
Supplemental Information

This supplement provides additional
information about methods, validity
checks, and sensitivity analyses
associated with our article entitled,
“Evaluating a School-Based
Intervention for Mental Illness
Stigma: A Cluster Randomized Trial.”

2 3 2 3 2 CLUSTER RANDOMIZED
DESIGN OF THE TEXAS STIGMA STUDY

As Supplemental Table 3 shows, we
created 8 cells with 2 schools per cell
to allow the full crossing of the 3
interventions with a no-intervention
control. We populated these 8 cells
with schools by placing the first- and
16th-ranked schools together in the
first cell, the second- and 15th-ranked
schools in the second cell, and so on
through the eighth cell, which
included the eighth- and ninth-ranked
schools. This helped ensure that the
interventions were delivered in
schools with roughly equal average
test scores (Supplemental Table 3).
The 8 cells were then randomly
assigned by writing the 8 possible
intervention combinations on
separate pieces of paper, placing them
in a basket and blindly selecting them,
with the first draw going to the first
cell, the second draw going to the
second cell, and so on until all
intervention combinations had been
assigned to a cell. As indicated in the
text of the article, 2 schools dropped
out for nonstudy-related reasons
before the study began. Because the 2
schools were large in size, the study
was repeated during a second
academic year with a new set of sixth-
grade students in 5 of the smaller

participating schools because they
were demographically similar to the
lost schools. The interventions
assigned to the lost schools were
randomly allocated to these
replacement schools. A total of 19
classes from 14 schools were
included in the study. There were no
significant differences in
sociodemographic characteristics
between repeated and nonrepeated
schools.23

PERCENTAGE OF RESPONDENTS
AGREEING TO PHASE I (N 5 751) WHO
ALSO AGREED TO THE PHASE II
LONGITUDINAL COMPONENT BY CHILD
SEX, AGE, RACE AND/OR ETHNICITY,
LANGUAGE SPOKEN AT HOME,
PREINTERVENTION MEASURES OF
MENTAL ILLNESS KNOWLEDGE AND
ATTITUDES, SOCIAL DISTANCE, SOCIAL
DESIRABILITY BIAS, AND PARENT
EDUCATION

There were 751 students who agreed
to pretest-posttest assessments at
their school in Phase I, and a subset of
these (n = 484) also agreed to
participate in Phase II, consisting of
follow-up assessments at their home
for up to 2 years postintervention. Of
the 751 participants, 267 agreed to
Phase I only. Importantly, parents and
children were asked to agree to
participate in the Phase I in-school
component of the intervention; at the
same time and within the same
consent form, parents and
adolescents were asked separately
whether they would also agree to
participate in the in-home follow-up
Phase II component. Because consent
and assent to Phase I and Phase II of

the study occurred before
randomization, the decision to
participate in Phase I only versus
Phase I and Phase II cannot have been
influenced by intervention
assignment. The threat to internal
validity of selective dropout due to
intervention assignment is not
operative. However, the decision of
whether to participate in the
longitudinal Phase II component
could have implications for external
validity if those who chose to
participate in Phase II were
substantially different from those
who chose Phase I only.

To examine this issue, Supplemental
Table 4 compares rates of agreeing to
the longitudinal component by child
sex, age, race and/or ethnicity,
language spoken at home,
preintervention measures of mental
illness knowledge and attitudes and
desire for social distance, social
desirability bias, and parent
education. Of the 8 comparisons, 2
were statistically significant, but
effect sizes were not large: younger
children (68.7%) compared with
older students (60.0%), and youth
from Latino backgrounds (71.6%)
compared to African Americans
(59.2%) and white youth and those of
other races (59.2%), were somewhat
more likely to agree to the Phase II
in-home longitudinal follow-up.
Although these results are relevant
for external validity concerns, neither
is so large as to indicate a dramatic
underrepresentation of a particular
group. In general, a diverse group of
participants agreed to participate,
including male and female youth,
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older and younger youth, youth from
different racial and/or ethnic and
socioeconomic backgrounds, and
youth who knew more and youth who
knew less about mental illness.
Moreover, as explained in the text, the
analytic sample for the longitudinal
study compares relatively closely to
the racial and/or ethnic composition
of the schools involved in the
research and to the socioeconomic
characteristics of the area where the
study was undertaken.

