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Abstract

For the first time, in 2025, CDC’s nationally representative Youth Risk Behavior Survey (YRBS) included an item assessing 
U.S. high school students’ use of mental health services. Data from this survey were used to examine the prevalence of persistent 
feelings of sadness or hopelessness among U.S. high school students and their receipt of counseling or therapy. Overall, 33.3% of 
students reported persistent feelings of sadness or hopelessness, with a higher prevalence among female than male students (43.4% 
versus 23.9%). Among students reporting persistent feelings of sadness or hopelessness, 29.6% reported receiving counseling 
or therapy, 28.8% reported an unmet need for counseling or therapy, and 41.5% reported no perceived need for counseling 
or therapy. A higher prevalence of female students than male students reported receiving counseling or therapy (33.2% versus 
23.3%) and an unmet need for counseling or therapy (31.7% versus 23.8%) among those reporting persistent feelings of sadness 
or hopelessness. Conversely, a higher prevalence of male students than female students reported no perceived need for counseling 
or therapy (52.9% versus 35.1%). Asian and Black or African American students had both the lowest prevalence of receiving 
counseling or therapy (15.7% and 15.4%, respectively) and the highest prevalence of an unmet need for counseling or therapy 
(38.4% and 33.9%, respectively). After controlling for sex, grade, and race and ethnicity, students with persistent feelings of sadness 
or hopelessness were approximately twice as likely to report receiving counseling or therapy and three times as likely to report 
an unmet need compared with students who did not report these feelings. These findings highlight potential opportunities for 
tailored interventions to support adolescent use of mental health services, particularly approaches that address the unmet need for 
mental health services among female students and the low perceived need for services among male students. Strategies that might 
improve access to care include school-based mental health services and culturally appropriate family and community engagement.

Introduction
Adolescence is a period of rapid developmental, emotional, 

cognitive, and social transition. These changes, combined 
with increasing academic demands, social pressures, and 
challenges with identity formation, can increase the risk for 
mental health disorders among youths (1). Data from the 
2023 national Youth Risk Behavior Survey (YRBS) indicate 
that 40% of U.S. high school students reported persistent 
feelings of sadness or hopelessness, and 29% reported poor 
mental health, underscoring the magnitude of this public 
health concern (2). Despite the high prevalence of poor mental 
health, many adolescents do not receive mental health services 
because of barriers that can be broadly grouped as personal 
(e.g., stigma), interpersonal (e.g., lack of trusted relationships), 

and structural factors (e.g., cost, transportation barriers, and 
limited availability of mental health providers) (3,4). Although 
receipt of evidence-based mental health services is associated 
with improved outcomes (5), little is known about the extent to 
which adolescents experiencing persistent feelings of sadness or 
hopelessness access counseling or treatment services. Research 
suggests that mental health symptoms might vary by sex, grade, 
and race and ethnicity (2), yet it remains unclear how these 
demographic characteristics are associated with access to mental 
health services among U.S. high school students.

This report uses 2025 YRBS data to provide the first 
nationally representative estimates of mental health service use 
among adolescents experiencing persistent feelings of sadness or 
hopelessness. Previous research has shown a strong association 
between having felt sad or hopeless for ≥2 weeks in the past year 
with moderate to severe depressive symptoms, frequent mental 
distress, and functional limitations resulting from poor mental 
health (6). The goal is to identify critical gaps in the mental 
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health care needs of adolescents, particularly among youths 
experiencing persistent feelings of sadness or hopelessness, and 
to guide efforts that promote accessible mental health services 
for adolescents. Findings from this report are intended for 
public health practitioners, mental health providers, school 
and education professionals, researchers, and federal, state, 
and local mental health and public health agencies.

