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​Abstract​

​Introduction​

​Globally, adolescents are facing a “polycrisis” of intersecting challenges that place​

​them at heightened risk for poor mental health outcomes, particularly in low- and​

​middle-income countries (LMICs), where 90% of the world’s adolescents live. School-based​

​wellbeing programs offer a promising, cost-effective prevention strategy, yet evidence from​

​large-scale, government-delivered interventions with longer-term follow-ups remains limited.​

​This study evaluates the effectiveness of Youth First, a teacher-delivered, in-school wellbeing​

​program, as conducted in Bihar, India, via government systems, addressing key evidence​

​gaps relevant to LMIC government adoption.​

​Methods​

​We conducted secondary analysis of data from a cluster-randomized controlled trial​

​across 69 government schools in Bihar, India, enrolling 5,445 Grade 7–8 students. Schools​

​were randomized to Youth First or control (standard education). Data were collected at​

​baseline, 8 months, and 20 months. Outcomes measured included physical and mental​

​wellbeing, psychosocial assets, gender attitudes, empowerment, and tobacco use. Analyses​

​followed an intention-to-treat framework using mixed-effects difference-in-differences​

​models with random intercepts for schools and students.​

​Results​

​Youth First led to statistically significant improvements in social and peer support​

​across multiple time points and cohorts. Additional significant effects were observed for​

​self-efficacy, empowerment, internalizing symptoms, psychological wellbeing, and tobacco​

​use, with patterns varying by grade and exposure duration. Notably, several effects persisted​

​or intensified one year post-intervention, including for psychological wellbeing and​

​self-efficacy.​

​Conclusion​
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​This longitudinal cluster-randomized controlled trial demonstrates that a scalable,​

​government-delivered school wellbeing program can produce meaningful and sustained​

​benefits across multiple priority outcomes for adolescents in an LMIC setting.​

​Key words:​​Schools; Wellbeing; Adolescents; Cluster-randomized​​controlled trial; Low- and​

​middle-income countries; Promotion​
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​Introduction​

​Globally, adolescents face challenges including climate change, social media​

​pressures, rising violence and crime, poverty, discrimination, migration, and displacement​

​(Kałwak et al., 2024; World Federation of Public Health Associations, 2025; World Health​

​Organization, 2025)​​. These crises are amplified for​​adolescents living in Low and​

​Middle-Income Countries​​(LMICs; Alegría et al., 2018;​​Sánchez-Castro et al., 2024)​​, which are​

​also home to 90% of the world’s adolescents​​(United​​Nations, Department of Economic and​

​Social Affairs, Population Division, 2019)​​. Mental​​health challenges exist in a vicious cycle with​

​each of these other crises: mental health concerns are both exacerbated by and can worsen​

​such challenges​​(Alegría et al., 2018; Mental Health​​and Poverty Project, 2008; Sánchez-Castro​

​et al., 2024)​​. Given that 75% of mental disorders​​emerge by age 24​​(Kessler et al., 2005)​​and 1 in​

​7 adolescents worldwide experiences a mental disorder​​(World Health Organization, 2025)​​, it​

​is crucial to find better and more feasible ways to prevent mental health problems and​

​promote mental wellbeing among adolescents.​

​One promising direction is to integrate universal wellbeing programs into schools.​

​These programs could be particularly beneficial and cost-effective in lower-middle income​

​countries, where a recent review showed that school-based mental health programs can​

​avert a disability-adjusted life year (DALY) for $1.59 and return $346 per $1 invested​​(Stelmach​

​et al., 2022, Supplemental Material File 4, p. 5)​​.​​Such programs are gaining attention and​

​commitment from LMIC governments​​(Barry et al., 2013;​​Harte & Barry, 2024)​​, with multiple​

​state and national governments integrating attention to wellbeing programming at policy​

​levels​​(UNICEF, 2023; Ministry of Education, 2020)​​and multilateral agencies releasing​

​guidelines in support​​(World Health Organization and​​United Nations Educational, Scientific​

​and Cultural Organization, 2021)​​. However, despite​​increasing interest, there are few scalable​

​programs with adequate evidence that have been conducted in LMICs​​(Barry et al., 2013;​

​Gimba et al., 2020; Bradshaw et al., 2021)​​.​

https://www.zotero.org/google-docs/?Zcz7ri
https://www.zotero.org/google-docs/?Zcz7ri
https://www.zotero.org/google-docs/?qHQTBx
https://www.zotero.org/google-docs/?mBNL80
https://www.zotero.org/google-docs/?mBNL80
https://www.zotero.org/google-docs/?zokpC3
https://www.zotero.org/google-docs/?zokpC3
https://www.zotero.org/google-docs/?lPHBxw
https://www.zotero.org/google-docs/?9qBMSJ
https://www.zotero.org/google-docs/?jgySnw
https://www.zotero.org/google-docs/?jgySnw
https://www.zotero.org/google-docs/?0refLf
https://www.zotero.org/google-docs/?Baahya
https://www.zotero.org/google-docs/?OMH0fm
https://www.zotero.org/google-docs/?OMH0fm
https://www.zotero.org/google-docs/?zHMFnV
https://www.zotero.org/google-docs/?zHMFnV
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​There are three areas in which more research is needed to support full-scale,​

​sustainable government adoption of wellbeing programming among LMIC adolescents: (1)​

​real-world, effectiveness evidence on scalable programs; (2) clarity surrounding high-priority​

​government concerns; and (3) longer-term follow-ups. First, although there are multiple​

​efficacy trials of such programs (e.g., interventions delivered by trained counselors or at​

​smaller scale), evidence supporting effectiveness (effects under “real-world” conditions,​

​including delivered by intended at-scale delivery personnel, such as government teachers,​

​and at larger scale) is relatively rare.​

​Second, governments often prioritize youth wellbeing when evidence clearly shows​

​that such programs lead to improvements on existing policy mandates. Yet, for several​

​priority areas, including substance use (e.g., tobacco), mental health conditions (e.g., anxiety​

​and depression), and concrete indicators of gender empowerment (e.g., freedom of​

​movement), evidence from school-based wellbeing programs remains limited. Although prior​

​studies have reported positive effects​​(Barry et al.,​​2013; Harte & Barry, 2024; Lekagme et al.,​

​2025)​​, findings have lacked the specificity and consistency required to support large-scale​

​adoption. For example, substance use has often been examined in aggregate rather than for​

​specific substances​​(e.g., Leventhal et al., 2016)​​. Additionally, much of the strongest evidence​

​for these programs has included positive psychological constructs like wellbeing, resilience,​

​and coping, with less attention to mental health symptoms that feature more prominently in​

​government priorities. Further, evaluations of wellbeing programs have more often examined​

​gender attitudes and norms than observable behaviors​​(Beckwith et al., 2023;​

​Melendez-Torres et al., 2024)​​.​

​Finally, follow-ups are rare among wellbeing program evaluations in LMICs​​(Harte &​

​Barry, 2024)​​. This gap is primarily due to resource constraints; indeed, follow-ups are less​

​common in LMICs than in HICs​​(Franzen et al., 2017; Grande et al., 2023; McGregor et al., 2014)​​.​

​However, in order to fully understand these programs’ benefits, it is crucial to evaluate past​

​post-test as far as possible. As adolescence is a key period of transition, and supporting​

https://www.zotero.org/google-docs/?jSXGp8
https://www.zotero.org/google-docs/?jSXGp8
https://www.zotero.org/google-docs/?9dIMP4
https://www.zotero.org/google-docs/?R85m8m
https://www.zotero.org/google-docs/?R85m8m
https://www.zotero.org/google-docs/?1Nfm0I
https://www.zotero.org/google-docs/?1Nfm0I
https://www.zotero.org/google-docs/?bOqzqO
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​wellbeing among adolescents can support positive trajectories into adulthood​​(e.g., Schoon,​

​2021)​​, longitudinal follow-up is essential.​

​Youth First is an in-school wellbeing program for adolescents that has served 3.3​

​million individuals to date in India, Kenya, and Rwanda since its inception in 2009. It is​

​delivered by trained schoolteachers during the school day via weekly sessions across 1-2 years.​

​Youth First is among the most extensively evaluated school-based wellbeing programs in any​

​LMIC. A recent systematic review of school-based wellbeing interventions found that only 3​

​out of 34 programs had been evaluated more than once through controlled or​

​quasi-experimental designs​​(Ahmed et al., 2023)​​, whereas Youth First has undergone five​

​controlled or quasi-experimental evaluations. Findings across studies indicate multi-domain​

​improvements, including psychosocial assets and wellbeing (e.g., peer relationships,​

​psychological wellbeing, resilience, social-emotional assets, and self-efficacy), gender​

​attitudes, health-related behaviors and access (e.g., nutrition, handwashing practices, ability​

​to obtain care when needed, and lifetime substance use), and education indicators​​(e.g.,​

​grade progression, time spent on homework, student-teacher relationships; S. Leventhal &​

