

who met the criteria for mental health ‘caseness’ (defining the student’s eligibility to 

participate in the host trial) either as a fraction of all students in the participating classes 

(added to the original protocol, before commencing data analysis), or as a fraction of referred 

students only. The counselling intervention in the host trial was designed as an early 

intervention for adolescents with elevated symptoms and associated distress/impairment. 

Adolescents were assessed eligible to participate in the host trial if they reported a Total 

Difficulties score on the self-reported Strengths and Difficulties Questionnaire (SDQ) above 

the locally validated cut-offs of >/= 19 and >/= 20 for borderline difficulties among boys and 

girls respectively, representing the top 15% of scores obtained from a  normative reference 

sample in Indian youth;24 and score of 2 or more on the SDQ Impact Supplement, indicating 

clinically significant distress and functional impairment; and duration of mental health 

problems lasting for more than 1 month, assessed on the chronicity item on the SDQ Impact 

Supplement. These eligibility criteria also recognise that psychopathology in young people 

can present in the form of heterogenous symptoms with help-seeking driven by a desire to 

address associated stressors and functional impairment. The SDQ has been widely used as a 

measure of psychopathology among children and adolescents globally, including in India.25 2) 

‘Self-referral proportion’ was defined as the proportion of referred adolescents who were 

self-referred.  
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We also assessed the effect of the IC on the following exploratory outcomes: 1) Severity of 

adolescent-reported mental health symptoms on the SDQ Total Difficulties scale; 2) severity 

of adolescent-reported symptoms on the SDQ Internalizing and Externalising problem sub-

scales. These sub-scale scores (range 0-20) were derived from summing scores for 

Emotional/Peer relationship problems and Conduct/Hyperactivity-inattention problems, 

respectively.  

Analysis 

A power calculation was based on a within-period comparison for a SW-CRCT,26 using Stata 

package “clustersampsi” and parameters based on pilot data. Using referral proportions of 

5% for CC and 15% for IC, an intra-cluster correlation coefficient (ICC) of 0.124, a pragmatic 

sample size of 70 classes (average class size of 50 students) provided 92% power to detect a 

difference of 10 percentage points (treating the outcome as a binomial variable), at a 

significance level of 0.05.  

While data for the primary outcome of referral proportion and the secondary outcome of self-

referral proportion were available for all of the 835 referred adolescents, assessments for 

eligibility to participate in the host trial was completed for 610 participating adolescents. Data 

for individual items on the SDQ were lost for one of these 610 students due to a technical 

malfunction. Thus, exploratory outcomes – requiring the scores of individual items on the 

SDQ - were available for 609 adolescents only.  

We used multiple imputations with a chained equations framework to impute missing data 

for the 225 referred adolescents who did not participate in the host trial (updated in the 

statistical methods outlined in the original protocol, before commencing data analysis). We 

first imputed the missing data for the underlying variables of the Internalising and 

Externalising SDQ sub-scale scores, Impact score, and, chronicity of mental health problems. 

The SDQ Total Difficulties score and eligibility for the host trial were then computed passively 

from the imputed data for the underlying variables. We used univariate methods with logit 

for categorical variables, and predictive mean matching (k-nearest-neighbour option=5) for 

continuous variables. The imputation model included period, allocation sequence, school, 

and grade, as they were associated with trial participation (Table 2). The number of 

imputations was set to 50, to account for the high proportion of missing data.27  

We used Generalized Estimating Equations (GEE) with robust standard errors (measured using 

the sandwich estimator method) for analysis of the outcomes, a recommended method for 

analysis of the SW-CRCTs.28 The analysis model for calculating the marginal probability of the 

outcomes included parameters for the effect of the classroom sensitisation session for the 

time periods when the intervention was introduced and for the subsequent time period, and 

parameters for the second and the third time period (added to the initial analysis model 

before commencing data analysis) to account for secular trend. We specified the 

‘exchangeable’ correlation structure, later changed to ‘independent’ when the model did not 

converge for the outcomes of referral proportion, eligible proportions, and, self-referral 
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proportion. Sensitivity analysis was conducted using GEE for a ‘within-period comparison’ of 

data from the second period only.26  

Patient & Public Involvement 

Formative research activities, including literature reviews and intervention design workshops 

with local and international experts, were triangulated with qualitative data from 280 

stakeholders, including adolescents, parents, school staff, and mental health practitioners.17 

