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Introduction
In the developing world, mental health problems go largely untreated: four out of every five people with a mental health problem in the developing world do not receive any form of help (Jordans, 2019). In Nepal, this problem is even larger with only 10% of those with mental health disorders seeking any form of treatment (Jordans, 2017). Amongst adolescents aged 10-16 in Nepal, between 11.2% and 13.2% have mental health disorders such as depression, anxiety, and substance abuse disorders (Jha et al., 2017). Due to this, many adolescents drop out of school at young ages and have higher rates of suicide and poorer life outcomes (Jha et al., 2017). This study focuses on adolescents and their parents in four districts of Nepal - Salyan, Gorkha, Kavre, and Kailali.
Health care in developing countries suffers from common barriers like affordability and supply constraints. Mental health issues suffer from additional barriers related to stigma around these issues. Quinn et al. (2017) notes that personal feelings of weakness (personal stigma) and perceived threats of outside stigma (perceived stigma) led people to conceal mental health issues and not seek help. Seeking help for mental health related issues are highly stigmatized, and this is likely more common in developing countries with low awareness and service provision around mental health. In this study, we first aim to document the extent of mental health problems and what barriers stand in the way of help seeking behavior. 
Second, we look at how personal and anticipated stigma affect willingness to seek therapy or the help of a doctor. We design an information treatment which includes information on prevalence of MH issues and how these issues can be resolved by appropriate attention. This information treatment is also targeted towards reducing stigma by stressing that these issues are common, can occur with anyone and are treatable. We aim to make use of statements made by famous personalities (e.g. movie actors) where they are open about mental health issues they have faced and how they got out of those.
Talking about mental health can be construed as a sensitive conversation. This is likely to be more sensitive in contexts where stigma around MH issues is high. Familiarity between participants becomes important in discussions around a sensitive topic. One such familiarity is gender. It is likely that a gender-match between people involved in the conversation around mental health may result in higher comfort of subjects. We aim to test this by varying the gender-match of information providers and the study subject (Gorman, 2005; Eagly & Sczesny, 2019).
Finally, to examine if there is sufficient take up of mental health services, we offer the study subjects access and information about free counselling sessions run by a local NGO. We test the impact of stigma reducing information, a celebrity/role model, and the gender-match by running a randomized control experiment where these three potential interventions are cross-cut with each other. Our study will be conducted with 2,500 households (adolescents & parents) across four districts of Nepal (Salyan, Gorkha, Kavre, and Kailali)

1.1 Research Questions
The broader study looks at the following questions:
What are the largest barriers to recognizing mental health problems, accepting others with mental health problems, and seeking help for own problems amongst both adolescents and parents?
What are the effects of low cost, scalable interventions that are aimed at reducing stigma and providing role models on the up take of mental health services?
What role do personal and anticipated stigma play in the uptake of mental health services?
How do gender norms affect willingness to seek help for mental health problems?


Sampling Frame

2.1 Baseline Sampling

Our intervention is aimed at adolescents and their parents from 2,500 households in four districts in Nepal: Salyan, Gorkha, Kavre, and Kailali. Our study sample is recruited through a local NGO called the Center for Mental Health Counseling (CMC) that works in mental health services and interventions in Nepal, and consist of current and potential clients of CMC. There were two criteria used for sampling households: (i) A household had to have a school-going aged adolescent (10-16 years old) within the household. (ii) The adolescent had to be attending a school in their district.

CMC provided the lists of households, including information on the names of both parents, names of all school going adolescents in the households, ages of adolescents as well as genders, and which parent was interested in interview. For households in which both parents are interested in an interview, we randomize which parent we contact for the baseline. For households that have a preference (i.e., mother or father), we contacted the households’ preference.
Treatments arms
Our main experimental design involves three different treatments.
Information Treatments:
Information related to stigma and mental health issues

In this treatment arm, we provide information about how mental health problems are common and encourage participants to seek treatment. We attempt to break down both personal stigma (the participant’s own feelings associated with seeking treatment) and anticipated stigma (the participant’s perceptions of how others will treat them if they have a mental health issue).