Methods
Data Source

This report includes data from the 2025 YRBS (N = 10,710), 
a cross-sectional, school-based survey conducted biennially 
since 1991. Each survey year, CDC collects data from a 
nationally representative sample of students from public and 
private schools, including parochial schools, in grades 9–12 
in the 50 U.S. states and the District of Columbia. Additional 
information about YRBS sampling, data collection, response 
rates, and processing is available in the overview report of this 
supplement (7). The prevalence estimates for use of mental 
health counseling or therapy and other YRBS variables among 
U.S. high school students overall and stratified by demographic 
characteristics are available at https://youthonline.cdc.gov. 
The full YRBS questionnaire, datasets, and documentation 
are available at https://www.cdc.gov/yrbs/index.html. This 
study was approved by institutional review boards at CDC 
and ICF, the survey contractor, and was conducted consistent 
with applicable federal law and CDC policy.*

Measures
Questions, response options, and analytic coding for 

persistent feelings of sadness or hopelessness and use of mental 
health counseling or therapy are provided (Table 1). Persistent 
feelings of sadness or hopelessness were assessed with the 
question, “During the past 12 months, did you ever feel so sad 
or hopeless almost every day for two weeks or more in a row 
that you stopped doing some usual activities?” with “yes” or 
“no” response options. The mental health counseling or therapy 
question was administered independently of the persistent 
feelings of sadness or hopelessness question and did not 
depend on whether a student responded “yes” to experiencing 
persistent feelings of sadness or hopelessness. The question 
assessed counseling or therapy for a broader range of concerns, 
including emotions, concentration, behavior, or mental health. 
Students were asked, “During the past 12 months, which of 
the following best describes your experience with counseling 
or therapy from a health professional, such as a doctor, nurse, 

* 45 C.F.R. part 46.114; 21 C.F.R. part 56.114.

psychologist, or therapist to help with emotions, concentration, 
behavior, or mental health?” Students selected from the 
following response options: “I did not receive counseling or 
therapy because I did not need it” (defined as no perceived 
need), “I needed counseling or therapy but did not get it because 
of cost, not knowing how or where to get help, or another 
reason” (defined as unmet need), and “I received counseling 
or therapy” (Table 1). Of the 10,710 students in the analytic 
sample, 1,941 were not asked the mental health counseling 
or therapy question because of survey procedures for schools 
selected for both the national and site-specific YRBS samples. 
Students in these schools completed only one questionnaire; 
when the site-specific questionnaire was administered, it might 
not have included all questions on the national YRBS (7), 
including the mental health counseling or therapy question. 
Among the 8,769 students who were administered the mental 
health counseling or therapy question, 569 did not provide a 
valid response, resulting in 8,200 students with valid mental 
health counseling or therapy data. For the persistent feelings of 
sadness or hopelessness question, 98 of the 10,710 students in 
the analytic sample were not asked the question because they 
completed a site-specific questionnaire that did not include the 
persistent feelings of sadness or hopelessness question. Among 
the 10,612 students who were administered the persistent 
feelings of sadness or hopelessness question, 129 did not 
provide a valid response, resulting in 10,483 students with 
valid data on persistent feelings of sadness or hopelessness. 
A total of 8,049 students had valid responses to both the 
persistent feelings of sadness or hopelessness and the mental 
health counseling or therapy questions.

Demographic variables included sex (female or male), grade 
(9, 10, 11, or 12), and race and ethnicity (American Indian 
or Alaska Native [AI/AN], Asian, Black or African American 
[Black], Hispanic or Latino [Hispanic], Middle Eastern or 
North African [ME/NA], Native Hawaiian or Pacific Islander 
[NH/PI], White, or multiracial [selected more than one racial 
category]). Persons of Hispanic origin might be of any race but 
are categorized as Hispanic; all racial groups are non-Hispanic.

