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Abstract 

Background  The importance of evidence-informed health policymaking is widely recognized. However, many low- 
and middle-income countries lack evidence-informed mental health policies due to insufficient data, stigma or lack 
of resources. Various policies address adolescent mental health in India, but published knowledge on their evidence-
informed nature is limited. In this paper, we report results of our analysis of the role of evidence in adolescent mental 
health policymaking in India.

Methods  This paper reports findings from the document analysis of key policy documentation (n = 10) and in-depth 
interviews with policy actors including policymakers, researchers, practitioners and intermediaries (n = 13). Framework 
analysis was used, informed by the components of a conceptual framework adapted from the literature: actors, policy 
and evidence processes, nature of evidence itself and contextual influences.

Results  Results show that adolescent mental health policies in India were generally evidence-informed, with more 
key evidence becoming generally available from 2010 onwards. Both formal and informal evidence informed mental 
health policies, particularly agenda-setting and policy development. Mental health policymaking in India is deemed 
important yet relatively neglected due to competing policy priorities and structural barriers such as stigma. Use of evi‑
dence in mental health policymaking reflected differing values, interests, relative powers and ideologies of policy 
actors. Involvement of government officials in evidence generation often resulted in successful evidence uptake 
in policy decisions. Policy actors often favoured formal and quantitative evidence, with a tendency to accept global 
evidence that aligns with personal values.

Conclusions  There is a need to ensure a balanced and complementary combination of formal and informal evidence 
for policy decisions. Evidence generation, dissemination and use for policy processes should recognize evidence 
preferences by key stakeholders, while prioritizing locally available evidence where possible. To help this, a balanced 
involvement of policy actors can ensure complementary perspectives in evidence production and policy agendas. 
This continued generation and promotion of evidence can also help reduce societal stigma around mental health 
and promote mental health as a key policy priority.
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Introduction
There is growing recognition of the importance of 
evidence-informed health policy decisions to inform 
responses to public health priorities [1–11]. Systematic 
use of evidence in policymaking nowadays is seen as key 
to efficient use of public expenditure to promote popula-
tion health [12–14].

Mental health policy is increasingly recognized as a 
global development priority [13, 15]. In low- and mid-
dle-income countries (LMICs), up to 85% of people with 
mental health conditions are untreated [16]. One reason 
for this treatment gap is the challenge of translating evi-
dence into policymaking, which in the context of LMICs 
and mental health can be exacerbated due to surrounding 
stigma, limited political attention and a lack of adequate 
infrastructure [17–19]. This can result in the absence of, 
or constrained, implementation of mental health policies 
[17–20]. These barriers mean not only that many LMICs 
lack a stand-alone mental health policy [13, 21] but also 
that existing policies may not be evidence informed due 
to insufficient data or competing priorities on the politi-
cal agenda which demand more research resource [19, 
22].

Frameworks have been developed for the use of evi-
dence-based health policy agenda-setting in LMICs 
[6, 13], but their use is limited, especially in regard to 
mental health policy. Some frameworks which respond 
to this gap specifically focus on research-policy inter-
relationships in mental health policymaking in LMICs 
[16]. However, literature tells us that evidence comes in 
various forms including formal (e.g. scientific research, 
national surveys) and informal (e.g. personal experiences, 
expert opinions) [2, 4–6, 13, 23], thus highlighting the 
importance of all types of evidence, especially regarding 
potentially sensitive or stigmatized issues such as mental 
health.

Adolescent mental health is a priority in India, which 
has the largest number of adolescents globally (243 mil-
lion). It is estimated that one in five school-going ado-
lescents live with anxiety, stress and/or depression [24]. 
While policies exist which address mental health and 
adolescent health in India, little is known about whether 
any evidence informs development and implementation 
of these policies.

This paper aims to bridge this gap by reporting results 
of analyses of the role of evidence in adolescent mental 
health policymaking in India, using an adapted concep-
tual framework to the Indian context [5]. We hope this 

article will be of interest and relevance to decision mak-
ers, researchers and intermediaries who are interested in 
advancing their understanding and improving the role 
of evidence in mental health policymaking in India and 
beyond.

Methods
We report results from a qualitative policy analysis, 
which examined the role of evidence in mental health 
policymaking in India, from a component of a wider 
SAMA project [25].

Analytical framework
The following theorization of the role of evidence in 
mental health policymaking provided analytical fram-
ing and informed the structure of the data collection and 
analysis.

A multitude of frameworks exist for health policy anal-
ysis which have been extensively applied to identify and 
understand complex interactions that shape the develop-
ment and implementation of national policies. The most 
widely used framework is the ‘policy triangle’ [25]. The 
triangle identifies four interrelated components: pro-
cesses (how policies are made), actors (by whom policies 
are made), context (wider issues affecting policies) and 
contents (of the policy). The Stages Heuristic Model [26] 
explains four iterative stages of policy processes: agenda 
setting (recognizing the problem and getting the issue 
onto the policy agenda), policy development (developing 
the policy response to the issue), policy implementation 
(implementing the policy change) and policy evaluation 
(monitoring and evaluation of the implemented policy 
to assess whether it has achieved the desired effect). 
Frameworks also exist that help understand and explain 
involvement of different actors in policymaking [25, 27] 
and wider contextual environment [2, 5, 28–31].

Further theorizations of evidence-informed policymak-
ing have also been reported, essentially proposing dif-
ferent models for evidence-informed decision-making, 
identifying key actors involved in the process (research-
ers, decision makers and intermediaries) including their 
characteristics and roles, proposing different taxonomies 
of evidence and increasingly applying this knowledge to 
advance the understanding of evidence-informed mental 
health policymaking [13, 16], though with less focus on 
adolescent mental health policies.

We build on, and consolidate, these bodies of knowl-
edge, in adapting a conceptual framework from 
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Mirzoev et  al. (2017) to understand evidence-informed 
policymaking in the context of adolescent mental health 
(Fig. 1).

This framework highlights the complex interrelation-
ship between two overlapping processes: evidence pro-
cesses (generation, i.e. when research is conducted or 
when experiences are accumulated; dissemination, i.e. 
when evidence is shared with policy actors; and uptake, 
i.e. when evidence informs policy decisions) and policy 
processes (agenda-setting, policy development and pol-
icy implementation). Evidence generation, dissemina-
tion and uptake can all occur within a single stage of the 
policy process (such as agenda setting) or can cut across 
multiple stages.