​Andrew, 2020; Cooper, 2025)​​.​

​Youth First is evidence-based, culturally-specific, and designed for scale and​

​government adoption: government schoolteachers receive training that is both rigorous yet​

​feasible to integrate within government systems​​(K. S. Leventhal et al., 2018)​​and provided​

​with easy-to-follow session manuals​​(WorldBeing, 2018)​​. Youth First uses a “just right” dosage:​

​enough to be effective but not overwhelming for teachers to complete along with other​

​responsibilities​​(Goodwin et al., 2021)​​. Youth First, and practices based on its learning and​

​evidence, is in process of being integrated into multiple state and national government​

​systems across India, Kenya, and Rwanda. It is therefore a good candidate for exploring the​

​three evidence gaps described above.​

​To address these evidence gaps, we conducted a secondary analysis of data gathered​

​during a randomized controlled trial (RCT) of Youth First, evaluating a scaled-up,​

https://www.zotero.org/google-docs/?f2bu65
https://www.zotero.org/google-docs/?f2bu65
https://www.zotero.org/google-docs/?aKmYsG
https://www.zotero.org/google-docs/?6ZET9o
https://www.zotero.org/google-docs/?6ZET9o
https://www.zotero.org/google-docs/?6ZET9o
https://www.zotero.org/google-docs/?2glVbZ
https://www.zotero.org/google-docs/?ElQlNE
https://www.zotero.org/google-docs/?Sw1B9v
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​government-delivered implementation of the program, during implementation and over​

​one-year post intervention.​​We hypothesized that students receiving Youth First would​

​show greater improvements in physical, psychological, and social wellbeing (primary​

​outcomes), as well as in other psychosocial outcomes, including self-efficacy, resilience,​

​internalizing symptoms, gender equality attitudes, empowerment, and substance use​

​(secondary outcomes), compared with students at control schools.​

​Methods​

​Design​

​This study involved secondary analysis of data gathered during a cluster-randomized​

​controlled trial (cRCT) conducted in Bihar, India, from 2018-2020. Schools served as the unit of​

​randomization. A total of 70 schools naïve to the Youth First program were randomly​

​allocated to either the intervention arm (n = 40 schools), which implemented the Youth First​

​curriculum, or the control arm (n = 30 schools), which continued with standard education​

​practices.​

​Schools were randomly assigned to study arms using a computer-generated​

​randomization sequence after eligibility was confirmed and baseline recruitment procedures​

​were initiated. The allocation sequence was generated by a member of the research team​

​who was not involved in program implementation.​

​Data were collected at three timepoints: baseline (prior to the start of the​

​intervention); first follow-up (approximately 8 months after intervention initiation); and​

​second follow-up (approximately 20 months after intervention initiation). These timepoints​

​were selected to capture both short-term (8-month) and longer-term (20-month)​

​intervention effects.​

​The duration of exposure to Youth First varied by student grade. Within intervention​

​schools, students enrolled in Grade 8 at baseline received one year of intervention, while​

​students enrolled in Grade 7 at baseline received two consecutive years of intervention.​
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​Outcomes were assessed for both cohorts at all three timepoints, allowing for examination of​

​intervention effects over time across differing exposure levels.​

​Schools assigned to the control arm continued with usual school activities throughout​

​the study period. The trial followed an intention-to-treat framework, with students’ outcomes​

​analyzed according to their school’s randomized assignment. Analyses accounted for the​

​clustered structure of the data with students nested within schools.​

​Participants​

​Participants were students enrolled in Grades 7 and 8 at baseline in government​

​schools in two districts of Bihar, India: Dharbanga and Patna. All students enrolled in eligible​

​grades at participating schools were invited to participate. Students were excluded only if​

​parental consent was not obtained, they were absent during data collection, or they were​

​unable to provide assent.​

​At baseline, 5,445 students across 69 schools participated in the study (40 intervention​

​schools and 29 control schools; one control school withdrew from participation prior to​

​baseline). Schools were distributed evenly across districts within study arms. Follow-up data​

​were collected at baseline, first follow-up (8 months) and second follow-up (20 months), with​

​retention rates of 92% and 86%, respectively.​

​Written parental consent and student assent were obtained prior to participation. All​

​study procedures were approved by Sangath Institutional Review Board.​

​Sample Size and Power Calculation​

​The sample size was determined a priori based on the primary outcomes of student​

​physical, psychological, and social wellbeing over the follow-up period. Assuming a​

​standardized effect size of 0.18, an intra-cluster correlation coefficient (ICC) of 0.05, a​

​two-sided alpha of 0.05, and 80% power, we estimated that 70 schools (40 intervention and​

​30 control) with an average of 45 students per school would be required to detect a​

​statistically significant difference between study arms. These calculations accounted for the​

​cluster-randomized design and anticipated levels of attrition.​
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​The achieved baseline sample included 69 schools and 5,445 students, corresponding​

​to an average of 78.9 students per school, broadly consistent with power calculation​

​assumptions. One school was excluded during baseline data collection by parent request.​

​Procedure​

​Baseline data were collected prior to initiating the intervention. Student surveys were​

​administered at each timepoint during regular school hours using paper-based​

​questionnaires in Hindi. Data collectors received training on study protocols, ethical research​

​among adolescents, and procedures for responding to and referring students in distress as​

​needed.​

​Measures​

​Primary Outcomes​

​Primary outcomes assessed adolescents’ physical and mental health. These outcomes​

​were measured using scales from the KIDSCREEN-52 questionnaire, a screening instrument​

​for the quality of life of children and adolescents​​(Ravens-Sieberer, et al., 2014)​​. To assess​

​physical health, the 5-item KIDSCREEN Physical Wellbeing Subscale was used. To assess​

​mental health, the 6-item KIDSCREEN Psychological Wellbeing Subscale and the 6-item​

​KIDSCREEN Social and Peer Support Subscale were used. Across all three scales, items were​

​scored from 1-5, with higher scores indicating higher physical, psychological, or social​

​wellbeing. For each scale, scores were computed as the sum of item responses.​

​All three KIDSCREEN scales have demonstrated good reliability and validity among​

​adolescents in prior studies and similar settings​​(Power et al., 2019; Ravens-Sieberer, et al.,​

​2014; Tzavara et al., 2012)​​. In the current sample,​​internal consistency was acceptable​

​(Cronbach’s α = .73-.81), and factor-analytic results were consistent with expected scale​

​structure.​

https://www.zotero.org/google-docs/?4P56iA
https://www.zotero.org/google-docs/?tGS0U5
https://www.zotero.org/google-docs/?tGS0U5
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​Secondary Outcomes​

​Secondary outcomes included psychosocial assets and skills, gender equality​

​attitudes, empowerment, and substance use. Internal consistency estimates for secondary​

​outcome measures ranged from Cronbach’s α = .65-.83.​

​Assets and skills.​​Assets and skills were measured​​using three validated  scales:​

​Schwarzer’s Generalized Self-Efficacy Scale to assess self-efficacy​​(Schwarzer & Jerusalem,​

​1995)​​; the Connor-Davidson Resilience Scale-10 to​​assess emotional resilience​​(Campbell-Sills​

​& Stein, 2007)​​, and the Internalizing Factors Subscale​​of the Strength and Difficulties​

​Questionnaire to assess internalizing symptoms, including anxiety, depression, and social​

​withdrawal​​(Goodman, 1997)​​.​

​Gender equality attitudes.​​Gender equality attitudes​​were measured using the​

​Gender Roles and Gender-Based Violence Subscales of the International Center for Research​

​on Women’s adaptation of the Gender-Equitable Men Scale​​(Achyut et al., 2017)​​.​

​Empowerment.​​Empowerment was measured using the Empowerment​​Scale from​

​the Global Early Adolescent Study, measuring freedom of decision-making, movement, and​

​voice​​(Zimmerman et al., 2019)​​.​

​Substance use.​​Substance use was assessed using a​​single item asking respondents​

​to report the number of times they had smoked tobacco in the previous 30 days. This​

​measure was converted to a binary variable for analysis (smoked one or more times in the​

​past 30 days vs. did not smoke).​

​Covariates​

​Pre-specified covariates included student age, sex, marital status, and continuous​

​school enrollment at baseline. Covariates were selected a priori based on theoretical​

​relevance and prior literature.​

​Measure Adaptation and Translation​

​All measures were translated and back-translated into Hindi by bilingual English-Hindi​

​speakers. Cognitive interviews and pilot testing were conducted to ensure comprehension​

https://www.zotero.org/google-docs/?MAbO53
https://www.zotero.org/google-docs/?MAbO53
https://www.zotero.org/google-docs/?jbGApE
https://www.zotero.org/google-docs/?jbGApE
https://www.zotero.org/google-docs/?r2jEAv
https://www.zotero.org/google-docs/?dPixGw
https://www.zotero.org/google-docs/?XJOGMX
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​and cultural relevance. Minor adaptations were made to item wording without altering​

