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Introduction: A workshop for adolescents was derived from an interdisciplinary model of hope. The workshop was created for delivery by professionals or lay helpers and is structured around the needs for attachment, survival, mastery, and spirituality.

Methods: Adolescents, 13 to 17 years of age, received a five-week group intervention led by pairs of advanced psychology students. Hope, depression, anxiety, coping, and self-acceptance were assessed before and after the intervention. A delayed waitlist control group, matched for age, received identical outcome measures, also five-weeks apart. Group membership was randomly assigned.

Results: More than three-quarters of the participants found the more left-brain writing exercises helpful, and nearly 85% rated the more right-brain reflections and meditative exercises favorably. Significant increases in hope as well as greater utilization of social coping methods and self-acceptance were found for the treatment group but not controls. Group participants (but not controls) also reported a significant reduction in depression. Anxiety levels were not impacted. Secondary analysis suggested that participant engagement and socioeconomic status may play a role in moderating the efficacy of this intervention.

Discussion: This relatively low-cost intervention offers new hope for counteracting the global increase in youth despair. The effect sizes obtained in this study compare favorably with outcome data for cognitive-behavioral treatments and a few available agency-centered hope interventions. There is a potential for broad impact via the implementation of an accessible training program as well as online deliveries in either synchronous or asynchronous modes.
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Introduction

Adolescence is a critical juncture in the lifecycle, a time of accelerated physical, emotional, and social development. These changes can be stressful, leading to upheavals in perceived control, relationships, and self-regulation, as well as questions about identity and purpose (Holder and Blaustein, 2014; Petito and Cummins, 2000; McAdams and McLean, 2013). For these reasons, adolescence is also a time when significant mental health problems may emerge.


Adolescent depression and suicide

While full-blown depressive states are uncommon in pre-pubescent children, rates of this disorder rise sharply in the teen years. In adolescence, the rate of depression is three to five times higher as compared to the childhood years (NIMH, 2014b) and nearly doubles between the ages of 12 and 13 (NIMH, 2014a). In 2015, more than three million teens between 12 and 17 reported at least one episode of major depression. In the same year, suicide was the third leading cause of death for individuals 10 to 14 years of age (NIH, 2015).



Common factors in depression and suicide

At the psychological level, depression and suicide have been associated with disturbances in four domains of functioning: perceived control, attachment, self-regulation, and existential-spiritual concerns.


Perceived control and mastery

Depression can follow from experiences of helplessness and lack of control (Abramson et al., 1978). Weisz et al. (2001) compared factors related to depressive symptoms in children and teens and found that lack of perceived competence was the strongest predictor of depression in the older group. Quiroga et al. (2013) reported that self-perceptions of academic competence mediated the relationship between depressive symptoms in the 7th grade and eventual school dropout. Li et al. (2016) studied more than 1,500 Chinese adolescents. Suicidal ideation and attempts were correlated with over-control by parents. Auerbach et al. (2015) compared depressed adolescent suicide ideators and attempters. Attempters were more likely to demonstrate disrupted goal behavior, opting out of higher value but more effortful tasks in the face of uncertainty.



Attachment

Data from a National Institute of Child Health and Human Development (NICHD) study demonstrated that an increase in loneliness reported in middle childhood is predictive of depression in adolescence (Jones et al., 2011). Kouros and Garber (2014) reviewed evidence that inconsistent or harsh discipline, parental over-control, higher levels of family conflict, and lower levels of family cohesion may foster higher levels of adolescent depressive symptoms. Horton et al. (2016) identified feelings of thwarted belonging and perceived burdensomeness in a clinical sample of adolescents with suicidal ideation. Venta et al. (2017) found that low maternal trust moderated the relationship between depressive symptoms and suicide attempts.



Self-regulation

Compas et al. (2004) linked temperamental factors, including autonomic reactivity, to the generation of adolescent depression. In middle adolescents, an inability to handle negative emotions and to express positive emotions was predictive of depression concurrently and longitudinally (Caprara et al., 2010). Cairns et al. (2014) reviewed 113 studies on adolescent depression and discovered several self-regulatory risk factors, including negative coping strategies, poor diet, and decreased sleep. A review of completed adolescent suicides by Hoberman (1989) revealed deficits in affect and impulse management as well as poor problem-solving skills.



Spiritual and existential beliefs

Spiritual beliefs, religious involvement, or perceived support from a religious or spiritual community, may have a buffering effect on mental health, and may result in fewer symptoms of depression (e.g., Kim and Esquivel, 2011; Barton et al., 2013). Dew et al. (2010) controlled for initial depression, perceived social support and substance use in 145 adolescents, 12–18 years of age, and found that loss of faith remained an important predictor of depressive symptoms after 6 months. Reynolds et al. (2014) studied teens with diabetes or cystic fibrosis. In both groups, positive spiritual coping predicted fewer symptoms of depression over time. Among a sample of more than 1,000 Malaysian adolescents, those high in hopelessness and depression who reported being more spiritual, exhibited less suicidal behavior than those low in spirituality (Talib and Abdollahi, 2017). In Jewish adolescents, higher levels of religiosity are associated with fewer self-injurious thoughts and behaviors (Amit et al., 2014).




Beyond CBT: improving interventions for diseases of despair in youth

For more than a half-century, investigators have pointed to hopelessness as a critical factor in the development of depression and the emergence of suicidal tendencies (Abramson et al., 1990; Franklin et al., 2017; Kazdin et al., 1986; Menninger, 1959). Hawton et al. (2013) reviewed 28 publications dealing with suicide and found that hopelessness doubled the odds of a self-induced death. Some progress is acknowledged in treating adult hopelessness using CBT-oriented programs (cognitive-behavioral therapy). For example, Gallagher et al. (2020) reported a moderate effect size of 0.65 from baseline to post-treatment for changes in hope, defined in terms of Snyder et al.’s (1991) “wills and ways” goal-expectancy model. Jiang et al. (2018) reviewed a Making Hope Happen (MHH) intervention as well as a “Building Hope for the Future” program (BHF), both based on the Snyder et al. model. While “significant increases” in self-reported cognitive-agentic hope were suggested, no effect sizes were provided. A separate search for data on each intervention revealed only two empirical studies. Buchanan (2008) implemented the MHH program with a sample of special education students and found no significant differences in hope scores, pre-to post-. Marques et al. (2011) reported an effect size of 0.92 in one BHF trial. Notwithstanding the most promising assumptions about these programs, the findings only provide support for a protocol that addresses a narrower conception of hope in terms of agency expectations. It is unclear whether changes in this reduced hope can produce downstream changes in youth depression, anxiety, or other derivatives of hopelessness.