Different policy actors may engage in either evidence 
processes or policy processes, or both: policymakers (e.g. 
government officials, chief scientific advisors, politicians 
and committee members), intermediaries (organizations 
or individuals who work between policymakers and ser-
vice providers, e.g. government advisors) and evidence 
producers (e.g. researchers, NGOs, think tanks, and 
academic institutions). These actors determine the rela-
tionship between the evidence processes and policy pro-
cesses and, consequently, a degree of evidence use within 
policy processes. Actors can have different perceptions 
of what constitutes appropriate or robust evidence for 
policymaking, often influencing which policy decisions 
are informed by which evidence. These actors have their 
own and sometimes differing, values, interests, agendas 
and relative powers which influence decisions regarding 
evidence uptake [6, 25, 32].

Lastly, the framework delineates how engagements of 
policy actors with evidence and policy processes occur 
within and are influenced by various contextual factors 

which often cut across individual, organizational and sys-
tem levels [5, 25, 33]. Two specific contextual influences 
reflect the nature of adolescent mental health policymak-
ing in India in our adapted framework: structural barriers 
and mental health stigma.

Data collection and analysis
Two methods were used to collect data: (1) desk review 
of relevant policies and guidelines (n = 10) and (2) in-
depth interviews (n = 13).

We identified and reviewed 10 national and state-level 
policies, presented across Tables 1 and 2 alongside their 
objectives. Our initial analysis primarily focused on four 
mental health policies due to their relevance to adoles-
cent mental health issues (Table 1).

We also drew on other existing mental health policies 
(n = 6) from 2006 to 2022 to identify the interconnect-
ing ways that evidence generation and uptake can inform 
future policy agenda-setting and development (Table 2).

A semi-structured template was used to capture key 
information from each document in a standardized for-
mat, and included information about the document, 
its contents and evidence cited, policy actors and fur-
ther information on the role of evidence. The docu-
ment review informed a stakeholder mapping to identify 
informants for in-depth interviews. Document review 
and stakeholder mapping were conducted over the 
course of initial two months.

A total of 13 in-depth interviews were conducted via 
Zoom and in-person. Ten interview respondents were 
directly involved in the evidence generation, develop-
ment or implementation of the four identified policies 
and three respondents have extensive history in men-
tal health policymaking but not specifically these four 

Fig. 1  Conceptual framework for understanding role of evidence in mental health policymaking (Mirzoev et al. 2017)
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policies. Table 3 presents the role and linked organization 
of interview participants.

Interviews were informed by a semi-structured ques-
tion guide, which reflected our conceptual framework: 
evidence processes, policy processes, policy actors 
and policy context. An initial question guide was pilot-
tested within the research team and revised for the data 
collection. Interviews lasted between 45 min and 1 h. 
The question guide was adjusted to the roles of specific 
interviewees. Interviews were transcribed verbatim for 
analysis.

All data from the documents and interviews was sub-
jected to framework analysis [34, 35], which involves 
stages of (1) familiarization, (2) identifying a thematic 
framework, (3) indexing, (4) charting and (5) mapping 
and interpretation. Data analysis was conducted along-
side ongoing data collection to inform subsequent steps; 
for example, the document review informed an initial 
list of informants and results from initial interviews 
informed specific themes that were probed during sub-
sequent interviews. Findings were continuously triangu-
lated between document reviews and interviews.

Ethics
The project complied with high ethical standards for 
collaborative global health research. Ethics approv-
als were obtained from the ethics committees from 
the National Institute for Mental Health and Neuro-
sciences, the London School of Hygiene and Tropical 
Medicine and the University of Leeds.

Results
We report results following the components of our ana-
lytical framework (Fig.  1). First, we will describe the 
policy processes following the Stages Heuristic Model 
of each policy, followed by the uptake of evidence 
across all policies. We present findings using visualiza-
tions of critical timelines. We then discuss the context 
and nature of mental health policymaking in India and 
the ways stakeholder power and dynamics influenced 
the uptake or rejection of evidence. Finally, we will 
highlight the barriers, facilitators and opportunities for 
evidence-informed mental health policymaking.

Table 2  Additional adolescent mental health policies reviewed

No Policy document Policy focus/objectives

5 A Strategic Approach to Reproductive, Maternal, Newborn, Child 
and Adolescent Helath (RMNCH + A) in India (2013)

Strategy aims to link maternal and child health to reproductive health 
and other components (e.g. family planning, adolescent health, human 
immunodeficiency virus (HIV))

6 Rashtriya Bal Swasthya Karyakram (RKSK) Operational Guidelines (2013) Initiative focuses on early identification and intervention to improve 
survival outcomes amongst children 18 years old and under

7 National Adolescent Health Strategy Handbook (RKSK) (2014) Strategy aims to increase availability and access to information 
about adolescent health and quality counselling and health services 
for adolescents

8 Rashtriya Kishor Swasthya Karyakram (RKSK) Operational Framework 
(2014)

Operational Framework is a component of the National Adolescent 
Health Strategy and assists states in implementation of the strategy. 
Framework provides guidance, reports, and operationalization

9 Health Vision Document for Karnataka (Disability Inclusion in Health 
and Family Welfare) (2021)

Aims to provide continuous high-quality comprehensive health care 
and rehabilitation services integrated with primary, secondary, tertiary 
prevention–rehabilitation services for people with disabilities

10 National Council of Educational Research and Training (NCERT) Guide‑
lines (2022)

Module designed for teachers to raise awareness and enhance sensitivity 
towards mental health issues and concerns in schools

Table 3  Participant characteristics

Participant category N Organizations

Policymaker 4 Ministry of Health and Family Welfare (MoHFW); Ministry 
of Education (MoE); Govt of Karnataka

Researcher 6 NIMHANS; Ramaiah University; Chanakya University; UNICEF

Intermediary (regional advisor) 1 Bangalore University

Practitioner (psychiatrist, school counsellor) 2 NIMHANS; local schools

Total 13
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Mental health policymaking in India
All four policies went through stages of agenda setting, 
development and implementation, though with differ-
ences reflecting the nature of each policy issue (Tables 1 
and 2, 3) Agenda-setting generally involved advocacy 
and used previous policy iterations as opportunity for 
evidence generation. For example, the National Mental 
Health Policy and Ayushman Bharat sought new evi-
dence based on emerging issues or gaps that previous 
policies or guidelines did not address. An interviewee 
with a member of the technical committee for the Sui-
cide Prevention Strategy stated that the policy was put 
onto the agenda due to increasing public and political 
concern around the small amount of evidence that was 
available, despite alarmingly high rates of suicide and sui-
cide attempts. Policy development was typically via par-
ticipatory approaches such as technical committees and 
individual expert inputs. Alongside professional inputs, 
the National Education Policy also used public feedback 
through social media in efforts to secure more compre-
hensive consultation.

