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Abstract

This study examines mental health symptoms among Black adolescents who were currently in 

mental health treatment and those who were not in treatment. The study uses a sample of Black 

adolescents (N=154) and logistic regression was performed to determine which psychological 

factors were associated with exhibiting mental health symptoms. Both groups experienced high 

amounts of trauma exposure history, recent suicidality, substance use, and depressive symptoms. 

Nearly one in four adolescents in the out of treatment group met diagnostic criteria for anxiety 

disorders. Implications include better screening for mental health symptoms to ensure Black 

adolescent have access to mental health treatment.

Introduction

National surveys and large-scale studies of adolescent mental health have found that about 

49.5% of adolescents in the United States are living with a mental health disorder (National 

Institute of Mental Health [NIMH], 2020). Yet only 20–50% of adolescents receive services 

(Merikangas et al., 2010). Black adolescents, between the ages of 12–18 years old, have 

been characterized as a particularly disadvantaged group given misdiagnosis and 

overdiagnosis of certain mental health disorders, and underdiagnosis of others, and limited 
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access to mental health treatment (Liang et al., 2016; Rose, Joe, & Lindsey, 2010). Black 

adolescents living with mental health disorders are less likely than non-Black adolescents 

with mental health disorders to receive treatment for various reasons including, negative 

perceptions of services and providers and lack of access to mental health services (Lindsey 

et al., 2013).

Among Black adolescents, mental health disorders are associated with adverse early 

childhood experiences (Schilling, Aseltine, & Gore, 2007), exposure to trauma (Suliman et 

al., 2009; Turner, Finkelhor, & Ormod, 2006), and social-environmental stress (Tully, 

Iacono, & McGue, 2008). These stressful experiences are related to systemic injustices such 

as higher rates of incarceration (Copeland et al., 2007; Kutcher & McDougall, 2009) and 

racial discrimination (Seaton et al., 2014) which can influence poor outcomes across the 

developmental lifespan (e.g., lower educational attainment; Breslau et al., 2008; Riglin et al., 

2014), increased suicidality (Shain, 2019), and substance use (McKenzie et al., 2010; 

Pardini, White, & Stouthammer-Loeber, 2007). Black adolescents who live in urban, under-

resourced environments are also at risk for poor mental health outcomes due to increased 

exposure to violence and other types of traumatic events (Gaylord et al., 2016; Opara et al., 

2020a). Therefore, increased attention is needed to address mental health disparities that 

may be impacting Black adolescents.

Lack of access to mental health resources

Adolescence is a complicated developmental stage that includes both identity formation and 

vulnerability to risk-taking, which can exacerbate poor mental health outcomes for 

marginalized groups such as Black adolescents. While quality mental health treatments have 

lasting and significant effects on adolescents (Weisz et al., 2017), access to and use of 

mental health treatments is not equitable among all adolescents. Black adolescents, 

specifically, have lower rates of utilization of mental health services (Merikangas et al., 

2011) that is not accounted for by health insurance access (Ayalon & Alvidrez, 2009). 

Further, stigma and discrimination (Rose, Joe & Lindsey, 2011), coupled with lack of access 

to mental health services (Cummings & Druss, 2011) negatively influence mental health 

treatment in the Black population. Moreover, treatment approaches for Black adolescents 

may not be culturally appropriate (Lindsey et al., 2013). Even among Black people who 

receive mental health treatment, a majority continue to experience poorer mental health 

outcomes (Maura, & de Mamani, 2017). Therefore, Black adolescents, both those who 

receive mental health treatment and those that do not, may still continue to be at a significant 

disadvantage as their symptoms may not be properly treated. In the literature, there is a 

paucity of data on how the mental health of Black adolescents, who are receiving treatment, 

differ from those who are not in treatment (Cummins & Druss, 2011). Therefore, it is 

important to understand whether Black adolescents who are not receiving mental health 

treatment are experiencing mental health symptoms. As this work is done, it is equally 

imperative to note that Black adolescents are not powerless victims subject to the 

shortcomings of the mental health system and/or society at large. Despite facing significant 

challenges and injustices, this demographic continues to exhibit incredible resilience in the 

face of opposition, with strengths, ideas and agency that enable them to excel in every area 

of life (Jones, Andersen, & Metzger, 2020; Opara et al., 2020b).
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The purpose of this study was to examine mental health diagnoses, symptoms, and risk 

factors among Black adolescents who were currently receiving mental health treatment and 

those in the general community (hereafter referred to as out of treatment). The intent was to: 

1) identify differences in mental health diagnoses and symptoms between the two groups, 

and 2) explore which factors may be associated with being in mental health treatment. The 

ultimate goal is to inform research, clinical practice and policy through a better 

understanding of mental health among Black adolescents.