Structured school-based sensitisation were endorsed by the various stakeholder groups to 

overcome demand-side barriers to engagement in mental health services.19 These activities 

were subsequently tested and refined in pilot work prior to the current trial.17 Key 

modifications included: (i) re-designed content of classroom sessions which stronger 

emphasis placed on normalisation of adolescent mental health problems and assurances 

about confidentiality to address concerns about stigma; (ii) use of an animated video and 

group discussion (rather than didactic verbal instructions) to increase student engagement 

with the classroom session; (iii) increased variety of referral methods to facilitate discreet 

self-referral processes; and (iv) use of structured/scripted briefings to standardise 

information provided to school staff. 

RESULTS  

Trial flow indicators 

The trial began on 20th August 2018, and was completed on 9th December 2018, after 

accommodating two short breaks – one for exams between the first and the second period 

and one for a major Indian festival (Diwali) between the second and third period (figure 2). 

The total student population in the 70 randomly selected classes was 3,587 with a mean class 

size of 51.2 (95%CI=47.3 to 55.2); 2036 (56.8%) were boys. Across the two sequences of IC 

delivery, there was a balanced distribution with respect to grades (i.e., across years 9-12). 

However, the numbers of adolescents included in each of the six schools and the gender 

distribution differed significantly (Table 1), owing to the varying class sizes across the schools.  

Table 1: Characteristics of  students in participating classes (clusters) by the allocation 

sequences.   
 

Total  Sequence 1=35 

classes 

Sequence 2=35 

classes 

Test statistic, 

p value 

Students 

(N=3587) 

Students 

(n=1857) 

% Students 

(n=1730) 

% 

Gender: 
     

Pearson chi 

squared (1)= 

12.3, p<0.001 

Male 2036 1106 54.3 930 45.7 

Female 1551 751 48.4 800 51.6 

Grade: 
     

 

9
th

 1614 831 51.5 783 48.5 
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Total  Sequence 1=35 

classes 

Sequence 2=35 

classes 

Test statistic, 

p value 

Students 

(N=3587) 

Students 

(n=1857) 

% Students 

(n=1730) 

% 

10
th

 1006 518 51.5 488 48.5 Pearson chi 

squared (3)=   

0.4, p=0.94 
11

th
 420 223 53.1 197 46.9 

12
th

 547 285 52.1 262 47.9 

School: 
     

Pearson chi 

squared (5)= 

18.2, p=0.003 

GBSSS, Mahipalpur 717 378 52.7 339 47.3 

GBSSS, Molarband 551 315 57.2 236 42.8 

SBV, Molarband 590 319 53.1 271 45.9 

GGSSS, Molarband 726 338 46.6 388 53.4 

ASMS-SKV, 

Mahipalpur 

612 299 48.8 313 51.1 

SBV Co-Ed, Vasant 

Vihar 

391 208 53.2 183 46.8 

 

Overall, there were 835 referrals (23.3% of all the 3587 students) from the 70 classes included 

in this trial (mean referrals per class=12, SD=1.55, primary outcome). From these 835 

referrals, 610 (73.1%) consented to participate in the sensitisation trial and completed 

eligibility assessments for the host trial (secondary outcome of ‘case level proportion’ and 

exploratory outcomes). The participation rate was significantly lower in the CC (n=32 of 55 

referred in CC, 58.2%) as compared to the IC (n=578 of 780 referred in IC, 74.1%; Pearson 

chi2(1)=6.62, p<0.001). Non-participation was associated with grade and school, but not with 

the age or gender of the student (Table 2). Reported reasons for non-participation included 

“no current problem/ problem resolved/ not interested otherwise” (n=8, 34.8% in CC and 

n=112, 55.4% in IC), “inability to read/comprehend the language of the intervention” (n=8, 

34.8% in CC and n=19, 9.4% in IC), “referred by another party but not interested” (n=4, 17.4% 

in CC and n=15, 7.4% in IC), and, “lack of time” (n=1, 0.5% in IC). Another 35 (17.3%) 

adolescents, all from the IC, were not contacted as the recruitment target of the host trial 

was achieved. Additionally, n=3 (13.0%) in CC and n=20, (9.9%) in IC were not contactable.  