Analysis
Weighted prevalence estimates and 95% CIs were calculated 

for persistent feelings of sadness or hopelessness and receipt 
of, unmet need for, and no perceived need for mental health 
counseling or therapy. Among students who reported persistent 
feelings of sadness or hopelessness, prevalence and 95% CIs 
were estimated for all three counseling or therapy outcomes. 
Differences in prevalence by demographic characteristics were 
assessed using design-adjusted t tests for pairwise comparisons. 

https://youthonline.cdc.gov
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Corrections for multiple comparisons were not applied because 
the analyses were descriptive and hypothesis generating, and 
each statistical test addressed a distinct research question and 
was interpreted independently. Taylor series linearization 
was used for all estimates and measures of association, with 
statistical significance set at p<0.05. Prevalence estimates with 
a denominator <30 were considered statistically unreliable and 
were suppressed (7).

Adjusted prevalence ratios (aPRs) and 95% CIs for 
the association between persistent feelings of sadness or 
hopelessness and mental health counseling or therapy outcomes 
were calculated using logistic regression models with predicted 
marginals. Sex-stratified analyses were conducted a priori 
to assess whether associations between persistent feelings 
of sadness or hopelessness and mental health counseling or 
therapy differed between female and male adolescents, given 
previously documented sex differences in adolescent mental 
health symptoms and help-seeking behaviors (2). Overall 
models controlled for sex, grade, and race and ethnicity; sex-
stratified models controlled for grade and race and ethnicity. 
Prevalence ratios were considered statistically significant if the 
95% CI excluded the null hypothesis value of 1.0. All analyses 
were conducted using SAS-callable SUDAAN (version 11.0.4; 
RTI International) to account for the complex sampling design 
and weighting.

Results
Overall, in 2025, 33.3% of U.S. high school students 

reported persistent feelings of sadness or hopelessness. The 
prevalence was higher among female students than male 
students (43.4% versus 23.9%) and similar across grade 
levels (Table 2). Across racial and ethnic groups, the highest 
prevalence was among NH/PI students (40.6%), followed by 
AI/AN (39.5%) and multiracial students (39.3%); prevalence 
was lowest among ME/NA students (20.9%).

Overall, 18.6% of students reported receiving counseling 
or therapy, 15.4% reported an unmet need for counseling or 
therapy, and 66.0% reported no perceived need for counseling 
or therapy (Table 3). Compared with male students, female 
students had a higher prevalence of receiving counseling or 
therapy (25.1% versus 12.3%) and reporting an unmet need 
for counseling or therapy (21.1% versus 9.9%). Conversely, 
a higher prevalence of male students than female students 
reported no perceived need for counseling or therapy (77.7% 
versus 53.7%). Compared with other racial and ethnic 
groups, Asian students had the lowest prevalence of receiving 
counseling or therapy (6.4%) and the highest prevalence of 
reporting no perceived need for counseling or therapy (77.4%).

Among students reporting persistent feelings of sadness or 
hopelessness, 29.6% reported receiving counseling or therapy, 
28.8% reported an unmet need for counseling or therapy, and 
41.5% reported no perceived need for counseling or therapy 
(Table 4). Compared with male students, female students had 
a higher prevalence of receiving counseling or therapy (33.2% 
versus 23.3%) and reporting an unmet need for counseling or 
therapy (31.7% versus 23.8%). Conversely, a higher prevalence 
of male students than female students reported no perceived 
need for counseling or therapy (52.9% versus 35.1%).

Differences in receipt of counseling or therapy were observed 
by race and ethnicity. Among those reporting persistent 
feelings of sadness or hopelessness, receipt of counseling or 
therapy was lowest among Black (15.4%) and Asian (15.7%) 
students and highest among multiracial (39.6%) and White 
(36.5%) students (Table 4). Unmet need for counseling or 
therapy was highest among Asian (38.4%) and Black (33.9%) 
students. Compared with other racial and ethnic groups, the 
prevalence of reporting no perceived need for counseling or 
therapy was highest among Black (50.8%), Hispanic (46.0%), 
and Asian students (45.8%).