The implementation of each policy differed due to 
policy mandates at different levels (e.g. education, dis-
ability, and health are state subjects), involvement of 
stakeholders and the degree of integration of health ser-
vices at district and/or state level. As the National Edu-
cation Policy and the Suicide Prevention Strategy have 
both been introduced recently, their implementation is 
nascent. However, the National Mental Health Policy and 
Ayushman Bharat have faced several barriers during their 
implementation and uptake of their programmes [36] 
(Table 4).

Uptake of evidence across policies
Our analysis showed that between 2005 and 2010 there 
was little available evidence that informed Indian ado-
lescent mental health policies, highlighted by grey shad-
ing in Fig. 2. However, an outburst of evidence occurred 
from 2010 onwards (Fig.  2), which informed mental 
health policies. There is a clear upwards trend in the 
amount of evidence from 2010 onwards, showing the 
link between evidence generation and policy develop-
ment and implementation. The agenda was set in 2006 by 
the National Family Health Survey-3, National Nutrition 
Monitoring Bureau Report and March of Dimes Report, 
which informed the development of policies up to 6 years 
later. The implementation of three significant policies in 
2014 (RKSK, National Adolescent Health Strategy and 
National Mental Health Policy) occurred just 2–3 years 
after an abundance of relevant evidence was published 
between 2010 and 2014. This upwards trend between evi-
dence generation and policy implementation continued 
until 2022. The first five policies (RMNCH + A, RBSK, 

RKSK, National Adolescent Health Strategy and National 
Mental Health Policy) in Fig. 2 are shown in grey shad-
ing to highlight that the first ten key sources of eviden-
tial influence (NFHS-3 in 2005 to National Adolescent 
Health Strategy in 2014) were only used to inform these 
five policies. This is excluding the Health Vision Karna-
taka document that utilized the Census of India report 
10 years after it was published in 2021. Similarly, the 
remaining five policies (Ayushman Bharat, National Edu-
cation Policy, Health Vision Karnataka, National Suicide 
Prevention Strategy and NCERT Guidelines) are grouped 
together to reflect the ways in which a new generation of 
evidence (in this case from the National Mental Health 
Policy in 2014 to the National Commission for Allied and 
Healthcare Professionals Bill in 2022) is used to inform 
new iterations of policies from Ayushman Bharat in 2018 
to NCERT Guidelines in 2022.

As Fig. 2 shows, at least one form of key evidence was 
used to inform each policy during agenda setting or 
development. Contents of some policies were also used 
as ‘evidence’ to inform further policies; for example, the 
National Adolescent Health Strategy was used to inform 
RKSK. Another example is that the NFHS-3 (2005) 
informed the National Mental Health Policy (2014), 
which in turn influenced agenda-setting for the National 
Suicide Prevention Strategy. This emphasizes the inter-
connecting ways in which evidence informs policy 
decisions and how evidence generation, uptake and dis-
semination is key for further health policy development 
and implementation (highlighted by grey shading of poli-
cies across the timeline).

A combination of both formal and informal evidence 
was used to inform these four national mental health 
policies. Document reviews, perhaps understandably, did 
not highlight the uptake of informal evidence (excluding 
expert committees, which were included in the develop-
ment of all four policies). However, respondents noted 
in interviews that many policies were also informed 
through informal evidence such as personal experiences. 
Document reviews highlighted the uptake of formal evi-
dence such as local and international research publica-
tions, census data and epidemiological surveys to inform 
all policies, viewed as the most ‘robust’ forms of evidence 
amongst all stakeholders during interviews. Interviews 
with a government official from MoE and a researcher 
suggested how critical evidence was for the National 
Education Policy (2020). Due to absence of evaluation 
data after the first Education Policy (1986), the New 
Education Policy was formulated through the uptake of 
extensive expert consultations and public feedback via 
Twitter and Facebook.

As Fig.  2 shows, majority of evidence utilized in both 
agenda setting and development stages of the policies are 
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formal, quantitative, national-level reports. Document 
reviews suggested that this form of evidence was widely 
utilized, rarely sourcing qualitative evidence. However, 

policy processes would sometimes include the use of 
qualitative methodologies such as focus groups or discus-
sions with community members and stakeholders, also 

z

POLICY

NFHS-3 (2005-6)

NNMB Report (2005-6)

March of Dimes Report (2005-6)

Gov. Stats Office: Youth in India
Report (2006-7)

Annual Health Survey (2010)

WHO-NCD Country Profiles
(2011)

Census of India (2011)

SRS Survey (2011)

Technical Report on Operational
Status of SNCUs (2012-13)

National Adolescent Health
Strategy (2014)

National Mental Health Policy
(2014)

NFHS-4 (2014-15)

National Mental Health Survey
(2015-16)

Rights of Persons with
Disabilities Act (2016)

National Health Policy (2017)

Mental Healthcare Act (2017)

Gov. Stats Office: Youth in India
Report (2017)

Economic Survey (2018)

Accidental Deaths and Suicides
in India Report (2020)

National Education Policy (2020)

Safe Schools (MoE) (2021)

National Commission for Allied
and Healthcare Professionals Bill
(2021)

2005

2010

2015

2020

EVIDENTIAL INFLUENCE

RMNCH+A (2013)

RBSK (2013)

RKSK (2014)

National Adolescent
Health Strategy (2014)

National Mental Health
Policy (2014)

Ayushman Bharat (2018)

National Education
Policy (2020)

Health Vision
Karnataka (2021)

National Suicide
Prevention Strategy (2022)

NCERT Guidelines (2022)

Fig. 2  Timeline of critical evidential influences within mental health policymaking in India
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generating further evidence for future policy iterations. 
Document reviews showed the use of WHO frameworks 
and international studies, used in the development of 
6 of the 10 policies. These reports were all quantitative 
epidemiological studies. WHO frameworks were some-
times tailored to fit the Indian context or from countries 
with similar mental health prevalence. Similarly, as Fig. 2 
shows, national-level surveys and reports were com-
monly used amongst all policies and were often perceived 
as the most robust forms of evidence during interviews, 
alongside global data. State-level surveys and reports 
were not featured much in the reviewed documents; 
however, interviews would sometimes draw on issues as 
‘state-level issues’ that are often based on political pri-
ority or capacity per state and, thus, may differ between 
national-level policies. Similarly, although local research 
publications were used to inform five policies, it was 
more common for either international WHO data to be 
used or national-level epidemiological or survey data.