Table 2: Characteristics of the participants and non-participants for mental health threshold 

eligibility assessment  

  Total 

Referred 

Trial 

participant 

Non-participant Test statistic, 

p value 

  N=835 N=610 % N=225 % 

Age (Mean, SD) 15.8 years  

(0.06) 

15.8 years  

(0.06) 

15.9 years  

(0.13) 

T test: t(726)=  

0.2, p=0.84 
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  Total 

Referred 

Trial 

participant 

Non-participant Test statistic, 

p value 

  N=835 N=610 % N=225 % 

 Gender 
     

Pearson chi 

squared(1)= 

0.02, p=0.90 

Female 244 179 29.3 65  28.9  

Male 591 431 70.7 160  71.1  

Grade 
     

Pearson chi 

squared(3)= 

20.8, p=0.001 
9

th
 396 298 48.9 98  43.6  

10
th

 190 155 25.4 35  15.6  

11
th

 42 26 4.3 16  7.1  

12
th

 207 131 21.5 76  33.8  

School  
     

 

Pearson chi 

squared(5)= 

66.1, p<0.001 

GBSSS, Mahipalpur 209 177 29.0 32 14.2 

GBSSS, Molarband 135 103 16.9 32 14.2 

SBV, Molarband 202 122 20.0 80 35.6 

GGSSS, Molarband 87 68 11.1 19 8.4 

ASMS-SKV, 

Mahipalpur 

80 38 6.2 42 18.7 

SBV Co-Ed, Vasant 

Vihar 

122 102 16.7 20 8.9 

 

Intervention delivery 

The CC activities were conducted as per-protocol in most schools. The intervention 

supervisors met with the principals of five schools. The lay counsellors and researchers 

convened a total of 12 meetings with teachers (2 per school in 4 schools, 1 and 3 respectively 

in the remaining 2 schools; average duration=15 minutes). A total of 278 teachers (66.0% of 

the total teacher body) participated. Six drop-boxes (one per school) were installed outside 

the counsellors’ rooms, and 30 posters (five per school) were displayed in prominent 

locations.  

The IC classroom sensitisation sessions were scheduled in two steps. The first was conducted 

in 35 classes at the beginning of the second time period with a mean duration of 23 minutes 

(SD=0.81 minutes; fidelity score=1.88, SD=0.04); 1136 students (61.2% of the relevant student 

population) attended these sessions. The remaining 35 classes received the classroom 

sensitisation sessions at the beginning of the third time period, mean duration was 22.3 

minutes (SD=0.81 minutes; fidelity score=1.98, SD=0.02; t-test(15)=-2.17, p=0.05, when 

compared with fidelity of the first step); 1211 students (70.0% of relevant student population) 

attended the sessions. Regular school attendance was, however, not recorded for each of 

3587 students during the trial. 
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<<Insert figure 2 here>> 

Effectiveness of the intervention (Table 3) 

The intervention was associated with a large effect on the primary outcome: out of the 835 

referrals, 55 (6.6%) were generated from the CC, and 780 (93.4%) from the IC. During the time 

periods when the classroom sensitisation sessions were delivered, the referral proportion 

rose with an odds ratio (OR) of 111.36 (95%CI = 35.56 to 348.77, p<0.001) (figure 3). In the 

subsequent time period, the referrals dropped but continued to be significantly higher than 

in the CC (OR=5.80, 95%CI = 1.33 to 25.29; p=0.02). Sensitivity analysis was conducted for the 

primary outcome of referral proportion from the second period in line with the model used 

in the power calculation; the result (OR = 134.67, 95%CI = 41.37 to 438.34, p<0.001) was 

similar to the main analysis. We were not able to report the ICC for this study as the GEE 

analysis model for the primary outcome did not converge with an exchangeable correlation 

structure. School-based researchers and counsellors monitored for adverse events such as 

death, life-threatening events, clinical deterioration requiring hospitalization or other 

specialist treatment, victimization, sexual abuse, and chronic absenteeism as per the trial 

protocol.21 There were no adverse events recorded during the trial.
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Table 3: Primary, secondary, and exploratory outcomes of the trial 1 