After adjusting for sex, grade, and race and ethnicity, 
students reporting persistent feelings of sadness or hopelessness 
were more likely to report receiving counseling or therapy 
(aPR = 2.08; 95% CI = 1.83–2.36) and more likely to report 
an unmet need (aPR = 3.05; 95% CI = 2.62–3.56) compared 
with students who did not report these feelings (Table 5). 
Conversely, students reporting persistent feelings of sadness 
or hopelessness were less likely to report no perceived need for 
counseling or therapy (aPR = 0.57; 95% CI = 0.54–0.61). In 
sex-stratified analyses, findings were consistent with the overall 
adjusted model for both male and female students.

Discussion
This report provides the first nationally representative 

estimates for receipt of, unmet need for, and no perceived need 
for counseling or therapy among U.S. high school students 
reporting persistent feelings of sadness or hopelessness, a key 
measure collected by YRBS that has been associated with 
depressive symptoms (6). In 2025, approximately one in three 
students reported persistent feelings of sadness or hopelessness. 
Of those students, only about one third reported receiving 
counseling or therapy. An additional one third reported 
an unmet need for counseling or therapy, indicating they 
wanted help but did not get it because of cost, not knowing 
how or where to get help, or another reason. These findings 
are consistent with household-based surveys, such as the 
2024 National Survey on Drug Use and Health, which found 
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that among adolescents aged 12–17 years with a past-year 
major depressive episode who did not receive mental health 
treatment, 34.2% reported not seeking treatment despite 
believing they needed it (8).

Patterns of mental health service use and perceived need 
for services varied significantly by sex and race and ethnicity. 
Consistent with previous research, the prevalence of persistent 
feelings of sadness or hopelessness among female students was 
nearly twice that of male students (2). Pressures to conform to 
gender-role expectations and hormonal changes associated with 
puberty have been proposed as potential contributing factors 
to the emergence of sex differences in adolescent depression 
(9). During puberty, biologic changes occur alongside 
psychosocial transitions that might interact in ways associated 
with greater risk for depressive symptoms, particularly among 
girls (9). Although female students had a higher prevalence 
of receiving counseling or therapy than male students, they 
also had a higher prevalence of unmet need for counseling or 
therapy. Conversely, male students had a higher prevalence of 
reporting no perceived need for counseling or therapy. For male 
students, lower perceived need and lower use of mental health 
services might be related to social norms that stigmatize poor 
mental health and seeking help as signs of personal weakness 
(10). Although seeking help for mental health concerns 
might be considered more acceptable for females, structural 
and interpersonal barriers such as the cost of services, limited 
provider availability, and negative family attitudes might 
impede access for students, regardless of sex (3,4).

Differences were also apparent by race and ethnicity. Among 
students reporting persistent feelings of sadness or hopelessness, 
Black and Asian students had the lowest prevalence of receiving 
counseling or therapy and the highest prevalence of unmet 
need; in addition, Black, Asian, and Hispanic students had 
the highest prevalence of reporting no perceived need for 
counseling or therapy. Although these data do not allow for 
a direct examination of why these students did not receive 
counseling or therapy or perceived that they did not need 
care, previous research suggests that stigma, parental beliefs, 
and structural barriers such as low income and insurance status 
might discourage both acknowledgment of need and formal 
help-seeking behaviors among racial and ethnic minorities 
(11). For all students, multiple barriers might impede access 
to mental health services. Frequently cited structural barriers 
include financial constraints, transportation issues, long wait 
times, and difficulty navigating health resources (3,4,8). 
Personal and interpersonal factors, such as stigma, low 
perceived symptom severity, and a preference for self-reliance, 
also might discourage youths from seeking help (3,4,8). 
Negative family and community attitudes toward mental 
health concerns, including distrust of health professionals 

or skepticism regarding treatment effectiveness, have been 
associated with lower help-seeking behaviors and use of mental 
health services (3). Because past negative experiences with 
health care providers have been associated with low trust in 
mental health services (3,12), creating supportive, adolescent-
friendly care environments might help reduce barriers to 
mental health service use.