Beyond hope-based protocols, reviews of the adolescent treatment literature reveal modest effects, including interventions based on CBT, with a mean effect size of 0.46 (Weisz et al., 2017). The data on treatment of youth depression, a disorder closely related to hope, shows even smaller effects. Weisz et al. found a mean effect size of 0.29 for all treatments of youth depression. To complicate matters, a review by Ng et al. (2020) revealed that only 83% of “candidate mediators” (potentially contributing factors), embedded within the youth psychotherapy literature, including CBT studies, were subjected to analysis, including treatment alliance, family functioning, group membership (attachment), or problem-solving shifts (coping/survival).

In summary, there are few youth interventions targeting hopelessness and overall, the effect sizes for youth psychotherapy are quite modest. There is a limited database of intervention studies highlighting the cognitive, goal expectancy model of Snyder et al. (1991). Taken together, these modest findings are not surprising, given that a greater constellation of factors are implicated in youth despair beyond agency or mastery, including attachment disruptions (Stoddard et al., 2011), hormonal-related coping/emotional dysregulation challenges (Ho et al., 2022), and emerging spiritual individuation (Miller and Barton, 2015).

A broader approach to hope is needed to generate more effective treatments for despair in youth. The predominant psychological approaches to hope and hopelessness have emphasized a cognitive-goal-expectancy perspective (e.g., Gallagher et al., 2020; Mowrer, 1960; Stotland, 1969; Snyder et al., 1991). Going further, cognitive-behavioral approaches to hope are rooted in Western concepts of mastery (perceived control) and an emphasis on personal agency (Mowrer, 1960; Snyder et al., 1991; Stotland, 1969). These goal-oriented approaches overshadow classic psychodynamic writings on the topic which highlight the importance of trust, connection, and mergers with powerful others (Erikson, 1950; Kohut, 1971; Pruyser, 1986) as well as the work of clinical psychologists and stress researchers on the self-regulatory aspects of hope (Breznitz, 1986; Folkman, 2010). Beyond psychology, theologians and philosophers associate hope with transcendent motives and perceived sacred relationships (May, 1975; Marcel, 1962; Moltmann, 1993; Tillich, 1952).



Fundamental hope: hopefulness

The literature on hope encompasses both processes (hoping) and character (hopefulness). In the psychodynamic and philosophical literature, the latter is emphasized and labeled “basic” or “fundamental” hope (Erikson, 1950; Marcel, 1962). Nursing and psychology tend to focus on the former, what Marcel (1962) labeled “ultimate hope” (e.g., a hope for recovery or career achievement). The research on depression and suicide points to a combination of trait and state factors (Daniel et al., 2017; Klonsky and May, 2015). In short, we can presume that disruptions in either fundamental or ultimate hope may compromise health. Nevertheless, for philosophical and practical reasons, the focus of our lab, and the research we describe in this study, is on basic or fundamental hope.

We presume that fundamental hope develops before the appearance of ultimate hopes. Fundamental hope is more likely to precipitate, or influence waxing and waning ultimate hopes. Moreover, even in the presence of extraordinary life changes, dispositional factors such as fundamental hope may affect the nature of emergent ultimate hopes (Scioli and Biller, 2009). Fundamental hope is an intriguing clinical target for preventive and developmentally focused research. For example, Larsen and Stege’s (2012) review of hope-related themes in counseling sessions suggest that goal attainment is typically a minor theme, eclipsed by client-therapist relationship building, identity development, and perspective change. Dubois and Beauvois (2005) found that self-sufficiency, self-anchoring, and internality, but not goals, rated high in desirability and utility, even in non-collectivist nations.

Scioli and Biller (2009, p. 30) define fundamental hope in the following manner:


“Fundamental hope is a future-directed, four-channel emotion network … The four constituent channels involve the attachment, survival, mastery, and spiritual systems (or sub-networks). The hope network is designed to regulate these systems via both feed-forward (expansion) and feedback (maintenance) processes that generate a perceived probability of adequate presence and power as well as protection and liberation”.
 

Fundamental hope derives from basic needs as well as humanity’s capacities for memory, likelihood estimations, and prospective thinking (Rychlak, 1993; Seligman et al., 2016), in interaction with the inevitable vicissitudes of life (see Figure 1). These factors give rise to four dimensions of hopefulness. The attachment dimension of hopefulness encompasses trust, openness, and perceived connectedness (Erikson, 1950; Marcel, 1962). The survival aspect features liberation beliefs and self-regulative reality-negotiation strategies that include image-building (reality-construction) and evidence-gathering (reality surveillance) (Breznitz, 1986; Pruyser, 1986; Wright and Shontz, 1968). The mastery component reflects higher goals and ideals, empowerment beliefs, and collaborative action tendencies (Emmons, 1999; Lynch, 1965). The spiritual dimension is a by-product of inevitable shortcomings in addressing the attachment, mastery, and survival meta needs. Individual and cultural factors determine the level of investment in spiritually based experiences of presence, salvation, and/or empowerment.
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FIGURE 1
 A chronological derivation of fundamental hope (trait hope or hopefulness).