PERCENTAGE WHO AGREED TO
PARTICIPATE IN PHASE II (N 5 484)
WHO WERE SUCCESSFULLY FOLLOWED
UP BY CHILD SEX, AGE, RACE AND/OR
ETHNICITY, LANGUAGE SPOKEN AT
HOME, PREINTERVENTION MEASURES
OF MENTAL ILLNESS KNOWLEDGE AND
ATTITUDES, SOCIAL DISTANCE, SOCIAL
DESIRABILITY BIAS, PARENT
EDUCATION, AND ASSIGNMENT TO THE
TREATMENT INTERVENTION

As indicated in the text, 484 of the
youth agreed to participate in the
Phase II in-home follow- up.
Eventually 416 (87%) of those who
consented to Phase II were
interviewed at least once during
follow-up and included in the
analysis. As Supplemental Table 5
shows, no significant differences with
respect to sex, age, parent or guardian
education, race and/or ethnicity,
intervention group assignment,
primary language spoken at home,
social desirability bias, or preexisting
knowledge and attitudes were found
between those who did and did not
participate in the longitudinal follow-
up. Although differences on variables
we did not assess could exist, the
relatively modest association with
social distance and the pattern of
nonsignificant differences on other
variables is encouraging with respect
to the possibility of sample selection
bias. A positive aspect of our original
sample was its diversity with respect
to race and/or ethnicity and
socioeconomic status. Results
reported in Supplemental Table 5
indicate that the achieved

longitudinal sample retains that
diversity.

AN ASSESSMENT OF WHETHER
INTERVENTION ASSIGNMENT AFFECTED
LOSS TO FOLLOW-UP IN THE PHASE II
LONGITUDINAL COMPONENT

Supplemental Table 6 presents a GEE-
based logistic regression analysis to
predict loss to follow-up by
intervention group across the entire
follow-up period. To assess
nonparticipation, individuals were
assigned a score of 1 if they were
missing at a particular follow-up
period and 0 if they were not. As
Supplemental Table 6 shows, there
was no significant differential
dropout by intervention group across
the 4 waves (6, 12, 18, and 24
months) of longitudinal follow-up
among the 484 participants who
agreed to both Phase I and Phase II.

DESCRIPTION OF THE ESD
INTERVENTION MODULES

Supplemental Table 7 describes each
of the modules contained in the ESD
intervention, what the didactic
material associated with each was, as
well as classroom exercises and
homework assignments. Each module
is completed in 1 hour.

QUESTION WORDING AND DESCRIPTIVE
DATA FOR OUTCOME MEASURES OF
KNOWLEDGE AND POSITIVE ATTITUDES,
SOCIAL DISTANCE, AND TREATMENT
SEEKING

Supplemental Tables 8 through 10
show the item wording for each of the
3 outcome variables highlighted in
the analyses. We desired an omnibus
scale to represent knowledge and
attitudes because we wanted
a smaller number of primary outcome
variables and because the
interventions aimed to influence both
attitudes and knowledge. To evaluate
whether distinct domains of attitudes
and knowledge were present in the
data, we conducted an exploratory
factor analysis of the 21 items shown

in Supplemental Table 8. Results are
consistent with 1 dominant factor,
with an eigenvalue of 3.08 being
associated with a first factor and an
eigenvalue of 0.81 being associated
with a second. When scored as
described in Supplemental Table 8,
the scale mean is 3.62, its SD is 0.39,
and the alpha reliability is 0.72.

Social distance is a construct that is
frequently used in studies focused on
social acceptance of people with
mental illness. Supplemental Table 9
shows detailed preintervention
responses to the 6 questions used in
this study to assess social distance.
Social distance has generally been
considered a unidimensional
construct, and in our study, this
conceptualization is supported by an
exploratory factor analysis that shows
an eigenvalue for a first factor of 3.44
and for a second of 0.11. When scored
as described in Supplemental Table 9,
the scale mean is 2.09, its SD is 0.76,
and its alpha reliability is 0.89.

Supplemental Table 10 shows
participants’ preintervention
responses to the treatment-seeking
questions. The third row shows the
measure used in the article to assess
mental health treatment seeking,
including having taken medication,
having seen a therapist, or both.
When considering all youth, 18%
report having received mental health
treatment, whereas for youth with
high and low symptom levels, the
percentages were 24% and 16%,
respectively.

MENTAL HEALTH SYMPTOM SCALE

Supplemental Table 11 shows each
question included in the mental
health symptom scale used in the
study and the proportions of
participants who endorsed each
question as assessed at baseline. The
scale was created by using selected
stem questions from the DISC. We did
this because we hoped to administer
complete modules of the DISC at the
6-month follow-up and wanted to
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have similar items at other time
points to relate to the DISC results. As
it turned out, we were unable, for
technical reasons, to effectively
administer the DISC in the youth
homes on laptop computers using the
voice version of the DISC. Therefore,
we rely on the symptom scale to
provide an indicator of mental health
need. Exploratory factor analysis
revealed that 1 factor was an
adequate fit to the data with
eigenvalues for the first and second
factors of 6.01 and 0.577,
respectively. These results, and the
fact that the 21-item scale employed
was more reliable than scales tapping
specific domains such as anxiety or
attention-deficit symptoms, led us to
use the global scale in our analyses.
As described in the text, we identify
a high-symptom group as youth who
endorse at least two-thirds of the
items in Supplemental Table 11 at the
beginning of the study (the average of
preintervention and 1-week
postintervention responses) or at the
end of the study (the average of the
18- and 24-month responses). We
deliberately set the cutoff at
a relatively high symptom count for
this analysis because we wanted to
determine the effect of the
curriculum intervention on youth
with high potential need for
treatment.

