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Aims: Youth loneliness is associated with poorer mental health, educational disengagement, 50 

and adverse long-term health outcomes. While social prescribing shows promise in reducing 51 

loneliness in adults, access for young people remains limited as most pathways sit within 52 

primary care. Schools offer a near-universal point of contact and may provide a more acces-53 

sible referral route. The INACT study aimed to pilot a school-based social prescribing path-54 

way and assess its feasibility, acceptability, and preliminary signals of benefit for loneliness 55 

and related outcomes. 56 

Methods: Pupils in Years 4, 5, 7 and 8 (ages 9 to 13; n=672) across 11 schools in London, 57 

Manchester, and Leeds were screened for loneliness. Those reporting elevated loneliness 58 

(n=140, 20.8%) were randomised to social prescribing or signposting. For follow-up, the so-59 

cial prescribing arm was capped at 41 pupils, and a matched subset of the signposting group 60 

(n=45) was followed longitudinally. Outcomes were collected at baseline, three-, and six- 61 

months. Feasibility indicators included recruitment, uptake, engagement, and retention. Ac-62 

ceptability and appropriateness were assessed using validated implementation measures and 63 

qualitative interviews with pupils and link workers. 64 

Results: One in five pupils reported elevated loneliness. In the social prescribing group, 83% 65 

initiated the pathway, attending a mean of 5.09 sessions, with most delivered in person. Im-66 

plementation measures indicated high feasibility, acceptability, and appropriateness. Inter-67 

views highlighted the importance of relational support and personalised activity matching, 68 

although some younger pupils needed support completing questionnaires. Preliminary analy-69 

ses showed reductions in loneliness at three-months in both groups, with somewhat greater 70 

reductions in the social prescribing arm.  71 

Conclusion: School-based social prescribing appears feasible and acceptable, with early in-72 

dications of benefit. Schools may offer scalable infrastructure for addressing youth loneliness 73 
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beyond healthcare pathways. A fully powered multi-site trial with economic evaluation is 74 

now warranted to determine effectiveness and long-term value. 75 

Trial registration: ClinicalTrials.gov: NCT06656663 76 

Keywords: Social prescribing; Schools; Youth Loneliness; Pilot Randomised Controlled 77 

Trial; Public Health  78 
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Introduction 79 

Loneliness is increasingly recognised as a global public health concern associated 80 

with adverse mental and physical health outcomes across the life course1. Although loneli-81 

ness has historically been framed as an issue primarily affecting older adults2, there is grow-82 

ing evidence that young people (YP) report some of the highest rates of loneliness3. In the 83 

UK, 11.3% of those aged 10–15 years report feeling lonely “often” or “always”4. Loneliness 84 

is socially patterned, with higher prevalence among younger individuals, those living in ur-85 

ban areas, and those from lower socioeconomic backgrounds4. If unaddressed, loneliness in 86 

childhood and adolescence is associated longitudinally with more depressive symptoms5, and 87 

has been linked to increased risk of cardiovascular disease and psychiatric disorders in adult-88 

hood6,7. Proposed mechanisms include dysregulation of physiological systems involved in 89 

social connection and stress response8. 90 

 Recent meta-analyses reported a moderate overall effect of interventions on loneli-91 

ness9,10, although interventions specifically targeting youth loneliness showed only small ef-92 

fects10. Both meta-analyses also highlighted important evidence gaps, including limited tar-93 

geting of YP experiencing loneliness and a need for interventions responsive to individual 94 

needs and contexts9,10. Research gaps were also identified, including (i) that interventions 95 

tended to target YP at risk of loneliness (e.g., due to health concerns), rather than those who 96 

reported being lonely, (ii) a lack of longer-term follow up, and (iii) a need to consider socio-97 

economic and other risk factors in targeted interventions 9,10. 98 

Social prescribing (SP) is a non-clinical pathway that links individuals to community-99 

based support tailored to their interests, needs, and preferences11. It usually involves a health 100 

or allied health professional referring a patient to a Link Worker (LW), who co-develops a 101 

non-clinical plan based on what is important to the individual. Community support can vary, 102 

but could include art classes, sports, nature groups, volunteering opportunities, cultural activi-103 
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ties, and broader advice and support services (e.g., debt or housing)11. SP aligns with calls for 104 

connector services that can increase social connections and improve relationships among 105 

people experiencing loneliness12. 106 

Previous reviews suggest that SP may be an effective approach for tackling loneliness 107 

both in adults and YP13,14. However, methodological limitations regarding sample sizes and a 108 

lack of control groups mean caution is needed when interpreting study findings. More re-109 

cently, research using robust designs with control groups has confirmed that SP can be bene-110 

ficial in tackling loneliness15,16. In one UK matched comparator study (matched analyses 111 

n=613), 37% of adults receiving SP moved from being classified as lonely to not lonely at 112 

follow-up, compared with 20% of matched control16. There was also evidence that younger 113 

age groups benefitted more16. Similarly, a controlled trial in Australia exploring the impact of 114 

