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Objective: The Peer-to-Peer Depression Awareness Program
(P2P) is a school-based program that aims to decrease mental
illness and promote well-being among students by empow-
ering high school students as both learners and educators.
Specific goals include improving the school climate around
mental health, directing students to resources, and encourag-
ing help-seeking behavior.

Methods: In the 2015-2016 academic year, 121 students across
10 high schools organized into teams and were trained to
develop and implement peer-to-peer depression aware-
ness campaigns. Outcomes were assessed via pre- and post-
test questionnaires.

Clinical depression and related mood disorders are strongly
associated with significant disruption in work, education,
relationships, and social roles (1). According to the World
Health Organization, depression is the leading cause of
disability worldwide, affecting an estimated 350 million
people (2). Depression onset increases dramatically during
the middle and high school years, with nationally repre-
sentative past-year prevalence rates for adolescents esti-
mated at 7.5% (3). Among adolescents, depression adversely
affects developmental trajectories and is strongly associated
with functional impairment, recurrent depression later in
adulthood, and comorbid mental disorders. Depression at
this age is also linked with alcohol involvement (4), smoking
(5), drug use (6), problems with peers and parents, and
poorer academic performance (7), all of which are risk var-
iables for suicidal ideation, suicide attempts, and death by
suicide (8,9).

Mental health professionals have targeted adolescent
depression through school initiatives, given that youths
spend more time in school than in any other formal in-
stitutional structure and because school plays a key role in
adolescent development (10,11). One such initiative is the
Peer-to-Peer Depression Awareness Program (P2P), which
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Results: A total of 878 students completed questionnaires.
Outcomes demonstrated improved knowledge and attitudes
toward depression, increased confidence in identifying and
referring peers with depression, improved help-seeking in-
tentions, and reduced stigma.

Conclusions: The P2P program increased depression literacy
through the use of youth-designed and youth-implemented
depression awareness and outreach activities, which may
ultimately result in earlier detection of depression and in
fewer depression sequelae.
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was developed by the University of Michigan Depression
Center (UMDC) and the Ann Arbor Public Schools (AAPS).
The P2P program, which is built on a universal, school-based
depression awareness approach, educates students about
depression and related illnesses and supports them in find-
ing creative ways to convey this knowledge to their peers in
order to improve the school climate around mental health,
direct students to mental health resources, and encourage
help-seeking behavior. To reach incoming students each
year and have an ongoing impact in the school and broader
community, the program is designed to maintain a continu-
ous presence in school systems.

In this report, we describe the P2P program and provide
outcome data from the 10 high schools that were involved
during the 2015-2016 academic year, the most recent year
for which data are available.

METHODS

To recruit P2P team members, volunteer adult mentors within
each school consulted with school staff (principals, coun-
selors, and teachers) to identify student “champions” from all
grade levels. P2P members from schools with established
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TABLE 1. Results of the P2P Depression Awareness Questionnaire at baseline and postintervention among P2P team members and

non-P2P students®

Item

P2P team members (N=49)

Non-P2P students (N=829)

Baseline

Posttest

N

%

N

%

Baseline

Posttest

N

%

N

%

How confident are you in your ability to
identify someone who is showing the
common signs of depression? (M£SD
score)P

How confident are you in your ability to
help a friend access mental health
support services in your school or in
the community? (M=SD score)®

If your friend tells you that he/she is
thinking about suicide and asks you to
keep it a secret because no one
else knows, what do you do? (Tell
someone)

If you had symptoms of depression that
lasted for more than two weeks,
would you ask for help? (Yes)

If you were seen going into the office of
your school social worker or school
psychologist, how would you feel?
(M+SD score)©

Indicate, to the best of your knowledge,

whether each statement is true or false
Depression runs in some families

(True)
Depression can be controlled
through willpower (False)
Depression is a treatable health
condition (True)
The abuse of alcohol and drugs can
be a sign of depression (True)
Depression is a sign of personal
weakness (False)

Which of the items below could be
symptoms of depression if they
continue for more than two weeks?
Check all that apply
Difficulty concentrating or making
decisions
Feeling angry
Changes in sleep patterns
Frequent unexplained aches and
pains
Feeling tired or less energetic
Eating more than usual
Feeling irritable or restless
N of items checked (M£SD)