Methods

Design

A secondary analysis was conducted on a subsample of participants (N = 154) who 

underwent screening to participate in a pilot randomized controlled trial (RCT). Details on 

the parent study are published elsewhere (Brawner et al., 2016). The study was approved by 

Institutional Review Boards (IRBs) at the University of Pennsylvania, the Philadelphia 

Department of Public Health, and the School District of Philadelphia. The purpose was to 

design and test a psychoeducational HIV/STI prevention intervention to address the role of 

mental illness and emotion regulation in HIV/STI risk among heterosexual, sexually-active 

Black adolescents aged 14 to 17. The data reported in this paper are from the structured 

clinical interview administered to determine RCT eligibility; these data were collected from 

May 2014 to September 2016.

Sample

Participants in the “mental health treatment” (MHT) group (n = 72) were recruited from 

community mental health agencies in Philadelphia, PA. These agencies are part of a network 

that contracts with the city to provide behavioral health services, primarily to low income 

and/or underserved populations (City of Philadelphia, n.d.). Participants that were not 

currently in treatment and were recruited from the community were labeled the “out of 

treatment” [OT] group (n = 82). The OT participants were recruited from public areas, 

including parks, recreation centers, schools and community events in Philadelphia. The 

research team focused on these areas based on feedback from an established community 

advisory board comprised of adolescents who mirror the study population. Adolescents were 

assigned to the OT group if they self-reported that they were not currently receiving mental 

health treatment at the time of screening.

The inclusion criteria were: 1) aged 14 to 17 years old, 2) self-identify as Black (e.g., 

African-American, Caribbean-American, or mixed-race), 3) have ever had vaginal sexual 

intercourse, 4) able to provide signed informed consent, and 5) able to speak, read and write 

in English. Additionally, all participants in the MHT group had to be enrolled in mental 

health treatment (including counseling, psychiatric treatment, group treatment, etc.) at a 

community mental health agency for at least 1 month to be eligible. Participants were 

excluded if they: 1) displayed significant cognitive deficit, as determined by staff during 

screening and consent procedures, 2) reported active suicidal ideation that required 

intervention by staff, or 3) displayed symptoms of active psychosis. In Pennsylvania, 

adolescents who are aged 14 or older can consent to sexual health services, including 
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HIV/STI testing and treatment, as well as mental health treatment without parental consent. 

Thus, all participants provided written informed consent for participation and parental 

consent/permission was not required (Brawner & Sutton, 2018).

Procedure

Potential participants were recruited through fliers posted in high-traffic areas frequented by 

the target sample, street recruitment in public spaces, and community mental health 

providers and referrals. After an initial screening in person or by telephone, all eligible 

adolescent participants met with a member of the research staff for informed consent 

procedures, a sociodemographic survey, and a structured clinical interview to ascertain 

mental health diagnoses. The entire process took approximately 2 hours. All interviews were 

conducted by research staff trained by a doctoral-prepared mental health nurse and a 

doctoral nursing student with experience in psychodiagnostic assessment.

Measures

Participants underwent an interviewer-administered computer-assisted personal interview. 

The survey asked questions about age, gender, living condition, household make up, 

socioeconomic status and mental health treatment history. The MINI International 

Neuropsychiatric Inventory (MINI; Van Vliet & De Beurs, 2007) was used for the structured 

clinical interview. The MINI is a structured diagnostic instrument that assesses psychiatric 

mental health disorders based on the Diagnostic Statistical Manual of Mental Disorders 

(DSM-IV TR) criteria (American Psychiatric Association [APA], 2004); at the time of the 

study (2014) the DSM-IV and not DSM-5 criteria were used.

