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Context

• Below the age of 20

– The majority enjoy good mental health and do 
not develop a mental health problem

– It is developmentally appropriate to be 
impulsive, seek rewards and take risks

– Most mental health problems are precipitated 
by social triggers, often in a background of 
long-term social difficulties

• However, in terms of the life course, the 
risk of onset of mental disorders is highest 
in adolescence into young adulthood 3



Global burden of child and adolescent 
mental and substance use disorders

(Murray et al, 2012)
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Burden in young women in South 
Asia (15-29 years)

(GBD 2004)
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Burden in young men in South Asia 
(15-29 years)
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Proportionate burden
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Interface with other health and social 
problems

• Mental disorder is a risk factor for school drop-out  

• Mental disorders are strongly associated with risk 
behaviours, including sexual risk-taking, smoking 
and other substance abuse

• Physical health problems are frequently associated 
with mental disorders; co-morbidity is associated 
with worse outcomes 

• Mental disorders are associated with premature 
mortality
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Cause of death*

Estimated 

deaths '000

Contribution of each 

cause to the overall 

mortality (%)

Men

Transport accidents 48 13•6

Suicide 45 12•8

Other unintentional injuries** 40 11•3

Tuberculosis 34 9•6

Cardiovascular diseases 25 7•0

Total of 5 leading causes 192 54•3

Women

Maternal conditions 46 15•5

Suicide 40 13•7

Tuberculosis 30 10•3

Unintentional injuries 29 9•9

Cardiovascular diseases 20 6•9

Total of 5 leading causes 165 56•3



Reaching out to young people
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Where is the best place to deliver 
these interventions? 

IN THE HEALTH CARE SYSTEM

• Primary health care: BUT adolescents rarely use primary 
health care

• Youth health programs, notably ARSH, BUT these are not 
frequently used except by married couples for RSH needs

• Specialist services for severe conditions, BUT these are 
associated with stigma 

IN YOUTH FRIENDLY SETTINGS

• Community based interventions integrating health with 
other youth concerns

• School based interventions integrating health with 
educational concerns 
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Yuva Mitr: A Community Based Program 
for Youth Health Promotion 

To develop, implement and evaluate a population 
based, integrated (i.e. addressing a range of risk 
factors and health outcomes) model for youth 

health promotion
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Project Sites & Population

Communities selected 
purposively 

 All youth aged 16-24 
years
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Intervention content

Reproductive & Sexual Health

Mental Health

Education & Careers

Life Skills

Intervention 

components

Peer Education 

Program 

Teachers’ Training 

Program 

Information, 

Education and 

Communication
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Evaluation

• Cluster RCT with two matched pairs of 
communities

• Effectiveness: repeated surveys

– 3663 participants at baseline; 

– 3552 participants at endline

• Process indicators in intervention arm

– Mixed methods including in-depth interviews, 
observations, exit interviews and before-after 
questionnaires
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Effectiveness findings
(Balaji et al, J Adol Health 2011)

• In both intervention arms, the prevalence of 
physical violence perpetrated and depression 
reduced, and knowledge and attitudes on RSH 
significantly improved 

• The rural intervention arm also performed better 
on help seeking behaviour for RSH complaints, 
and the urban intervention arm on substance use, 
suicidal behaviour, sexual abuse, sexual 
complaints in both genders
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Delivery lessons

• Integrated models of intervention are 
acceptable

• Secondary schools offer an ideal 
setting for intervention delivery 

• Peer and teacher models face 
challenges of sustainability
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School Health Promotion & 
Empowerment Program (SHAPE)

2008 onwards
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School HeAlth Promotion and 
Empowerment (SHAPE) intervention

• The SHAPE program has 3 unique features:

- Task shifting: delivery by locally selected lay 
school health counsellors with a minimum of 
a high school certificate

- Integrated approach: targets a range of 
health behaviours and outcomes

- Multi-level: delivered at a school level, group 
level and individual student level
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Three levels of intervention

• Universal: needs assessment, mapping, SHPAB 
meetings, awareness generation, student 
Speak Out Box, health camps

• Group: workshops (parents, teachers, 
students), classroom life skills and health 
education programme

• Individual: individual counselling
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Evaluation
(Rajaraman et al, BMC Health Services Research 2011)

• Mixed methods evaluation of impact in 9 secondary 
schools in rural Goa

• High coverage (>85%) of all planned activities was 
achieved in the first year of the programme

• The SHC as an agent of delivery and programme 
components were acceptable to stakeholders. 

• Several areas of impact were identified, including 
reduced violence, improved knowledge about RSH 
and improved mental health 



Scaling up

• School counsellor program has been scaled up 
throughout the state of Goa 

• A new project (SEHER) in partnership with the MOE, 
Bihar, to carry out an RCT evaluating this model of 
intervention, and a teacher counsellor model. 

• A suite of resource materials are available for training 
school counsellors
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Summary

• Mental health problems are amongst the most 
important causes of ill health in young people and 
suicide is amongst the leading causes of death

• Mental health interventions are best delivered in 
youth friendly settings (schools or community 
settings), integrated with other health and 
educational concerns 

• Task-sharing in a collaborative framework (i.e. with 
supervision) to trained lay counselors are effective 
models for delivery of mental health promotion 
and treatment for youth
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