Instilling fundamental hope: a whole-brain approach

Scioli et al. (2011) introduced a five-phase intervention targeting four dimensions of fundamental hope (see uploaded Supplementary file for further details). Two modules are devoted to attachment. The remaining three modules address mastery, survival/coping, and spirituality. Each module includes three types of activities: reflections and discussions (classic wisdom quotes); writing experiences (integrative psychosocial skill-builders); meditative–hypnotic exercises. An R-A-P method was used to facilitate discussion of the classic quotes (hope wisdom). What is the real meaning of the quote (larger message)? Why should we appreciate this idea (e.g., expert opinion, recognized genius, passed test of time)? What is the proof or evidence for this idea (e.g., logic, emotion, or data, i.e., a rational, mystic, or empirical way of knowing)? (Note: We also emphasize that “RAP” defines a style of music or frank speech and is a homonym of the word “wrap,” suggestive of the English idiom of “wrapping one’s mind around an idea.”) The skill-building exercises reflect cognitive-behavioral, humanistic, dynamic, or existential concepts as well as ideas culled from attachment theory. The concluding meditative practice consists of two parts, imagery to induce whole body relaxation (the meditative “vehicle”), and suggestions (the “intervention”) to reinforce hope lessons of the week (e.g., attachment hope or mastery hope).

The combination of techniques addresses the whole brain. Reflections on quotations, particularly philosophical concepts and metaphors impact the right and left-brain. The integrative exercises primarily engage the analytic left–brain. The meditative practices primarily engage the right brain but also the left–brain. More broadly, philosophical reflections and classic quotations establish mindsets and new ways of seeing the self, the world, and the future. Wittgenstein (1953/2009) described philosophy as a way of being and a way of seeing, touting the power of holding “pictures in the mind.” Research by Wiitala and Dansereau (2004) highlights the value of adding quotations to writing exercises to counter “closed loop thinking.” New ideas (mental pictures) break into a closed loop and generate fresh possibilities. The psychosocial exercises instill skillsets. The emphasis on writing (longhand) during both phases (quotes and skill builders) incorporates research on its role in deepening understanding and increasing retention and recall. Moreover, there is evidence that longhand writing engages the motor and sensorimotor areas of the brain (James, 2017; Mueller and Oppenheimer, 2014), increasing links between thought and future action tendencies. The meditation exercises consolidate hope lessons and instill hopefulness as a way of being.

The philosophical reflections (on quotations) include affirmations and life-lessons offered by thinkers from every age and wisdom tradition (e.g., Aristotle, Henry Ward Beecher, the Dakota and Seneca Indians, Yiddish proverbs, Ecclesiastes, the Koran, Buddhist teachings, Gandhi, and Tolkien). Four examples follow, from the attachment, survival, mastery, and spiritual modules.


“There are only two lasting bequests we can hope to give our children. One of these is roots, the other, wings."—Henry Ward Beecher (Attributed, or Hodding Carter, 1953, p. 337)

“Life is like a game of cards. The hand that is dealt to you is chosen for you; the way you play it is chosen by you.”—Jawaharlal Nehru (Attributed)

“I was on the bank of a river … One of my teachers was on the side I was trying to reach … my mother and father were on my side. They started out with me … They went as far as they could go and mother turned and said to me—“My child, we have brought you as far as we can go … we must leave you and you must make it for yourself.”—Mary McLeod Bethune (in McCluskey and Smith, 2002).

“In the Middle Ages, a favorite image is the wheel of fortune … if you are attached to the rim of the wheel of fortune, you will be either above, going down, or at the bottom, coming up. But if you are at the hub, you are in the same place all the time … centered.”—Joseph Campbell (Campbell, 1991, p. 147)
 

Research on affirmations demonstrates their value in increasing self-awareness, implementing associated behaviors, fostering self-control, and regulating stress (Burson et al., 2012; Ferrer et al., 2012; Harris, 2011; Sherman, 2013). Encouraging philosophical reflections in teens is a more recent development. A successful program of using philosophy with 10 and 11-year-old pre-adolescents and aided by undergraduates, was conducted by Kaye and Thomson (2006) via the Carroll-Cleveland Philosophers Program. Cognitive-behavioral, humanistic, and meditative approaches are standard in psychotherapeutic practice with adolescents (Beck et al., 2012; Jayne and Ray, 2016; Thurman and Torsney, 2014; Webb et al., 2012). Existential approaches to treating adolescents are less common. Shumaker (2012) lists a variety of development factors in adolescence that portend a broader and deeper set of existential challenges, including: increased meta-cognitive abilities, greater introspection, awareness of contradictory elements of reality, reflections on matters of authenticity, qualitative changes in identity formation, and a fuller realization of one’s mortality.




A hope-centered workshop

The hope-centered workshop represents a theoretically integrated intervention (Norcross and Goldfried, 2005). Integration occurs both within modules (e.g., existential and dynamic exercises) and within individual exercises (e.g., CBT and humanistic elements).

The hope chest exercise in the attachment module offers a good example of integration. Teens receive scrolls for compiling a list of important people and possessions after considering specific criteria (safety and trustworthiness). This exercise borrows from Erikson’s psychosocial focus on basic trust, Joiner’s (2002) interpersonal theory of suicide, the writings of Rogers (1953, 1985) on acceptance and positive regard, and attachment theory (Bowlby, 1969).

The survival module targets perceived degrees of freedom (liberation beliefs) and ways of coping. A stretch-your-potential exercise draws on the writings of existential psychologist Rollo May (1975). Teens reflect on four “facts of life” (time and place of birth, genetics, culture, and unpredictable world events) as sources of strengths rather than limiting factors. This exercise also reflects creativity and coping research on the value of “binocular” perceptual processes (combined positive–negative information-processing) (Bion, 2004; Wright and Shontz, 1968; Folkman, 2010).

The options-for-coping exercise derives from the cognitive-behavioral formulations of Folkman and Lazarus (1988). Workshop leaders explain how spiders may rely on seven different types of webs to deal with diverse environmental challenges. Participants learn eight ways of coping and five ways of scanning their internal and external environment. They also evaluate the benefit and/or harm of each strategy in the context of a bullying scenario.