Population-level strategies, such as improving mental health 
literacy, might help address these multifaceted challenges. 
Mental health literacy is the ability to recognize warning signs 
of poor mental health, understand when and how to seek help 
from trusted adults or mental health professionals, and use 
healthy coping strategies to manage stress and promote well-
being (3). Health education, generally, and efforts to increase 
mental health literacy, specifically, have been associated with 
increased use of health care and positive engagement with 
health care providers (3).

Schools might play an important role in promoting 
mental health and supporting students facing a wide range 
of emotional and mental health concerns (13). For example, 
school-based mental health services might improve access by 
reducing transportation and cost barriers for families. In 2025, 
55% of public school administrators reported an increase in the 
percentage of school staff members expressing concerns about 
students exhibiting depression, anxiety, trauma, or emotional 
dysregulation or disturbance (https://nces.ed.gov/surveys/spp/
results.asp). However, only 52% of administrators reported 
that their school was able to provide mental health services 
for all students who needed them. Addressing mental health 
workforce shortages and expanding the school-based mental 
health workforce might improve access to both prevention 
and treatment services. Initiatives that streamline referral 
processes and expand school-based care might help address 
gaps between the prevalence of mental health challenges and 
the use of services (14).

In addition to providing access to services, schools might play 
a preventive role by fostering safe and supportive environments 
that promote mental health and well-being. In 2023, CDC 
released Promoting Mental Health and Well-Being in Schools: 
An Action Guide for School and District Leaders (https://
www.cdc.gov/mental-health-action-guide/about/index.html), 
which outlines evidence-based strategies to support student 
mental health and well-being. Key strategies include increasing 
students’ mental health literacy by delivering classroom-based 
mental health education and implementing peer modeling 
programs that support students at all grade levels to build 
resilience and manage emotional challenges. CDC–supported 
programs in several school districts have implemented 
evidence-based approaches incorporating trauma-informed 
practices, mindfulness activities, and social-emotional skill 

https://nces.ed.gov/surveys/spp/results.asp
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development to support student mental health and well-
being, consistent with recommended school-based mental 
health promotion strategies. For example, Chicago Public 
Schools adopted a comprehensive mental health and suicide 
prevention policy in 2022 (https://www.cps.edu/sites/cps-
policy-rules/policies/700/704/704-13/) that requires each of 
its 647 K–12 schools to establish a behavioral health team 
responsible for providing universal and targeted prevention 
and composed of a school psychologist, nurses, case managers, 
social workers, and other relevant stakeholders. Other CDC–
supported recipients, such as the Arkansas Department of 
Education and Eaton Regional Education Services Agency, 
have leveraged CDC’s What Works in Schools program 
(https://www.cdc.gov/healthy-youth/what-works-in-schools/
overview.html) and the Substance Abuse and Mental Health 
Services Administration’s (SAMHSA’s) Project AWARE 
(Advancing Wellness and Resiliency in Education) program 
(https://www.samhsa.gov/mental-health/children-and-
families/school-health/project-aware) to support sustainable 
infrastructure for school-based mental health programs and 
services, including primary prevention.

Programs like these provide examples of how schools can 
move beyond service provision alone to proactively support 
students’ emotional development and overall well-being in a 
classroom setting through implementation of comprehensive, 
multitiered systems of support and collaboration with 
community-based partners. Integrating mental health 
services into primary care, expanding telehealth capacity, and 
increasing school-based counseling services might improve the 
continuity of care for adolescents (14). Strengthening trusting 
relationships between youths and parents, teachers, and 
counselors might facilitate help-seeking behaviors (14). Peer 
support programs and interventions that equip parents and 
guardians to recognize signs of distress and support adolescents 
in seeking help might further reduce barriers to accessing 
mental health services (15). For adolescents and families who 
are seeking services, care navigator programs might provide 
additional support by helping them connect with appropriate 
mental health resources, potentially improving continuity of 
care and reducing unmet need (16).