Although a lack of available evidence often reduces 
attention on the policy agenda, the National Suicide Pre-
vention Strategy countered this. The lack of evidence was 
used as an opportunity to draw attention to neglected 
issues and drive the policy agenda and includes plans to 
generate further evidence via monitoring and evalua-
tion of the strategy. Interestingly, our study interviews 
with researchers also emphasized the importance of 
advocacy during evidence generation and dissemination 
to enhance the credibility of evidence to decision mak-
ers and support evidence-informed policy development. 
An interview with one researcher described the uptake 
of advocacy briefs as an instrumental component during 
policy formation, which are submitted to the government 
so they are aware of policy needs.

Contextual influences on role of evidence
We found that perceived societal stigma surrounding 
mental health in India can influence policy agenda and 
evidence generation and uptake. Our document analysis 
identified that all 10 policies either aimed or had subaims 
to promote mental health, prevent mental illness and 
ensure interventions or activities are in place to do so. 
However, interview data from two researchers suggested 
that competing priorities (e.g. non-communicable dis-
eases) meant mental health issues receive less attention 
during agenda-setting and less funding and resources 
for policy implementation. As one researcher described, 
non-communicable diseases often get prioritized due to 
their ‘visibility’ and clear economic burden. Our analysis 
suggests that low political priority can also lead to lim-
ited funding and constrained evidence generation, as was 
seen in the National Suicide Prevention Strategy.

Although the Mental Healthcare Act (2017) recently 
decriminalized suicide and suicide attempts, there 
remains sensitivity and controversy surrounding suicidal 
behaviour. The development of the National Suicide Pre-
vention Strategy was largely informed by the National 
Crime Records Bureau, which reports suicides as ‘acci-
dental deaths and suicides’. An interview with a psycholo-
gist stated that many families may also not report suicide 
attempts or mental health disorders due to perceived 
shame or may report these cases as ‘accidents’. This can 
lead to a skewed representation of data and limited evi-
dence to inform policy agenda, as one interviewee stated:

What I think was more predominantly highlighted 
was actually the lack of evidence. That was the con-
cern people had…is this strategy going to really work 
in parts of the country where we don’t have the evi-
dence… (Mental health practitioner).

As this interviewee suggests, this initial lack of suicide 
evidence in many regions was a concern from policymak-
ers and could potentially constrain policy development. 
The interviewee stated that this opened many debates 
regarding the comprehensiveness of the proposed strat-
egy and the realistic challenges that could be faced during 
implementation. When asked about scope for improve-
ment, interviewees highlighted the importance of a 
non-stigmatizing definition of mental health that is con-
sistently adopted across stakeholders and diverse states. 
A researcher and former member of the technical com-
mittee for the National Education Policy development 
stated:

…we need to clearly define mental health. The more 
ambiguous it gets, the more ambiguity there is in the 
evidence (researcher).

Current gaps in policy implementation in India
Interviewees suggested that a de-stigmatized and con-
sistent definition of mental health will not only increase 
attention on the political agenda but was thought of as 
a key contribution to successful implementation and 
evaluation of policies. The interviewees emphasized that 
a consistent and increased awareness of mental health 
will lead to a clearer generation of evidence that can be 
effectively used to inform policies and interventions with 
a preventive and promotive aim. In two of the older poli-
cies, this blurred and often overlapping roles and respon-
sibilities of multilevel stakeholders can result in low 
implementation of the policy at the community level.

Adding to this, our analysis suggests that the account-
ability of all policy evaluation is often not clear, meaning 
that stakeholders often shift this responsibility to one 
another. This results in a gap between implementation 
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and evaluation. All of the reviewed documents envisaged 
that implementation of policies would involve contribu-
tion by many multilevel stakeholders. However, several 
interviewees highlighted there is a lack of a systematic 
evaluation approach. This was felt to reflect a miscom-
munication between high-level government officials and 
ground-level policy actors:

…schools feel very pressured to implement different 
requirements from the government. They look at any 
such requirements as extra work which is interfering 
with their normal work, so it becomes a bit of a bur-
den. This is what I have seen on the ground (mental 
health practitioner).

Such expectations were also reflected by a government 
official:

It is the stakeholders who should uphold their duties. 
They are the beneficiaries, so they should decide 
what is good and what is not good for them (decision 
maker).

Furthermore, a school counsellor stated that the poten-
tial resistance of schools and teachers in implementing 
the National Education Policy is not surprising, consider-
ing the burden they already feel. On the other hand, an 
interview with a government official stated the (so far) 
success of the Education Policy implementation and did 
not report of any issues, also noting the early stages of 
the implementation at the time. It is important to high-
light that education is a state matter and the implementa-
tion of the National Education Policy has been stalled in 
several states, including Karnataka. Interviewees stated 
that a lack of resources, limited capacity for implemen-
tation and evaluation in schools and the burden placed 
on teachers can lead to a conflicting perception of how 
successful current implementation has gone. When asked 
about scope for improvement, interviewees highlighted 
the importance of a stronger and regular monitoring 
system. This was seen as a key mechanism to avoid con-
fusion surrounding implementation responsibility and 
avoid schools feeling unmanageable burden.

Involvement of policy actors
Specific roles of policy actors (researchers, policymak-
ers and intermediaries) in generating and using evidence 
reflect their evidence preferences, relative powers, val-
ues and organizational mandates. These roles sometimes 
influenced the uptake or rejection of certain evidence.

Our analysis identified the following groups of key 
policy actors who were generally involved in evidence-
informed adolescent mental health policymaking: deci-
sion makers, intermediaries, researchers and mental 
health practitioners. The Table  5 below describes the 

roles of our interviewed participants and their contri-
bution and involvement to each policy. Three of these 
participants were not involved specifically in the four 
analysed policies included in this paper but provided 
detailed insight into the policy and/or evidence processes 
based on extensive experience and knowledge from pre-
vious policies.