​underlying constructs.​

​Analysis​

​Quantitative data from student surveys were analyzed using a​

​difference-in-differences (DiD) framework to estimate intervention effects by comparing​

​changes in outcomes from baseline to each follow-up between intervention and control​

​groups.​​Baseline values of the outcome were not included​​as covariates; instead, baseline​

​differences between study arms were accounted for through DiD specification.​

​To account for the cluster-randomized design and the longitudinal structure of the​

​data, analyses employed mixed-effects regression models with observations nested within​

​students and students nested within schools. Models included random intercepts for schools​

​to account for clustering of students within schools and random intercepts for students to​

​account for repeated observations within students over time. Models were estimated using​

​robust standard errors.​​ICCs for primary outcomes at baseline were approximately 0.08 for​

​physical, psychological, and social wellbeing.​

​Time was modeled as a categorical variable representing baseline, first follow-up (8​

​months), and second follow-up (20 months), with baseline serving as the reference category.​

​The interaction between study arm and time point provided the DiD estimate of intervention​

​effects at each follow-up.​​The primary model can be expressed as:​

​Y​​ijt​ ​=​​β​​0​ ​+​​β​​1​​Treatment​​j​ ​+​​β​​2​​Time​​t​ ​+​​β​​3​​(Treatment​​j​​x Time​​t​​) + X​​ij𝛄​​+​​u​​j​ ​+​​v​​i​ ​+​​εijt​

​where​​Y​​ijt​ ​represents the outcome for student​​i​​in​​school​​j​​at time​​t​​; Treatment​​j​​indicates​

​assignment to the intervention arm; Time​​t​​represents​​survey wave; and the interaction term​

​estimates the DiD effect. X​​ij​​denotes baseline covariates. Random intercepts were included​

​for schools (​​u​​j​​) and students (​​v​​i​​), accounting for clustering and repeated measurements,​

​respectively.​
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​For continuous outcomes, linear mixed-effects regression models were used, with​

​results reported as adjusted mean differences and 95% confidence intervals (CIs). Tobacco​

​use, measured as a binary outcome, was analyzed using mixed-effects logistic regression,​

​with results reported as adjusted odds ratios (aORs) and 95% CIs.​

​Models adjusted for pre-specified covariates. For models analyzing baseline to first​

​follow-up differences, respondents from Grades 7 and 8 were analyzed together. For models​

​analyzing baseline to second follow-up differences, analysis was stratified by respondents’​

​baseline grade to account for different durations of intervention exposure (2 years for Grade 7​

​and 1 year for Grade 8).​

​Missing data were addressed using multiple imputation by chained equations under​

​the assumption that data were missing at random​​(Rubin,​​1987)​​. Twelve imputed datasets​

​were generated using an imputation model that included 356 variables, including all​

​outcome measures, baseline covariates, and auxiliary variables associated with missingness.​

​Statistical significance was assessed using a two-sided α = 0.05. All analyses were​

​conducted using R version 4.5.2.​

​Results​

​Results are presented regarding one-year effects for both grades, two-year​

​intervention effects among Grade 7 students, and one-year post-intervention effects among​

​Grade 8 students.​

​Sample Characteristics​

​At baseline, 5,445 students from 69 schools participated in the study, with 3,054​

​intervention students and 2,391 control students. Fifty-one percent of students were in Grade​

​7 and 49% in Grade 8 at baseline. The mean age of participants was 12.74 years (SD = 1.20), and​

​56% identified as female. The study flow diagram is presented in Figure 1.​

​Baseline characteristics were generally similar between intervention and control​

​groups (Table 1). Continuous school enrollment at baseline was significantly higher in the​

​control compared to the intervention arm (p = .041). This variable was included as a covariate​

https://www.zotero.org/google-docs/?IIHq33
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​in subsequent analysis. No statistically significant differences were observed across arms for​

​the remaining demographic characteristics.​

​Table 1. Baseline Background Characteristics of Study Participants, by Study Arm​

​Characteristic​
​Total Sample​

​(N = 5,445)​
​Intervention​

​(n = 3,054)​
​Control​

​(n = 2,391)​ ​p-value​

​Age, mean (SD)​ ​12.74 (1.20)​ ​12.70 (1.22)​ ​12.80 (1.17)​ ​.210​

​Female, n (%)​ ​2,364 (56%)​ ​1,709 (56%)​ ​1,367 (57%)​ ​.676​

​Grade, n (%)​

​Grade 7​ ​2,799 (51%)​ ​1,588 (52%)​ ​1,211 (51%)​ ​.581​

​Grade 8​ ​2,646 (49%)​ ​1,466 (48%)​ ​1,180 (49%)​ ​.581​

​Never married at baseline, n (%)​ ​5,276 (97%)​ ​2,943 (96%)​ ​2,333 (98%)​ ​.165​

​Continuous school enrollment​
​at baseline, n (%)​

​4,907 (90%)​ ​2,701 (88%)​ ​2,206 (92%)​ ​.041​

​Notes.​​Values are means (standard deviations) unless​​otherwise indicated. Percentages may not sum to 100 due to​
​rounding.​​p​​-values reflect comparisons between intervention​​and control groups at baseline and account for​
​clustering at the school level. SD = standard deviation.​
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​Figure 1. Study Flow Diagram.​

​Notes:​​T1 = First Follow-Up, T2 = Second Follow-Up​

​At first follow-up, data were available for 5,010 students (92% retention). Retention at​

​first follow-up was significantly lower in the intervention arm (89%) than in the control arm​

​(95%, p = .000). At second follow-up (approximately 20 months post-intervention initiation),​

​data were available for 4,777 students (88% retention). Retention rates at second follow-up​

​did not differ significantly by study arm.​
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​Implementation Fidelity​

​Youth First was implemented in the 40 intervention schools using manualized​

​training, mentorship, and session support procedures. Across 119 observed sessions,​

​facilitators demonstrated high implementation fidelity and quality (means = 2.5 and 2.3,​

​respectively, on a 1–3 scale), and 93% of schools completed all 25 sessions. In total, 167 teachers​

​delivered Youth First to 3,581 students in Grades 7 and 8.​

​One-Year Intervention Effects​

​Combined Grade 7 and Grade 8 Sample​

​Across Grades 7 and 8, students in intervention schools demonstrated a statistically​

​significant improvement in social and peer support relative to students in control schools at​

​first follow-up (Table 2). The adjusted difference-in-differences estimate indicated a mean​

​increase of .84 point on the social and peer support scale relative to controls (β = 0.84, 95% CI [​

​0.14, 1.24], p = .000). In contrast, no statistically significant differences were observed between​

​study arms for physical and psychological wellbeing at first follow-up.​

​Significant positive intervention effects were also observed for several secondary​

​outcomes, including self-efficacy, internalizing symptoms, attitudes toward gender roles,​

​empowerment, and tobacco use. No statistically significant differences were detected for​

​emotional resilience, or attitudes towards gender-based violence. Observed effect sizes were​

​small (see Supplementary Tables S1-S5 for effect sizes).​
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​Table 2. One-Year Intervention Effects on Primary and Secondary Outcomes (Baseline to First Follow-Up)​

​Outcome​ ​Study Arm​ ​Baseline​
​First​

​Follow-Up​ ​Difference​
​Adjusted​

​DiD​
​Adjusted​

​Odds Ratio​ ​95% CI​ ​p-value​

​KIDSCREEN Physical Wellbeing Scale​ ​Intervention​ ​18.06​ ​18.35​ ​0.29​ ​-0.24​ ​-0.59, 0.11​ ​.259​

​(Min-max: 5-25)​ ​Control​ ​18.48​ ​19.01​ ​0.54​

​KIDSCREEN Psychological Wellbeing Scale​ ​Intervention​ ​16.69​ ​17.13​ ​0.44​ ​0.09​ ​-0.28, 0.46​ ​.691​

​(Min-max: 5-25)​ ​Control​ ​17.47​ ​17.82​ ​0.35​

​KIDSCREEN Social and Peer Support Scale​ ​Intervention​ ​12.99​ ​13.58​ ​0.59​ ​0.84​ ​0.44, 1.24​ ​.000​

​(Min-max: 5-25)​ ​Control​ ​13.98​ ​13.73​ ​-0.25​

​Schwarzer’s Generalized Self-Efficacy Scale​ ​Intervention​ ​31.14​ ​31.71​ ​0.56​ ​0.54​ ​0.09, 1.00​ ​.020​

​(Min-max: 10-40)​ ​Control​ ​32.35​ ​32.38​ ​0.02​

​Connor-Davidson Resilience Scale - 10​ ​Intervention​ ​26.09​ ​26.25​ ​0.16​ ​0.18​ ​-0.42, 0.78​ ​.548​