Limitations
General limitations for YRBS are available in the overview 

report of this supplement (7). The findings in this report 
are subject to at least three additional limitations. First, the 
YRBS measure of mental health counseling or therapy does 
not capture the type, frequency, or quality of services received, 
nor can it be used to assess the adequacy of care. Second, 

the survey’s response options for unmet need (e.g., cost, not 
knowing how or where to get help, or another reason) do 
not collect specific reasons, which limits the ability to fully 
examine specific barriers to accessing care. Finally, the majority 
of missing data for the mental health counseling or therapy 
item were from students who were not asked the question to 
reduce respondent effort in schools selected for both national 
and site-level YRBS samples, which might limit generalizability. 
However, students with and without mental health counseling 
or therapy data did not differ significantly by sex, race and 
ethnicity, or grade.

Future Directions
Given the higher prevalence of unmet need for mental health 

counseling or therapy among female and racial and ethnic 
minority students experiencing persistent feelings of sadness 
or hopelessness, future research is needed to identify effective 
strategies for addressing barriers to care in these populations. 
Although evidence-based primary prevention strategies have 
been identified, additional research is needed to evaluate their 
implementation and effectiveness in schools and community 
settings, because improving access to clinical services alone 
might not fully address adolescent mental health needs. 
Potential primary prevention strategies include mental health 
education, violence prevention programming, peer mentoring, 
brief interventions, support groups, and other low-intensity, 
school-based supports.

Studies should also explore how adolescents access mental 
health information online, including through social media 
and generative artificial intelligence (AI). Approximately 
one in eight U.S. adolescents reported using generative AI 
chatbots for mental health support (17). Although these 
technologies might reduce barriers related to cost, accessibility, 
and stigma, concerns remain regarding the lack of scientific 
validation, safety protocols, and regulatory oversight (https://
www.apa.org/topics/artificial-intelligence-machine-learning/
health-advisory-ai-chatbots-wellness-apps-mental-health.pdf ). 
Potential priorities include developmentally appropriate digital 
literacy education, dissemination of accurate mental health 
information, and support for parents, caregivers, and school 
professionals in guiding adolescents’ use of these technologies.

Conclusion
Approximately one in three U.S. high school students 

reported persistent feelings of sadness or hopelessness, yet fewer 
than one third of these students received counseling or therapy. 
An unmet need for mental health counseling or therapy was 

https://www.cps.edu/sites/cps-policy-rules/policies/700/704/704-13/
https://www.cps.edu/sites/cps-policy-rules/policies/700/704/704-13/
https://www.cdc.gov/healthy-youth/what-works-in-schools/overview.html
https://www.cdc.gov/healthy-youth/what-works-in-schools/overview.html
https://www.samhsa.gov/mental-health/children-and-families/school-health/project-aware
https://www.samhsa.gov/mental-health/children-and-families/school-health/project-aware
https://www.apa.org/topics/artificial-intelligence-machine-learning/health-advisory-ai-chatbots-wellness-apps-mental-health.pdf
https://www.apa.org/topics/artificial-intelligence-machine-learning/health-advisory-ai-chatbots-wellness-apps-mental-health.pdf
https://www.apa.org/topics/artificial-intelligence-machine-learning/health-advisory-ai-chatbots-wellness-apps-mental-health.pdf
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most prevalent among female students and certain racial and 
ethnic groups, whereas male students had a higher prevalence 
of reporting no perceived need for counseling or therapy. These 
findings highlight potential opportunities for a multitiered 
response that includes school-based mental health services, 
improved mental health literacy, and socially and culturally 
appropriate interventions that engage all youths, families, 
and communities. CDC resources such as Promoting Mental 
Health and Well-Being in Schools: An Action Guide for School 
and District Leaders, as well as What Works in Schools, might 
support implementation of such approaches in school settings. 
Increasing access to appropriate and inclusive mental health 
support for adolescents remains a public health priority.
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TABLE 1. Questions, response options, and analytic coding for persistent feelings of sadness or hopelessness and use of mental health  
services — Youth Risk Behavior Survey, United States, 2025

Variable Question Response option Analytic coding

Persistent feelings  
of sadness or 
hopelessness

During the past 12 months, did you ever feel so  
sad or hopeless almost every day for two weeks  
or more in a row that you stopped doing some 
usual activities? 