Outcome Denominat

or used for 

analysis  

Control 

Condition 

(number, 

percentages, 

or mean score)  

Intervention 

Condition 

(number, 

percentages, 

or mean score) 

Immediate 

effect of 

classroom 

sensitisation 

(intervention) 

Continued 

effect of 

classroom 

sensitisation 

(intervention)  

Effect of time  

Period 2 Period 3  

Primary outcome 

Referral 

proportion#  

3587 

students  

55 (1.5%) 780 (21.7%) OR = 111.36*** 

(95%CI = 35.56 

to 348.77; 

p<0.001) 

OR = 5.80** 

(95%CI = 1.33 

to 25.29; 

p=0.02) 

OR = 0.12** 

(95%CI = 0.03  

to 0.49, 

p=0.003) 

OR = 0.21** 

(95%CI = 0.05 

to 0.93, 

p=0.04) 

Secondary outcomes& 

Eligible-proportion 

of referred 

adolescents#  

835 

referred 

studentsǂ 

9 (28.1% of 32 

trial 

participants) ^ 

185 (32.0% of 

578 trial 

participants) ^ 

OR = 0.27 

(95%CI = 0.02 

to 3.11, p=0.29) 

OR = 0.16 

(95%CI = 0.01 

to 2.30, p=0.18) 

OR = 5.52 

(95%CI = 0.55 

to 55.8, p=0.15) 

OR = 4.5 

(95%CI = 0.40 

to 50.44, 

p=0.22) 

Eligible-proportion 

of all students#  

3587 

studentsǂ 

9 (0.3%) 185 (5.2%) OR = 52.39***  

(95%CI = 12.49 

to 219.66, 

p<0.001) 

OR = 2.25 

(95%CI = 0.34 

to 14.96, 

p=0.40) 

OR = 0.30 

(95%CI = 0.04 

to 2.51, p=0.27)  

OR = 0.42 

(95%CI = 0.05 

to 3.86, 

p=0.45) 

Exploratory outcomes 

Severity of mental 

health symptoms¥  

(total difficulties 

score of SDQ – 

835 

referred 

studentsǂǂ 

Mean score = 

17.81 (95%CI = 

15.64 to 

19.98)^^ 

Mean score = 

17.63 (95%CI = 

17.18 to 

18.08)^^ 

β = -1.89* 

(95%CI = -3.78 

to 0.01, p=0.05) 

β = -2.45 

(95%CI = -5.69 

to 0.79, p=0.14) 

 

β = 2.39** 

(95%CI = 0.06  

to 4.72, p=0.04) 

β = 1.18 

(95%CI = -1.35 

to 3.72, 

p=0.36) 
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Outcome Denominat

or used for 

analysis  

Control 

Condition 

(number, 

percentages, 

or mean score)  

Intervention 

Condition 

(number, 

percentages, 

or mean score) 

Immediate 

effect of 

classroom 

sensitisation 

(intervention) 

Continued 

effect of 

classroom 

sensitisation 

(intervention)  

Effect of time  

Period 2 Period 3  

continuous 

outcome) 

Internalising 

symptoms sub-

scale of SDQ¥  

835 

referred 

studentsǂǂ 

Mean score = 

10.31 (95%CI = 

9.12 to 

11.50)^^ 

Mean score = 

9.06 (95%CI = 

8.78 to 9.33)^^ 

β = -2.70*** 

(95%CI = -3.33 

to -2.08, 

p<0.001) 

β = -3.68*** 

(95%CI= -5.24 

to -2.11, 

p<0.001)  