Information related to a celebrity/role model

In this treatment arm, we provide information on a celebrity in Nepal who has sought help for mental health problems. We attempt to persuade participants to seek mental health treatment by showing them that a role model (a popular comedian in Nepal) has struggled with mental health issues and sought treatment. This role model encourages treatment for all.
Gender Match Treatment:
3. Gender match of subject to the enumerator (cross-randomized)
Across all participants, we match subjects to same gender and different gender enumerators. We attempt to look at whether people are more comfortable revealing mental health issues and seeking help if matched to an enumerator of the same or of different gender.
We conduct a phone survey that targets approximately 2,500 parents and 2,500 adolescents, where we measure a range of outcomes related to mental health issues and stigma around them. Treatment 1 & 2 are delivered in scripts as part of the survey, and treatment 3 is implemented by assigning enumerators stratified by their gender. We stratify all treatments by municipality. All in all, we have six different treatment groups: celebrity info with a female enumerator, celebrity info with a male enumerator, stigma info with a female enumerator, stigma info with a male enumerator, no info with a female enumerator, and no info with a male enumerator.

The script for the stigma treatment is as follows:
Mental health problems such as depression, anxiety, feelings of loneliness, and excessive fear and nervousness are very common and if you are having any such issues then you are not alone. 1 in 7 people worldwide struggle with a mental health or substance abuse problem. Over 300 million experience them each year worldwide and almost 13% of people in Nepal experience them. Mental health illness does not discriminate; a person of any age, gender, ability status, socio-economic status (rich or poor), ethnicity, sexuality (Third Gender), religion, and background can have a mental health problem. People are generally reluctant to accept and admit that they have mental illness and need any kind of treatment. This is mainly because of fear that friends, neighbors, or relatives may label them with mental illness. Having a mental health illness does not mean you are weak or broken; on the contrary, seeking help for a mental health problem is a sign of strength. Mental Health problems can be treated with the help of mental health professionals who are trained to deal with issues like depression and anxiety. These professionals help to identify what is happening to you and how it can be reduced/treated. These professionals are supportive, and you can fully trust them.  If you have any emotional or behavioral issues, seek help. Do not suffer in silence. Now, I would like to ask you a few questions.
The script for the celebrity treatment is as follows:
a.      Do you know Hari Bansha Acharya? 1-Yes, 2-No.
b.      Who is he? 1- Nepali comedy actor, 2- Nepali politician, 3- Nepali social-worker?

He is a famous actor and comedian in Nepal. He is known to most of the Nepalese from the film he acted in. During COVID 19 pandemic and post-earthquake disaster, many of his videos were broadcasted with messages on how to stay strong and cope with the pandemic and disaster. These messages have increased the self-confidence of many Nepalese. In his lifetime he has also experienced depression (prolonged feelings of sadness, sleeping, and eating irregularities, as well as suicidal thoughts) but with his courage and with the support of mental health professionals he has recovered. He encourages potential sufferers and the people around to look out for such early symptoms of depression. According to him, it is important to identify depression and anxiety on time so that those who suffer with mental health problems can  get treatment from mental health professionals. By getting treatment, someone with a mental health problem can reduce future problems and lead a happy, successful life.  If you have any emotional or behavioral issues, seek help. Do not suffer in silence.
Since one of our outcomes of interest is whether participants call into a mental health hotline, we also send participants text message reminds that are related to their treatment group. 
4. Randomization
We received a sampling frame of approximately 3,000 households which we divided equally across our treatment groups. Given response rates, we expect to collect around 2,500 households. Our entire sample of 3,000 households was randomized into evenly sized cells across the treatment with the information about stigma, the treatment with the information about celebrity role models, a control group (where no information was provided), and a cross-randomization with the gender match treatment. The information treatments and the gender-match cross-cut each other as follows:
	
	Stigma Info
	Celebrity Info
	No Info
	Total Sample

	Male enumerator
	500 (1)
	500 (2)
	500 (3)
	1500

	Female Enumerator
	500 (4)
	500 (5)
	500 (6)
	1500

	Total Sample
	1000
	1000
	1000
	3000



We randomize all households into treatment arms using Stata. Some households selected a preference for whether a mother or father would be interviewed. For these households we abide according to the household preference, and for the rest of households we randomize which parent is selected. In households where no parents are present, the main caregiver is selected for interview.
The oldest adolescent in each household was selected for the interview. 