The data from documents and interviews highlighted 
that government officials from the MoHFW, MoE or 
Government of Karnataka usually spearheaded devel-
opment of each policy and had varying levels of power 
over evidence uptake. This varying power depended on 
their position within the government and influenced the 
uptake or rejection of evidence.

Bureaucrats and government officials beyond the health 
sector were involved in research used to inform the 
National Suicide Prevention Strategy and the National 
Mental Health Policy. During an initial research pro-
gramme, the government expanded both the time period 
and districts that the project targeted. Interviews with 
researchers suggested that this would have been difficult 
to achieve if it was not for the involvement from these 
bureaucrats and government officials. Several interview-
ees also suggested that this intersectoral collaboration for 
research facilitates dissemination from evidence to policy 
implementation as it sets the policy agenda early on and 
holds credibility. The interviewee explained that:

It’s my research project but at the same time it’s a 
programme for them. They said ‘instead of one area, 
let’s do it in four!’ so then we generate more data so 
it can convince the government to have larger fund-
ing for the entire programme, even after 3 or 4 years 
(researcher).

Interviewees reported that evidence dissemination to 
decision makers could be a challenge. Researchers who 
had generated evidence and subsequently disseminated 
this evidence to decision makers had first-hand expe-
rience in the ways in which government power could 
directly impact evidence uptake. Several researchers and 
mental health practitioners were also involved in tech-
nical committees or expert groups commissioned by 
the government during policy development. Document 
reviews revealed that across all policies, a large number 
of stakeholders were involved during implementation, 
many of whom were interviewees in our study.

Interviews with researchers emphasized that the evi-
dence uptake often requires powerful influences, such as 
media coverage and public pressure, referred to as inter-
mediaries in Table  5, to push evidence into the policy 
agenda. A researcher involved in the development of the 
National Suicide Prevention Strategy highlighted that in a 
previous project launch event, 30 media outlets attended 
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and took ‘bites’ from them, which eventually reached 
government stakeholders. This was reported as a power-
ful way to reach all decision makers and encourage dis-
cussion and traction amongst high-level stakeholders. 
Another researcher explained that this can also mean 
that:

What happens to a research finding to the adapta-
tion to a policy, advocacy note or discourse paper 
is very challenging…what happens to these find-
ings is just a reflection of the 90% of the findings of 
the research into one advocacy note…I might take 
40% or 50%, based on how I am able to pitch it 
(researcher).

Although advocacy through media and publishing was 
generally a positive mechanism to increase evidence 
dissemination, some researcher interviewees raised 
concerns about potential for evidence distortion or 
‘cherry-picking’.

Wider involvement and engagement of stakeholders
Majority of interviewees conveyed the importance of 
understanding community needs and how these should 
be captured within policies. Interviewees also noted the 
significance of direct advocacy, such as public engage-
ment activities, to disseminate research findings to the 
beneficiaries themselves. Researcher interviewees shed 
light on how the transition from research to policy con-
version is often quicker if decision makers are certain 
that the evidence addresses and appeals to the commu-
nity needs, greatly influencing their decision to take up 
that evidence. An interview with a researcher also drew 
on the importance of involving ‘everyone’, from panchay-
ats to bureaucrats during evidence generation. This was 
considered by researchers as a mechanism to minimize 
the gap between research and policy conversion, as if 
policymakers can be convinced that community needs 
are addressed then the likelihood of governmental par-
ticipation increases and can in-turn be used to inform 
policy agendas. Interviews with researchers reported that 
key ministries and decision makers such as WHO can be 
called for consultations for evidence dissemination. A 
government advisor and researcher stated that it often 
helps to have the long-term goal in sight and present the 
policy to decision makers in steps such as short-term, 
mid-term and long-term steps, as document reviews also 
portrayed. As an interview with a researcher discussed:

It is not easy for policy makers to accept things which 
are long-term because it involves a lot of imagina-
tion…today’s data is relevant for today’s people 
(researcher).

Involving young people in decision-making on adoles-
cent mental health policymaking was considered by all 
respondents across all policies as ‘largely untapped’ and 
a ‘missed opportunity’ to increase community engage-
ment within policy development and implementation. 
Interviews with researchers and a government advisor 
both noted the current gap between evidence generation 
and policy implementation, the ‘know-do gap’, and the 
ways in which youth voice engaging in decision-making 
could be the link between policy agenda and commu-
nity needs. Holding regular discussions and debates with 
young people was thought important to generate con-
tinuous, dynamic evidence to inform policy that is both 
contextualized and reflects the ground reality of the ben-
eficiaries, as noted by a government advisor. Interviews 
with a school counsellor and researchers emphasized 
that including young people during implementation 
approaches would also enable real-time input that would 
likely improve the current lack of evaluation:

It can be done. We have to start thinking about it, 
believing it and implementing it…it has to happen! 
Information is something that is only available with 
the students. Right from primary school, they can 
learn to be part of decision-making (mental health 
practitioner).

Relative powers, values and organizational mandates
The majority of stakeholder interviewees (all research-
ers, intermediaries and one government official) and in 
relation to all policies reported a view that actors’ per-
sonal preferences and power dynamics impacted evi-
dence uptake. As the quote below describes, during 
the development of Ayushman Bharat and the National 
Mental Health Policy, a government stakeholder pre-
sented screen addiction data, which was ignored as it was 
deemed ‘not important’ by a higher-level colleague:

I was personally invested because I thought it was 
really interesting….it was not added as part of the 
main curriculum, but we added it as part of the 
appendix. There were challenges because a lot of us 
were personally invested in a lot of issues (decision 
maker).

Notably, two high-level governmental officials were 
‘not aware’ of any power dynamics between stakehold-
ers. However, interviews with researchers who dissemi-
nate evidence to inform policies reported a view that if 
a high-level official is not personally invested in particu-
lar evidence, it is often rejected. This interviewee did not 
explicitly state that the evidence was deemed unimpor-
tant, but their higher-level colleague was just solely not as 
invested in it as the interview respondent.
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A few respondents also suggested that decision mak-
ers will already know which evidence they are using and 
potentially also the nature of the policy. Interviews with 
some researchers suggested that sometimes decision 
makers are more likely to accept evidence that is aligned 
with their political ideologies and which is specific to 
only certain members of society, rather than society as a 
whole. A researcher suggested this is because it is more 
relatable to the committee group members who may 
not always represent diverse communities. Respondents 
stated that this can result in some evidence being over-
looked or even promoted into the policy agenda. For 
example, a researcher interviewee referred to the govern-
ment using data produced by a large online company due 
to the potential economic interest associated with this 
collaboration and evidence input.