Yes or no Yes versus no

Use of mental health 
counseling or 
therapy

During the past 12 months, which of the following 
best describes your experience with counseling  
or therapy from a health professional, such as a 
doctor, nurse, psychologist, or therapist to help  
with emotions, concentration, behavior, or  
mental health?

I did not receive counseling or therapy 
because I did not need it; I needed 
counseling or therapy but did not get it 
because of cost, not knowing how or 
where to get help, or another reason;  
I received counseling or therapy

Did not receive counseling or therapy 
because I did not need it (no perceived 
need) versus unmet need for counseling or 
therapy (unmet need) versus received 
counseling or therapy

TABLE 2. Prevalence of persistent feelings of sadness or hopelessness among high school students, by demographic characteristics — Youth 
Risk Behavior Survey, United States, 2025*

Characteristic

Persistent feelings of sadness or hopelessness during the past 12 months

% (95% CI)

Overall 33.3 (31.2–35.5)
Sex
Female† 43.4 (40.1–46.8)
Male 23.9 (21.9–26.0)
Grade
9 32.7 (29.9–35.7)
10 34.2 (31.4–37.1)
11 34.3 (30.8–38.0)
12 32.0 (29.1–35.1)
Race and ethnicity§

AI/AN¶ 39.5 (27.2–53.2)
Asian** 23.9 (18.7–29.9)
Black or African American†† 34.3 (31.7–37.0)
Hispanic or Latino§§ 37.0 (34.1–40.0)
ME/NA¶¶ 20.9 (11.7–34.5)
NH/PI*** 40.6 (33.2–48.6)
White 31.5 (28.1–35.1)
Multiracial††† 39.3 (33.7–45.2)

Abbreviations: AI/AN = American Indian or Alaska Native; ME/NA = Middle Eastern or North African; NH/PI = Native Hawaiian or Pacific Islander.
	 *	N = 10,483 respondents with valid responses for the persistent feelings of sadness or hopelessness question (of 10,710 participants in the 2025 national YRBS). 

The total number (N) of students answering each question varied. Data might be missing because 1) students in schools selected for both national and site-specific 
YRBS samples completed only one questionnaire; therefore, when the site-specific questionnaire was administered, it might not have included all questions on 
the national YRBS; 2) the student did not answer the question; or 3) the response was set to missing because of an out-of-range response or logical inconsistency. 
Prevalence estimates in each category are calculated based on nonmissing data.

	 †	Female students differed significantly from male students in the prevalence of persistent feelings of sadness or hopelessness as determined by t test analysis with 
Taylor series linearization (p<0.05).

	 §	Persons of Hispanic or Latino (Hispanic) origin might be of any race but are categorized as Hispanic; all racial groups are non-Hispanic.
	 ¶	AI/AN students differed significantly from Asian and ME/NA students in the prevalence of persistent feelings of sadness or hopelessness as determined by t test 

analysis with Taylor series linearization (p<0.05).
	 **	Asian students differed significantly from Black or African American (Black), Hispanic, NH/PI, multiracial, and White students in the prevalence of persistent feelings 

of sadness or hopelessness as determined by t test analysis with Taylor series linearization (p<0.05).
	 ††	Black students differed significantly from ME/NA students in the prevalence of persistent feelings of sadness or hopelessness as determined by t test analysis with 

Taylor series linearization (p<0.05).
	 §§	Hispanic students differed significantly from ME/NA and White students in the prevalence of persistent feelings of sadness or hopelessness as determined by 

t test analysis with Taylor series linearization (p<0.05).
	 ¶¶	ME/NA students differed significantly from NH/PI and multiracial students in the prevalence of persistent feelings of sadness or hopelessness as determined by 

t test analysis with Taylor series linearization (p<0.05).
	***	NH/PI students differed significantly from White students in the prevalence of persistent feelings of sadness or hopelessness as determined by t test analysis with 