PREINTERVENTION DIFFERENCES
BETWEEN INTERVENTION GROUPS

As described in the text, despite
matching schools on the basis of test
scores before assignment of the
interventions, we found
preintervention differences between
intervention groups on the covariates
we measured (Supplemental
Table 12). Importantly, these
differences were not due to self-
selection into the interventions as we
implemented the assignment. Instead,
the differences likely emerged
because we randomized at the
classroom rather than the individual
level. To address this issue, we

control for preintervention values of
the dependent variables and for the
covariates depicted in Supplemental
Table 12 in our analysis. We are
somewhat reassured that we have
controlled for confounding factors
because only rarely are these
covariates related to outcome
variables after controlling for
preintervention values of the
dependent variables.

SENSITIVITY ANALYSES EXAMINING
ROBUSTNESS OF RESULTS TO VARIED
ASSUMPTIONS CONCERNING MISSING
DATA

The article presents results for which
we employed multiple imputation of
covariates with missing values but
not the values of any dependent
variables. That is, if a participant did
not complete the study questionnaire
at a time point, no value for the
dependent variable at that time point
was imputed; only assessed values of
the dependent variables are included
in the analysis. To check the influence
of these decisions on results,
a sensitivity analysis presents (1)
results of an analysis in which no
missing data are imputed and (2) an
analysis that imputes all missing
values, including dependent
variables. Supplemental Tables 13
through 15 show the results of these
other approaches to addressing
missing data for each of the outcome
variables: knowledge and attitudes,
social distance, and mental health
treatment seeking. The pattern of
significance relevant to the effect of
the curriculum is similar across these
alternative approaches, and although
as expected, point estimates do vary,
in no instance are they so
dramatically different as to change
our conclusion about the effects of
the interventions. Together, this
evidence provides some assurance
that our results are not strongly
driven by our decisions about how to
address missing data.

MULTINOMIAL LOGISTIC REGRESSION
SHOWING EFFECTS OF ESD ON
FIRST-EVER TREATMENT SEEKING AND
REPEAT TREATMENT SEEKING

Because, as indicated in the text,
postintervention treatment seeking
could represent first-ever treatment
seeking, continuation of treatment
seeking, or return to treatment
seeking, we conducted
a supplementary analysis to examine
curriculum effects for these outcomes
separately. Although splitting
treatment seekers in the follow-up
into 2 groups and comparing each
separately to nontreatment seekers
reduces power, we can nevertheless
provide descriptive information
about these 2 different types of
treatment seekers. Specifically, we
created a 3-category outcome
variable: (1) first-time treatment
seekers, (2) repeat treatment seekers,
(3) did not seek treatment in the
follow-up period (base outcome
referent category). We then
conducted a multinomial logistic
regression using this 3-category
outcome that adjusted SEs for
clustering of multiple assessments
within persons in the panel design
(Supplemental Table 16). ORs for
treatment seeking associated with
assignment to the ESD curriculum in
an analysis controlling for time
period were 3.25 for first-time
treatment seekers and 3.07 for repeat
treatment seekers. With the reduced
power, neither of the separate
estimates of the effect of the ESD
curriculum were statistically
significant, but both are in the same
direction and are roughly consistent
with the overall OR of 3.51 reported
in Table 2. With full demographic
controls, the OR becomes 4.03 and
marginally significant (P = .069) for
the ESD curriculum for first-time
treatment seeking.
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FLOW OF CLUSTERS AND INDIVIDUALS
INTO THE PHASE II LONGITUDINAL
ANALYTIC SAMPLE

The chart shows the flow of the
original 16 clusters selected, the
dropout of 2 of the clusters, and their
replacement with demographically
similar schools (clusters), as
described above (Supplemental
Fig 3). It also shows the flow of
individuals from initial contact for
potential participation to agreement
to participate in the Phase II
longitudinal component and
treatment assignment and loss to
follow-up in the longitudinal
component.