Diagnoses were taken from results of the MINI. Table 2 presents the full list of diagnoses 

used in the analysis. Alcohol abuse, alcohol dependence, substance abuse, and substance 

dependence were grouped into a substance use disorders variable for analyses. Besides 

diagnostic categories, additional variables were taken from the MINI. Suicidality was 

assessed dichotomously with a “yes” answer to the question “Have you had thoughts of 

suicide or ending your life in the past 6 months?” Depressive symptoms were measured 

dichotomously with a “yes” answer to one of the following questions “In the past two 

weeks, have you felt down, depressed or hopeless?” or “In the past two weeks, have you felt 

little interest or pleasure in doing things you usually enjoy?” Trauma exposure history was a 

“Yes” response to “Have you ever experienced or witnessed or had to deal with an extremely 

traumatic event that included actual or threatened death or serious injury to you or someone 

else?” Alcohol use was determined dichotomously with a “yes” answer to “In the past 12 

months, have you had a 3 or more alcoholic drinks, within a 3 hour period, on 3 or more 

occasions?” and substance use to “In the past 12 months, have you used any medications not 

prescribed by your doctor or ‘street drugs’ to get high, to feel elated, to get “a buzz” or to 

change your mood?”

Data Analysis

The analyses were conducted in STATA 15.0. Descriptive statistics were used to describe the 

demographics of the sample. Between group chi-square analyses were conducted to 

determine if there were any significant demographic or clinical differences between the 
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mental health treatment group and out of treatment group. Regression analyses used the 

results of the descriptive and comparative analyses. Selected variables with a p < .20 were 

chosen to determine which demographic and psychological factors were associated with 

being in mental health treatment (Bursac et al., 2008). Traditional levels such as 0.05 can fail 

in identifying variables known to be important (Bursac et al., 2008). Variables were retained 

based on meaningful contribution and statistical significance to the final analytical model 

(Aneshenseel, 2012). Cases with missing data were excluded from the analyses. Of the 180 

participants in the parent study, 14% were excluded for missing data, for a final sample of 

154 for the current analyses.

Results

Demographics

Table 1 highlights the sample demographics. The majority of participants were male (62%) 

and self-identified as only Black (89.61%). Participants average age was 15.84 years (SD = 

0.87) with most (97%) currently enrolled in high school. Forty percent of youth reported that 

someone in their family had ever received mental health treatment. There were no 

statistically significant differences between the two groups on any selected demographic 

variables with the exception of age (χ2=10.47, p = .02). Those in the MHT group 

(Mage=16.06, SD = 0.76) were slightly older, when compared to those in the OT group 

(Mage=15.664, SD = 0.92).

Psychiatric Diagnoses

Table 2 shows the breakdown of mental health diagnoses for the entire sample and by group. 

Across groups, nearly one-third of participants (32%) met diagnostic criteria for any mental 

health disorder. Substance use disorders were the most commonly diagnosed mental health 

disorder (15%). Between groups, more youth in the MHT group met criteria for a mental 

health disorder than youth in the OT group (χ2 = 5.21, p = 0.02). However, 24% of 

participants in the OT group met diagnostic criteria for mental health disorders, primarily 

but not exclusively in the anxiety disorders classification of the DSM-IV. Only panic 

disorder was found to be significantly more common in the OT group (χ2 = 3.97, p = 0.04), 

while agoraphobia (χ2 = 4.67, p = 0.03) was the only diagnosis that was significantly more 

common in the MHT group. For all other diagnoses, there were no statistically significant 

differences between the two groups.

Symptoms and Risk Factors

In addition to diagnosable mental health disorders, other variables relevant to adolescent 

mental health were collected in the MINI and analyzed. Table 3 examines mental health 

symptoms such as depressive symptoms in the last two-weeks, as well as substance use and 

suicidality as related to but distinct factors in adolescent mental health. Trauma exposure 

history was also included in analyses. Almost 41% (n = 63) of participants reported 

experiencing or witnessing at least one traumatic event in their lifetime, 44% reported recent 

use of illegal drugs (all but one of these was use of marijuana) and 13% reported recent 

alcohol use (3 or more alcoholic drinks, within a 3 hour period, on 3 or more occasions in 

the past 12 months). Additionally, 10% of the sample reported recent suicidality and 12% 

Opara et al. Page 5

Soc Work Ment Health. Author manuscript; available in PMC 2022 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



depressive symptoms in the past two weeks. Those in the MHT group were more likely to 

report a history of trauma exposure (χ2 = 12.00, p = 0.001). All other mental health related 

variables showed no significant differences between the MHT and OT groups.