β = 1.81*** 

(95%CI= 0.73  

to 2.89, 

p=0.001); 

β = 1.42** 

(95%CI= 0.2-

2.64, p=0.02) 

Externalising 

symptoms sub-

scale of SDQ¥  

835 

referred 

studentsǂǂ 

Mean score = 

7.50 (95% 

CI=6.28 to 

8.74)^^ 

Mean score = 

8.57 (95%CI = 

8.31 to 8.83)^^ 

β = 0.82  

(95%CI = -0.79 

to 2.43, p=0.32) 

 

β = 1.28  

(95%CI = -0.91 

to 3.48, p=0.25) 

 

β = 0.68  

(95%CI = -1.06 

to 2.42, p=0.44) 

β = -0.16 

(95%CI = -1.97 

to 1.66, 

p=0.87) 

Notes:  2 

***=results significant with p<0.0001, **=results significant at p<0.05, *=results trending to be statistically significant;  3 

#=Binary outcome, GEE model specified Binomial family distribution of the response variable, logit link function and independent correlation 4 

structure as the GEE model did not converge with exchangeable correlation structure with robust standard error type;  5 

¥ =Continuous outcome, GEE model specified Gaussian family distribution of the response variable, identity link function and exchangeable 6 

correlation structure with robust standard error type;  7 

OR=Odds Ratio;  8 

β = population averaged regression coefficients describing the mean change in the response variable for every 1-unit of change in the 9 

predictor variable.  10 
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&=The secondary outcome pertaining to self-referral proportion was not analysed using GEE owing to very few cases of non-self-referrals (21 11 

referrals by teachers); 12 

ǂ = Analysed after multiple imputations using chained equations were done for the missing data of 225 students related to mental health 13 

assessments; 14 

^ = Denominator =610 trial participants for whom complete data for the outcome were available; 15 

ǂǂ = Analysed after multiple imputations using chained equations were done for the missing data of 226 students related to mental health 16 

assessments; 17 

^^ = Denominator =609 trial participants for whom complete data for the outcome were available. 18 
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<<Insert figure 3 here>> 19 

With regards to the secondary outcomes, out of the 610 referred adolescents for whom the 20 

data were available, 194 (31.8%) fulfilled the criteria for mental health caseness. The 21 

proportion of cases of all students was higher in the IC (n=185, 5.2%) as compared with the 22 

CC (n=9, 0.3%), with OR=52.39, 95%CI = 12.49 to 219.66, p<0.001. However, there was no 23 

significant difference in the proportion of cases among the referred students in the two 24 

conditions: 28.1% (n=9 of 32) in the CC vs 32.0% (n=185 of 578) of IC.  25 

Overall, 814 adolescents (97.5% of all referrals) had self-referred and 21 (2.5% of all referrals) 26 

were referred by teachers. The proportion of self-referrals was significantly higher in the IC 27 

(IC=98.1%, CC=89.1%, Pearson chi2(1)=16.9213, p<0.001). We did not analyse this outcome 28 

any further, since the GEE model was unlikely to provide robust estimates considering the low 29 

number of teacher-referred adolescents.   30 

Considering exploratory outcomes, adolescents referred from the IC were characterised by 31 

lower SDQ Total Difficulties score by 1.89 points (95%CI = -3.78 to 0.01, p=0.05, adjusted for 32 

effects of time) and lower Internalizing problem sub-scale scores by 2.70 points; 95%CI = -33 

3.33 to -2.08, p<0.001, adjusted for effects of time). There was no evidence that Externalising 34 

problem sub-scale scores were different between the two conditions.  35 

DISCUSSION 36 

This study evaluated the added impact of a classroom sensitisation session over and above 37 

whole-school sensitisation activities on demand for a school counselling service for 38 

adolescents in low-income secondary schools in New Delhi, India. The sensitisation trial was 39 

embedded in a host trial which evaluated the effectiveness of a problem-solving intervention 40 

delivered by lay counsellors.21 22 Thus, while the host trial sought to address supply side 41 

barriers (i.e., lack of specialist mental health providers and contextually-appropriate brief 42 

interventions), the sensitisation trial aimed to contribute to the scarce evidence on 43 

interventions that stimulate demand for mental health care in low-resourced contexts.  44 