​(Min-max: 0-40)​ ​Control​ ​27.56​ ​27.55​ ​-0.01​

​SDQ Internalizing Factors Subscale​ ​Intervention​ ​10.63​ ​10.07​ ​-0.56​ ​-0.32​ ​-0.60, -0.04​ ​.026​

​(Min-max: 0-20)​ ​Control​ ​10.32​ ​10.08​ ​-0.24​

​ICRW Gender Roles Subscale​ ​Intervention​ ​25.10​ ​25.41​ ​0.31​ ​-0.91​ ​-1.39, -0.43​ ​.000​

​(Min-max: 10-40)​ ​Control​ ​24.61​ ​25.38​ ​1.22​

​ICRW Gender-Based Violence Subscale​ ​Intervention​ ​13.14​ ​13.55​ ​0.41​ ​0.09​ ​-0.18, 0.36​ ​.511​

​(Min-max: 5-20)​ ​Control​ ​13.39​ ​13.70​ ​0.32​

​GEAS Empowerment Scale​ ​Intervention​ ​33.39​ ​34.42​ ​1.03​ ​1.15​ ​0.52, 1.78​ ​.000​

​(Min-max: 0-54)​ ​Control​ ​34.69​ ​34.58​ ​-0.11​

​Smoked tobacco in previous month​ ​Intervention​ ​7.13​ ​3.31​ ​-3.82​ ​2.35​ ​1.19, 2.68​ ​.009​

​(percentage)​ ​Control​ ​4.25​ ​3.44​ ​-0.81​
​Notes:​​Estimates represent adjusted difference-in-differences​​(DiD) effects comparing changes from baseline to first follow-up between intervention and control​
​groups. Models account for clustering at the school level and adjust for baseline age, gender, marital status, and continuous school enrollment. For the SDQ​
​Internalizing Factors subscale and the ICRW Gender Roles and Gender-Based Violence subscales, negative values indicate improvement. For all other measures,​
​positive values indicate improvement. For tobacco use, estimates are adjusted odds ratios. CI = confidence interval.​
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​Grade-Stratified One-Year Effects​

​When examined separately by grade, intervention effects were observed for both​

​grades, with overlapping and grade-specific patterns across outcomes. Among Grade 7​

​students, Youth First participation was associated with statistically significant effects on social​

​and peer support, internalizing symptoms, attitudes toward gender roles, and empowerment​

​at first follow-up (Table 3). Effects for other outcomes were not statistically significant. Among​

​Grade 8 students, statistically significant effects were observed for social and peer support,​

​resilience, empowerment, and tobacco use at first follow-up, while effects for other outcomes​

​were not statistically significant (Table 4).​
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​Table 3. One-Year Intervention Effects on Primary and Secondary Outcomes for Grade 7 Students (Baseline to First​
​Follow-Up)​

​Outcome​ ​Study Arm​ ​Baseline​
​First​

​Follow-Up​ ​Difference​
​Adjusted​

​DiD​
​Adjusted​

​Odds Ratio​ ​95% CI​ ​p-value​

​KIDSCREEN Physical Wellbeing Scale​ ​Intervention​ ​17.81​ ​18.32​ ​0.51​ ​-0.25​ ​-0.75, 0.25​ ​.384​

​(Min-max: 5-25)​ ​Control​ ​18.07​ ​18.83​ ​0.76​

​KIDSCREEN Psychological Wellbeing Scale​ ​Intervention​ ​16.24​ ​17.09​ ​0.85​ ​0.13​ ​-0.39, 0.66​ ​.638​

​(Min-max: 5-25)​ ​Control​ ​17.11​ ​17.83​ ​0.72​

​KIDSCREEN Social and Peer Support Scale​ ​Intervention​ ​12.83​ ​13.68​ ​0.85​ ​0.75​ ​0.20, 1.29​ ​.017​

​(Min-max: 5-25)​ ​Control​ ​13.87​ ​13.98​ ​0.10​

​Schwarzer’s Generalized Self-Efficacy Scale​ ​Intervention​ ​30.52​ ​31.32​ ​0.80​ ​0.58​ ​-0.08, 1.24​ ​.086​

​(Min-max: 10-40)​ ​Control​ ​31.79​ ​32.01​ ​0.22​

​Connor-Davidson Resilience Scale - 10​ ​Intervention​ ​25.51​ ​25.77​ ​0.27​ ​-0.52​ ​-1.38, 0.34​ ​.236​

​(Min-max: 0-40)​ ​Control​ ​26.75​ ​27.54​ ​0.79​

​SDQ Internalizing Factors Subscale​ ​Intervention​ ​10.71​ ​10.15​ ​-0.55​ ​-0.58​ ​-0.98, -0.18​ ​.010​

​(Min-max: 0-20)​ ​Control​ ​10.45​ ​10.43​ ​-0.03​

​ICRW Gender Roles Subscale​ ​Intervention​ ​24.95​ ​25.35​ ​0.40​ ​-1.22​ ​-1.89, -0.55​ ​.000​

​(Min-max: 10-40)​ ​Control​ ​24.47​ ​26.09​ ​1.62​

​ICRW Gender-Based Violence Subscale​ ​Intervention​ ​13.13​ ​13.42​ ​0.28​ ​-0.07​ ​-0.45, 0.31​ ​.705​

​(Min-max: 5-20)​ ​Control​ ​13.26​ ​13.61​ ​0.35​

​GEAS Empowerment Scale​ ​Intervention​ ​32.68​ ​33.99​ ​1.31​ ​1.30​ ​0.39, 2.20​ ​.005​

​(Min-max: 0-54)​ ​Control​ ​34.03​ ​34.05​ ​0.02​

​Smoked tobacco in previous month​ ​Intervention​ ​7.86​ ​3.25​ ​-4.61​ ​1.86​ ​1.50, 2.59​ ​.025​

​(percentage)​ ​Control​ ​5.56​ ​4.04​ ​-1.52​
​Notes:​​Estimates represent adjusted difference-in-differences​​(DiD) effects comparing changes from baseline to first follow-up between intervention and control​
​groups for Grade 7. Models account for clustering at the school level and adjust for baseline age, gender, marital status, and continuous school enrollment. For the​
​SDQ Internalizing Factors subscale and the ICRW Gender Roles and Gender-Based Violence subscales, negative values indicate improvement. For all other​
​measures, positive values indicate improvement. For tobacco use, estimates are adjusted odds ratios. CI = confidence interval.​
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​Table 4. One-Year Intervention Effects on Primary and Secondary Outcomes for Grade 8 Students (Baseline to First​
​Follow-Up)​

​Outcome​ ​Study Arm​ ​Baseline​
​First​

​Follow-Up​ ​Difference​
​Adjusted​

​DiD​
​Adjusted​

​Odds Ratio​ ​95% CI​ ​p-value​

​KIDSCREEN Physical Wellbeing Scale​ ​Intervention​ ​18.33​ ​18.75​ ​0.06​ ​-0.24​ ​-0.73, 0.25​ ​.397​

​(Min-max: 5-25)​ ​Control​ ​18.90​ ​19.10​ ​0.30​

​KIDSCREEN Psychological Wellbeing Scale​ ​Intervention​ ​17.18​ ​23.86​ ​0.00​ ​0.02​ ​-0.50, 0.54​ ​.064​

​(Min-max: 5-25)​ ​Control​ ​17.84​ ​23.86​ ​-0.02​

​KIDSCREEN Social and Peer Support Scale​ ​Intervention​ ​13.16​ ​19.35​ ​0.30​ ​0.92​ ​0.36, 1.48​ ​.003​

​(Min-max: 5-25)​ ​Control​ ​14.09​ ​19.16​ ​-0.62​

​Schwarzer’s Generalized Self-Efficacy Scale​ ​Intervention​ ​31.82​ ​30.93​ ​0.31​ ​0.50​ ​-0.13, 1.12​ ​.122​

​(Min-max: 10-40)​ ​Control​ ​23.94​ ​31.29​ ​-0.18​

​Connor-Davidson Resilience Scale - 10​ ​Intervention​ ​26.72​ ​26.55​ ​0.05​ ​0.90​ ​0.09, 1.71​ ​.030​

​(Min-max: 0-40)​ ​Control​ ​28.40​ ​26.75​ ​-0.85​

​SDQ Internalizing Factors Subscale​ ​Intervention​ ​10.55​ ​9.24​ ​-0.57​ ​-0.11​ ​-0.52, 0.29​ ​.581​

​(Min-max: 0-20)​ ​Control​ ​10.18​ ​0.42​ ​-0.45​

​ICRW Gender Roles Subscale​ ​Intervention​ ​25.26​ ​25.62​ ​0.22​ ​-0.60​ ​-1.29, 0.10​ ​.094​

​(Min-max: 10-40)​ ​Control​ ​24.75​ ​25.76​ ​0.81​

​ICRW Gender-Based Violence Subscale​ ​Intervention​ ​13.15​ ​13.64​ ​0.55​ ​0.27​ ​-0.12, 0.65​ ​.180​