SP on 114 adults showed that 8 weeks after starting SP, the intervention group reported de-115 

creased loneliness with a large effect size15. Retention of those allocated to SP was also high 116 

(79.4%) 15. However, applications of youth SP for loneliness using more robust methods are 117 

yet to be undertaken.  118 

Referral routes into SP have traditionally been through primary care, yet research 119 

suggests that younger populations are more likely to access SP via non-medical routes17. 120 

Schools offer potential as a non-medical route to refer YP into SP as they represent a univer-121 

sal point of access to wellbeing support for many YP18. To our knowledge, SP has not been 122 

formally implemented or evaluated in schools. A recent report by the National Academy for 123 

Social Prescribing highlighted that educational stakeholders have been underrepresented in 124 

SP pathway development and that to be successful, work needs to be undertaken to ensure 125 

adequate information sharing between agencies, such as schools and LWs19.  126 

Given the high prevalence of loneliness among YP and the need for tailored, accessi-127 

ble interventions, the INcreasing Adolescent social and Community supporT (INACT) study 128 
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piloted a novel school-based SP pathway for pupils reporting elevated loneliness. The aims 129 

were to (i) assess feasibility, acceptability and appropriateness of the pathway and trial pro-130 

cedures; (ii) test the proposed measurement framework; and (iii) generate parameters to in-131 

form the design and sample size of a future definitive trial. 132 

 133 

Materials and methods 134 

Design  135 

The research design consisted of a two-group (SP vs. signposting) parallel random-136 

ised design, with YP as the unit of randomisation. Ethical approval was granted from UCL 137 

Research Ethics Committee (6735/017). INACT was prospectively registered on ClinicalTri-138 

als.gov (NCT06656663) on 18/10/2024 and a pilot protocol publication outlines the study 139 

design and methods20. The study broadly followed the registered protocol, although higher-140 

than-anticipated loneliness prevalence, together with operational constraints related to link 141 

worker capacity, led to a pragmatic deviation from equal allocation during implementation. 142 

This paper adheres to the CONSORT extension for randomised pilot and feasibility trials21 143 

(see supplementary material: S0). A youth advisory group co-informed the study design, out-144 

come measure selection, and interpretation of findings, ensuring relevance and acceptability 145 

to YP. 146 

 147 

Sample size 148 

As this was a pilot trial, the primary objective was to assess feasibility and estimate 149 

parameters for a future definitive trial rather than to detect statistically significant differences 150 

in outcome measures. A target sample of 78 participants was pragmatically determined based 151 

on anticipated school size, loneliness prevalence, and LW capacity. 152 

 153 
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Setting 154 

INACT was conducted in 12 mainstream schools (six primary and six secondary) 155 

across three urban areas in England (London, Leeds, and Manchester). In each area, four 156 

schools participated (two primary and two secondary). These cities were selected to reflect 157 

urban contexts characterised by socioeconomic diversity and higher levels of deprivation, 158 

factors associated with increased risk of loneliness4. 159 

 160 

Participants 161 

Participants were pupils in either Years 4 or 5 (primary school) or Years 7 or 8 (sec-162 

ondary school) who were reporting elevated loneliness; they were on average 10.93 years of 163 

age. A threshold of >6 on the Good Childhood Index loneliness was used to indicate elevated 164 

loneliness. YP deemed by school staff to have a severe learning disability were excluded 165 

from the study due to potential difficulties with questionnaire completion.  166 

 167 

Intervention and counterfactual 168 

The SP intervention used in INACT was ‘YES’: Youth Engagement in SP. It con-169 

sisted of approximately six sessions delivered over an eight-week period, which took place 170 

online, via telephone, or in person depending on each YP’s preference. During sessions, LWs 171 

explored ‘what matters’ to YP and used this information, alongside their knowledge of local 172 

community assets, to co-develop a personalised plan to connect YP to sources of support 173 

within their local area. With YP agreement, LWs facilitated engagement with identified ac-174 

tivities. This included introducing YP to relevant services and, where appropriate, accompa-175 

nying them to an initial session. Each LW held an “enabling grant” (a personalised discre-176 

tionary budget of up to £40 per YP) to address practical barriers to engagement, such as 177 
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equipment, travel, or activity costs. All LWs received training and ongoing supervision from 178 

an experienced health professional, such as a clinical psychologist, and a senior LW. 179 