The mastery module incorporates the social and existential research on values by Rokeach (1973) and Kohut’s (1971) psychodynamic understanding of empowerment. A success formula is defined (values + strengths + role models + commitment = success). Selected Rokeach values highlight attachment, survival, and mastery commitments. Teens review valued outcomes in terms of strengths and weaknesses as well as role models and external obstacles.

The spiritual module enlarges the concept of spirituality to include nature, art, and science. A “spiritual type” questionnaire helps teens to identify whether they are an independent, follower, collaborator, mystic, or sufferer. This typology builds on the work of religious scholar Houston Smith (2006) and Fowler’s (1981) cognitive-developmental model of faith development. Teens evaluate their affinity for various nature, art, or science activities, in light of their spiritual types. They leave with a take-home handout on seven religions that includes tables for reading and music (left and right brain), divided by faith traditions, and six spiritual types.

The meditations that close each module begin with a standard progressive relaxation script (“waves of relaxation”), followed by concepts introduced during the week (module). Each module consists of two 45-min sessions. The entire workshop spans 5 weeks.


Previous pilot studies

The intervention was pilot tested four times, twice with youth in the US and Pakistan, a third time with early adolescents in Haiti and a fourth with middle adolescents in South Africa. A psychologist or career counselor led each group. Hope scores increased significantly from pre-to post-intervention, with an average effect size of 0.87. This magnitude of change compares favorably with those reported in meta–analysis of clinical trials of standard cognitive-behavioral therapy (CBT) or antidepressant drugs (TADS; Kratochvil et al., 2006; ADAPT: Wilkinson et al., 2009), as well as reviews by Klein et al. (2007) and Weisz et al. (2006). The qualitative feedback was positive…“This was a life changing experience” … “I started with a demoralizing mindset [but now] my mindset is very different and positive”… “The activities and exercise were interactive and well planned”… “This group helped me to understand my purpose”…“Extremely inspiring”… “I now want to be a messenger of hope for others.”




Focus of the present research: feasibility and efficacy

The pilot studies focused on a single outcome (hope) and did not include a control group. The leaders were professionals. In the present research, we added random assignment, a control group, a broader set of outcome targets, and utilized trained undergraduates to deliver the intervention (“hope providers”). The focus in year one was on feasibility, and in year two, efficacy.




Materials and methods for study 1: feasibility

In year one, the aim was to train students in a multidimensional model of hope, adolescent development, and the basics of effective workshop delivery. We anticipated that young adult paraprofessionals could assimilate an integrative theory of hope and engage with a translation of this model into an application.


Hope provider training

The training team consisted of a clinical psychologist with expertise in hope and two other collaborators from the Geisel School of Medicine at Dartmouth (an adolescent health research expert and an occupational therapist with expertise in conducting clinical trials). The hope providers were three male and one female undergraduate psychology students ranging in age from 20 to 26 (M = 21.75, SD = 2.87). We selected hope providers using a two-step process; faculty nominations, followed by individual interviews. We asked students for a three-year commitment.

We began training with 4 months of instruction in hope theory and the nature of adolescence (readings, written annotated summaries, discussion). We followed with 4 months on workshop delivery (reading, discussion, videotape role-plays, and focus groups with a mock set of participants). We ended year one with 4 months of training and practice on advanced statistical procedures and data analysis. To evaluate theoretical assimilation, the principal investigator (PI) read students’ written summaries of each training module and led follow-up discussions. To evaluate fidelity of delivery, the PI evaluated presentation videotapes and led a focus group with participants in the mock intervention (additional undergraduate volunteers). In year two, the hope providers delivered the intervention and received 90 min of supervision, twice a week (60 min before each session; 30 min after each session). The focus in year three was on data analysis, conference presentations, and manuscript development.

There are historical, practical, and theoretical reasons for advancing a multi-tiered approach to instilling hope (faculty to undergraduates to teens). Many psychology undergraduates aspire to work in an applied setting, pursue related coursework (e.g., counseling techniques), and even practicums. Secondly, the hope intervention is highly structured (manualized), making it accessible to lay providers. Thirdly, there is theoretical justification for a multi-generation distribution of hope provided by the work of Russian psychologist Lev Vygotsky (1978) via his concept: the “zone of proximal development.” Faculty and other senior professionals can lead undergraduates through one proximal zone of hope-related growth. Descending one level on the developmental ladder, college students can lead adolescents through a more basic zone of hope-related growth. Adolescents may view undergraduates as embodiments of an upcoming phase of human development, what they can hope for in terms of attachment, mastery, survival, and spirituality in their “next life.” Successful examples of pairing undergraduate mentors with adolescent learners include the Ed. Portal Mentor Program (Harvard University, 2018) (mastery focus), the College and High-School Alliance Mentoring Program (University of the Redlands, 2016) (attachment and coping skills), and the Vision Youth Academy (University of Notre Dame, 2018) (spirituality).




Results study 1: feasibility


Theoretical assimilation

The students assimilated the hope model and related literature on adolescence with little difficulty. Two concepts required a more intensive review. Students (and the lay public) are more apt to focus on the verb form of hope (hoping). After some additional discussion, students became better versed in the concept of fundamental hope (hopefulness). The nature of spirituality also required additional discussion. For many students, spirituality equals “religion” or “god.” We stressed a broader, relational definition (self in relation to a sacred object or endeavor).



Application

All student leaders had experience working with children or teens. One was a volunteer for a Big Brothers–Big Sisters organization. Another had worked as a summer camp counselor. Two students had assisted in running therapeutic groups for teens. Careful selection of hope providers, coupled with previous experience, and ongoing supervision, resulted in very few challenges with respect to workshop delivery. The two areas that required some supervisory inputs were “boundaries” and “limit setting” (e.g., teen requests for social media contact with providers or acting-out behaviors during a workshop session).

We asked each pair of leaders to independently rate participants’ level of engagement in the group (1 = disengaged, 2 = weakly engaged, 3 = engaged, 4 = strongly engaged, 5 = very strongly engaged). The inter-rater reliability was 0.85. The mean engagement score was 3.60 (SD = 1.06). Leaders rated 27 of 31 participants (87.09%) as engaged, strongly engaged, or very strongly engaged.