INTERACTION BETWEEN RACE AND/OR
ETHNICITY AND INTERVENTION ON
SOCIAL DISTANCE

As reported in the text, we assessed
interactions between assignment to
the curriculum and preexisting
attitudes, social desirability bias, sex,
age, race and/or ethnicity, and parent
or guardian educational attainment
on knowledge and attitudes and
social distance (Supplemental Fig 4).
Of the many interactions tested, only
1 was significant and should, as
a result, be interpreted with caution.
Nevertheless, because it was
observed, we show the interaction by
displaying adjusted means of social
distance by exposure to the
curriculum intervention and race
and/or ethnicity in Supplemental
Fig 4. As the figure shows, with
respect to social distance, the
curriculum intervention appears to
have lowered social distance in
African Americans and whites but not
Latinos.
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SUPPLEMENTAL FIGURE 3
Flowchart of clusters, individuals, and occasions in the Texas Stigma Study. No loss to follow-up of clusters occurred in the longitudinal follow-up.

SUPPLEMENTAL FIGURE 4
Adjusted means showing significant interaction between curriculum and race and/or ethnicity on social distance (n = 407 youth; n = 1398 observations).
a Means were adjusted for preintervention help seeking; child age, sex, and race and/or ethnicity; social desirability; caregiver education; and whether
English was the main language spoken in the home. b Depicted interaction of the curriculum intervention by race and/or ethnicity is significant at P, .01.

ARTICLE

PEDIATRICS Volume 145, Number 6, June 2020 5



SUPPLEMENTAL TABLE 3 Antistigma Interventions Implemented at Groups of Matched Schools and Performance on a Statewide Standardized
Achievement Test

Group Intervention Students Who Passed Statewide Standardized
Achievement Test, %

Curriculum Contact Materials School
1

School
2

Mean

1 Yes No No 79 70 75
2 Yes Yes No 87 62 75
3 Yes No Yes 92 59 76
4 Yes Yes Yes 73 72 73
5 No No No 79 68 74
6 No Yes No 86 64 75
7 No No Yes 76 71 74
8 No Yes Yes 82 66 74

The 8 top-ranked schools (School 1) were matched with the 8 lowest-ranked schools (School 2). Two schools withdrew for nonstudy-related reasons, and the study was repeated in a second
academic year with a new set of sixth-grade students in 5 of the original schools, which were chosen because they had demographic characteristics that were similar to the lost schools. A
total of 19 classes from 14 schools were included in the study.

SUPPLEMENTAL TABLE 4 Percentage of Respondents Agreeing to Phase I (n = 751) Who Also Agreed to the Phase II Longitudinal Component by Child Sex,
Age, Race and/or Ethnicity, Language Spoken at Home, Preintervention Measures of Mental Illness Knowledge and Attitudes,
Social Distance, Social Desirability Bias, and Parent Education

Preintervention Characteristic No.
Casesa

Participated in Phase
II, %

Statistical Test

Sex x2 (1) = 0.66; not significant
Female 404 66.1
Male 340 63.2

Child age, y x2 (1) = 6.12; P , .05
,12 367 68.7
121 364 59.9

Caregiver education x2 (2) = 1.29; not significant
Less than high school 103 69.9
High school diploma or some college 403 66.8
College graduate 141 71.6

Race and/or ethnicity x2 (2) = 11.89; P , .01
Latino 296 71.6
African American 174 59.2
White or other 262 59.2

Predominant language at home x2 (1) = 1.85; not significant
English 509 62.3
Other 222 68.5

Knowledge and attitudes, quintile x2 (4) = 5.05; not significant
Lowest 154 58.4
Second 151 64.2
Third 148 62.8
Fourth 157 66.9
Highest 141 70.2

Social distance, quintile x2 (4) = 8.07; not significant
Lowest 149 73.2
Second 156 66.7
Third 172 60.5
Fourth 123 60.2
Highest 150 61.3

Social desirability, quintile x2 (4) = 3.29; not significant
Lowest 149 68.5
Second 150 64.0
Third 145 66.2
Fourth 151 58.9
Highest 141 65.3

a Number of cases varies because of missing data.