​(Min-max: 5-20)​ ​Control​ ​13.52​ ​13.81​ ​0.28​

​GEAS Empowerment Scale​ ​Intervention​ ​34.16​ ​34.44​ ​0.73​ ​0.98​ ​0.10, 1.87​ ​.030​

​(Min-max: 0-54)​ ​Control​ ​35.37​ ​34.72​ ​-0.25​

​Smoked tobacco in previous month​ ​Intervention​ ​5.65​ ​3.43​ ​-2.22​ ​1.85​ ​1.38,  3.22​ ​.139​

​(percentage)​ ​Control​ ​2.75​ ​2.63​ ​-0.12​
​Notes:​​Estimates represent adjusted difference-in-differences​​(DiD) effects comparing changes from baseline to first follow-up between intervention and control​
​groups for Grade 8. Models account for clustering at the school level and adjust for baseline age, gender, marital status, and continuous school enrollment. For the​
​SDQ Internalizing Factors subscale and the ICRW Gender Roles and Gender-Based Violence subscales, negative values indicate improvement. For all other​
​measures, positive values indicate improvement. For tobacco use, estimates are adjusted odds ratios. CI = confidence interval.​
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​Two-Year Intervention Effects Among Grade 7 Students​

​Two-year intervention effects were examined among students who were in Grade 7 at​

​baseline, who received two consecutive years of intervention. Effects were estimated by​

​comparing changes in outcomes from baseline to second follow-up (approximately 20​

​months after intervention initiation) between intervention and control schools.​

​After two years of intervention exposure, students in intervention schools​

​demonstrated statistically significant improvements in social and peer support relative to​

​students in control schools (Table 5). The adjusted difference-in-differences estimate​

​indicated a mean increase of 0.83 points on the social and peer support scale among​

​intervention students (β = 0.83, 95% CI [0.29, 1.37], p = .006). In contrast, no statistically​

​significant effects were observed for physical and psychological wellbeing at second-year​

​follow-up.​

​Significant two-year effects were also observed for several secondary outcomes,​

​including self-efficacy and empowerment. In contrast, no statistically significant differences​

​were observed for emotional resilience, internalizing symptoms, attitudes towards gender​

​roles or gender-based violence, and tobacco use. Effect sizes across outcomes were small.​

​While internalizing symptoms, gender role attitudes, and tobacco use showed​

​significant improvements at first follow-up (8 months) among Grade 7 students, these effects​

​were not sustained at second follow-up one year later, whereas effects for self-efficacy​

​emerged over the longer exposure period.​
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​Table 5. Two-Year Intervention Effects on Primary and Secondary Outcomes for Grade 7 Students (Baseline to Second​
​Follow-Up)​

​Outcome​ ​Study Arm​ ​Baseline​
​Second​

​Follow-Up​ ​Difference​
​Adjusted​

​DiD​
​Adjusted​

​Odds Ratio​ ​95% CI​ ​p-value​

​KIDSCREEN Physical Wellbeing Scale​ ​Intervention​ ​17.81​ ​18.61​ ​0.80​ ​-0.49​ ​-0.96, 0.02​ ​.080​

​(Min-max: 5-25)​ ​Control​ ​18.07​ ​19.36​ ​1.29​

​KIDSCREEN Psychological Wellbeing Scale​ ​Intervention​ ​16.24​ ​23.78​ ​7.54​ ​0.38​ ​-0.13, 0.89​ ​.189​

​(Min-max: 5-25)​ ​Control​ ​17.11​ ​24.27​ ​7.16​

​KIDSCREEN Social and Peer Support Scale​ ​Intervention​ ​12.83​ ​20.00​ ​7.18​ ​0.83​ ​0.29, 1.37​ ​.006​

​(Min-max: 5-25)​ ​Control​ ​13.87​ ​20.22​ ​6.34​

​Schwarzer’s Generalized Self-Efficacy Scale​ ​Intervention​ ​30.52​ ​30.31​ ​-0.22​ ​0.78​ ​0.14, 1.42​ ​.017​

​(Min-max: 10-40)​ ​Control​ ​31.79​ ​30.79​ ​-1.00​

​Connor-Davidson Resilience Scale - 10​ ​Intervention​ ​25.51​ ​26.02​ ​0.51​ ​0.68​ ​-0.11, 1.47​ ​.092​

​(Min-max: 0-40)​ ​Control​ ​26.75​ ​26.58​ ​-0.17​

​SDQ Internalizing Factors Subscale​ ​Intervention​ ​10.71​ ​9.66​ ​-1.05​ ​-0.27​ ​-0.68, 0.13​ ​.185​

​(Min-max: 0-20)​ ​Control​ ​10.45​ ​9.68​ ​-0.78​

​ICRW Gender Roles Subscale​ ​Intervention​ ​24.95​ ​25.75​ ​0.81​ ​-0.39​ ​-1.06, 0.28​ ​.255​

​(Min-max: 10-40)​ ​Control​ ​24.47​ ​25.67​ ​1.20​

​ICRW Gender-Based Violence Subscale​ ​Intervention​ ​13.13​ ​13.62​ ​0.49​ ​-0.19​ ​-0.56, 0.18​ ​.304​

​(Min-max: 5-20)​ ​Control​ ​13.26​ ​13.94​ ​0.68​

​GEAS Empowerment Scale​ ​Intervention​ ​32.68​ ​33.96​ ​1.28​ ​0.86​ ​0.01, 1.70​ ​.047​

​(Min-max: 0-54)​ ​Control​ ​34.03​ ​34.46​ ​0.42​

​Smoked tobacco in previous month​ ​Intervention​ ​7.86​ ​5.21​ ​-2.65​ ​1.73​ ​1.38, 2.53​ ​.907​

​(percentage)​ ​Control​ ​5.56​ ​3.54​ ​-2.02​
​Notes:​​Estimates represent adjusted difference-in-differences​​(DiD) effects comparing changes from baseline to second follow-up between intervention and​
​control groups for Grade 8. Models account for clustering at the school level and adjust for baseline age, gender, marital status, and continuous school enrollment.​
​For the SDQ Internalizing Factors Subscale and the ICRW Gender Roles and Gender-Based Violence Subscales, negative values indicate improvement. For all​
​other measures, positive values indicate improvement. For tobacco use, estimates are adjusted odds ratios. CI = confidence interval.​
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​One-Year Post-Intervention Effects Among Grade 8 Students​

​At the second follow-up, which was one year post-intervention completion for Grade 8​

​students, Grade 8 students in intervention schools exhibited significant gains in both​

​psychological wellbeing and social and peer support compared with students in control​

​schools (Table 6). The adjusted difference-in-differences estimates indicated a mean increase​

​of 0.66 points in psychological wellbeing (95% CI [0.14, 1.18], p = .022) and a mean increase of​

​1.11 points in social and peer support (95% CI [0.55, 1.67], p = .019) relative to controls. No​

​statistically significant effects were observed for physical health at this timepoint.​

​Significant positive one-year post-intervention effects were also observed for several​

​secondary outcomes, including self-efficacy, emotional resilience, internalizing symptoms,​

​empowerment, and tobacco use. No statistically significant differences were detected for​

​attitudes toward gender roles or gender-based violence at this time point.​

​Effects for social and peer support, emotional resilience, and empowerment, which​

​were evident at the one-year follow-up, persisted one-year post-intervention, while​

​improvements in psychological wellbeing, self-efficacy, internalizing symptoms, and tobacco​

​use were observed only at the post-intervention assessment. Overall, effect sizes across​

​outcomes were small.​



​YOUTH FIRST LONGITUDINAL TRIAL​ ​24​

​Table 6. One-Year Post-Intervention Effects on Primary and Secondary Outcomes for Grade 8 Students (Baseline to Second​
​Follow-Up)​

​Outcome​ ​Study Arm​ ​Baseline​
​Second​

​Follow-Up​ ​Difference​
​Adjusted​

​DiD​
​Adjusted​

​Odds Ratio​ ​95% CI​ ​p-value​

​KIDSCREEN Physical Wellbeing Scale​ ​Intervention​ ​18.33​ ​18.75​ ​0.42​ ​0.22​ ​-0.25, 0.68​ ​.415​

​(Min-max: 5-25)​ ​Control​ ​18.90​ ​19.10​ ​0.20​

​KIDSCREEN Psychological Wellbeing Scale​ ​Intervention​ ​17.18​ ​23.86​ ​6.67​ ​0.66​ ​0.14, 1.18​ ​.022​

​(Min-max: 5-25)​ ​Control​ ​17.84​ ​23.86​ ​6.01​

​KIDSCREEN Social and Peer Support Scale​ ​Intervention​ ​13.16​ ​19.35​ ​6.18​ ​1.11​ ​0.55, 1.67​ ​.000​