We collected open-ended feedback responses from 30 of the 31 treatment participants (96.7%). Participants received simple instructions: “Use this blank form to give us some feedback about your experience in this group.” Two raters sorted the responses into nine categories. We summarize these responses in Table 1. More than 80% of the participants reported a positive emotional experience. Among those who highlighted learning, 70% mentioned new insights into the nature of factors that can generate hope. Among those who commented on the leaders, nearly 90% expressed a positive view. Participants also wrote favorably about the meditation exercises (83% positive). While fewer in number, references to student interaction, spirituality, and the introductory videos were more positive than negative. We received mixed feedback on the writing activities. The primary negative response was that they were challenging and required effort. One student reported a desire for a more relaxing physical environment.



TABLE 1 Participant feedback.
[image: Table1]




Materials and methods for study 2: efficacy

The focus in year two was to assess the efficacy of the hope-centered workshop, specifically for adolescents with mild to moderate depression, delivered by young adult hope providers. We hypothesized that the treatment group but not the control group would demonstrate a significant increase in hope and self-acceptance, greater use of social coping strategies, as well as decreases in depression and anxiety.


Study design

We followed a randomized treatment and delayed-waitlist control design. We administered a pre-assessment battery to both groups. A five-week intervention was provided to the treatment group. Subsequently, we administered a post-assessment to both groups (See Figure 2). Three months after the post-test we assessed hope again in the treatment group.

[image: Figure 2]

FIGURE 2
 CONSORT diagram for flow of participants through each stage of randomized trial.




Participants

Following study approval from the IRB (Institutional Review Board for ethical research), we recruited 86 participants from local and regional mental health centers as well as social media and newspapers. We described the group experience as a character-building intervention rather than formal therapy. If a participant demonstrated a worsening of depressive symptoms or the emergence of suicidal thoughts, the PI would contact the participant’s mental health provider or primary care physician. This exception to confidentiality was included in the consent form.


Eligibility criteria

We collected screening and outcome data online using Qualtrics. Participants provided an email address and received instructions for logging in with a confidential ID. We excluded teens with Child Depression Inventory (CDI) scores above 37 (severe) or who indicated, “I want to kill myself” (CDI Item 9, Score 2). We also excluded teens currently prescribed antipsychotic medications. The inclusion criteria included age (13 to 17 years), participant assent, and parental consent. One student was excluded and referred to his parents and healthcare provider due to medication dependence, severity of depression, and expressed suicidal desire. Another 14 students opted out of the treatment before assignment due to foreseeable scheduling conflicts. We randomly assigned 40 of the remaining 71 teens to an intervention group, and 31 to a wait-list control group. Participants received 10.00, 15.00, 20.00, and 25.00 gift cards for completing screenings, pre-group assessments, post-group assessments, and follow-up assessments.




Delivery of the workshop intervention

We conducted the workshops on Tuesdays and Thursdays for 5 weeks. The standard configuration was two hope providers (male and female) and six teen participants. Each meeting lasted 45 to 60 min and took place in the afternoon. On Tuesdays, leaders began with a short, 3 to 5-min video highlighting the hope theme of the week (e.g., attachment or survival). A writing and discussion session followed, using hope quotes selected for philosophical and metaphorical content (using the R-A-P method presented in a Socratic style). Leaders introduced integrative life-skills writing and discussion exercises in the second half of each Tuesday session, which continued through the first half of each Thursday session. The second half of every Thursday was set aside for a meditative-hypnotic exercise. Unlike hypnosis, we did not introduce a trance component. Relaxation imagery was followed by a hope theme suggestion. In total, we ran five groups.



Outcome measures


Fundamental hope

The Comprehensive Child and Adolescent Hope Scale (CCAHS; Scioli et al., 2016) was used to measure hope before and after the group. The CCAHS is 40 item, Likert-styled questionnaire (never = 0, sometimes =1, always = 2) with items covering the four dimensions of hope (attachment, survival, mastery, and spirituality). The questionnaire is internally reliable (Alpha = 0.95) and stable (three-month test–retest = 0.77). Hope total and sub scores correlate with theoretically linked constructs, including positive aspects of the self-concept (Piers-Harris Scales (PH); Piers and Herzberg, 2002). For example, PH Intellectual Self-Perception correlates with CCAHS Mastery Hope (r = 0.79); PH Popularity correlates with Attachment Hope (r = 0.64); and PH Freedom from Anxiety correlates with Survival Hope (r = 0.58) (all p < 0.05). Higher hope scores also correlate with parental reports of less anxiety and depression on the widely used Child-Behavior Checklist (CBCL; Achenbach and Rescorla, 2000).



Depression

The Child Depression Inventory (CDI; Kovacs, 1985) is the most widely used measure of depressive symptomatology for children and adolescents ages 7 to 17. Internal consistency reliability values are strong (alpha values = 0.80 to 88). The CDI has good face validity, covering 8 DSM depression categories. CDI scores correlate with measures of anxiety and self-esteem in expected directions.



Anxiety

We assessed anxiety with the short form of the revised Children’s Manifest Anxiety Scale (RCMAS II; Reynolds and Richards, 2008). The RCMAS II short form is a ten-item, yes-no formatted questionnaire to measure anxiety in children 6 to 19 years. Factor analysis has confirmed a one-factor structure (Lowe, 2015). RCMAS scores correlate with other standard measures of anxiety and in one study, higher scores were predictive of viewing ambiguous stimuli as threatening. The short form provides a measure of chronic, manifest anxiety. In the present sample, the alpha value was 0.76.