6



SUPPLEMENTAL TABLE 5 Percentage Who Agreed To Participate in Phase II (n = 484) Who Were Successfully Followed Up by Child Sex, Age, Race and/or
Ethnicity, Language Spoken at Home, Preintervention Measures of Mental Illness Knowledge and Attitudes, Social Distance,
Social, Desirability Bias, Parent Education, and Assignment to Treatment Intervention

Preintervention Characteristic No.
Casesa

Participated in
Follow-up, %

Statistical Test

Sex x2 (1) = 0.02; not significant
Female 267 86.5
Male 215 86.0

Child age, y x2 (1) = 0.00; not significant
,12 252 86.9
121 218 87.7

Caregiver education x2 (2) = 3.56; not significant
Less than high school 72 93.1
High school diploma or some college 269 85.5
College graduate or more 218 89.1

Race and/or ethnicity x2 (2) = 1.55; not significant
Latino 212 84.4
African American 103 88.8
White or other 155 88.4

Intervention group x2 (7) = 13.34; not significant
Curriculum only 110 83.6
Contact only 106 80.2
Materials only 54 96.3
Curriculum and contact 52 80.8
Curriculum and materials 26 92.3
Contact and materials 32 90.6
Curriculum, contact, and materials 40 90.9
No intervention 60 86.7

Predominant language at home x2 (1) = 0.00; not significant
English 317 86.8
Other 152 86.8

Knowledge and attitudes, quintile x2 (4) = 3.82; not significant
Lowest 90 84.4
Second 97 86.6
Third 93 80.7
Fourth 105 87.6
Highest 99 89.9

Social distance, quintile x2 (4) = 9.07; not significant
Lowest 109 89.9
Second 104 84.6
Third 104 90.4
Fourth 74 75.7
Highest 92 85.9

Social desirability, quintile x2 (4) = 4.35; not significant
Lowest 102 83.3
Second 96 83.3
Third 96 84.4
Fourth 89 88.9
Highest 92 91.3

a Number of cases varies because of missing data.
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SUPPLEMENTAL TABLE 6 Logistic Regression (GEEs) Showing the Effect of Intervention Assignment
on Loss to Follow-up Among Youth Who Agreed to Phase II (n = 484 Youth;
n = 1936 Observations)

Variables Participation (Missing Follow-up = 1, Participated
in Follow-up = 0)

OR 95% CI

Intervention group
No intervention Reference group Reference group
Curriculum only 0.96 0.48–1.95
Contact only 0.83 0.42–1.66
Materials only 0.97 0.43–2.19
Curriculum and contact 1.12 0.47–2.66
Curriculum and materials 0.63 0.27–1.50
Contact and materials 1.28 0.45–3.60
Curriculum, contact, and materials 1.42 0.61–3.30

Overall test of significance: Wald x2 (7) = 4.05; not significant.

SUPPLEMENTAL TABLE 7 Description of the Modules and Content of the ESD Curriculum

Module and Lesson Theme

Module 1 Focuses on differences in general and the meaning of mental illness and
stigma

Didactic material An image of a boy with a large mohawk; images of a range of different physical
traits; befriending someone who is different can turn out good (ie, Bill
Gates); definitions of mental illness and stigma; because of stigma, people
may react to mental illness with bullying, harassment, violence, avoidance,
and fear; reasons why we need to combat stigma

Class exercise and discussion prompt Note reactions to traits of people who are different; discuss differences and the
stigma that can result from those differences: do you think others might see
you as different in any way?

Homework exercise Students find an article about someone who seems different on the Internet or
in a newspaper or magazine; without reading the article, ask: “Why is this
person different? What is my first reaction to this person?” Now read the
article, and ask: “Was I right about this person? Why or why not?”

Module 2 Students learn about different kinds of mental illnesses
Didactic material Discuss causes, symptoms, and treatments for schizophrenia, ADHD, anxiety

disorders, obsessive compulsive disorder, phobias, and posttraumatic
stress disorder

Class exercise and discussion prompt “Just like asthma is not diabetes, depression is not anxiety or ADHD”; “students
may not ‘just get over’ trauma, such as loss of a pet or divorce, and they may
need some counseling to get them through trauma”

Homework exercise Write a paper about something that scares you (anxiety); determine why the
fear is a phobia or is not a phobia

Module 3 Students gain an understanding of depression, bipolar disorder, and suicide
Didactic material Discuss causes, symptoms, and treatments for depression and bipolar

disorder, including the possibility of anger, rage, and aggressive behavior if
untreated; gain knowledge about the warning signs and resources for
suicide prevention

Class exercise and discussion prompt The teacher finds in a newspaper, on the Internet, and/or in a magazine
someone who may have symptoms of depression or bipolar disorder; the
teacher asks the class: “What are the symptoms? What kind of help can this
person receive?”

Homework exercise Students write a paper on the types of differences discussed during the past
several days; students should answer these questions: “Why is there
a stigma attached to differences? How can that stigma be overcome? How
can you personally help overcome that stigma?”