These power dynamics influenced evidence uptake 
between international stakeholders who provide techni-
cal expertise or research. Interviews with two research-
ers who were in the technical committees for the 
development of two key policies reported that interna-
tional actors often come with their own organizational 
agendas, which are likely to be influenced by their fund-
ing agencies. One researcher likened these actors to the 
‘Tom Cat’ app, alluding to the ways in which the inter-
national agencies may just repeat what their funder has 
asked of them. These interviews also revealed how NGOs 
often do not fill the gap between data collection, collation 
and policy formulation leading to think-tanks viewed as 
more ‘legitimate’ forms of policy input by the govern-
ment. Similarly, two interviews with government stake-
holders noted that sometimes international actors can 
dominate the policy agenda and that their ideology may 
be pushed forward or even premeditated to align with 
political ideals. An interview with a government official 
shed light on the difficulties this can entail during policy 
development, and that they often have to endure a lot 
of ‘give and take’. A specific issue highlighted during the 
interview is when local actors contextualize or adapt evi-
dence, and international stakeholders view this as not 
using their evidence.

Actors’ evidence preferences and likelihood of evidence 
uptake
Documents showed that most stakeholders preferred 
formal, quantitative and local evidence and perceived 
these as robust. However, international data was often 
used by decision makers due to its perceived credibil-
ity and acceptability to the global audience, as stated by 
researcher interviewees. Interviews noted the lack of in-
country mental health data (excluding large-scale surveys 
such as the National Mental Health Survey and research), 
which can mean a general uptake of WHO frameworks 

which are then adapted to local context. Most interview-
ees agreed that, although international experiences can 
be helpful, especially from countries and contexts similar 
to India, localized evidence that reflects the diversity and 
complexity of mental health in local communities is key. 
A lack of in-country evidence can increase policy gener-
alizability and as a government advisor reported:

We need local heart and knowledge. Going with the 
rigid approach that ‘they (international evidence) 
know everything’ is not always going to work (inter-
mediary).

Similarly, these interviews expressed a need for state 
and national-level entities to generate data, especially 
on the social aspects of mental health such as rehabili-
tation and causation, that can be applied at district-level. 
A balanced approach to evidence generation, dissemina-
tion and uptake can ensure a complementary representa-
tion of evidence is used during policy development. It is 
important to note that both international and local evi-
dence was considered important by all interviewees.

Personal preferences of decision makers can impact 
evidence dissemination and uptake. Although not 
reported by government officials, a researcher stated 
that they either use ‘emotion’ or ‘statistics’ to disseminate 
research findings to decision makers, depending on who 
they’re presenting to, for example:

When I am playing to a political leadership I might 
use the heart, when I’m presenting to a bureaucrat I 
might go with the facts and numbers which would be 
more successful (researcher).

The inconsistency of evidence uptake, although based 
on credibility and quality, is often decided through the 
ways in which evidence is sold and framed, for example, 
through advocacy and by ‘convincing’ the policy maker. 
As reflected by other interviewees, it is important to dis-
seminate evidence to those with a personal interest in the 
specific policy issue and to even identify those decision 
makers prior to disseminating the evidence.

Discussion
This study aims to enhance the understanding of the 
current role of evidence in four key Indian adolescent 
mental health policies. Five key issues emerge from 
our findings. First, all four policies went through stages 
of agenda setting, development and implementation, 
though with differences reflecting the nature of each pol-
icy issue. However, the uptake of evidence across these 
policies mostly informed the agenda setting and devel-
opment stages, and while both informal and formal evi-
dence was used to inform all policies, this varied across 
policies with greater emphases on formal, quantitative 
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and national-level datasets alongside the international 
evidence. Second, the context of mental health in India 
determined evidence-informed policymaking; the stigma 
surrounding suicide, suicide attempts and mental health 
disorders, appear to have constrained evidence genera-
tion and political prioritization of mental health. Third, 
relative powers and dynamics of policy actors shaped 
the uptake of evidence to inform policies, essentially 
reflecting individual perceptions of robust evidence 
and organizational agendas. Fourth, our findings reflect 
the importance of intersectoral collaboration through-
out evidence generation and dissemination, as a way to 
enhance communication between decision-makers and 
policy beneficiaries to facilitate evidence uptake into 
policymaking. The use of advocacy and media outlets 
was reported as a powerful mechanism to enhance this 
communication.

Below we discuss these issues, followed by identifica-
tion of implications for improving evidence-informed 
policymaking, and of study limitations.

Uptake of different types of evidence across policy 
processes
The importance of both formal and informal evidence 
uptake in policy work has been highlighted by Brooks 
et  al. (2023) who emphasized the need to encompass a 
broader range of evidence and particularly informal evi-
dence [13]. This is especially poignant for mental health 
policymaking due to the widely documented lack of men-
tal health research, as described by respondents during 
the National Suicide Prevention Strategy and National 
Education Policy development [13, 19, 37, 38]. We found 
that both formal and informal evidence informed mental 
health policies in India; although, personal experiences 
and interests were also highly influential over policy con-
tent and evidence uptake. Studies from elsewhere high-
light that personal experiences and interests were less 
likely to be reported as ‘rigorous’ or ‘robust’ evidence 
[5, 6] though were also not as likely to be recognized as 
informal by high-level stakeholders.

Reflecting on the evidence uptake across different 
stages of policy processes, evidence was mostly used dur-
ing the agenda-setting and development stages (Fig.  2) 
and often comprised formal evidence such as quanti-
tative, national-level survey data or reports. Similarly, 
WHO frameworks or reports were also used in the devel-
opment of the National Mental Health Policy, Ayushman 
Bharat and the National Suicide Prevention Strategy. This 
is also reflected below as the perceieved most ‘robust’ 
form of evidence by interviewees. Although formal evi-
dence was largely used in the agenda-setting and devel-
opment stages of these policies, informal evidence, such 
expert groups and consultations, were also utilized 

during these stages. Evidence uptake in policymaking 
reflects a complex interplay between policy actors and 
external context, yet all components play a crucial role in 
influencing the uptake of particular evidence to inform 
policy decisions. Policy implementation may also take 
several years to progress, which may explain lack of clear 
indication of evidence-informed policy implementation 
as has been seen in the National Education Policy and 
National Suicide Prevention Strategy [39].