​(Min-max: 5-25)​ ​Control​ ​14.09​ ​19.16​ ​5.08​

​Schwarzer’s Generalized Self-Efficacy Scale​ ​Intervention​ ​31.82​ ​30.93​ ​-0.88​ ​0.76​ ​0.14, 1.40​ ​.019​

​(Min-max: 10-40)​ ​Control​ ​23.94​ ​31.29​ ​-1.65​

​Connor-Davidson Resilience Scale - 10​ ​Intervention​ ​26.72​ ​26.55​ ​-0.17​ ​1.49​ ​0.70, 2.28​ ​.000​

​(Min-max: 0-40)​ ​Control​ ​28.40​ ​26.75​ ​-1.65​

​SDQ Internalizing Factors Subscale​ ​Intervention​ ​10.55​ ​9.24​ ​-1.31​ ​-0.55​ ​-0.96, -0.14​ ​.008​

​(Min-max: 0-20)​ ​Control​ ​10.18​ ​9.42​ ​-0.76​

​ICRW Gender Roles Subscale​ ​Intervention​ ​25.26​ ​25.62​ ​0.35​ ​-0.66​ ​-1.34, 0.03​ ​.061​

​(Min-max: 10-40)​ ​Control​ ​24.75​ ​25.76​ ​1.01​

​ICRW Gender-Based Violence Subscale​ ​Intervention​ ​13.15​ ​13.64​ ​0.49​ ​0.19​ ​-0.19, 0.58​ ​.326​

​(Min-max: 5-20)​ ​Control​ ​13.52​ ​13.81​ ​0.30​

​GEAS Empowerment Scale​ ​Intervention​ ​34.16​ ​34.44​ ​0.28​ ​0.99​ ​0.15, 1.82​ ​.028​

​(Min-max: 0-54)​ ​Control​ ​35.37​ ​34.72​ ​-0.65​

​Smoked tobacco in previous month​ ​Intervention​ ​5.65​ ​5.26​ ​-0.39​ ​1.63​ ​1.32, 2.36​ ​.013​

​(percentage)​ ​Control​ ​2.75​ ​5.07​ ​2.32​
​Notes:​​Estimates represent adjusted difference-in-differences​​(DiD) effects comparing changes from baseline to second follow-up between intervention and​
​control groups for Grade 8. Models account for clustering at the school level and adjust for baseline age, gender, marital status, and continuous school enrollment.​
​For the SDQ Internalizing Factors Subscale and the ICRW Gender Roles and Gender-Based Violence Subscales, negative values indicate improvement. For all​
​other measures, positive values indicate improvement. For tobacco use, estimates are adjusted odds ratios. CI = confidence interval.​
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​Discussion​

​This study, based on secondary data analysis from a longitudinal cRCT of Youth First​

​among Bihar, India adolescents, represents one of the largest RCTs to date of an in-school​

​wellbeing intervention for middle school students in an LMIC​​(e.g., compared to 34 LMIC​

​studies identified in a recent systematic review of school-based wellbeing interventions, the​

​current study is larger than 85% of the studies for all age groups and 100% of middle-school​

​focused studies; Ahmed et al., 2023)​​. Youth First​​improved a host of outcomes vs. control​

​(social and peer support, psychological wellbeing, self-efficacy, emotional resilience,​

​internalizing factors, gender attitudes, empowerment, and tobacco use) and one year​

​post-intervention, the program continued to benefit students. In some cases (psychological​

​wellbeing and self-efficacy), benefits for students intensified over time. In addition, this study​

​contributes insights into three priority areas: (1)​​real-world, scaled effectiveness;​​(2)​​key priority​

​domains;​​and (3)​​longer-term-follow-up.​

​Real-world, large-scale effectiveness​

​Previous studies of wellbeing programs in schools have often evaluated interventions​

​delivered by those outside of the intended at-scale system (e.g., counselors) rather than by​

​the intended at-scale providers​​(e.g., teachers; Barry​​et al., 2013; Bradshaw et al., 2021)​​. Many​

​studies have also been on a much smaller scale. This evidence gap exists in part because​

​there are very few programs that are scalable and fully prepared for integration into​

​government systems in LMICs​​(Gimba et al., 2020; Harte​​& Barry, 2024)​​; in addition, resources​

​required for conducting and evaluating larger, government-integrated interventions are​

​scarce. In contrast, this evaluation focused on 5,445 students, examining an intervention that​

​has been conducted among millions of students to date via government systems​

​(WorldBeing, 2026)​​. In addition, the program was conducted​​in its intended form, including​

​scalable and adoptable teacher training and manuals, and within the school day.​

​In other studies of scaled-up health interventions, effects have attenuated vs. effects​

​prior to scale-up by approximately 40%​​(Lane et al.,​​2021)​​. Shifting delivery personnel can also​

https://www.zotero.org/google-docs/?8nyywx
https://www.zotero.org/google-docs/?8nyywx
https://www.zotero.org/google-docs/?8nyywx
https://www.zotero.org/google-docs/?8nyywx
https://www.zotero.org/google-docs/?ilLjgy
https://www.zotero.org/google-docs/?gGhYDM
https://www.zotero.org/google-docs/?Avijur
https://www.zotero.org/google-docs/?4krY3N
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​have unintended consequences: for example, a large-scale effectiveness trial in India of an​

​adolescent health and wellbeing program, the SEHER trial, showed little effect from a​

​teacher-delivered intervention in schools, yet showed effects when counselor-delivered​

​(Shinde et al., 2020)​​. Unfortunately, counselors are​​not yet reliably present across schools in​

​India, impeding scalability of that model via existing systems. It is therefore highly​

​encouraging that Youth First benefited students across a host of outcomes even when​

​conducted at larger scale and utilizing existing government delivery personnel (teachers).​

​Although this study was not designed to tease out the reasons for Youth First’s ability​

​to achieve effects when teacher-delivered and at larger scale, it is likely that design and​

​implementation elements are responsible, including Youth First’s emphasis on​

​transformative teacher training, its “just right” program intensity, and its “inside-out” concept​

​progression. Training teachers to conduct wellbeing programming is crucial, particularly in​

​LMICs, as the pedagogical and facilitation techniques required are often distinct from what​

​teachers are used to and have been trained for previously​​(Schonert-Reichl, 2017; Murano et​

​al., 2019; Mastercard Foundation, 2020; Bremner et al., 2023)​​. As such, specific teacher training​

​strategies are crucial. Youth First comprises not only student sessions but also rigorous,​

​manualized, yet imminently feasible training for teachers that has been honed over the​

​course of 15 years to be delivered over only a few days of in-person time​​(K. S. Leventhal et al.,​

​2018)​​. In other studies of Youth First, Youth First’s​​specific teacher training approach has been​

​identified as one of the main implementation drivers of success​​(Cooper, 2025)​​. Having​

​teachers trained on Youth First concepts also benefits students even if no student sessions​

​are delivered: one study that adapted and provided Youth First teacher training in Punjab,​

​India, showed that students whose teachers were trained improved 0.10 standard deviations​

​on their end-of-year mathematics exams, even without student sessions​​(Kaur, 2024)​​.​

​In addition, Youth First is designed to include evidence-based activities in an adequate​

​duration for program effects, yet is not so intensive as to overwhelm teachers and students​

​with content in an already crowded curriculum and timetable. As others have pointed out​

https://www.zotero.org/google-docs/?WQ7zAK
https://www.zotero.org/google-docs/?yo8RVS
https://www.zotero.org/google-docs/?yo8RVS
https://www.zotero.org/google-docs/?ff43vz
https://www.zotero.org/google-docs/?ff43vz
https://www.zotero.org/google-docs/?XzDcAO
https://www.zotero.org/google-docs/?81cuHW
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​(Goodwin et al., 2021)​​, having enough time in the school day, particularly given the other​

​demands on teachers’ time in LMICs, is a major barrier to integrating wellbeing programming​

​into schools. However, Youth First is designed to be delivered across approximately 15-25​

​sessions per school year; an intensity that allows for coverage of many key concepts, yet can​

​fit into the school schedule with time to spare for holidays, exams, and other unpredictable​

​time constraints.​

​Finally, Youth First adheres carefully to an “inside-out” concept progression, in which​

​students focus first on intrapersonal assets and skills, such as self-concept and emotion​

​regulation, and then move on to focus on interpersonal assets and skills, such as conflict​

​resolution and assertive communication. This progression has been shown in higher-income​

​country settings to support success of other wellbeing programs in schools​​(Cipriano et al.,​

​2023)​​. This study aligns with and furthers this previous​​research by showing that a program​

​adhering to this practice is also effective in an LMIC setting.​

​Although this study suggests that these design and implementation elements may​

​be important, future studies should investigate these ingredients as specific moderators​

​across multiple school-based wellbeing programs in LMICs, such as through meta-analytic​

​methods​​(e.g., Durlak et al., 2011, 2015; Sklad et​​al., 2012; Taylor et al., 2017)​​. Identifying which​

​design and implementation elements are necessary and sufficient for program effects will be​