YP in the control group received signposting to social and community activities in 180 

their local area. School pastoral staff provided YP and their parents or guardians with a leaf-181 

let detailing information on the same local sources of support identified through LW asset 182 

mapping. 183 

 184 

Pupil measures 185 

The primary outcome measure for INACT was the three loneliness questions from the 186 

Good Childhood Index22. Each question is scored on a three-point Likert scale ranging from 1 187 

(“hardly ever or never”) to 3 (“often”), with higher total scores indicating greater loneliness. 188 

Loneliness was assessed at baseline, three- and six-months, with three-month follow-up 189 

specified as the primary timepoint examined here. A threshold of >6 was used to indicate 190 

elevated loneliness, corresponding to a conservative threshold above occasional loneliness. 191 

Other measures were selected with YP and subject expert input. Further details on constructs 192 

and measures are provided in the Supplementary Material (S1).  193 

 194 

Implementation and process monitoring 195 

Fidelity to the YES SP model was supported through standardised training, supervi-196 

sion, and documentation of session content. Routine monitoring of the number of sessions 197 

delivered, delivery mode, and referral activity was undertaken by LWs.  For school staff and 198 

LWs, feasibility, acceptability and appropriateness of SP was assessed with the Feasibility of 199 

Implementation Measure, Acceptability of Intervention Measure and Appropriateness of In-200 

tervention Measure23. Each questionnaire consisted of four questions, each on a five-point 201 

Likert scale ranging from 1 ‘Completely Disagree’ to 5 ‘Completely Agree’. Higher scores 202 
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indicate greater feasibility, acceptability, and appropriateness. Because these measures have 203 

not been validated for use with YP, acceptability of SP was assessed by the proportion of YP 204 

who took up the offer, whilst acceptability of the measures was assessed by the proportion of 205 

YP completing study measures at baseline and three months. 206 

 207 

Qualitative data 208 

Qualitative interviews with YP, LWs, and school staff were conducted online via Mi-209 

crosoft Teams to explore the acceptability of SP, perceived barriers and facilitators, and per-210 

ceptions of the study design. YP were purposively sampled based on age, gender, ethnicity, 211 

site, loneliness score, and level of engagement with SP. LWs and school staff were sampled 212 

based on location. Interviews with YP took place at least three-months after SP initiation, 213 

while interviews with LWs and staff occurred at least 4 months after initiation. Interview 214 

guides for LWs and school staff focused on delivery, perceived impact, and intention to adopt 215 

or continue SP or signposting. Guides for YP explored acceptability, feasibility, and suitabil-216 

ity of SP, as well as engagement with community support following referral. Interview guides 217 

are available in the Supplementary Materials (see S2). Overall, five LWs involved in the pilot 218 

were invited to interview, of whom three participated. School staff involved in delivery were 219 

also invited, but no interviews were completed despite follow-up contact. Five YP partici-220 

pated in interviews. Characteristics of YP and LWs participating in interviews are provided 221 

in the Supplementary Materials (S3 and S4).  222 

 223 

Harm monitoring 224 

 Adverse events were defined a priori as any safeguarding concern, deterioration in 225 

wellbeing requiring school or clinical escalation, or any serious untoward event occurring 226 

during participation. Schools and LWs were instructed to report any such events to the re-227 
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search team and local safeguarding leads, with any reported events reviewed by the Chief In-228 

vestigator for escalation. No adverse events were reported during the pilot. 229 

 230 

Procedure 231 

Schools selected whole classes of pupils to participate in INACT (one class from 232 

Years 4 and 5 in primary schools and, two classes from Years 7 and 8 in secondary schools). 233 