Considering a broad and balanced range of evidence 
types is critical for evidence-informed mental health 
policymaking, due to the stigma associated with mental 
health and the inconsistent definition of mental health. 
As our findings showed, defining mental health in a con-
sistent way that normalizes the lived experiences and 
which emphasizes the potential for promoting positive 
mental health and could reduce stigma. Given the heter-
ogeneity of local understandings of mental health yet the 
often monocultural definitions of mental health applied 
in non-Western cultures [41], the complexity of working 
across cultures and the stigmatization of mental health 
in these contexts requires both informal and formal evi-
dence to be considered when developing and implement-
ing mental health policies.

In light of this, most respondents preferred formal, 
local and quantitative evidence that was perceived as 
‘robust’. Similarly, other studies reported that maternal 
health policymakers in Vietnam, India and China pre-
ferred local evidence due to the adaptability to the local 
context, yet often perceived international evidence as 
high quality and authoritative [6]. The uptake of inter-
national frameworks and experiences were also applied 
in all four policies analysed in this report and can be 
argued as significantly important when offering lessons 
for strengthening the role of evidence in mental health 
agenda-setting in LMICs [13, 40]. It is important to note 
that local and international evidence can complement 
each other.

Contextual influences on evidence‑informed health 
policymaking
Our findings suggest that the context influences evi-
dence-informed mental health policy development, 
echoing insights from other studies [2, 5, 6, 41]. As high-
lighted in the adapted framework, the context (in this 
case stigma and lack of resources) can be seen as an 
issue cutting across other components of the framework 
(actors, policy processes and evidence processes) result-
ing in reduced evidence generation and limited attention 
on the policy agenda due to competing priorities. Exist-
ing research [42, 43] draws attention to the importance of 
governments and organizations responding to these chal-
lenges in the external environment to secure resources 
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and increase awareness of critical policy issues. As men-
tal health is continued to be de-stigmatized within Indian 
society and although recent efforts to decriminalize sui-
cide through the Mental Healthcare Act have shown, it 
is important that existing evidence is promoted into the 
policy agenda.

Similarly, generation of evidence on previously con-
troversial issues, such as suicides and attributed mental 
health issues, may influence the interests and ideologies 
of decision-makers. For example, as Gupta and Sagar 
(2022) address, the Indian public and even legal and 
health systems may still have limited awareness about 
mental health issues due to the ambiguity surrounding 
them [36]. As Kapiriri et  al. (2003) and Mosquera et  al. 
(2001) examine, this new generation of evidence can in 
turn shape resource allocation, decision-making and pol-
icy implementation, which in the case of mental health 
agenda-setting in India, has received limited attention 
due to competing political priorities such as non-com-
municable diseases [44–46]. As other reports empha-
size, this increased attention to mental health policy and 
programme in India, a previously neglected sector, is 
welcomed [47]. However, as the authors suggest, mental 
health policymaking in India is dominated by a singular 
discourse that lacks diverse knowledge-practice commu-
nities in decision-making, resulting in ‘administration of 
bio-medical psychiatry at the community-level’ [47].

As our findings show, the approach to policy imple-
mentation and often minimal evaluation system is down 
to both lack of resources and in turn, the burden and 
responsibility of policy implementation placed on teach-
ers. Gupta and Sagar (2022) [36] outline the various bar-
riers relating to the implementation of several Indian 
policies, including the National Mental Health Policy 
(2014) and Mental Healthcare Act (2017). As they dis-
cuss, although the National Mental Health Policy aimed 
to integrate community rehabilitation, it is ground-level 
implementation is still ‘abysmally low’, undoubtedly due 
to the lack of resources and limited linkage and involve-
ment of various stakeholders (including training com-
munity members in various tasks). Similarly, for better 
implementation of the National Mental Health Policy, the 
recent Mental Healthcare Act (2017) should be consid-
ered and passed in alignment. Although interviews with a 
school counsellor and a government stakeholder referred 
to the responsibility of the National Education Policy 
implementation, Gupta and Sagar (2022) draw on this in 
relation to the National Mental Health Policy and that the 
roles and responsibilities of different stakeholders do not 
explicitly lead to the successful implementation or tangi-
ble change at the ground level [36]. It is also important to 
note that every state has their own programmes, which 
are at different levels of implementation. Even national 

programmes are not implemented at the same time and 
in same way.

Relative roles and power dynamics influence evidence 
processes
The complexities of power dynamics and interplay 
amongst policy actors have been well-documented, 
acknowledging the influences that individual and organi-
zational agendas and interests have on evidence uptake 
[13, 25, 48, 49]. The majority of stakeholders from all pol-
icies reported the ways in which powers and positions of 
high-level actors impacted on which evidence was used 
to inform each policy. This power affected all steps of evi-
dence processes (generation, dissemination and uptake) 
and specifically during agenda-setting and policy devel-
opment stages of the policy process. Of course, different 
stakeholders suggested different experiences of relation-
ships and dynamics which often reflected their position. 
For example, two high-level decision-makers explicitly 
stated that they were ‘not aware’ of any form of power 
play. In light of this, decision-makers were reportedly 
more likely to choose evidence that relates to the middle 
class because majority of committees are middle-class 
members or evidence that is aligned with the constitu-
tion of India. It is important that, as Gore and Parker 
(2019) discuss, actors at the national level (such as politi-
cians or government officials) do not influence the ‘equity 
and universality’ of public policy in relation to their own 
ideologies [49–51].

Likewise, our findings suggest that international stake-
holders can sometimes dominate local voices within the 
policy arena. This can sometimes result in stakeholder 
views being overlooked, despite their credibility or posi-
tive contributions and engagements in policy processes. 
It is important to continually consider the agendas and 
interests of all actors involved throughout all policy pro-
cesses, both international and local, when inputting evi-
dence into contextually complex policies [6]. However, 
and as interviews with many stakeholders also noted, 
these international contributions can of course con-
tribute to methodological rigour and pass on valuable 
experiences.