​crucial to guiding government adoption.​

​Key Priority Areas: Mental Health Symptoms, Substance Use, and Gender Empowerment​

​In India, some of the greatest priorities for state and national governments, including​

​Ministries of Education and Health, include gender empowerment, mental disorders, and​

​substance use​​(particularly tobacco; e.g., Ministry​​of Women and Child Development, 2015;​

​Ministry of Health and Family Welfare, 2016; Ministry of Education, 2021)​​. Unfortunately, there​

​is limited evidence supporting scalable programs that are effective for these outcomes,​

​leaving ministries with little clear direction. For example, one intervention among adolescents​

​in Haryana, India, showed improvements in gender attitudes and behavior vs. control​​(Dhar et​
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​al., 2022)​​, but was an intensive, multi-year intervention, making government integration more​

​difficult.​

​By contrast, the current study shows that it is possible to significantly improve​

​adolescent mental disorder symptoms, gender empowerment behaviors, and tobacco use via​

​an intervention that can be feasibly delivered by teachers within the school day, requiring​

​only a few days of in-person training for teachers. The fact that this intervention improved all​

​of these domains through a single intervention is even more efficient, such that multiple​

​priority areas can be improved via one effort.​

​Longer-term evidence​

​This study showed that one year post-intervention, those who had received Youth First​

​still experienced better outcomes than controls on a number of different indicators​

​(psychological wellbeing, peer and social support, self-efficacy, emotional resilience,​

​internalizing symptoms, empowerment, and tobacco use).​​Follow-up assessments or​

​longitudinal studies like this remain uncommon in evaluations of school-based wellbeing​

​programs. A large meta-analysis of 252 interventions across 53 countries found that only 11%​

​included follow-up beyond four months (Cipriano et al., 2023). Longitudinal follow-up is​

​particularly rare in studies involving adolescents in low- and middle-income countries due to​

​resource and implementation constraints​​(Barry et​​al., 2013; Tol et al., 2011)​​. Thus, the fact that​

​Youth First produced improvements at one year post-intervention is highly encouraging.​

​This study contributes to an emerging body of research that suggests that, in some​

​cases, wellbeing interventions’ effects may not only persist but intensify over time​

​(Brunwasser & Garber, 2016; Taylor et al., 2017; Cipriano et al., 2023)​​. This possibility is also​

​supported via theories, such as Fredrickson’s “broaden-and-build” theory, in which​

​supporting positive outcomes leads to more positive outcomes in an upward spiral​

​(Fredrickson, 2004)​​. If true, it is likely that efforts​​to quantify the true benefits of wellbeing​

​interventions should integrate longer-term follow-up timepoints. In addition, this​
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​conceptualization further supports conducting such interventions specifically during​

​adolescence in order to set youth on a positive trajectory towards future success.​

​Limitations​

​The original cRCT was designed to include four data collection waves: baseline, first​

​follow-up (~8 months), second follow-up (~20 months), and third follow-up (~32 months). The​

​third follow-up was intended to assess longer-term post-intervention effects, including​

​one-year post-intervention outcomes for the Grade 7 cohort, which received two years of the​

​intervention, and two-year post-intervention outcomes for the Grade 8 cohort, which received​

​one year of the intervention. However, prolonged school closures resulting from the COVID-19​

​pandemic necessitated cancellation of the third follow-up, limiting the ability to examine​

​longer-term effects.​

​A second limitation relates to the interpretation of intervention effects across time​

​points and cohorts. Although findings for outcomes such as social and peer support and​

​empowerment were generally consistent, effects for other outcomes (including psychological​

​wellbeing, self-efficacy, emotional resilience, internalizing symptoms, gender-related​

​attitudes, and tobacco use) varied across follow-ups and between Grade 7 and 8 students.​

​The study was not designed to identify mechanisms underlying these temporal and​

​cohort-specific differences, and future research is needed to better understand factors that​

​may contribute to variation in timing and durability of intervention effects.​

​Conclusion​

​In addressing mental health needs of adolescents worldwide, school-based​

​interventions remain promising. This study provides evidence applicable to key knowledge​

​gaps, showing that a scalable, universal school-based mental health promotion program​

​shows real-world effectiveness on a host of mental health, empowerment, and substance use​

​outcomes for adolescents in India, and that effects persist and in some cases increase over​

​time after program completion. These points are of critical importance to governments with​

​priority areas such as gender empowerment, substance use, and mental health among​
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​adolescents, as well as to practitioners, school administrators, and academics seeking to find​

​better, more scalable ways to support adolescent wellbeing in the longer term.​
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​Supplementary Tables​

​Supplementary Table S1. Standardized Effect Sizes (Cohen’s d) for Intervention Effects at One Year​

​Outcome​
​Domain​

​Outcome Measure​ ​Grade​ ​Comparison​
​Period​

​DiD Estimate​
​(β)​

​SE​ ​95% CI​ ​Cohen’s​​d​ ​Interpretation​

​Primary Outcomes​

​Wellbeing​ ​Physical Health​ ​7+8​ ​Baseline → 8 mo​ ​-0.24​ ​0.18​ ​-0.59, 0.11​ ​-0.05​ ​Negligible​

​Wellbeing​ ​Psychological Wellbeing​ ​7+8​ ​Baseline → 8 mo​ ​0.09​ ​0.19​ ​-0.28, 0.46​ ​0.02​ ​Negligible​

​Wellbeing​ ​Social & Peer Support​ ​7+8​ ​Baseline → 8 mo​ ​0.84​ ​0.20​ ​0.44, 1.24​ ​0.16​ ​Small​

​Secondary Outcomes​

​Assets​ ​Self-Efficacy​ ​7+8​ ​Baseline → 8 mo​ ​0.54​ ​0.23​ ​0.09, 1.00​ ​0.09​ ​Small​

​Assets​ ​Emotional Resilience​ ​7+8​ ​Baseline → 8 mo​ ​0.18​ ​0.30​ ​-0.42, 0.78​ ​0.02​ ​Negligible​

​Mental health​ ​Internalizing Symptoms​ ​7+8​ ​Baseline → 8 mo​ ​-0.32​ ​0.15​ ​-0.60, -0.04​ ​-0.09​ ​Small​

​Gender​ ​Gender Roles Attitudes​ ​7+8​ ​Baseline → 8 mo​ ​-0.91​ ​0.25​ ​-1.39, -0.43​ ​-0.14​ ​Small​

​Gender​ ​Gender-Based Violence​
​Attitudes​

​7+8​ ​Baseline → 8 mo​ ​0.09​ ​0.14​ ​-0.18, 0.36​ ​0.03​ ​Negligible​

​Empowerment​ ​Freedom of Voice and​
​Movement​

​7+8​ ​Baseline → 8 mo​ ​1.15​ ​0.32​ ​0.52, 1.78​ ​0.14​ ​Small​

​Notes. Effect sizes (Cohen’s​​d​​) were calculated by​​dividing the adjusted difference-in-differences estimate by the pooled baseline standard deviation of the​
​outcome. Negative values indicate improvements for outcomes where lower scores reflect better functioning (e.g., internalizing symptoms, gender roles, and​
​gender-based violence). Estimates are from mixed-effects models adjusted for baseline covariates and clustering at the school level.​
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​Supplementary Table S2. Standardized Effect Sizes (Cohen’s d) for Intervention Effects at One Year - Grade 7​

​Outcome​
​Domain​

​Outcome Measure​ ​Grade​ ​Comparison​
​Period​

​DiD Estimate​
​(β)​

​SE​ ​95% CI​ ​Cohen’s​​d​ ​Interpretation​

​Primary Outcomes​

​Wellbeing​ ​Physical Health​ ​7​ ​Baseline → 8 mo​ ​-0.25​ ​0.25​ ​-0.75, 0.25​ ​-0.05​ ​Negligible​

​Wellbeing​ ​Psychological Wellbeing​ ​7​ ​Baseline → 8 mo​ ​0.13​ ​0.27​ ​-0.39, 0.66​ ​0.03​ ​Negligible​

​Wellbeing​ ​Social & Peer Support​ ​7​ ​Baseline → 8 mo​ ​0.75​ ​0.28​ ​0.20, 1.29​ ​0.14​ ​Small​

​Secondary Outcomes​

​Assets​ ​Self-Efficacy​ ​7​ ​Baseline → 8 mo​ ​0.58​ ​0.34​ ​-0.08, 1.24​ ​0.09​ ​Negligible​

​Assets​ ​Emotional Resilience​ ​7​ ​Baseline → 8 mo​ ​-0.52​ ​0.44​ ​-1.38, 0.34​ ​-0.07​ ​Negligible​

​Mental health​ ​Internalizing Symptoms​ ​7​ ​Baseline → 8 mo​ ​-0.58​ ​0.21​ ​-0.98, -0.18​ ​-0.16​ ​Small​