5. Data Collection 
5.1 Data Collection
We collect contact information from approximately 2,500 households from 4 districts in which the partner NGO has substantial presence. These surveys take about 45 minutes for adolescents and 1 hour for adults and we collect the following baseline variables:
Adolescent demographics (age, gender, number of siblings)
Parent demographics (age, gender, occupation, education, poverty status, and income)
Parent perceptions about adolescent mental health

For both the children and parents, we collect individual-level data on following variables:
Mental health status through standard measures (in scales) for Depression and Anxiety
Beliefs and attitudes towards modern vs. traditional therapy measures
Scales to capture personal and anticipated stigma
Attitude towards mental health problems and willingness to seek help
Willingness to seek help/healthcare after delivering the intervention scripts
Gender specific emotional norms
Behavior and attitudes during the COVID-19 crisis

6. Outcomes
Following are our main outcomes of interest, that are also collected during the baseline survey:
6.1 Domain 1: Gender-based Comfort and Trust
Willingness to reveal/share personal information by the gender match of enumerator
a. We ask participants if they believe they have a mental health problem—we are interested in participant willingness to reveal this by gender match. We examine whether participants are more likely to report having a mental health issue if they are matched with an enumerator of the same gender.
b. This variable will be coded as a dummy that equals 0 if a participant says they do not have a mental health problem, and 1 if they say they do. 
Level of comfort/trust by the gender match of enumerator
a. We ask participants their level of comfort in answering questions at the end of the survey. We then measure whether there are differences by same and different gender match enumerators.
b. We ask participants to rate this question on a scale of 1-5. We will use the raw variable as well as code it as a standard normal index.
6.2 Domain 2: Attitudes Towards Mental Health Problems
Willingness to hire/pay someone with a mental health issue
a. Parents are asked in their survey about their willingness to hire someone who has a mental health problem. In particular, they are presented with a vignette with either a man or woman’s name (this is randomized) and told that this person has mental health problems and is seeking work. We ask if they are willing to hire such a person, and, if so, what sort of wages they will pay this person. We are interested in the effects of the gender match treatment on this outcome. 
b. We ask participants to answer the question about willingness to hire and pay on a scale of 1-5. In our regressions, we will use the raw variable as well as code it as a standard normal index.
5. Willingness to seek own/child counseling
	a. We ask both parents and children their willingness and preferences for different types of 	counseling. For instance, we ask if they would rather see in person or online counselors, if 	they would be willing to seek help if they had a serious emotional problem, and whether 	they would prefer group or individual counseling.
b. We also specifically ask parents how willing they are to seek help for their children. We ask them to imagine their child had a mental health problem, and then ask them their willingness to seek help for their child, how much money and time they would spend on this, and what types of counseling they would prefer for their child. 
c. Preferences for types of counseling will be coded as dummies equal to 0 or 1 depending on preference. For example, we will code the question about face-to-face or online counseling equal to 0 if participants prefer online and 1 if participants prefer face to face. Our question about willingness to seek help for children is answered on a scale of 1-5, which we use as the raw variable as well as code it as a standard normal index.
6.3 Secondary Outcomes
Our secondary outcomes of interest are:
1.   Attitudes and gender norms about emotions and mental health issues
a. We ask participants questions about masculinity and their beliefs about whether men should be able to express and share their emotions. We are interested in whether our gender matched treatment affects participants’ beliefs about masculinity and men seeking help for mental health problems.
b. We create an index from our questions about masculinity following the method proposed by Anderson (2008). 
2. Changes in depression and anxiety
a. We measure participants’ levels of anxiety and depression using the PHQ and GAD-7. We are interested in whether participants report these levels differentially by enumerator match. For instance, are participants more likely to report depressive or anxiety symptoms if matched to a same gender enumerator?
b. We measure changes in depression and anxiety using the GAD-7 and the PHQ-8 We use the standard scoring scales for these mechanisms that break down answers into levels of depression and anxiety.
3. Correlation of parent and child mental health levels
a. We are interested in how child and parent mental health may correlate or affect one another. So, we will look at how parent and child mental health status correlate and if they are negatively or positively correlated.  
Calling of a mental health hotline number we provide
At the end of the survey, we present the following text to participants:
“We want to give you a phone number to call to find out more about CMC Nepal an organization specializing in mental health awareness and treatment. You can call this number anytime this month from Monday to Friday 9-5 p.m. Your phone call will be picked up by a trained counselor and he/she will inform you about the mental health information, mental health symptoms and treatment available to you or your children near you. The session will provide you with relevant information related to resources that you could use for mental health issues. In addition, when you call in, you can also mention that you need personalized counselling services, and a district counselor will follow-up with you and provide you counselling services. If you are struggling with any mental and emotional issues, please call in and get help.  Phone number is:………   We will also send you this phone number via SMS.”
b. This variable will be coded as a dummy variable that is equal to 0 if the participant did not call the hotline and 1 if they did.
5. Discrepancies between parent ratings of child mental health and child mental health
a. We ask parents to rate the mental health of their own children in our survey on a scale from 1-5. We also ask adolescents if they believe they have mental health problems. We are interested in discrepancies between these two variables. For instance, do parents believe their children have better mental health than they actually do? 
b. To measure this, we code a dummy variable that equals 1 if a child says they have a mental health problem and 0 otherwise. We look at the correlation between this variable and how parents rate their child’s mental health on a scale of 1-5. 
c. Apart from the dummy variable explained above, we will also look at this discrepancy by examining the kid’s assessment of their depression and anxiety. 