Opt-out letters were sent to parents/guardians giving them two weeks to declare to the study 234 

team that they did not want their child to participate. Participant recruitment and follow-up 235 

data collection took place between November 2024 and June 2025. For pupils who were not 236 

opted out, schools then provided the research team with the name, gender, class name and 237 

unique pupil number (UPN) of each pupil. Pupils were then able to complete the baseline 238 

survey, if they assented to do so, at an appropriate time as deemed by the school, such as in 239 

their Personal, Social, Health and Economic lessons. Following completion of baseline sur-240 

veys, the research team performed screening using the Good Childhood Index22. YP meeting 241 

the predetermined threshold for loneliness (scoring >6) were then randomly allocated by the 242 

study statistician to either receive SP or signposting. Randomisation was conducted by a 243 

member of the research team [removed for blinding] using a computer-generated random al-244 

location sequence. Due to operational constraints, including LW capacity, allocation was not 245 

strictly 1:1 in practice. The number assigned to the SP arm was capped at 41 to ensure feasi-246 

ble delivery of the intervention and to pilot the referral and delivery process, while still al-247 

lowing estimation of comparative parameters (e.g. effect sizes and intraclass correlation coef-248 

ficients) to inform a future definitive trial. All remaining eligible participants were allocated 249 

to the signposting group. 250 

For follow-up data collection, a matched subset of participants in the signposting 251 

group was randomly selected (1:1 relative to the SP group). This sub-sampling occurred after 252 
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random allocation and was undertaken for follow-up efficiency rather than outcome-based 253 

selection. All participants allocated to SP were included in follow-up. 254 

Allocation was concealed from school staff and LWs until the point of assignment. 255 

The allocation list was held securely by the research team and communicated only after all 256 

pupils had completed baseline surveys. School staff then contacted parents/guardians and pu-257 

pils to inform them of their allocation. Those allocated to SP were provided with an outline of 258 

what it entailed using a standardised script and those that were interested in receiving SP had 259 

their contact details passed onto the LW. Those allocated to signposting were provided with a 260 

leaflet by school staff which had been co-developed with a LW and detailed sources of sup-261 

port in the community. All YP were followed up at three- and six-months post allocation. 262 

Due to the nature of the intervention, blinding of participants was not possible, as allocation 263 

determined whether YP received active SP sessions or signposting only. Data analysts were 264 

not blinded to group assignment during primary modelling, as this was a pilot feasibility 265 

study focused primarily on implementation and estimation of preliminary effects. 266 

For qualitative data, interviews were conducted online via Microsoft Teams. With 267 

participants’ assent/consent, interviews were audio-recorded and transcribed verbatim. Identi-268 

fiable information was removed prior to analysis.  269 

 270 

Analysis 271 

To assess the feasibility, acceptability and suitability of the SP pathway, descriptive 272 

statistics were calculated for stakeholders’ questionnaire responses and uptake of the SP of-273 

fer, alongside qualitative interview analysis. Descriptive quantitative data was analysed with 274 

Stata24, whilst qualitative data were managed in NVivo25 and analysed using framework 275 

analysis26. Transcripts were coded by the lead researcher [removed for blinding], with a sub-276 

set double coded by a second researcher [removed for blinding]. A coding framework was 277 
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developed iteratively, combining deductive and inductive approaches, and applied across all 278 

transcripts. Analytical matrices were developed and reviewed by the Youth Advisory Group 279 

team to support interpretation and ensure consistency. 280 

To assess whether the preliminary power calculation assumptions were realistic (see 281 

Supplementary Material: S5), data from point estimates of the within-person intraclass corre-282 

lation coefficients (ICCs) were calculated, as well as the effect size of the SP intervention. To 283 

estimate preliminary intervention effects, Bayesian growth curve modelling was used to ex-284 

amine changes in loneliness across three time points, with random intercept and slope. Time 285 

was used as a discrete variable to allow non-linear growth trajectories with group (SP vs 286 

signposting) included as a fixed effect. Missing outcome data were handled within the Bayes-287 

ian mixed-effects framework using full information maximum likelihood estimation under a 288 

missing-at-random assumption. No imputation was undertaken. Sensitivity analyses were 289 

conducted using an alternative measure of peer loneliness.   290 

No interim efficacy analyses were conducted. Progression to a definitive trial was 291 

guided by predefined feasibility stop–go criteria (see Supplementary Material: S6). 292 

 293 

Results 294 

Participant flow and recruitment 295 

Figure 1 shows the recruitment and retention of schools and pupils in INACT. Of the 296 

12 schools recruited, one primary school dropped out due to the perceived suitability of the 297 

validated measures selected by the research team and youth advisory group. The remaining 298 

schools sent opt-out letters to parents/guardians of 920 potential pupils and 19 (2%) opted 299 

their YP out. When asked to assent to the study prior to baseline completion, 229 (25%) pu-300 

pils decided not to participate.  301 
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Of the 672 participants who completed baseline measures, 140 (20.8%) scored greater 302 

than six on the Good Childhood Index19. In total, 86 participants were enrolled in the pilot, 303 

including 45 in the signposting group and 41 in the SP group. At three months, 70 (81%) par-304 

ticipants completed follow-up, whilst at six-months, 54 participants (62%) completed follow-305 

up. Reasons for attrition included pupil absence on follow-up day, withdrawal of assent, and 306 

school-level scheduling constraints. No withdrawals were due to adverse events. 307 