Coping

We created a social coping measure by combining three items from the Adolescent Coping Orientation for Problem Experiences (ACOPE; Patterson and McCubbin, 1987) with two new items. The ACOPE is a self-report, Likert-style questionnaire for adolescents to indicate their use of specific coping behaviors (Never (1) to Most of the time (5)). There are multiple subscales including humor, avoidance, and social support. Scale Alpha values range from 0.06 to 0.75. (Mean = 0.53). We created a more theoretically relevant coping scale entitled “hope provider recruitment” by summing the five items (below). The alpha for this scale was 0.59.

1. Talk to a friend about how you feel (ACOPE 52): Attachment.

2. Be with a boyfriend or girlfriend (ACOPE 16): Attachment.

3. Let off steam by complaining to friends (ACOPE 22): Attachment-Self-Regulation.

4. Reach out to a good problem solver (New): Attachment-Survival.

5. Imagine what a hero or role model would do (New): Spiritual-Inspiration.



Self-acceptance

The Ryff and Keyes (1995) measure of Self-Acceptance is a subscale from their omnibus measure of subjective wellbeing (SWB). The measure consists of nine items, scored via a Likert Scale (1 = strong disagreement to 6 = strong agreement) (Alpha = 0.93). Self-acceptance scores correlate with measures of positive affect, life satisfaction, and lower depression (Ryff and Keyes, 1995) as well as extraversion, agreeableness, and conscientiousness (Schmutte and Ryff, 1997). We selected self-acceptance as our measure of wellbeing for several reasons; empirically, it is the SWB scale with the strongest inverse correlation with depression and has the highest positive correlation with positive affect and life satisfaction (Ryff and Keyes, 1995). Moreover, self-acceptance is critical in the teen years and may serve as a buffer in individuals who self-identity as socially disadvantaged in one or more domains (e.g., status or popularity) (McElhaney et al., 2008).





Results: study 2: efficacy


Preliminary analysis 1: retention and comparability of study groups

Within the control group, 31 of the 40 teens were retained through completion of the study. One student was removed due to inappropriate behavior. Another 8 students dropped out, citing unanticipated scheduling conflicts, family relocation, or “lack of interest.” A comparison between the controls and dropouts should not be overinterpreted given the small number of the latter. However, the participants who dropped out did report lower initial (pre-) hope scores (t (34) = 2.58, p < 0.05). There were no significant differences in age, initial depression scores or family SES levels (all p > 0.05).

The ages were comparable for intervention and wait-list controls (Treatment age = 15.39, SD = 1.06; Control age = 15.88, SD = 1.04; t (58) = 1.78, p > 0.05). A higher percentage of males enrolled as controls (Treatment: males 11/31 (35%), females 20/31 (65%); Controls: males 14/27 (52%), females: 13/27 (48%)). (Two control participants reported “other” for gender). The difference in proportions was not significant (X2 (2) = 3.78, p > 0.05).



Preliminary analysis 2: pre-intervention correlates of fundamental hope

Within the intervention group, neither age nor family SES were correlated with hope (r = 0.17 and 0.16, respectively, p > 0.05). Male and female hope scores were comparable at baseline (Males = 79.97, SD = 6.11; Females = 80.49, SD = 7.64; t (29) = 0.20, p = 0.85). We also obtained pre-intervention data regarding grades and academic effort (items from the Youth Risk Behavior Survey (YRBS; Centers for Disease Control and Prevention, 2016)). Using a more goal–oriented measure of hope, Snyder et al. (1991) found that hope correlated with college achievement. We asked the following questions. During the past year, how would you describe your grades in school? The response choices range from A (Mostly A’s) to E. (Mostly F’s). During the past year, how much effort did you make in school to do your best? The response choices range from A (100 percent) to F (10 Percent). Hope scores were positively related to both self-reported grades and academic effort (r = 0.43, p = 0.04; r = 0.45, p = 0.03, respectively).



Primary analysis: assessment of five outcomes

We conducted a series of mixed ANOVA’s (condition × time) for each of the five outcomes. We could not evenly divide the samples in either group by middle or late adolescence, and instead inserted age as a covariate. For gender, we excluded the two non-binary participants. Three of the five interactions were significant (Hope, F (1,57) = 7.25, p = 0.01; Depression, F (1, 57) = 5.88, p = 0.02; Self-Acceptance, F (1,57) = 4.09, p = 0.04). For Anxiety and Coping, the interactions were not significant (Anxiety, F (1,57) = 0.76, p = 0.39; Coping, F (1,54) = 0.09, p = 0.76). The simple effects tests appear in Table 2. Hope and Self-Acceptance increased significantly in the treatment group but not the control group. Depression showed a significant decrease in the treatment group but not the control group. For anxiety and coping, we followed the recommendations of Wei et al. (2012) for assessing the means of non-interacting factors by successive examination of all potential differences across conditions and time to confirm only a simple effect. As shown in Table 2, for anxiety, neither group showed a significant change over time. However, the coping simple effect was significant for the treatment group but not the control condition.



TABLE 2 Intervention impact on hope, depression, anxiety, coping, and self-acceptance.
[image: Table2]

We also examined the outcomes within the treatment group for each of the four dimensions of hope. Significant increases were found for three of the four subscales (Attachment Hope, t (30) = 2.91, p < 0.01, es = 0.42; Survival Hope, t (30) = 4.92, p < 0.01, es = 0.91; Mastery Hope, t (30) = 2.42, p < 0.05, es = 0.44). Spiritual Hope trended upward (t (30) = 1.26, p = 0.22, es. 0.23).

To assess the durability of intervention effects, we assessed hope 3 months after treatment (median time = 100 days). The increases from baseline remained significant for Total Hope (t (30) = 2.12, p = 0.042, es = 0.38).



Secondary analysis 1: SES and intervention engagement

We created low and high SES scores (median splits). The interaction for hope was nonsignificant (F (1,28) = 0.89, p = 0.36). An exploratory analysis revealed that both low and high SES participants reported a significant increase in hope (both p < 0.05; es = 0.59 for low SES, es =0.70 for high SES). The engagement x hope interaction was also nonsignificant (F (1, 28) = 0.04, p = 0.84). Hope increased significantly regardless of participant engagement level (less engaged: t (13) = 2.99, p < 0.05, es = 0.80; more engaged: t (16) = 2.23, p = < 0.05, es = 0.55).