Each module takes 1 hour. Unless teachers are trained psychiatric professionals, they were instructed to give a list of resources to individuals who recognize themselves or loved ones in
the descriptions of the mental illnesses and expressed concerns to the teachers. The teachers were also advised to refer concerned individuals to the school counselors for further
discussions about their concerns. ADHD, attention-deficit/hyperactivity disorder.
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SUPPLEMENTAL TABLE 8 Knowledge and Attitudes About Mental Illness: Item Wording, Response Options, Descriptive Statistics, and Frequencies for
Youth Participating in the Phase II Follow-up

Scale Mean 3.62,a Scale SD 0.39,a a .72 Strongly
Agree
(1)

Agree
(2)

Neutral
(3)

Disagree
(4)

Strongly
Disagree

(5)

Item Meanb SDb

N % N % N % N % N %

I would be comfortable meeting a person with a mental illness.c 98 23 163 39 113 27 28 7 19 5 2.3 1.04
It would be embarrassing to have a mental illness. 32 8 67 16 150 18 150 36 95 23 3.5 1.22
I would be frightened if a person with a mental illness approached me. 17 4 49 12 68 16 139 33 146 35 3.83 1.15
People with a mental illness are able to help others.c 67 16 155 37 130 31 51 12 13 3 2.49 1.00
A person with a mental illness is able to be a good friend.c 181 45 162 39 58 14 14 3 4 1 1.80 0.87
It is OK to make jokes about a mental illness if the jokes are meant to be
funny.

5 1 17 4 22 5 89 21 288 68 4.52 0.86

Keeping people with a mental illness in the hospital makes the community
a safer place.

27 6 61 14 145 34 124 29 56 16 3.33 1.10

Students with a mental illness should not be allowed in regular classes. 21 5 57 13 104 25 151 36 91 21 3.55 1.12
Only people who are weak and overly sensitive let a mental illness affect
them.

13 3 61 14 103 24 179 42 68 16 3.54 1.02

If I had a mental illness, I would not tell any of my friends. 40 9 61 14 96 23 140 33 88 21 3.40 1.223
The treatment of mental illnesses is just as important as the treatment of
illnesses such as asthma and diabetes.c

129 30 176 42 72 17 39 9 8 2 2.11 1.00

People with mental illnesses are hurt when others use slang words for
their problem.c

167 40 129 31 101 24 17 4 7 2 1.97 0.97

Parents are usually to blame for a child’s mental illness. 9 2 26 6 112 27 121 29 152 36 3.91 1.03
People with a mental illness tend to be violent and dangerous. 8 2 41 10 152 36 128 30 92 22 3.61 0.99
People with a mental illness are more likely to lie than other people. 7 2 22 5 157 37 143 34 95 22 3.70 0.93
Most people with severe forms of mental illness do not get better even with
treatment.

11 3 51 12 217 51 108 26 36 9 3.25 0.87

A mental illness is caused by something genetic or hereditary.c 22 5 81 19 276 65 36 9 8 2 2.83 0.73
Giving medicine is a useful way to treat a mental illness.c 36 8 168 40 150 35 59 14 11 3 2.63 0.92
Mental retardation and mental illness are the same things. 13 3 58 14 190 45 121 29 42 10 3.29 0.93
Psychological therapy (for example, talking to a psychologist or counselor)
is a useful way to treat a mental illness.c

63 15 203 48 103 24 42 10 14 3 2.39 0.97

People who have had a mental illness include astronauts, presidents, and
famous baseball players.c

31 7 112 27 180 43 79 19 20 5 2.87 0.96

a Scale mean and SD are from the scale scored by adding each participant’s score (after indictaed reverse coding) on each question that was validly answered by that patricipant
(nonmissing) and divided by the number of items that were validly answered. If a participant is missing on more than one third of the items (8 or more), he or she is given a missing
value for the scale.
b Item means and SDs are from the variables before reverse coding.
c Item question is reversed coded (1 = 5, 2 = 4, 3 = 3, 4 = 2, and 5 = 1) for scale construction.

SUPPLEMENTAL TABLE 9 Social Distance: Item Wording, Response Options, and Pretest Descriptive Statistics and Frequencies for Youth Participating in
the Phase II Follow-up

Overall Scale: Mean 2.09,a SD 0.76,a a .89 Definitely
Yes (1)

Probably
Yes (2)

Probably
No (3)

Definitely
No (4)

Item Mean SD

N % N % N % N %

Would it be OK with you to
Invite someone with mental illness to your home 96 23 155 36 130 31 44 10 2.29 0.93
Sit next to someone with mental illness in class 116 27 153 36 99 23 57 13 2.23 1.00
Work on a class project with someone with mental illness 109 27 142 34 123 29 47 11 2.26 0.97
Make friends with someone with mental illness 215 51 144 34 48 11 17 4 1.69 0.83
Have someone with mental illness as a neighbor 157 37 153 36 81 19 35 8 1.99 0.94
Eat lunch at school with someone who has a mental illness 132 31 172 41 81 19 39 9 2.06 0.93