 308 

[INSERT FIG 1 HERE] 309 

 310 

Sample characteristics 311 

The socio-demographic characteristics of the trial participants are described in Table 312 

1. The mean age of participants was 10.87 (standard deviation [SD]=1.85) with just over half 313 

(58%) identifying as a girl and just over half (52%) identifying as White. In total, fourteen 314 

percent identified as having a disability and 54% lived with both parents. Just over two-thirds 315 

(69%) of pupils were from secondary schools. The signposting and SP groups had broadly 316 

similar characteristics. 317 

  318 
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Table 1 Sample characteristics  319 

 
Total 

(n=86) 
Signposting 

(n=45) 
SP 

(n=41) 

 Freq 
Mean 

(SD)/% Freq 
Mean 

(SD)/% Freq 
Mean 

(SD)/% 

Age 86 
10.87 
(1.85) 45 

10.82 
(1.97) 34 

10.93 
(1.72) 

Gender†: 
boy 33 41.3% 18 40.9% 15 41.7% 

Gender†: 
girl 47 58.8% 26 59.1% 21 58.3% 

Ethnicity: 
white 36 52.2% 17 50.0% 19 54.3% 

Ethnicity: 
other 33 47.8% 17 50.0% 16 45.7% 
Ill-

ness/disabi
lity: yes 12 14.0% 7 15.6% 5 12.2% 

Ill-
ness/disabi
lity: no 40 46.5% 21 46.7% 19 46.3% 
Ill-
ness/disabi
lity: not 
sure 34 39.5% 17 37.8% 17 41.5% 

Living 
with: both 

parents 46 53.5% 23 51.1% 23 56.1% 
Living 

with: one 
parent 27 31.4% 14 31.1% 13 31.7% 
Living 

with: other 13 15.1% 8 17.8% 5 12.2% 
School: 
primary 27 31.4% 15 33.3% 12 29.3% 
School: 

secondary 59 68.6% 30 66.7% 29 70.7% 
Notes: Pupils self-identified as non-binary or other gender were coded as missing due to small numbers. Fre-320 
quencies may not sum to group totals due to item-level missing data. Percentages are based on available data. 321 
 322 

Participants’ scores on primary and secondary outcome measures at baseline, three- 323 

and six- months are outlined in Table 2. At baseline, participants’ mean loneliness score on 324 

the Good Childhood Index19 was 7.60 (SD=0.69) in the signposting group and 7.71 325 

(SD=0.87) in the SP group. At baseline, participants reported elevated perceived stress (mean 326 

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted April 28, 2026. ; https://doi.org/10.64898/2026.04.27.26351665doi: medRxiv preprint 

https://doi.org/10.64898/2026.04.27.26351665
http://creativecommons.org/licenses/by/4.0/


16 
 

scores around 9 on a 0–16 scale). Baseline values for all primary and secondary outcome 327 

measures were broadly similar between the signposting and SP groups. 328 

 329 

Table 2 Participant outcomes: Baseline, 3-, and 6-months.   330 

Outcomes Baseline   Mean 
(SD) 

3 months Mean (SD) 6 months Mean (SD) 

 Signposting SP Signposting SP Signposting SP 

Loneliness 
(Good Child-
hood Index)22 

7.60 
.69 

7.71 
.87 

5.74 
1.58 

5.28 
1.86 

5.44 
1.52 

5.87 2.00 

Peer loneliness 
Loneliness and 

Aloneness 
Scale for Chil-
dren and Ado-

lescents 
(LACA)27 

32.42 
6.85 

33.02 
6.68 

26.76 
6.78 

25.36 
9.06 

26.10 
7.47 

26.17 8.21 

Stress (Per-
ceived Stress 

Scale)28 

9.33 
2.17 

8.93 
3.06 

8.70 
1.95 

8.00 
2.64 

9.00 
2.00 

8.05 
 3.12 

Wellbeing 
(Kidscreen)29 

18.64 
6.46 

17.66 
6.14 

19.33 
5.61 

20.33 
6.30 

20.93 
5.17 

20.53 6.03 

Emotional dif-
ficulties (Me & 
MyFeelings)30 

10.98 
3.79 

10.69 
4.66 

7.67 
3.58 

7.83 
3.84 

7.34 
4.07 

7.77 
4.50 

 331 

Intervention engagement and fidelity 332 

For the 41 YP allocated to SP, 34 (83%) attended at least one SP session with a LW. 333 