​Gender​ ​Gender Roles Attitudes​ ​7​ ​Baseline → 8 mo​ ​-1.22​ ​0.34​ ​-1.89, -0.55​ ​-0.19​ ​Small​

​Gender​ ​Gender-Based Violence​
​Attitudes​

​7​ ​Baseline → 8 mo​ ​-0.07​ ​0.19​ ​-0.45, 0.31​ ​-0.02​ ​Negligible​

​Empowerment​ ​Freedom of Voice and​
​Movement​

​7​ ​Baseline → 8 mo​ ​1.30​ ​0.46​ ​0.39, 2.20​ ​0.15​ ​Small​

​Notes. Effect sizes (Cohen’s​​d​​) were calculated by​​dividing the adjusted difference-in-differences estimate by the pooled baseline standard deviation of the​
​outcome. Negative values indicate improvements for outcomes where lower scores reflect better functioning (e.g., internalizing symptoms, gender roles, and​
​gender-based violence). Estimates are from mixed-effects models adjusted for baseline covariates and clustering at the school level.​
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​Supplementary Table S3. Standardized Effect Sizes (Cohen’s d) for Intervention Effects at One Year - Grade 8​

​Outcome​
​Domain​

​Outcome Measure​ ​Grade​ ​Comparison​
​Period​

​DiD Estimate​
​(β)​

​SE​ ​95% CI​ ​Cohen’s​​d​ ​Interpretation​

​Primary Outcomes​

​Wellbeing​ ​Physical Health​ ​8​ ​Baseline → 8 mo​ ​-0.24​ ​0.25​ ​-0.73, 0.25​ ​-0.05​ ​Negligible​

​Wellbeing​ ​Psychological Wellbeing​ ​8​ ​Baseline → 8 mo​ ​0.02​ ​0.27​ ​-0.50, 0.54​ ​0.00​ ​Negligible​

​Wellbeing​ ​Social & Peer Support​ ​8​ ​Baseline → 8 mo​ ​0.92​ ​0.29​ ​0.36, 1.48​ ​0.18​ ​Small​

​Secondary Outcomes​

​Assets​ ​Self-Efficacy​ ​8​ ​Baseline → 8 mo​ ​0.50​ ​0.32​ ​-0.13, 1.12​ ​0.08​ ​Negligible​

​Assets​ ​Emotional Resilience​ ​8​ ​Baseline → 8 mo​ ​0.90​ ​0.42​ ​0.09, 1.71​ ​0.12​ ​Small​

​Mental health​ ​Internalizing Symptoms​ ​8​ ​Baseline → 8 mo​ ​-0.11​ ​0.21​ ​-0.52, 0.29​ ​-0.03​ ​Negligible​

​Gender​ ​Gender Roles Attitudes​ ​8​ ​Baseline → 8 mo​ ​-0.60​ ​0.36​ ​-1.29, 0.10​ ​-0.09​ ​Negligible​

​Gender​ ​Gender-Based Violence​
​Attitudes​

​8​ ​Baseline → 8 mo​ ​0.27​ ​0.20​ ​-0.12, 0.65​ ​0.07​ ​Negligible​

​Empowerment​ ​Freedom of Voice and​
​Movement​

​8​ ​Baseline → 8 mo​ ​0.98​ ​0.45​ ​0.10, 1.87​ ​0.12​ ​Small​

​Notes. Effect sizes (Cohen’s​​d​​) were calculated by​​dividing the adjusted difference-in-differences estimate by the pooled baseline standard deviation of the​
​outcome. Negative values indicate improvements for outcomes where lower scores reflect better functioning (e.g., internalizing symptoms, gender roles, and​
​gender-based violence). Estimates are from mixed-effects models adjusted for baseline covariates and clustering at the school level.​
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​Supplementary Table S4. Standardized Effect Sizes (Cohen’s d) for Intervention Effects at Two Years​

​Outcome​
​Domain​

​Outcome Measure​ ​Grade​ ​Comparison​
​Period​

​DiD Estimate​
​(β)​

​SE​ ​95% CI​ ​Cohen’s​​d​ ​Interpretation​

​Primary Outcomes​

​Wellbeing​ ​Physical Health​ ​7​ ​Baseline → 20 mo​ ​-0.49​ ​0.24​ ​-0.96, 0.02​ ​-0.10​ ​Negligible​

​Wellbeing​ ​Psychological Wellbeing​ ​7​ ​Baseline → 20 mo​ ​0.38​ ​0.26​ ​-0.13, 0.89​ ​0.08​ ​Negligible​

​Wellbeing​ ​Social & Peer Support​ ​7​ ​Baseline → 20 mo​ ​0.83​ ​0.27​ ​0.29, 1.37​ ​0.16​ ​Small​

​Secondary Outcomes​

​Assets​ ​Self-Efficacy​ ​7​ ​Baseline → 20 mo​ ​0.78​ ​0.33​ ​0.14, 1.42​ ​0.12​ ​Small​

​Assets​ ​Emotional Resilience​ ​7​ ​Baseline → 20 mo​ ​0.68​ ​0.40​ ​-0.11, 1.47​ ​0.09​ ​Negligible​

​Mental health​ ​Internalizing Symptoms​ ​7​ ​Baseline → 20 mo​ ​-0.27​ ​0.21​ ​-0.68, 0.13​ ​-0.07​ ​Negligible​

​Gender​ ​Gender Roles Attitudes​ ​7​ ​Baseline → 20 mo​ ​-0.39​ ​0.34​ ​-1.06, 0.28​ ​-0.06​ ​Negligible​

​Gender​ ​Gender-Based Violence​
​Attitudes​

​7​ ​Baseline → 20 mo​ ​-0.19​ ​0.19​ ​-0.56, 0.18​ ​-0.06​ ​Negligible​

​Empowerment​ ​Freedom of Voice and​
​Movement​

​7​ ​Baseline → 20 mo​ ​0.86​ ​0.43​ ​0.01, 1.70​ ​0.10​ ​Small​

​Notes. Effect sizes (Cohen’s​​d​​) were calculated by​​dividing the adjusted difference-in-differences estimate by the pooled baseline standard deviation of the​
​outcome. Negative values indicate improvements for outcomes where lower scores reflect better functioning (e.g., internalizing symptoms, gender roles, and​
​gender-based violence). Estimates are from mixed-effects models adjusted for baseline covariates and clustering at the school level.​
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​Supplementary Table S5. Standardized Effect Sizes (Cohen’s d) for Intervention Effects at One Year Post-Intervention​

​Outcome​
​Domain​

​Outcome Measure​ ​Grade​ ​Comparison​
​Period​

​DiD Estimate​
​(β)​

​SE​ ​95% CI​ ​Cohen’s​​d​ ​Interpretation​

​Primary Outcomes​

​Wellbeing​ ​Physical Health​ ​8​ ​Baseline → 20 mo​ ​0.22​ ​0.24​ ​-0.25, 0.68​ ​0.05​ ​Negligible​

​Wellbeing​ ​Psychological Wellbeing​ ​8​ ​Baseline → 20 mo​ ​0.66​ ​0.26​ ​0.14, 1.18​ ​0.14​ ​Small​

​Wellbeing​ ​Social & Peer Support​ ​8​ ​Baseline → 20 mo​ ​1.11​ ​0.29​ ​0.55, 1.67​ ​0.21​ ​Small​

​Secondary Outcomes​

​Assets​ ​Self-Efficacy​ ​8​ ​Baseline → 20 mo​ ​0.76​ ​0.32​ ​0.13, 1.40​ ​0.13​ ​Small​

​Assets​ ​Emotional Resilience​ ​8​ ​Baseline → 20 mo​ ​1.49​ ​0.40​ ​0.70, 2.28​ ​0.20​ ​Small​

​Mental health​ ​Internalizing Symptoms​ ​8​ ​Baseline → 20 mo​ ​-0.55​ ​0.21​ ​-0.96, -0.14​ ​-0.15​ ​Small​

​Gender​ ​Gender Roles Attitudes​ ​8​ ​Baseline → 20 mo​ ​-0.66​ ​0.35​ ​-1.34, 0.03​ ​-0.10​ ​Negligible​

​Gender​ ​Gender-Based Violence​
​Attitudes​

​8​ ​Baseline → 20 mo​ ​0.19​ ​0.20​ ​-0.19, 0.58​ ​0.05​ ​Negligible​

​Empowerment​ ​Freedom of Voice and​
​Movement​

​8​ ​Baseline → 20 mo​ ​0.99​ ​0.43​ ​0.15, 1.82​ ​0.12​ ​Small​

​Notes. Effect sizes (Cohen’s​​d​​) were calculated by​​dividing the adjusted difference-in-differences estimate by the pooled baseline standard deviation of the​
​outcome. Negative values indicate improvements for outcomes where lower scores reflect better functioning (e.g., internalizing symptoms, gender roles, and​
​gender-based violence). Estimates are from mixed-effects models adjusted for baseline covariates and clustering at the school level.​