7. Testable Hypotheses
7.1 Baseline 
Effects of Treatment 1 and Treatment 2: We expect that our treatment 1 (information on stigma) and treatment 2 (information on celebrity role model) may both increase take up of mental health services (i.e. calling the hotline) . We expect these two treatment groups to increase whether or not a call was made to the hotline, relative to the group that did not receive any information. We also expect that these two treatments may show differential effects for parents and children. Namely, we expect adolescents to respond more to the celebrity treatment and parents to respond more to the stigma treatment. Results from our pilot show that this may be the case, and we expect that adolescents respond more to role model effects than adults do.
Effects of Treatment 3: We expect that matching people to enumerators of the same gender will increase levels of comfort and willingness to share information about mental health issues (Domain 1). We also expect that it may increase willingness to call the hotline, to take up mental health services and to take up mental health services for children (Domain 2). 
Secondary Outcomes: We also believe that our secondary outcomes will be affected by the treatments. We believe, in particular, that the gender match treatment may change levels of reported anxiety and depression as participants may feel more comfortable reporting these symptoms with a same gender enumerator. We also believe that the gender match treatment may change participants’ thoughts or willingness to reveal about gender norms. For instance, being matched to a male enumerator may make participants less likely to show gendered norms around men seeking help for mental health issues. 
Correlation of mental health: We expect that parent and child mental health are correlated positively. For instance, parents with high levels of depression and anxiety will also have children with high levels of depression and anxiety. 

8. Covariates for balance checks and main specifications
We test for balance in treatment assignments along baseline covariates. We conduct our balance tests at the household level since our treatment assignment is at the household level. For all included covariates, we predict each covariate with dummy variable indicators for each treatment arm, and then test for the joint significance of these treatment arms using randomization inference. We test the joint significance of our baseline covariates by predicting treatment assignment for each treatment arm against the control group, using seemingly unrelated regression estimates. Any variables with missing values will be excluded from the covariate tests. 
8.1 Covariates for balance checks
We will test for balance among the following covariates:
Household size
Number of adolescents in the household
Income from primary occupation
Asset Index. We will combine covariates 4 through 12 to create an asset index using principal component analysis.
Whether households have electricity
Ownership of gas stove
Ownership of car, scooter, or motor bike
Ownership of bicycle
Ownership of color TV
Ownership of computer
Ownership of inverter/electric generator
Households containing internet
Ownership of sofa
How many days households spent unemployed in the last 30 days
Known disabilities within the household
Poverty status and whether households own a poverty card
Earnings from secondary occupations
Father’s highest level of education
Mother’s highest level of education