Across participants who started SP, the mean number of LW sessions attended was 5.09 334 

(SD=1.42) and 90% of sessions took place in person. Of the 34 participants, 16 (47%) were 335 

referred onto a community activity and the personalised budget was used with 26 of the 34 336 

participants (76%). No adverse events were reported. No major deviations from the intended 337 

delivery model were identified. 338 

 339 

Feasibility, acceptability, and appropriateness (quantitative) 340 
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Data from the quantitative measures on intervention feasibility, acceptability and ap-341 

propriateness23 from the perspectives of school staff and LWs are shown in Table 3. Overall, 342 

both school staff and LWs felt that SP for lonely pupils was feasible, acceptable, and appro-343 

priate, with LWs agreeing more strongly with each area when compared to school staff.  344 

 345 

Table 3 LW and school staff views on SP   346 

 LWs (n=3) 
Mean (SD) 

School Staff (n=8) 
Mean (SD) 

Feasibility (1-5)* 4.75 (0.45) 4.06 (0.61) 
Acceptability (1-5) 4.67 (0.49) 4.09 (0.64) 

Appropriateness (1-5) 4.58 (0.51) 4.13 (0.63) 
*Higher scores equal more positive ratings 347 

 348 

Effect estimates and preliminary efficacy 349 

The within person ICC for the Good Childhood Index22 was 0.13. All participants in 350 

the longitudinal analytic sample were analysed according to their allocated group, irrespec-351 

tive of intervention uptake, consistent with an intention-to-treat principle. Figure 2 shows the 352 

predicted trajectories of loneliness across three time points by intervention group (see also 353 

Supplementary Material S7). Loneliness decreased between baseline and three-month follow-354 

up in both groups. Specifically, loneliness decreased by 1.83 points (95% CI: -2.45 to -1.22) 355 

in the signposting group and by 2.12 points (95% CI: -2.79 to -1.46) in the SP group (Figure 356 

2a). Although the point estimate suggested a greater reduction in loneliness in the SP group at 357 

three-months, the between-group difference in change was imprecisely estimated and the 358 

confidence interval included no clear difference between groups (coef = -0.57, 95% CI: -1.46 359 

to 0.33). This corresponded to a standardised effect size of 0.32, with a wide confidence in-360 

terval that included no effect (95% CI: -0.81 to 0.17) (Figure 2b). However, findings at sub-361 

sequent follow-up suggested that any potential impact of SP on loneliness may not have been 362 

maintained. Observed ICC and effect size estimates were broadly consistent with assump-363 
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tions used for preliminary power calculations and provide parameters to inform a future de-364 

finitive trial. Analyses using an alternative measure of peer loneliness showed improvements 365 

over time in both groups, with no clear evidence of between-group differences (Supplemen-366 

tary Material S8). Sensitivity analyses excluding participants who did not receive SP, and ad-367 

ditionally excluding those who started later than planned and still had ongoing sessions at 368 

three-month follow-up, produced materially similar estimates and did not alter substantive 369 

conclusions (Supplementary Material S9). 370 

 371 

 372 

[INSERT FIGURE 2 HERE] 373 

 374 

Qualitative findings: feasibility and acceptability of the SP pathway 375 

Qualitative findings draw on interviews with three LWs and five YP; no school staff 376 

interviews were completed. Link worker interviews lasted between 25 and 64 minutes (mean 377 

41.8 minutes). Five young people also participated in interviews, which lasted between 7 and 378 

24 minutes (mean 16.0 minutes) 379 

LWs described the school-based SP pathway as broadly feasible when supported by 380 

three interrelated conditions: parental engagement, school facilitation, and flexibility in de-381 

livery. Parent and family engagement was often described as enabling uptake and continued 382 

participation: 383 

 384 

“They engage well in conversations and also parent engagement was very good as 385 

well…A lot of parents are on board with what we're trying to achieve” (LW_001) 386 

 387 
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Schools were also viewed as important implementation contexts. Access to school-388 

based space reduced travel burden, supported continuity, and enabled practical delivery: 389 