In the multivariate logistic regression analysis, age and a diagnosis of a mental health 

disorder were chosen because of their significance to identifying as either in the MHT group 

or OT group, as noted in Table 1. Recent history of substance use, trauma exposure history, 

and recent suicidality were chosen because these variables are clinically significant and 

would require mental health treatment for adolescents. Post-traumatic stress disorder was 

initially included due to p = .21 and retained based on statistically significant contribution to 

the overall model. Age (OR = 1.70, z = 2.53, p < .05), trauma exposure history (OR = 2.88, 

z = 2.98, p < .01), and diagnosis of a mental health disorder (OR = 2.45, z = 1.84, p < .05) 

were found to be significantly related to being in mental health treatment. One way to 

interpret clinically meaningful findings is that for every one-unit increase in trauma exposure 

history and diagnosis of a mental health disorder, there was a 188%and 145%, respectively, 

greater odds of being in mental health treatment. The model accounted for 12% of the 

variability in treatment disposition.

Discussion

This study aimed to examine mental health diagnoses, symptoms, and risk factors between 

Black adolescents who were currently receiving mental health treatment and those out of 

treatment. The findings advance the literature on mental health in this demographic by 

highlighting the stark need for mental health treatment engagement. More than half of the 

sample (53%) were not receiving mental health treatment, yet nearly one in three 

participants met criteria for a mental health disorder. It is important to note that Philadelphia, 

where the study was conducted, has a rich behavioral health treatment landscape, where 

adolescents aged 14 and older can access mental health and substance abuse treatment 

independent of their parents and guardians. Therefore, if Black adolescents have unmet 

needs in this environment, it calls into question accessibility issues within Philadelphia and 

points to further mental health disparities in other areas (e.g., rural settings) that do not have 

such resources at all.

Study results indicate that there are important differences and similarities among Black 

adolescents who are receiving MHT and those in the OT group. As expected, there were 

significantly more diagnosable mental health disorders (e.g. substance use disorders, Post-

Traumatic Stress Disorder) in the MHT group than the adolescents in the OT group. In 

addition, participants in the MHT group also had high rates of suicide ideation. Among the 

OT group participants, there were also high rates of suicide ideation and high rates of 

substance use disorder and depressive symptoms. Participants in the OT group also seemed 

to have higher rates of symptoms associated with panic disorder than participants in the 

MHT group. More participants in the MHT group also reported having a family member 

who ever received mental health treatment. While the exact reason for this is unknown, the 

finding could speak to the genetic and contextual basis of different mental health disorders 

and shared chronic experiences within and across generations of families (Brave Heart, 

2011; Donovan et al., 2013). This concept, which has been coined as, generational or 
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historical trauma, can contribute to mental health symptoms or even lack of modeling/

support within families to seek mental health care due to mistrust or lack of culturally-

appropriate resources and treatment options (Hanna, Boyce, & Yang, 2017).

About 41% of participants in the study reported a history of trauma. This finding could be 

due to the environmental context where participants were recruited from in Philadelphia. 

Within urban communities, adolescents may be exposed to more social and structural 

injustices such as increased access to substances, high rates of crime and violence, and 

increased rates of external stressors (e.g., racism)—all of which contribute to an increase in 

depressive symptoms and substance use disorder due to exposure to traumatic events 

(Lindsay et al., 2013; Opara et al., 2020a). While many individuals will experience trauma at 

some point in their lifetime, it can be implied from the study that even when adolescents are 

currently in treatment, repeated exposure to trauma could lead them to continue to struggle 

with mental health issues. Higher levels of trauma exposure may have more lasting 

psychological impact on adolescents (Dunn et al., 2017).