Dummy for whether respondent parent’s gender was randomly selected

9. Empirical Strategy
Ordinary least square regressions will be used to analyze the impact of treatment on the outcomes.
Research questions/Outcomes
We will estimate the following equation:
Yim = β1 + β2*EnumGenderim ++ εim
And where  is the outcome of interest for individual i in municipality m.  is a vector of individual level controls including income, poverty status, gender, age, education level, municipality, and caste. We also control for whether households have a preferred adult for interview (mother or father). Outcomes of interest include level of comfort talking about mental health issues, willingness to reveal/share that one has a mental health issue, and differences in willing to hire male/female people with mental health issues. There are 12 municipalities in our sample and 200-300 households in a municipality. The main explanatory variable EnumGender, representing Treatment 3, is a dummy equal to 1 if the household was interviewed by an enumerator of the same gender (male-male; female-female), and 0 otherwise.

Research questions/Outcomes
To estimate the impact of information provision, we will estimate the following equation:
Yim = β1 + β2*Stigmaim  + β2*CelebrityInfoim + +  εim
Where, Stigma and CelebrityInfo are dummy equal to 1 for a household who is provided the information about stigma and example of a celebrity, respectively, and 0 otherwise. The excluded category here are the households who are provided no information. Outcomes of interest include willingness to hire someone with a mental health issue, willingness to pay someone with a mental health issue, willingness to seek counselling for self and child, and willingness to pay for a child’s counseling.
Additionally, we will estimate the combined effect of “any” information by pooling both the Stigma and Celebrity information groups and comparing it to the control group which was provided no information.
Research Questions/Outcomes
Finally, the outcomes may vary by both the gender match and the type of information provided. We estimate the differential impacts by estimating the following model:
Yi = β1 + β2*Stigmaim*EnumGenderim + β2*CelebrityInfoim*EnumGenderim + + εim
Where, the coefficients capture the impact of a specific information provision along with the gender match of enumerators and respondents. 


10. Heterogeneity
We expect to see heterogenous effects based on the adolescent level and household level characteristics listed below, and also explore heterogeneity using the LASSO selection procedure:
Gender and age: We will split our sample by the median age overall and look at girls and boys that are above and below median ages. We expect that mental health may differ across genders, as well as willingness to reveal mental health and gendered norms. We also expect that older adolescents may have more understanding about mental health, and thus results may differ by both gender and age.
Economic status of the household: We will spit our sample by those above and below the median income in our sample. We expect that houses may differ in their resources, knowledge, and access to mental health services by socioeconomic status. Thus, we test for this.
Baseline mental health levels for parents and adolescents: We expect that willingness to seek treatment, attitudes about mental health treatment, and norms around gender may differ by baseline levels of mental health. For instance, those with higher levels of depression or anxiety may be more willing to take up mental health services such as calling our hotline. Thus, we split our sample by those who qualify as having high, medium, and low amounts of depression and anxiety according to the scoring for our scales that measure these items (GAD-7 and PHQ-8). We also look at heterogeneity by raw scores. 
Baseline levels of stigma: We expect that willingness to seek treatment, attitudes about mental health treatment, and gendered norms will differ by baseline levels of stigma. Thus, we split our sample by above and below median levels of stigma using the anticipated stigma and personal stigma scales. We expect that those with higher levels of stigma may be less willing to receive help and less responsive to treatments. 
Multiple Hypothesis Testing
To correct for multiple hypotheses testing, we will use a step-down procedure to adjust p-values for the false discovery rate (FDR) among groups of outcomes (“domains”) and report the resulting “q-values” (Benjamini, Krieger, and Yekutieli, 2006). We will also look at indices based on domains (by standardizing and averaging outcomes within each domain) to correct for multiple hypothesis issues. 
 Missing values and outliers
We will exclude any of the outcome variables if they are missing for a large share of our sample. In the case of missing control variables, we will create a dummy variable for missing values and include this in our specifications. In the case of outliers, we will winsorize continuous outcome variables at the 99th percentile.
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