 390 

“I was able to offer the sessions in school…I was in one place…with my re-391 

sources…not having to travel” (LW_002) 392 

 393 

Together, these accounts suggest feasibility appeared to depend not simply on the in-394 

tervention itself, but on the relational and organisational conditions surrounding delivery. 395 

Feasibility was also shaped by contextual barriers, particularly family capacity and practical 396 

constraints affecting engagement. LWs suggested younger pupils often depended on parental 397 

support to attend sessions or engage with referred activities, which could be more difficult in 398 

some family circumstances: 399 

 400 

“Kids with lots of siblings…single parent families…had less capacity” (LW_003) 401 

 402 

However, LWs also described adapting to these constraints through flexible arrange-403 

ments, including enabling grants, sensitivity to family context, and use of school-based deliv-404 

ery to reduce practical barriers. These accounts suggest barriers were often dynamic, interact-405 

ing with adaptive responses from LWs. For some YP, familiar school settings also appeared 406 

to support comfort and engagement. 407 

 408 

“Most of the meetings were at my school… it felt I knew where I was… it was more 409 

convenient.” (YP_001) 410 

 411 
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YP generally found SP acceptable, particularly valuing relational aspects of support 412 

and the personalised focus on their interests. Several YP appeared to value continuity in 413 

meeting with the same LW over repeated sessions, which seemed to support trust and en-414 

gagement over time: 415 

 416 

“At first... it got a bit hard to socialise with him but then it got easier... we kept talk-417 

ing and it just sort of clicked.” (YP_004) 418 

 419 

Participants often described sessions as enjoyable and highlighted feeling listened to 420 

and understood: 421 

 422 

“[LW] was really fun…I liked how [they] asked me what my hobbies were…we did 423 

that sort of every session” (YP_001)  424 

 425 

Interactive activities, including games and strengths-focused exercises, were often viewed 426 

positively and sometimes appeared to support self-recognition of interests and capabilities.  427 

Acceptability was not uniform. Some YP disliked particular activities, especially writ-428 

ing-based exercises, while others suggested sessions could be too long or that meeting out-429 

side school might have been preferable: 430 

 431 

“The writing, yeah, I didn’t really like it” (YP_005) 432 

 433 

“I didn’t enjoy how long it was” (YP_002)  434 

 435 
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These accounts suggested preferences for flexibility in session format, activity modality, and 436 

meeting location. 437 

 438 

Acceptability of study procedures 439 

LWs provided limited feedback on the study procedures themselves. One described 440 

research processes as generally smooth, though noted some duplication in documentation re-441 

quirements. 442 

 443 

“it was more duplication of my work because I documented the interventions any-444 

way…I obviously had to do it again to provide evidence for the [INACT] project” 445 

(LW_001) 446 

 447 

YP offered few concerns regarding participation in the study, and suggestions focused 448 

more on refining intervention delivery, described above, than the research procedures.  Over-449 

all, findings suggested study procedures were acceptable. Prespecified progression criteria 450 

were met overall, supporting progression to a definitive trial, albeit with modifications to im-451 

prove follow-up retention. 452 

 453 

Discussion 454 

This pilot randomised controlled trial provides the first trial evidence that a SP path-455 

way delivered through schools for YP experiencing loneliness is feasible, appropriate, and 456 

acceptable, with preliminary signals of short-term benefit. Embedding SP within mainstream 457 

educational settings enabled successful identification, engagement, and delivery of personal-458 

ised support to lonely pupils, addressing a key limitation of existing pathways that are largely 459 

accessed through primary care17. Although reductions in loneliness were observed in both 460 
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intervention conditions, participants receiving SP showed numerically greater reductions at 461 

three months, suggesting potential added value from relational, facilitated support beyond 462 

signposting alone. However, effects were modest and not clearly sustained at six-months, re-463 

inforcing that the primary contribution of this study is to establish implementation feasibility 464 

and generate effect estimates to inform a fully powered definitive trial. 465 

Screening for loneliness within schools was achievable, with approximately one in 466 

five screened pupils meeting eligibility criteria. This prevalence was higher than national es-467 

timates (11.3%) but likely reflects recruitment in urban areas with higher deprivation, where 468 

loneliness risk may be elevated4. Uptake of SP was high, with 83% initiating the pathway, 469 

broadly comparable to adult SP pathways for loneliness15. Three-month follow-up comple-470 

tion (81%) supports the short-term feasibility of the assessment approach within a school-471 

based trial context. However, attrition at six-months (62%) suggests that enhanced retention 472 

strategies will be important in a definitive trial. 473 

Implementation measures indicated that both LWs and school staff perceived the 474 

pathway as feasible, acceptable and appropriate, with particularly strong endorsement from 475 