Importance of intersectoral collaboration
Stakeholder involvement beyond the health sector during 
evidence generation was a powerful mechanism for evi-
dence-informed development of all policies. Interview-
ees stated that this facilitated smoother dissemination to 
decision makers. It is clear that for successful implemen-
tation of mental health programmes in the community, 
the convergence between various departments such as 
health, education, welfare, panchayats, etc. can be instru-
mental. As existing research also reports, the increasing 
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involvement of different policy actors in evidence gen-
eration, dissemination and uptake may be a reflection 
towards participatory policy processes [6, 52]. However, 
it is important to note that the involvement of non-state 
actors during evidence dissemination and policy devel-
opment may also improve evidence uptake. Although our 
research found the involvement of government counter-
parts or bureaucrats during evidence generation can be 
a successful mechanism for improving evidence uptake 
during dissemination, personal perceptions of ‘robust’ 
or credible evidence may also influence the uptake of 
this evidence over other high-quality research or even 
limit the stakeholders involved in evidence generation in 
the first place. As a report from European contexts dis-
cusses [50], the involvement of these non-state actors can 
provide useful insights into how public policy is chang-
ing and can act as a lens through which to explore policy 
environments. Similarly, as a paper addressing the Indian 
context discusses [47], the engagement and learning from 
diverse initiatives from a myriad of actors may enable a 
shift from the previously described ‘singular discourse’ 
and biomedical psychiatry in India.

Similarly, the involvement of media outlets during 
project launch events were described by an interviewee 
as a successful method to elevate evidence dissemina-
tion to decision-makers and push critical issues onto the 
policy agenda. This has also been reported in current lit-
erature [6], which draws on the use of media outlets and 
their role, from being an advocate during agenda-setting 
stages to disseminators of policies in Vietnam. However, 
sometimes this can lead to the distillation or distortion of 
key evidence and context, only portraying a specific out-
line or statistic that can fall into the risk of being ideolog-
ically influenced by the organizational agenda of whom 
is reporting. It is key to actively engage policy makers 
and contextualize findings of early evidence to ensure 
a smooth translation from evidence to policymaking, 
and essentially avoid the misinterpretation of evidence 
when disseminated into the public sphere. For this to be 
achieved, guiding standards and active communication 
with policy makers is encouraged [54]. This will no doubt 
also help to minimize the current know-do gap that 
respondents referred to and the challenges of translating 
scientific evidence into actionable evidence reported in 
other studies also [53, 54].

The lack of youth voice within these adolescent men-
tal health polices was regarded by all respondents as a 
significant omission. They view youth contribution as 
largely untapped despite its potential to provide valuable 
insights and and linkage from the policy level to commu-
nity needs. Though the government and high-level offi-
cials may decide the extent of agenda-setting and major 
policy decisions, the involvement of these beneficiaries 

may indeed be able to steer the process and contribute 
in ways government officials cannot [55]. Young people 
could help to shape local and age appropriate definitions 
of mental health, could identify priorities for youth and 
could offer innovate policies solutions that would be fea-
sible and effective for their age group.

Adding to this further, our findings also drew attention 
to the ways in which the direct advocacy to beneficiaries 
themselves during evidence dissemination can enhance 
the importance of community needs to decision makers. 
As reported in Ghana [52], advocacy plays a key role in 
bringing evidence into the policy-making process and is 
often needed to communicate this information to citi-
zens and decision makers. Discussed in our findings, the 
use of advocacy not only portrays the direct benefit to 
the community or beneficiaries in which it aims to serve, 
but also as a way to highlight this benefit to the decision 
maker too.

Implications for future evidence‑informed adolescent 
mental health policymaking
Our analysis suggests the following implications for 
enhancing evidence-informed adolescent mental 
health policymaking in India and beyond. First, differ-
ent evidence preferences of key stakeholders should be 
appreciated, while also encouraging use of a balanced 
representation of evidence throughout the stages of the 
policy process. Although most stakeholders may prefer 
formal, quantitative and local evidence, it is important 
to raise awareness amongst all stakeholders of impor-
tance of complementary types of evidence that can be 
equally useful, for example, informal or unpublished evi-
dence. Similarly, as research [6] also highlights, evidence 
generation and dissemination should directly prioritize 
locally-available evidence from reputable actors, includ-
ing appropriate quantitative and qualitative data sets. 
Second, it is important for high-level entities to support 
and engage in generating local-level data that can be 
applied directly to community needs. Third, our findings 
highlight the importance of an intersectoral approach to 
enhance complementary and balanced perspectives in 
evidence production and policy agendas. An inclusive list 
of stakeholders can be critical for ensuring participatory 
policymaking, as well as effectively balancing the often 
different actor interests, agendas, and relative powers 
[52]. Fourth, policymakers should recognize and promote 
the importance of engagement of policy beneficiaries 
during policy-making, such as youth for adolescent men-
tal health policies. Fifth, mental health can and should be 
promoted as a key policy priority through the generation 
of evidence and effective advocacy, to help continue de-
stigmatizing mental health in LMICs. It is crucial that a 
consistent definition of mental health is adapted to tackle 
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associated stigma. This will also ensure more preven-
tive and promotive mental health interventions will be 
developed, as opposed to the curative services currently 
proposed. Last, to help minimize the know-do gap that 
currently exists as a barrier between evidence generation 
and policy development we call for adequate resources 
and capacity strengthening for evidence generation, as 
well as raising awareness of what evidence exists and 
widely sharing that evidence.

Study limitations
Although different stakeholder groups were interviewed, 
13 interviews is a relatively small sample and may not 
represent all policy actors. Youth engagement within pol-
icymaking was regarded as a missed opportunity and a 
largely untapped area amongst all respondents. However, 
no adolescents were interviewed during this research and 
therefore we cannot assume their interest in engaging in 
policymaking. However, outcomes from our on-going 
work in SAMA (forthcoming) indicate that young people 
want to have a seat at the policy table.

Conclusions
Adolescent mental health policies are an important pol-
icy priority, often facing perceived societal stigma around 
mental health and competing political priorities. How-
ever, increased awareness of critical policy issues can 
enhance evidence generation for policymaking. Different 
formal and informal evidence can inform national mental 
health policies. While most stakeholders prefer formal, 
quantitative and local evidence, a balanced approach to 
generation and dissemination of different types of evi-
dence can ensure a complementary representation of 
evidence. Specific roles of different policy actors in gen-
erating and using evidence reflect their evidence prefer-
ences, relative powers and values, suggesting the need 
to consider all these in ensuring a balanced availability 
of relevant evidence for policymaking. Involvement of 
government officials within and beyond health sector in 
research can facilitate evidence-informed policymaking. 
Engaging the youth or beneficiaries in policymaking can 
facilitate addressing beneficiary needs and build positive 
citizenship and youth contributions to society.
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