Imagine that you recently heard about a
new student at your school who has
depression. To what extent do you
agree or disagree with the following
statements? (M=SD score)?
The new student is more dangerous
than other students
The student is to blame for his or her
condition
| would have sympathy for the new
student
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5.55*112

5.82+1.24

45

43

2.20+1.38

42

39

46

45

45

43
41
48
23
46
39

42
5.84+134

1.43+.65

122+51

3.94x.94

94

92

86

80

94

92

92

88

84
98
47

94
80
86

5.94+1.01

6.20+1.06

45

43

1.86+1.32

42

38

47

48

45

46
41
48
34
48
43

45
6.31+x1.10

1.47+.79

1.20+.54

4.04=.10

94

90

86

78

96

98

92

94

84
98
69

98
88
92

.036

.023

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns
ns

.003

ns
ns
ns

.007

ns

ns

ns

4.31+1.40

4.37+1.54

752

555

310171

674

564

727

772

666

642
652
723
357
770
572

727
5.36+1.48

2.02+.95

1.59+.84

3.89x£.90

92

68

82

68

88

94

80

78

79
87
43

93
69
88

498+1.43

5.04*1.55

760

637

2.84+1.66

715

609

741

783

686

713
702
786
519
795
687

761
5.99+1.30

1.81+.92

1.52+.82

3.84+.93

93

78

87

74

90

95

83

86

85
95
63

96
83
92

<.001

<.001

ns

<.001

<.001

.001

.001

ns

ns

ns

<.001
<.001
<.001
<.001

.003
<.001

.002
<.001

<.001

.022

ns
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P2P team members (N=49)

Non-P2P students (N=829)

Baseline Posttest Baseline Posttest
Item N % N % p N % N % p
The new student makes me feel 1.39+.64 1.43+.94 ns 1.69+.83 1.63+.81 .041
scared
The new student makes me 1.51+.68 1.35+.78 ns 1.91+.95 1.75+.89 <.001
uncomfortable
| would help the new student even if  4.29+.80 4.35+.81 ns 3.66+1.02 3.71+.98 ns
I did not know him or her well
| would try to stay away from the new  1.41+.62 1.33+£.63 ns 191+91 1.80+.88 <.001
student
The new student would be made fun  2.10£1.08 2.08+.90 ns 2.46+1.06 2.46+1.07 ns
of at my school
The new student would be ignored at  2.19+.99 2.13+.92 ns 2.69+1.05 2.54+1.06 <.001
my school
| think other students in my school 3.33+1.02 3.65+.98 .042  3.34+.99 3.40+1.01 ns
would try to help the new student
How comfortable are you talking about ~ 4.49+171 4.75x1.74 <.001 4.42+170 4.69+173 <.001
mental health issues with other
students at your school? (M+SD
score)®
If you were having a personal or
emotional problem, how likely is it that
you would seek help from the following
people? (M=SD score)’
Friend 312+.93 3.33+.83 ns 3.13+.86 3.15+.88 ns
Parent or guardian 2.82+1.17 3.14+.96 .014 3.06*x1.01 3.08+.98 ns
School counselor 3.04*.96 2.94+1.03 ns 2.40x1.43 2.47+1.00 ns
Teacher 2.29+1.04 2.51+1.00 .010 2.03x.92 214+ 97 <.001
Mental health professional 3.35£.93 3.24+.97 ns 2.93+1.02 3.02+.10 <.004
Doctor 3.06+1.01 2.94+1.01 ns 2.86+.10 2.95+.99 <.004
Web site 212+1.11 2.20+1.10 ns 2.09+1.06 2.23+1.10 <.001
Clergy 141+71 1.55+.89 ns 176+.94 1.85+1.01 .001
Helpline 153+.84 173+.91 ns 1.63+.84 1.86+.97 <.001
Other relative 2.29+1.04 243+ .96 ns 2.72+1.08 2.75+1.04 ns
Boyfriend or girlfriend 2.43+1.14 2.53+1.00 ns 2.68+1.06 2.73+1.05 ns
Coach 1.90+.97 2.21+1.03 .017 2.09+1.07 2.20+1.08 <.001

@ P2P team members are students who participated directly in the creation and implementation of the Peer-to-Peer Depression Awareness Program (P2P)
projects at their schools. Non-P2P students were exposed to awareness materials at their schools but did not create the P2P projects.