LWs. This may reflect that LWs already operate across community assets as part of their 476 

role17,31, whereas for school staff this involved some additional administrative adjustments, 477 

such as room booking. Nonetheless, both groups positively endorsed these measures. Qualita-478 

tive findings added explanatory depth, highlighting the importance of relational continuity, 479 

personalised activity matching, and flexibility in delivery. Schools appeared to function not 480 

simply as referral sites, but as supportive settings for engagement, including for YP hesitant 481 

about unfamiliar community venues. Together, these findings support the potential of schools 482 

as accessible infrastructure for delivering non-clinical wellbeing interventions18.  483 

 484 
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Implementation challenges were also identified. Younger pupils often depended on 485 

parental capacity to engage with community activities, and complex family circumstances 486 

sometimes constrained participation. Practical organisational challenges, including duplica-487 

tion of documentation, were also noted. These issues have implications for scalability and 488 

suggest that clearer communication pathways, streamlined processes, and integrated monitor-489 

ing systems may be important in a future trial. In addition, improvements observed in both 490 

groups may partly reflect regression to the mean following eligibility screening based on ele-491 

vated loneliness, which should be considered in interpreting preliminary outcome signals. 492 

Both SP and signposting groups demonstrated reductions in loneliness over three 493 

months. Although reductions were somewhat greater in the SP group, between-group differ-494 

ences were imprecisely estimated, as expected in a pilot study. The observed standardised 495 

effect size (0.32) is broadly consistent with moderate effects reported in meta-analyses of 496 

youth loneliness interventions9,10. It is notable that signposting alone was also associated with 497 

reductions in loneliness. This may reflect increased awareness of available activities, behav-498 

ioural activation prompted by screening and referral, or regression to the mean. The potential 499 

added value of SP may lie in its relational and facilitative components, including co-produced 500 

planning, accompaniment to initial sessions, and ongoing motivational support31,32. The at-501 

tenuation of effects by six-months may suggest a need for longer engagement, booster input 502 

or closer integration within school wellbeing systems. 503 

To our knowledge, this is the first pilot randomised trial evaluating a structured SP 504 

pathway for loneliness delivered via schools. Previous SP evaluations have predominantly 505 

focused on adults and have frequently lacked comparison groups14. By embedding SP within 506 

an educational context and employing a parallel randomised design, this study contributes 507 

preliminary evidence regarding both implementation feasibility and potential effectiveness in 508 

a youth population. The findings also respond to calls for more tailored approaches to youth 509 
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loneliness9,10. Unlike universal classroom-based programmes, which may offer limited tailor-510 

ing to differing loneliness needs9, SP offers individualised support shaped around YP’s inter-511 

ests, preferences and circumstances. This flexibility may be particularly important given the 512 

socially patterned nature and heterogeneity of YP’s experiences of loneliness4.  513 

The study also supported the provisional measurement framework, including accept-514 

able use of proposed outcomes, estimation of ICC and effect size parameters, and identifica-515 

tion of refinements needed for younger pupils. Strengths of this study include its multi-site 516 

design across three urban areas and inclusion of both primary and secondary school pupils. 517 

The integration of quantitative implementation measures with qualitative interviews enabled 518 

a more comprehensive assessment of feasibility and acceptability. However, several limita-519 

tions should be acknowledged. LW capacity constrained intervention allocation, follow-up 520 

was relatively short, and school staff did not participate in qualitative interviews, limiting in-521 

sight into organisational perspectives. Outcomes relied on self-report, and staff reported back 522 

to the research team that some younger pupils required assistance completing questionnaires, 523 

suggesting that measurement burden and developmental suitability warrant careful considera-524 

tion in a future trial. 525 

Overall, these findings suggest that screening for loneliness and delivering tailored SP 526 

within schools is feasible and acceptable, with early signals of benefit. A fully powered 527 

multi-site trial with economic evaluation is now warranted to determine effectiveness, test 528 

mechanisms of change and assess longer-term sustainability. Given schools’ near-universal 529 

reach, embedding relational, community-connecting interventions within educational settings 530 

may offer a scalable complement to primary care-based SP pathways. 531 

 532 

 533 

 534 
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Figure 2. Predicted loneliness trajectories from Bayesian growth curve model  
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Figure 1. CONSORT flow diagram of participant recruitment, allocation, follow-up and analysis 3 
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