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Adolescent/Young Adult Mental Health
• Adolescent depression associated with many negative 

outcomes, including: substance abuse, academic problems, 
cigarette smoking, high-risk sexual behavior, 30-fold increased 
risk of completed suicide (Birmaher et al, 1996; Brent et al., 
1998; Le, Munoz, Ippen, & Stoddard, 2003

• Roughly one-half to three-quarters of adolescents experiencing 
depression will have subsequent depressive episodes during 
later adolescence and young adulthood (Emslie et al., 1997; 
Lewinson, Rohde, Klein, & Seeley, 1999; Weissman et al., 1999

• Few studies focused on prevention of depression among 
adolescents and young adults



“Disconnected” Adolescents/
Young Adults

• Public schools graduate only about 70% of their students, 
with this figure dropping to below 60% in many urban areas

• Rapid proliferation of youth employment and training 
programs 

• Center for Law and Social Policy (CLASP) survey of 145 
employment training programs highlighted health and 
mental health risks as barriers to program completion



Why Conduct Work in a 
Participatory Fashion?

• Co-learning process

• Allows community to prioritize direction for work 
conducted, which enhances community buy-in

• Enhances cultural appropriateness of work 
conducted, which enhances research quality and 
potential usefulness to community



Johns Hopkins University
Center for Adolescent Health (CAH)

• Mission: To work in partnership with youth, people 
who work with youth, community residents, public 
policymakers and program administrators to help 
urban adolescents develop healthy adult lifestyles

• Founded 1994 as a CDC Prevention Research 
Center (PRC)



Who are the Community Partners?

• Baltimore Youth Opportunity (YO!) Program

• Baltimore City Health Department

• Mayor’s Office of Employment Development

• Youth-serving Agencies

• East Baltimore Residents, including adolescents 
and Young Adults



What is the YO! Program?
• Serves youth ages 16-24
• Classes and tutorials to support 

academic achievement 
• Assistance enrolling in college 
• Clubs to support job seekers and the 

newly employed 
• Career training classes 
• Internet access 
• Recreational activities 
• Assistance with substance abuse or 

mental health issues  



Project Initiation:
How Was Mental Health Focus Chosen?

• Advisory Board, comprised of key stakeholders, 
worked in collaboration with CAH to develop three 
data collection activities:

1. Health screens with YO members

2. Focus groups with YO Members

3. Interviews with YO Case Advocates and 
Leadership



Interpretation of Data and Prioritization 
of Mental Health

• Summaries of collected data provided to Advisory 
Board

• Series of meetings to discuss and interpret findings 
and prioritize future directions

• Ultimately, Advisory Board decided on mental health 
as focus for subsequent work



HOPE Project Components

1. Mental health screening

2. Support group led by the Peer Leadership 
Group (PLG)

3. Training for YO! staff advocates

4. Assessment of community mental health providers 



Mental Health Screening
• Audio computer assisted self-interview (ACASI) 

designed collaboratively by academic and community 
stakeholders

• ACASI conducted immediately after YO program’s 
standard intake process

• Between December 2006-November 2007, 620 YO 
program enrollees; screens conducted with 454 (73%) of 
these enrollees                                                   



Mental Health Screen
Depressive symptoms (CES-D)

Anxiety symptoms (Beck Anxiety Inventory)

Stress (Life Events Scale, D’Imperio et al., 2000)

Neighborhood Violence/Disadvantage: Life Events Scale 
(D’Imperio et al., 2000)

Social support (Social Support for Adolescents Scale, Seidman et al., 
1995)

Coping strategies (Children’s Coping Strategies Checklist, Arizona 
State University Prevention Research Center)



Prevalence of Depression Symptoms 
Among YO Members  

Overall

Depressive 
Symptom Level

16-17
(n = 133)

18-20
(n = 236)

21-22
(n = 69)

Male 
(n = 234)

Female 
(n = 204)

No/Low 
symptoms 
(CES-D 0-9)

33% 33% 33% 33% 35% 31%

Mild/moderate 
symptoms 
(CES-D 10-24)

51% 48% 54% 44% 53% 50%

Severe 
symptoms 
(CES-D > 24)

16% 19% 13% 23% 12% 19%

1 Participants with > 1 CES-D item missing (n = 14) excluded from analysis
2 Respondents > 22 years (n = 2) excluded from analysis
3 Respondents identifying as “transgender” (n = 2) excluded from analysis

Age Group2 Gender3



Mental Health Screening: 
Preliminary Findings

• Depressive symptoms among YO members increase as they 
experience more stress in their lives 

– For the life events subscale, a one unit increase in the subscale 
corresponded to a 1.16 point increase in CES-D scores (p < .001, 
CI: 0.92-1.42).