Secondary analysis 2: impact on 10 minor hope subscales

We compared effect sizes (pre to post change) across the 10 lower-order hope subscales. For Mastery Hope, there was a stronger effect for Supported Strivings vs. Ultimate Gains (perceived goal realization) (0.41 vs. 0.06). For Attachment Hope, the effect sizes were comparable for Trust, and Bonding (social connections) (0.26 and 0.30). For Survival Hope, Liberation Beliefs were most strongly impacted (0.67), followed by Interpersonal Assurance (0.45), then Self-Regulation (0.43). Spiritual Presence scores remained virtually the same (t (30) = 0.26, p = 0.79). Both Spiritual Assurance and Spiritual Empowerment trended upward (t (30) = 1.99, p = 0.056; t (30) = 1.67, p = 0.11). We created a composite “protection and empowerment” variable by summing Spiritual Assurance and Spiritual Inspiration (removing Spiritual Presence). The increase was significant (t (30) = 2.19, p = 0.04, es = 0.40).




Discussion

This study provides empirical support for a hope-centered intervention based on an interdisciplinary integration of the literature (Scioli et al., 2011; Scioli and Biller, 2009). Due to its novelty, complexity, and reliance on paraprofessionals, we assessed feasibility as well as efficacy. College students with a strong orientation in fundamental hope (hopefulness) and basic training in workshop delivery can provide an engaging and effective intervention. We found significant shifts in four of five targeted outcomes, including increases in three positive outcomes (hope, self-acceptance, and social coping) and decreases in one negative outcome (depression).


Feasibility

The feedback from adolescent participants was generally favorable. There were minimal disruptions. We cannot overestimate the importance of selecting appropriate hope providers (workshop leaders) with emotional intelligence and an appreciation of philosophy and literature (i.e., “wisdom culture”). We opted for an open-ended participant feedback form. We plan to convert participant responses into a Likert styled process questionnaire in future trials.

Over 80 percent of the teen participants reported a positive emotional experience. Seventy percent commented on “new learning” and nearly 90 percent of the comments about the leaders were positive. Some of the participants found the writing to be taxing, preferring more time for unstructured discussions. We plan to introduce minor changes in future groups to strengthen participants’ motivation for writing via an introductory message, a maxim on the value of writing, and a brief addition to each week’s meditation.

We examined several potential moderators, including engagement. Overall, nearly 90 percent of participants were rated as engaged, strongly engaged, or very strongly engaged. The effect size for hope rose from “moderate” (0.61) in highly engaged participants to “large” (0.80) in lower engaged participants. This suggests that the group process may instill hope even when engagement is less than optimal.



Efficacy


Hope

Hope scores increased significantly. To assess the magnitude of change, we computed Cohen’s d, an uncorrected index of effect size. Cohen’s d for total hope was 0.65. For the subcomponents of hope, the values ranged from 0.23 (Spiritual Hope) to 0.91 (Survival Hope). For non-spiritual hope (sum of Attachment, Survival, and Mastery), the effect size was 0.77. The effect size was larger for participants rated as less engaged and who were from higher SES backgrounds. For hope, and the other outcome variables, we also computed Hedges g, a corrected effect size value (Hedges and Olkin, 1985). The uncorrected and corrected effect sizes were essentially the same when comparing the entire intervention group, pre vs. post (n = 31). The corrected effect sizes for split groups (e.g., low vs. high engagement or low vs. high SES) tended to be lower by 0.01 to 0.03. Putting aside spirituality (will revisit this topic) the hope effect sizes are comparable, or superior to those reported in a recent meta-analytic review of youth psychotherapy. Weisz et al. (2017) found a mean ES of 0.46 overall across all youth problems.



Depression

Weisz et al. reported a mean ES of 0.29 for treatments of youth depression. Our data show an ES of 0.38 for overall depression scores. Among highly engaged participants, the ES rose to 0.55 (Hedges g = 0.53). Weisz et al. noted that historically the “treatment of depression showed the most disappointing effects…the findings suggest that depression may be an appropriate priority for future treatment development and evaluation” (p. 93). Cognitive-Behavioral Therapy (CBT) is the most popular method for treating mild to moderate depression. More than 80% of published studies on the treatment of youth depression involve CBT (Hetrick et al., 2015). It can be argued that CBT most directly targets cognition and the mastery system, partially impacts survival (coping) processes, and has only minimal impact on attachment or spirituality (Bosmans, 2016; Pilgrim, 2011; Stewart-Sicking, 2015).



Anxiety

We did not anticipate a lack of change in anxiety levels. Interestingly, Survival Hope demonstrated the greatest magnitude of sub-scale change. Survival Hope, as defined in our model, includes self-regulation and liberation beliefs. The selected measure of anxiety (RCMAS; Reynolds and Richards, 2008) reflects a focus on autonomic arousal and social unease. It is possible that our hope intervention, while inclusive of a “survival/coping” dimension, fosters more activation than deactivation, by strengthening liberation beliefs (an expansion of limits). A secondary analysis of the Survival Hope subscales confirmed this hypothesis. We found a stronger effect for increased liberation beliefs as compared to self-regulation of fear and anxiety (p = 0.001, es = 0.66 vs. p = 0.024, es = 0.44, respectively).