Adolescents that were currently receiving mental health treatment were more likely to report 

a history of being exposed to trauma. It is possible that adolescents in this group were 

experiencing more severe psychological symptoms due to trauma exposure that more readily 

prompted parents and/or adolescents to seek mental health services. These 

conceptualizations coincide with the study findings that all adolescent participants that were 

diagnosed of agoraphobia (characterized by extreme distress when outside home or other 

safe spaces) were in the MHT group as this distress is likely to be readily noticed by parents/

guardians and may be related to trauma exposure (Zlotnick et al., 2008). Adolescents who 

experience mental health symptoms that are more likely to be internalized such as depressive 

symptoms, or hidden, like substance abuse, may fly under the radar is not identified for 

treatment engagement (Bailey et al., 2019; Oser et al., 2016).

In addition, among the OT group, due to their mental health issues such as depression, 

anxiety and suicidal ideation being undiagnosed, adolescents in the sample may be using 

substances as a coping mechanism to unknowingly treat their symptoms (Clark, 2014; 

Merikangas et al., 2010). It is also important to note that while 13% may appear to be low 

for alcohol use, it was operationalized in the MINI as 3 or more alcoholic drinks, within a 3-

hour period, on 3 or more occasions in the past 12 months. The fact that more than one in 

ten participants endorsed this level of heavy drinking is alarming, particularly given that the 

sample is underage and coping with various mental health challenges.

While it would be expected to find elevated rates of mental health diagnoses for adolescents 

who are actively receiving mental health treatment, there was also a high rates of mental 

health symptoms such as depression and substance use disorder in the OT group. Unlike 

national samples that may not capture both those in treatment and those not in treatment, this 

study included samples of adolescents in both populations. It is evident from the findings 

that there were some shortfalls in the area of healthcare screening, access and/or utilization 

for the adolescents in the OT group. Because untreated mental health problems in 

adolescence can have serious repercussions for a youth’s life trajectory, these findings are 

important for promoting the health equity of Black adolescents.
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Unfortunately, consistent with the recent trends in suicidal ideation and rates among Black 

children and adolescents, our study reports high rates of suicidal ideations among youth in 

both treatment and community sample. Exposure to trauma, racial discrimination, and lack 

of access to culturally competent mental health treatment providers are all possible 

contributors to this complex phenomenon among Black adolescents (Opara et al., 2020c).

Though the number of mental health diagnoses differed between the two groups, the 

differences in depressive symptoms, suicidality and substance use were not significant 

between the MHT and OT groups. However, it is important to note that even at subclinical 

thresholds (i.e., when symptoms do not reach diagnostic levels or warrant mental health 

treatment), depressive symptoms, suicidality and substance abuse are key risk factors for 

poor short term (Breslau et al., 2008; Riglin et al., 2014) and long term (van Dijke et al., 

2015) outcomes for adolescents. In particular, suicidality and substance use, when found 

together, increase the risk of suicide attempts (Pompili et al., 2012; Scheidell et al., 2018) 

and should be addressed promptly with evidence-based practices.

Implications

For clinical practice, it is vital that practitioners who work with Black adolescents screen for 

and are able to address any mental health problems or concerns. As recent suicidality, 

substance use, and depression were particularly high in both the MHT and OT groups, those 

who work with Black adolescents in any settings (e.g., sports leagues, schools, primary care 

offices) should be trained and comfortable addressing these concerns, while also being 

aware of other issues related to mental health, such as trauma exposure history. Primary care 

providers can be trained to provide assessment and intervention for adolescents with mental 

health disorders like depression (Zuckerbrot et al., 2018) and provide effective and 

efficacious treatments (Richardson et al., 2014). Similar programs could be adapted for use 

by school-nurses (Cheung et al., 2018); additional research is needed to examine these 

imbedded resources for the mental health of adolescents, especially for underserved 

populations like Black adolescents. It is also critical that screening and diagnostic 

instruments be assessed for cultural relevance. With the numbers of Black adolescents who 

have sub-clinical symptom presentations, it is possible that current assessment tools do not 

adequately capture the language and manifestation of their mental health symptoms/

experiences (e.g. depression manifesting as anger and not sadness; Jones et al., 2020).