– For the community violence/disadvantage subscale, a one unit 
increase predicted a 1.62 point increase in CES-D scores (p < 
.001, CI: 1.33 – 1.92).

– For the relationship subscale, a one unit increase corresponded 
with a 1.62 point increase in CES-D scores (p < .01, CI: 1.3 – 2.5)



Understanding Context to Inform 
Interventions: 

A Glimpse of East Baltimore















Cultural and Contextual Adaptation of 
Evidence-Based Mental Health Interventions



Peer Intervention Curriculum

High rates of violence reported among YO members
•40% reported carrying a weapon
•28% witnessed a homicide (40% of males)

Young people experiencing life events including death, 
violence, abusive relationships



Structured Psychotherapy for Adolescents 
Responding to Chronic Stress (SPARCS )   

Learning collaborative of The National Child Traumatic Stress 
Network

Length: 16 week and 6 week abbreviated

Draws upon concepts from:
Cognitive-Behavioral Therapy
Dialectical Behavioral Therapy for Adolescents
Trauma Adaptive Recovery – Group Education Therapy 

(TARGET)
School-Based Trauma/Grief Psychotherapy Program



Curriculum Adaptation
Adaptation related to group characteristics:

Exposure to violence and personal relationships two 
significant stressors for urban Baltimore; SPARCS sessions 
adapted to make curriculum examples anchored to these 
stressors

Adaptation related to program delivery staff:

Peer Leadership Group (PLG) members trained as 
interventionists not mental health professionals



Road to Adaptations…
This can’t be like school. If you make it like school you are going 
to lose people.  This has to be exciting.  It has to be real 
(commenting on intervention content).

Mental health doesn’t mean you are crazy.  Everybody goes 
through something.  There’s good mental health and bad mental 
health.  People need to know they can talk to someone. You 
wouldn’t go to your aunt or cousin if you had a bullet in you.  Not 
taking care of your mental health is like doing that (on why 
mental health is important). 



Participatory Curriculum Adaptation 
Weekly PLG meetings beginning August 2006

Practice sessions of SPARCS
Critique and feedback
Tape recordings and note taking

Discussions
Pressing issues affecting youth residing in East Baltimore
Stress and coping in East Baltimore
Community norms related to mental health

Development of supplemental sessions based on themes from 
conversations with PLG



Adapted Mental Health Curriculum 
Stress and coping strategies*

Mental health stigma, mental health 
disparities

Self-awareness*

Stress and the body*

Emotion expression

Distress tolerance*

Stress and symptoms; mid-intervention 
assessment

Building/maintaining relationships

“Make a link”*

Problem solving*

Identifying personal triggers

Review/goals and hopes for future

* SPARCS session



SPARCS Material: Problem Solving 

• L: Losing It

• E: Emotions

• T: Thoughts

• G: Goal

• O: Options

Amanda (age 15) : 

• Background: Amanda’s father 
has a drinking problem. He 
disappears without calling and 
then comes home drunk and 
beats up her mom.

• Problem: Amanda’s boyfriend 
promised to call her last night 
but didn’t. When she sees 
him, she gets angry and starts 
screaming at him.



Sample NON-SPARCS Session 
Mental Health Disparities and Stigma

Defining Mental Health

Stigma and Mental Health in East 
Baltimore

Myths/Facts Related to Mental Health

Understanding Mental Health 
Disparities

Mental Health Resources in East 
Baltimore

Vignette:
Margaret (age 18): Her parents died when 
she was 5. She moved  in and out of several 
foster homes and she was abused by her foster 
parents. She has no real family members, 
and she feels no one loves her. She does not 
have anyone she can talk to about her 
problems. She had one friend but her friend 
got shot by a stray bullet  and then she 
started feeling really alone. She’s very 
insecure and she has slept around in search of 
love. She lost interest in things, sleeps most of 
the day, keeps to herself, doesn’t eat well, 
rarely eats, and feels worthless. Sometimes 
she wonders why she is even here.  