We observed that a single classroom sensitisation session covering common stressors and 45 

ways of coping, overseen by a lay counsellor, and consisting of a video presentation followed 46 

by a moderated class discussion, greatly increased referrals for mental health care compared 47 

with whole-school sensitisation activities alone. While the proportion of self-referrals was 48 

high in both conditions, it was significantly higher in the intervention condition. The 49 

proportion of referrals who met mental health case criteria was similar in both conditions, 50 

but the fact that many more adolescents were referred from the intervention condition 51 

meant that overall, it accounted for majority of the eligible referrals into the host trial.   52 

Our findings are contrary to most previous studies which have found no effect of mental 53 

health literacy interventions targeted directly at young people on their subsequent help-54 

seeking, despite changes in knowledge and attitudes around mental health care in school 55 

settings.11-14 One exception was a recent US study by Lindow and colleagues, which 56 
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demonstrated positive effects of the Youth Aware of Mental Health Intervention in schools 57 

on help-seeking from peers and school staff (but not mental health professionals) for 58 

depression and suicidal thoughts, through an uncontrolled pretest/post-test design.29 Thus, 59 

our findings are unique in that they are based on a randomized controlled trial conducted in 60 

a low-resource context, where the intervention allowed for direct engagement of the service 61 

providers (counsellors) with the adolescents through a structured classroom sensitisation 62 

session.  63 

The intervention was developed through multiple iterations and specifically designed to 64 

address the barriers to help-seeking that we had identified in earlier formative research.19 20 65 

The intervention not only aimed to facilitate a better understanding regarding mental health 66 

problems and the nature of available support in the participating schools, but also offered an 67 

opportunity for adolescents to discuss potential concerns such as confidentiality and 68 

familiarise themselves with counsellors in the process. It is notable that the most common 69 

reasons for non-participation differed between the two trial conditions, such that a greater 70 

proportion of non-participants in the intervention condition reported an absence of mental 71 

health problems as the main reason for non-participation, as compared to those in the control 72 

condition, who were more commonly either not interested after being referred by another 73 

party (such as teachers), or were unable to read or comprehend the language of the 74 

intervention (which was the same as the medium of instruction in all the selected schools). 75 

These suggest that the classroom sensitisation activities might have impacted directly on the 76 

awareness of symptoms of mental health problems and the counselling interventions, as well 77 

as improved acceptability of help-seeking. 78 

A rapid referral/assessment system allowed adolescents to self-nominate immediately 79 

following the classroom sensitisation session, or shortly thereafter for students who 80 

preferred more discreet methods. Students who met the mental health case criteria were in 81 

turn provided with one of the formats for the low-intensity problem solving intervention (of 82 

the host trial) within the subsequent week.22 These features established an efficient link 83 

between the sensitisation session, referral process and on-site treatment provision. Thus, a 84 

key characteristic of our study design which may explain our findings is that the sensitisation 85 

program was fully integrated with the counselling services in the school, in contrast to the 86 

other studies where the latter were often located in a separate setting.11-14 29  87 

The effects of the classroom intervention could have also been enhanced by context-specific 88 

factors. As there was no existing counselling service available in the schools, the unmet need 89 

for psychological support among these adolescents was high. The teacher-engagement 90 

component appeared to be low, despite the fact that two-thirds of teachers participated in 91 

the awareness meetings. This would help to explain the very small fraction of teacher-92 

directed referrals. It is possible that a single meeting was not sufficient to identify and address 93 

potential barriers such as unfavourable attitudes of the teachers towards the school 94 

counselling programme or logistical reasons pertaining to lack of time and opportunities to 95 

know more about their students’ mental health. It is notable that an overwhelming majority 96 
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of the adolescents were self-referred across both the intervention and control conditions, as 97 

this indicates that the adolescents demonstrated personal agency in seeking psychological 98 

help. Potentially, cascading of information that was shared during the classroom session, with 99 