® Scores range from 1 to 7, with higher scores indicating greater confidence.

€ Scores range from 1 to 7, with higher scores indicating greater embarrassment.

9 Scores range from 1 to 5, with higher scores indicating greater agreement.

€ Scores range from 1 to 7, with higher scores indicating greater comfort.
f Scores range from 1 to 4, with higher scores indicating greater likelihood.

programs aided with recruitment. Moreover, at some schools,
team members were recruited in peer mentorship classes
and students who independently expressed interest in being
on a P2P team were asked to complete a formal application.
The P2P team members did not provide mental health
counseling of any kind for their peers or give mental health
advice. Rather, they were “peer advocates” who helped create
a supportive environment in their schools and could connect
their peers with appropriate information and treatment re-
sources. Teachers at each high school were asked to assist
with recruitment of the non-P2P student sample, which
was comprised of students from the general student pop-
ulation. Schools were advised to offer mental health training
to staff before program implementation to prepare them to
provide ongoing social and emotional support for students.
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The UMDC worked with each school to find suitable training
if needed.

P2P team members first attended a six-hour, one-day
kickoff conference that covered evidence-based informa-
tion about mental health, coping skills, and peer support
resources, as well as information about social marketing
strategies and active listening skills. Attendees were pro-
vided a menu of options for potential campaign formats and
were given specific messages to incorporate. After the initial
training, each P2P team developed a schoolwide public
awareness campaign. The P2P teams submitted project pro-
posals to their mentors and the UMDC staff to ensure that
each campaign included accurate, safe, and effective mes-
saging. Projects were implemented from January to May of
the following year. All activities, such as video scripts, posters,
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and lesson plans, were reviewed by UMDC staff prior to
implementation. In May, all student teams attended the end-
of-year celebration conference and delivered presentations
detailing their campaigns and lessons learned to other partici-
pating schools. Teams also submitted a final implementation
report.

Under the guidance of the University of Michigan In-
stitute for Social Research, the P2P Depression Awareness
Questionnaire was adapted from a previous version. The
questionnaire was organized into seven major domains: de-
mographic characteristics (four items), helping others with
a mental illness (three items), helping yourself (two items),
depression knowledge (12 items), depression help seeking
(12 items), school environment and stigma (11 items), and
P2P program visibility (five items).

Two samples of students were selected from each high
school. The first sample was comprised of students who par-
ticipated directly in the creation and implementation of the
P2P projects (referred to as “P2P team members”). The sec-
ond sample was comprised of students who did not create the
P2P projects but who were exposed to awareness materials
(referred to as “non-P2P students”). The P2P mentor was
responsible for setting up dates for P2P members to complete
the questionnaire and for communicating with classroom
teachers about the best times for non-P2P students to com-
plete the questionnaire.

Prior to the training conference, all P2P team mem-
bers completed a baseline questionnaire. Before campaign
implementation, samples of non-P2P students from each
school completed the same questionnaire. Participants were
assigned a confidential ID number, and the questionnaire
instructions clearly explained the anonymous nature of the
study as well as the voluntary nature of participation. In
May, within one week of the end-of-year celebration con-
ference, all P2P student team members and non-P2P stu-
dents were asked to complete the posttest questionnaire.
The five items related to P2P program visibility appeared
only on the posttest questionnaire. [Details about the P2P
program, including a sample project timeline, and a more
detailed description of study methods and limitations and
the psychometric properties of the survey are available in an
online supplement to this article.]

All analyses were conducted with the SPSS statistical
software package, version 22.0 (12). Descriptive analyses
focused on estimating the overall effects of the P2P program
by assessing changes from baseline to posttest among P2P
team members and non-P2P students. Results are based on
baseline and posttest pairwise comparisons. Baseline and
posttest means, standard deviations, and percentages are
reported. The alpha level was set at .05.