Coping: support-seeking

The philosopher Marcel (1962) described openness as both the roots and fruits of fundamental hope. Lynch (1965) asserted that hope should not be seen as a “private resource” but a gift derived from “liberating relationships” and “collaborative mutuality.” The magnitude of change in social coping fell in between the hope and depression effects (moderate, es = 0.44). Group means for all five questions comprising the social coping variable trended upwards following the intervention. The greatest increase was for item 4, “reached out to a good problem solver.” Maladaptive social problem-solving strategies, including a limited generation of responses, characterize teens who engage in self-injurious behavior (Nock and Mendes, 2008), those with ADHD (Sibley et al., 2010) as well as adolescents with pre-natal exposure to alcohol (McGee et al., 2008). Thomassin et al. (2017) found that support-seeking mediated the link between emotion expression deficits and non-suicidal self-injury. Generally speaking, one of the aims of the hope intervention is to foster a more open, trusting, and socially engaged attitude. Social coping scores increased to a greater degree for lower SES participants. Some studies have shown that family economic and educational hardships can precipitate avoidant coping, higher levels of social distress and less effective pre-frontal control over negative emotions, particularly during simulated social exclusion experiments (Coan et al., 2015; Yanagisawa et al., 2013). However, there is also evidence that individuals from lower SES families often encounter more risk factors and accrue more benefits from protective factors (Wills et al., 1995).



Self-acceptance

We designed the groups to impact being as well as doing. Fundamental hope encompasses action tendencies and character. Eliott (2005, p. 38) observed that “hope does seem to be part of who deem ourselves to be.” Larsen and Stege (2012) discovered that “supportive identity development,” including fostering a sense of worthiness, was critical for instilling hope in counseling sessions. In this study, self-acceptance scores increased significantly for the treatment group. The change was most obvious for low SES participants. Presumably, self-acceptance is more challenging for individuals with limited resources (e.g., illness, handicap, poverty, minority status). Conversely, greater self-acceptance can be a source of hope in the presence of these or other risk factors. Among African American youth, Butler-Barnes et al. (2013) found that self-acceptance and self-efficacy were equally important in predicting academic persistence, but the former emerged as the strongest correlate of racial pride.




Efficacy, effectiveness, and impact

What metrics should apply in evaluating the cost and benefits of a hope-based intervention? Demands for efficacy analysis (effect sizes) are becoming the norm for reporting intervention studies (Sapp, 2017). Effect sizes reflect the causal magnitude of an intervention at the point of contact, typically under highly controlled conditions (e.g., an RCT). Effectiveness is a different metric, defined as the “performance” of an intervention in real world situations. Singal et al. (2014) observe that any intervention study can be plotted somewhere along an efficacy—effectiveness continuum (from idealized to practical). The present study is closer to the ideal end of the spectrum. Abrams et al. (1996) define impact as a product of reach (percent penetration into a target population) and efficacy.

Combining these perspectives, a highly impactful hope intervention is possible using a group format (vs. individual counseling), delivered by paraprofessionals (vs. professional counselors), that demonstrates efficacy and effectiveness. The potential for use by paraprofessionals relates directly to the problem of reach or penetration. A recent Kaiser Family Foundation (2017) report showed a 56% nationwide gap between the need and availability of mental health providers. We can envision modifications that may increase both efficacy and effectiveness, including between session exercises, follow-up contact with hope mentors, or booster sessions. One method for addressing the practical challenges of extended long-term treatments may be to utilize brief virtual (telehealth) sessions, or an online resource center, with or without the addition of post-treatment exercises.




Limitations

There are several limitations to this study. Our sample was predominately Caucasian and middle class. The intervention, while adequate from a statistical power perspective for a pilot study (1 - β = 0.76), was limited to 31 participants. In subsequent trials, a minimum of 35 participants in the treatment group should ensure a power level of 0.80. We excluded severely depressed, suicidal youth, and those taking psychiatric drugs or reporting a history of psychosis. For ethical reasons, we suggest the continued use of these exclusionary criteria when delivering this intervention in educational or other non-clinical settings. Moreover, in non-clinical settings that utilize lay providers (e.g., college or graduate students), it is imperative that adequate training and supervision is provided. Ultimately, it may be possible to institute a certification process for this intervention. Within clinical settings, we recommend that best practices are followed such as pre-trial disclosure of a need to inform parents and healthcare providers for individuals reporting high levels of depression or imminent suicidal risk. In general, more trials are needed with more heterogeneous samples, clinical and non-clinical.

We instituted an intensive training program, spanning nearly a year. We provided 3 h of supervision per module. Three hours of supervision per module appears reasonable under most circumstances (lay or professional providers). We are currently conducting a trial in Africa with a shorter training period of 30 h, employing a “train-the-trainers” model. Further research needs to be conducted, exploring different training lengths with more or less experienced providers. It is worth noting that less experienced providers may require a longer training period but will deliver the intervention at a reduced cost.


Spirituality

We did not detect a significant change in Spiritual Presence. Perhaps teen participants interpreted our “spiritual” questions as referring to “God” or “religion” despite our best efforts to enlarge the discussion. It is possible that shifts in certain aspects of spirituality such as “presence” may be too difficult to measure with self-reports or require a more extended intervention (Hall et al., 2009). When we removed presence from our composite spiritual variable, and summed assurance (coping support) and inspiration (empowerment), the pre vs. post difference was significant.




Concluding observations

A motivational and emotional account of hope highlights its role in addressing non-negotiable mastery, attachment, and survival needs on the edge of possibility. Hope lies between need and desire, present and future. Within this liminal space, three different forms of hope may emerge: fundamental (basic) hope, long-term aspirations, and event-activated state hopes. All three hopes share the qualities of animating as well as sustaining thoughts and actions. Averill et al.’s (1990) study of hope metaphors uncovered references to a gas or airy substance that provides a “lift”. The word [hope] in Hebrew (Tikvah) refers to a woven cord, i.e., something to be grasped in the process of mental-time travel. Hope has also been compared to an anchor; a resource for maintaining a fixed orientation in a liminal space threatened by potential disturbance.

Further work is needed to clarify the interactions among these different hopes. Whatever the findings, it is reasonable to presume that the character strength of fundamental hope impacts both long-term aspirations and the emergence (or non-emergence) of state hope in the context of potential harm, loss, or challenge. This is a compelling justification for an intervention targeting fundamental hope in youth. We might compare the hope intervention to a broad-spectrum immunization program, designed to protect the individual against despair arising from threats to the needs for mastery, attachment, survival, and spirituality, listed in this order to suggest a “critical m.a.s.s”.
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