Besides clinical practice changes, this study also has implications at the system and policy 

level. Supportive mental health services should be created that are available in a variety of 

settings, including outside the traditional mental health settings. For example, schools and 

recreation centers are a vital part of the lives of adolescents and by creating programs that 

are adapted to these settings, the needs of this and other vulnerable populations may be more 

adequately addressed. While multi-systemic and school-based therapies for adolescents have 

been shown to be both effective and implementable (Fisher et al., 2018; Mason-Jones et al., 

2012) much of our mental health services rely on traditional, office-based outpatient 

treatment. Furthermore, in order to reduce barriers to seeking and accessing mental health 

treatment such as mental health stigma, culturally relevant and culturally-informed mental 

health treatments should be available to Black adolescents in these settings that acknowledge 
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the multifaceted types of stressors that they could be facing. When additional or expanded 

mental health systems are available, Black adolescents and their families should be made 

fully aware of mental health treatment resources through a variety of avenues such as school 

notices and public advertising. Given the association between adolescent mental health 

disorders, risk behaviors and outcomes that last into adulthood, prompt intervention and 

additional inquiry are warranted to determine the extent of problems and how mental health 

practice and policy can better reach the need of Black adolescents. Those working with 

Black adolescents must also be mindful not to pathologize their lived experience and 

presume that they are weak, helpless or inherently flawed in other ways. Historical injustices 

(e.g., structural racism) have made it such that some Black adolescents are hindered from 

achieving their full health potential at no fault of their own. People who engage this 

demographic to promote mental wellness can do so in ways where they are treated as equal 

partners in the care paradigm, consulted for their expertise about their daily lives and viewed 

with dignity and respect.

The World Health Organization (WHO) defines mental health as, “a state of wellness in 

which every individual realizes his or her own potential, can cope with the normal stresses of 

life, can work productively and fruitfully, and is able to make a contribution to society” 

(World Health Organization [WHO] n.d.). The promotion of mental wellness may be 

beneficial for Black adolescents. Mental wellness includes understanding what it means to 

flourish within environments that may contribute to traumatic experiences and working with 

adolescents to overcome adverse experiences (Brown, King, & Wissow, 2017; Preskitt et al., 

2015). As psychological and mental health research often focuses on identifying risk factors 

and problem trajectories, more effort is needed to support the development of positive 

psychosocial programming and interventions that address mental wellness specifically for 

adolescents who do not qualify for a mental illness diagnosis, yet experience challenges with 

their mental health.

Limitations

Though this study contributes significantly to the literature on mental health among Black 

adolescents, there are limitations that should be acknowledged. First, the aims of this 

secondary analysis were different from the intent of the larger study. Resultantly, it is 

possible that the sample, who consented to a sexual health research study and not a mental 

health study, may have experienced different psychological risks and disorders than those 

who would not consent to such a study. Second, some have argued that psychiatric structured 

clinical interviews and screening assessments are not always normed to various cultural 

contexts, especially minority cultures, which can lead to under or over reporting of 

diagnoses (Brawner & Waite, 2009). Thus, the conditions participants met or did not meet 

criteria for may not accurately reflect their actual mental health. Third, the study did not 

specifically address the role of environmental poverty and its effect on the mental health of 

the participants. While there is documented literature that accounts for exposure to 

environmental stressors such as neighborhood violence, high rates of poverty, and 

community trauma (Opara et al., 2020a), we did not take into account the role of 

environment on the sample. We encourage future researchers to utilize geographic spatial 

analysis techniques to contextualize the findings in relation to the environment. Lastly, the 
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small sample size may limit generalizability. However, the study findings do advance the 

science on mental health among Black adolescents in both treatment and out of treatment 

groups, as well as advocate for additional screening, prevention and treatment options to 

improve mental health and wellbeing for Black youth.

Conclusion

There was a significant mental health burden for Black adolescents in the sample, both those 

receiving treatment and those without treatment. Our findings indicate that our current 

mental health treatment net may not be broad enough to reach all youth in need of services, 

and that we need more strategic ways to: 1) engage vulnerable adolescents and their families 

in existing care models, 2) expand the capacity of providers to recognize, screen, and refer 

or treat adolescent mental health disorders and 3) transform the care system/paradigm to 

provide mental health support outside of traditional mental health centers. Creative 

partnerships between behavioral health providers and recreation centers, schools and 

community-based organizations must be built and maintained to adequately address 

adolescents’ needs.
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