The scale is scored by adding each person’s score on each question that was validly answered by that person (nonmissing) and dividing by the number of items that were validly
answered. If a respondent is missing on more than one-third of items (3), he or she is given a system missing value for the scale.
a Scale mean and SD are from the scale scored as described in table legend.
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SUPPLEMENTAL TABLE 10 Personal Treatment Seeking: Item Wording, Response Options, and
Pretest Frequencies for Youth Participating in the Phase II Follow-up

Yes No

N % N %

I have talked to a therapist or counselor outside of school about a mental
health problem that I had

42 10 364 90

I have taken medicine for a mental health problem 62 15 343 85
Mental health treatment seeking (combines talked to a therapist or counselor
and/or took medicine)

73 18 338 82

Mental health treatment seeking in high-symptom group 18 24 58 76
Mental health treatment seeking in low-symptom group 53 16 272 84

SUPPLEMENTAL TABLE 11 Specific Symptoms Self-Reported Among Youth in the Phase II Follow-up
(n = 416)

Scale Mean = 1.37, SD = 0.24, Cronbach a = 0.87 Yes, %

In the past 6 mo, have you
Felt really sad or depressed most all day for several days in a row? 24.3
Often felt afraid of going out of the house by yourself? 21.5
Had any thoughts that keep coming back into your mind …? 39.3
Worried about how things would turn out for you? 45.4
Felt there were certain things that you did over and over …? 30.0
Often felt afraid of being in crowded places? 28.3
Felt nothing was fun for you and you just weren’t interested …? 37.8
Often thought about death … being dead yourself? 36.2
Been grouchy or angry most of the time for several days in a row? 24.3
Thought that you have special abilities or powers …? 30.0
Slept a lot less than usual, say, only 3 or 4 hours a night …? 31.8
Often felt like your mind was racing too quickly …? 29.2
Worried too much about a number of different things …? 26.1
Often felt very nervous/uncomfortable … with people your age? 21.1
Had a sudden attack of feeling very scared and strange things …? 25.4
Often had trouble keeping your mind on what you are doing …? 45.1
Often disliked doing things where you had to pay attention …? 49.0
Often not finished things because you started … something else? 47.2
Often made many mistakes because it’s been too hard for you …? 30.8
Often been too active and fidgety so that you couldn’t sit still? 39.7
Felt very restless, so that you’ve had to keep walking around …? 30.4

Each item was scored as follows: yes = 2, no = 1, and scale score = sum of all items/21 2 number of items.
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SUPPLEMENTAL TABLE 12 Preintervention Characteristics of Individuals Participating in the Phase II Follow-up by Intervention Group Assignment

Variable Curriculum
Only

Contact
Only

Materials
Only

Curriculum
Contact

Curriculum
Materials

Contact
Materials

Curriculum
Contact
Materials

No
Intervention

Statistical Test

Female sex, % 50 56 52 62 71 55 59 54 x2 (7) = 4.58;
ns

Age, y, mean (SD) 11.2 (0.50) 11.5
(0.59)

11.6 (0.57) 11.6 (0.50) 11.5 (0.59) 11.8 (0.52) 11.6 (0.57) 11.4 (0.53) F (7400) =
5.30; P , .001

Race and/or ethnicity, % x2 (14) = 69.9;
P , .001

African American 21 22 17 17 50 23 7 31
Latino 22 53 63 26 38 55 52 51
White or other 57 25 19 56 13 23 41 18

Parent or guardian
education, %

x2 (14) = 52.2;
P , .001

Less than high school 2 28 24 10 14 22 21 20
High school or some

college
69 61 63 38 68 44 57 63

College 29 11 12 53 18 33 21 16
English not spoken in the
home, %

15 31 52 19 35 45 41 40 x2 (7) = 30.0;
P , .001

Social desirability, mean
(SD)

0.83 (0.26) 0.86
(0.28)

0.81 (0.29) 0.86 (0.26) 0.85 (0.29) 0.9 (0.27) 0.79 (0.25) 0.73 (0.26) F (7401) =
1.70; ns

In active treatment
(medication or
therapist) at baseline,
%

19 22 13 10 17 15 22 22 x2 (7) = 4.79;
ns

ns, not significant; .