RESULTS

In the 2015-2016 academic year, there were 121 P2P team
members across 10 schools. Teams ranged from a minimum of
five students to a maximum of 30 students. Overall, 878 students
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completed questionnaires, including 49 team members and
a convenience sample of 829 non-P2P students from the
10 participating high schools.

Each school created an awareness campaign consisting of
three to 10 components. The average number of activities
implemented among 10 schools was 5.2. The majority of
campaigns used a combination of content and promotional
activities to share in-depth information and maximize reach.
The most frequent activities included school assemblies,
displaying material around the school (such as posters and
flyers), and promotional giveaways (such as wristbands and
stress balls). One school, for instance, made “stress buster”
relaxation bags for each homeroom classroom. Another school
had a “referral box,” in which students could deposit a form
for describing concerns about a classmate.

Table 1 displays complete pre- and posttest results for
P2P team members and non-P2P students from participating
schools. Pretest scores of participants who did not complete
the posttest were dropped. At posttest, P2P team members
showed statistically significant improvements in confidence
in identifying and helping others with depression and in
comfort speaking with their peers about mental health is-
sues. They also were significantly more likely to believe
other students would try to help a new student with de-
pression. Moreover, at posttest, non-P2P students showed a
statistically significant increase in the likelihood that they
would ask for help if they had symptoms of depression for
more than two weeks. They also showed a significant de-
crease in perceived embarrassment about being seen going
into the school social worker’s or psychologist’s office and
were more likely to consider seeking help from seven out of
12 sources. For the item related to school environment and
stigma, six of 10 subitems showed statistically significant
improvement. Non-P2P students were also significantly more
comfortable discussing mental health issues with their peers
after the intervention.

A sample of postcampaign scores were compared from
non-P2P students according to responses to items about
program visibility. All non-P2P students were potentially
exposed to the general publicity campaign, with 71% of re-
spondents stating that they were aware of the P2P group and
activities and 33% of respondents proceeding to attend ad-
ditional specialized programs. Postcampaign scores seem
to show a dose-response relationship between greater involve-
ment in P2P and improved scores [see online supplement].

DISCUSSION

The P2P program is designed to create a school climate in
which students feel comfortable talking about mental ill-
nesses and understand that it is okay to ask for help if they
need it. Following the intervention, students in participating
schools were more knowledgeable about depression, more
confident in their ability to identify and refer peers who
may be struggling with depression, more willing to seek help
for themselves if needed, and reported lower mental illness
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stigma in their school environment. The peer leaders served
as positive role models and helped shape social norms and
attitudes regarding mental disorders. Qualitative remarks
also supported the program’s popularity and effectiveness.
Given the early age of onset of depression (8) and the critical
importance of early detection and prevention of depressive
disorders (13), these findings are noteworthy.

Initiatives such as the P2P program that truly capitalize
on youth voices and actively engage youth in program de-
sign or implementation are rare. [Some notable examples are
described in the online supplement]. According to Karcher
et al. (14), youth interventions should be voluntary and
structured in order to increase intrinsic motivation and
promote prosocial engagement with peers. A unique feature
of our intervention is the structured yet adaptable nature of
the program. Despite the use of external guidance from staff
and specified student parameters, the P2P activities and
delivery format were driven by the choices of the students.

Moreover, data suggest that the reach of the program was
broad and that the program provided high school youths
with meaningful opportunities for involvement. All five high
schools in AAPS have participated in the P2P program since
its inception, with an additional six high schools from neigh-
boring districts also participating in the program and more
schools joining each year. In addition, a number of positive
changes in outcomes were fostered among the students who
attended P2P program events and even among those who
merely noticed mental health initiatives at school.

Moving forward, the P2P program has plans for expan-
sion. UMDC staff has developed a manual for new mentors
containing P2P program guidelines and will be creating web-
based didactic resources in order to expand the program’s
reach to additional geographic locations and stages of education.

CONCLUSIONS

Tapping into youth voices is a huge part of the success of the
P2P program. The intervention increases depression literacy
through the use of youth-designed and youth-implemented
depression awareness and outreach activities, which may
result in earlier detection of depression and in fewer de-
pression sequelae. Positive outcomes were observed among
both P2P student team members as well as non-P2P students
who were exposed to the campaigns’ messages, demonstrat-
ing the program’s value as a universal prevention program.
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