students who were absent, and also with students from the control condition (cluster 100 

contamination) may have also influenced the self-referral process. Similarly the role of peer 101 

behaviour within the classroom sessions and subsequently may have also influenced this 102 

process, and warrants further investigation.5 However, it cannot be ruled out that some 103 

students in need of psychological help may not have been referred at all, especially if they 104 

were unable to attend schools regularly. 105 

About two-thirds of all the referrals in both conditions did not meet the mental health case 106 

criteria, reflecting pre-defined clinical thresholds for symptom severity, functional impact, 107 

and chronicity. In other words, while the addition of classroom sensitisation increased the 108 

total number of referrals and the total number of adolescents with mental health problems 109 

being referred, it was not more efficient than the whole-school sensitisation activities alone 110 

in increasing the proportion of referrals who needed mental health care. For a school-based 111 

programme, the implications of this finding on the resources involved, are two-fold. Firstly, 112 

the screening and assessment of large numbers of false positives may overwhelm the human 113 

resources allocated to the programme. Secondly, to ensure that school-based mental health 114 

services remain acceptable, the felt need of false positives will need to be addressed by 115 

incorporating appropriate early interventions. For example, pilot work prior to the current 116 

trial suggested that adolescents expected school counsellors to provide practical guidance for 117 

mitigating their life problems (commonly related to academic performance, romantic 118 

relationships and conflicts with peers and family).19 In this context, offering low-cost 119 

‘bibliotherapy’ or a brief single-session psychoeducation intervention containing practical tips 120 

for coping with common problems may be considered.22 Additionally, the use of digital 121 

technology to promote self-screening among adolescents and providing guidance may be 122 

considered. Adolescents referred for counselling from the intervention condition of the 123 

sensitisation trial reported less severe internalising symptoms. Given that most referrals were 124 

self-referrals, this may be indicative of increased awareness of internalising symptoms in 125 

oneself, and an attitudinal shift towards a greater acceptability of formal help-seeking for 126 

symptoms. This contrasts with the likelihood that referrals for externalising problems are 127 

more likely to be made by other persons. However, this should be interpreted with caution 128 

considering the trial may not be powered enough to detect these differences. 129 

This trial is among the largest evaluations of any demand-side intervention for adolescent 130 

mental health care globally. It is also among the few trials to evaluate actual help-seeking 131 

behaviour. Among its other strengths are the inclusion of a sufficient number of clusters that 132 

provide adequate power to detect the effects of the intervention. The study used an active 133 

control condition similar to many of the interventions tested in previous studies and 134 

employed minimal exclusion criteria for selecting the classes or referred adolescents for 135 

analysis. As the study was implemented in six government-run schools in low-income 136 
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localities of New Delhi, India, the results are generalizable to similar settings in the real world. 137 

We also acknowledge several study limitations. Because of the short duration of the trial, we 138 

are unable to make inferences about the sustained effects of the intervention. That said, the 139 

declining secular trend for referrals following the intervention indicates the need for refresher 140 

sensitisation, perhaps once a semester/term. Although we did not assess economic costs, the 141 

brevity of the classroom sensitisation session and the fact that it was delivered by the same 142 

counsellor who subsequently treated eligible referrals (i.e., requiring no additional human 143 

resources) would imply a strong likelihood of cost-effectiveness. 144 

CONCLUSION 145 

In conclusion, our study shows that demand for mental health care can be increased 146 

substantially in low-resource secondary schools through a single classroom sensitisation 147 

session, delivered by a lay counsellor, employing contextually relevant content and format, in 148 

comparison to whole-school sensitisation activities alone. Such interventions should be 149 

twinned with school counselling services to enhance the effective coverage of mental health 150 

care for adolescents. Further research is needed to determine how school staff can be 151 

engaged more effectively to ensure wider and more efficient referral routes. Suitable 152 

interventions for adolescents who do not meet clinical thresholds also requires further 153 

investigation, particularly in settings where mental health sensitisation generates demand 154 

that exceeds capacity for individual face-to-face interventions.    155 
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