Mental Health Intervention: 
Study Design   

Pre/post-test pilot of adaptation

Mental health screens administered which assess various mental 
health areas (e.g., stress, depression, anxiety, coping)

Potential participants identified by mild – moderate (10-24)  score 
range on the Center of Epidemiologic Studies -Depression (CES-
D) 

YO members approached by Peer Leaders to participate in group



Mental Health Intervention: 
Procedures

Invited to an informational session; consented and enrolled in 
intervention

Intervention groups implemented, each comprised of 8-10 individuals

Groups led by two peer leaders (ages 22-24) who are YO alumni with 
support from a mental health professional

Intervention conducted over 12 consecutive weeks; sessions occurring 
at YO center                       



Mental Health Intervention: 
Data Collection 

Additional measurement

“SOS” Thermometer at beginning and end of each 
session to measure: (a) personal distress and (b) level 
of control

Process measures at end of each session to assess: (a) 
comprehension of session content and (b) perceived 
usefulness of session content



Mental Health Intervention: 
Data Collection

Baseline interview (pre-intervention)

6 weeks after intervention begins (mid-intervention)

12 weeks after intervention begins (immediately post-
intervention)

12, 18, 24 months after intervention begins



Challenges and Needs for Further 
Adaptations

Length of Intervention

Competing Goals

Employment Opportunities



Stress and Coping Strategies*

Mental Health Stigma, Mental 
Health Disparities

States of Mind*

The Body, Stress, and Violence*

Anger and Violence

Problem Solving – LET GO*

MAKE-A-LINK*/Relationships

Distress Tolerance*

Review/goals and hopes for future

* SPARCS session

Adapted 9-Weeks Mental Health 
Intervention



Preliminary Findings
Formative Process Data Regarding Peer Leaders:

I like how they were patient with us and they got down their points 
and stuff and that we could use it not only in a group but outside 
too.  I like the fact of that. (group member)

…and with males being our group leaders it was like a mixed group 
I think they presented themselves well.  I liked it because you don’t 
usually see like two young guys really handling a group of teens that 
maybe in their age range or younger and handling it as well as they 
did. (group member)



Preliminary Findings
Qualitative Data Regarding Content:

What did you like about the group?

All of ‘em. Um,  I liked when we learned about the body alarm systems ‘cause 
like when I get mad and stuff, it’s these certain stuff going on with me and I 
don’t know what it is.  So, um the body alarm system helped me and the SOS 
thermometer so I can um you know self-check and orient myself, so I wouldn’t 
have to you know go up to somebody…So, it was…the whole group was nice it 
helped me with a lot. (group member)



Peer Intervention: Preliminary Findings
• Feasibility:

– Peer leaders are able to effectively deliver 
intervention content

– Across first 2 pilot intervention groups, clinical 
psychologist completed fidelity measure assessing 
“the extent to which all goals and content were 
covered” (4.8 of 5.0) and “the extent to which 
content was discussed as described in curriculum 
protocol (4.7 of 5.0)



Peer Intervention: Preliminary Findings

• Acceptability:

– Intervention content is well-received by group participants

– “How much did you enjoy participating in today’s group?” 
(9.2 of 10.0)

– “How well did you understand what we talked about during 
today’s group?” (9.1 of 10.0)

– “How often do you think you will use the skills and 
information you were given during today’s group?” (4.5 of 
5.0)



Peer Intervention: Preliminary Findings

Pre-Intervention
(mean, SD) 

Mid-Intervention
(mean, SD) 

Post-Intervention
(mean, SD) 

Active 
Coping

10.2 (2.5) 12.5 (2.3) 

Distraction 
Coping

9.7 (2.5) 10.3 (2.3) 

Support 
Seeking 
Coping

10.1 (3.3) 12.5 (3.8) 

Depressive 
Symptoms

21.3 (5.2) 21.3 (6.1) 20.1 (6.5) 



Peer Intervention: Implications

• Two uncontrolled pilot groups have demonstrated good 
feasibility and acceptability of our peer-led cognitive 
behavioral intervention for YO members 

• Our peer-led cognitive-behavioral intervention 
successfully increased engaged coping strategies and 
prevented the worsening of depressive symptoms 
among pilot group participants



HOPE Project Team
Freya Sonenstein, PhD

Darius Tandon, PhD

Alexandria Turner, MPH

Meg Tucker

Tamar Mendelson, PhD

GiShawn Mance, PhD

Robbin Stephens

Destiny Martin

Benjamin Byrd, Jahon Jones, 
Rochelle Lynch, Jamila 
Wilson

CAH Director

HOPE Principal Investigator

HOPE Project Coordinator

HOPE Project Coordinator

Asst. Professor, JHSPH

Postdoctoral Fellow, JHSPH

Doctoral Student, JHSPH

Undergraduate Student, JHSPH

Peer Leadership Group (PLG)



Thank you!
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