SUPPLEMENTAL TABLE 13 Multiple Regression (GEEs) Showing the Effect of Curriculum, Contact, and Materials Interventions on Knowledge and Attitudes
in an Analysis With No Data Imputed and an Analysis With All Missing Values Imputed, Including Dependent Variables:
Regression Coefficients and Robust SEs

Interventions Complete Case Analysis (n = 378 Youth; n =
1311 Observations)

Dependent Variables Imputed (n = 416 Youth;
n = 1664 Observations)

Equation 1 Adjusteda Equation 2 Adjustedb Equation 1 Adjusteda Equation 2 Adjustedb

Curriculum (1), all other interventions and no intervention (0) 0.144*** (0.031) 0.102** (0.033) 0.142*** (0.028) 0.109*** (0.030)
Contact (1) all other interventions and no intervention (0) 0.017 (0.030) 0.022 (0.030) 0.002 (0.028) 0.005 (0.027)
Materials (1) all other interventions and no intervention (0) -0.001 (030) 0.017 (0.029) -0.003 (0.027) 0.013 (0.027)

a Adjusted for preintervention value of the dependent variable and time period.
b Adjusted for preintervention value of the dependent variable; time period; child age, sex, and race and/or ethnicity; social desirability score; parent or guardian education; and English
as the primary language spoken in the home.
** P , .01.
*** P , .001.

SUPPLEMENTAL TABLE 14 Multiple Regression (GEEs) Showing the Effect of Curriculum, Contact, and Materials Interventions on Social Distance in an
Analysis With No Data Imputed and an Analysis With All Missing Values Imputed, Including Dependent Variables: Regression
Coefficients and Robust SEs

Interventions Analysis with No Imputation (n = 378 Youth;
n = 1307 Observations)

Dependent Variables Imputed (n = 416 Youth;
n = 1664 Observations)

Equation 1 Adjusteda Equation 2 Adjustedb Equation 1 Adjusteda Equation 2 Adjustedb

Curriculum (1), all other interventions and no intervention (0) 20.124* (0.052) 20.1001 (0.055) 20.124** (0.047) 20.112* (0.049)
Contact (1), all other interventions and no intervention (0) 0.050 (0.051) 0.042 (0.050) 0.042 (0.046) 0.049 (0.048)
Materials (1), all other interventions and no interventions 20.010 (.054) 20.019 (.055) 20.008 (.048) 20.019 (.049)

a Adjusted for preintervention value of the dependent variable and time period.
b Adjusted for preintervention value of the dependent variable; time period; child age, sex, and race and/or ethnicity; social desirability score; parent or guardian education; and English
as the primary language spoken in the home.
1 P , .10.
* P , .05.
** P , .01.
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SUPPLEMENTAL TABLE 15 Logistic Regression (GEEs) Showing the Effect of the Curriculum Versus Comparator Interventions and No Treatment Control
on Mental Health Treatment Seeking in Youth With High Symptom Levels: Analysis With No Imputed Data and Analysis With All
Missing Values Imputed, Including Dependent Variables

Intervention Analysis With No Imputed Data (n = 71 Youth;
n = 254 Observations),a OR (95% CI)

Dependent Variables Imputed (n = 77 Youth;
n = 308 Observations),a OR (95% CI)

Equation 1 Adjustedb Equation 2 Adjustedc Equation 1 Adjustedb Equation 2 Adjustedc

Curriculum (1) all other interventions and no intervention (0) 4.65* (1.15–18.75) 4.98* (1.16–21.35) 3.30* (1.14–9.55) 3.58* (1.09–11.78)

a Mental health treatment seeking: 1 = therapist and/or medication, 0 = neither.
b Adjusted for preintervention value of the dependent variable and time period.
c Adjusted for preintervention value of the dependent variable; time period; child age, sex, and race and/or ethnicity; social desirability score; parent or guardian education; and English as
the primary language spoken in the home.
* P , .05.

SUPPLEMENTAL TABLE 16 Multinomial Logistic Regression Showing the Effect of the ESD Curriculum Intervention on First-Ever Treatment Seeking and
Repeat Treatment Seeking for Mental Health Problems Among Youth With High Symptom Levels (n = 77 Youth; n = 275
Observations)

Outcome Category Equation 1 Adjusted for Wave of Follow-up (n = 77
Youth; n = 275 Observations), OR (95% CI)

Equation 2 Adjusted for Additional Covariates (n =
77 Youth; n = 275 Observations), OR (95% CI)a

No treatment seeking (Referent category) (Referent category)
First-ever treatment seeking
Curriculum (1), all other interventions and no
intervention (0)

3.25 (0.78–13.46) 4.031 (0.90–18.17)

Repeat treatment seeking: returned or continued
treatment seeking in follow-up
Curriculum (1), all other interventions and no
intervention (0)

3.07 (0.66–14.4) 2.43 (0.47–12.68)

a Adjusted for child age, sex, race and/or ethnicity, social desirability score, parent education, and whether English was the main language spoken in the home.
1 P , .10.
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