Taylor series linearization (p<0.05).
	†††	Multiracial students differed significantly from White students in the prevalence of persistent feelings of sadness or hopelessness as determined by t test analysis 

with Taylor series linearization (p<0.05).
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TABLE 3. Use of mental health services among high school students, by demographic characteristics — Youth Risk Behavior Survey, United States, 2025*

Characteristic

Received counseling or therapy Unmet need for counseling or therapy No perceived need for counseling or therapy

% (95% CI) % (95% CI) % (95% CI)

Overall 18.6 (16.5–20.9) 15.4 (14.5–16.4) 66.0 (63.8–68.1)
Sex
Female† 25.1 (22.2–28.3) 21.1 (19.4–23.0) 53.7 (50.8–56.6)
Male 12.3 (10.9–13.9) 9.9 (8.8–11.1) 77.7 (76.1–79.3)
Grade
9 16.3 (13.5–19.4)§ 14.7 (13.0–16.6) 69.0 (66.1–71.8)¶

10 20.2 (17.1–23.6) 15.3 (13.1–17.7) 64.6 (60.7–68.2)
11 18.4 (15.6–21.4) 17.2 (14.8–19.9) 64.4 (60.9–67.8)
12 19.8 (16.4–23.8) 14.7 (12.3–17.5) 65.5 (61.7–69.1)
Race and ethnicity**,††

AI/AN 8.1 (3.3–18.3)§§ 19.1 (8.2–38.7) 72.8 (55.2–85.3)
Asian 6.4 (4.0–10.0)¶¶ 16.2 (13.2–19.7) 77.4 (73.2–81.1)***
Black or African American 12.8 (9.9–16.4)††† 17.2 (14.8–19.8) 70.0 (65.8–74.0)§§§

Hispanic or Latino 16.8 (14.4–19.5)¶¶¶ 15.9 (13.8–18.2) 67.3 (63.9–70.6)****
ME/NA 20.2 (10.8–34.7) 13.3 (7.0–23.9) 66.4 (53.7–77.1)
White 21.6 (19.2–24.3) 14.7 (13.1–16.4) 63.6 (60.7–66.5)
Multiracial 24.8 (20.6–29.6) 15.6 (12.3–19.6) 59.5 (54.2–64.7)

Abbreviations: AI/AN = American Indian or Alaska Native; ME/NA = Middle Eastern or North African.
	 *	N = 8,200 respondents with valid responses for the mental health service use item (of 10,710 participants in the 2025 national YRBS). The total number (N) of 

students answering each question varied. Data might be missing because 1) students in schools selected for both national and site-specific YRBS samples 
completed only one questionnaire; therefore, when the site-specific questionnaire was administered, it might not have included all questions on the national 
YRBS; 2) the student did not answer the question; or 3) the response was set to missing because of an out-of-range response or logical inconsistency. Prevalence 
estimates in each category are calculated based on nonmissing data.

	 †	Female students differed significantly from male students in the prevalence of receiving counseling or therapy, unmet need, and no perceived need as determined 
by t test analysis with Taylor series linearization (p<0.05).

	 §	Students in grade 9 differed significantly from students in grades 10 and 12 in the prevalence of receiving counseling or therapy as determined by t test analysis 
with Taylor series linearization (p<0.05).

	 ¶	Students in grade 9 differed significantly from students in grades 10 and 11 in the prevalence of no perceived need as determined by t test analysis with Taylor 
series linearization (p<0.05).

	 **	Persons of Hispanic or Latino (Hispanic) origin might be of any race but are categorized as Hispanic; all racial groups are non-Hispanic.
	 ††	Prevalence estimates with a denominator <30 were considered statistically unreliable and were suppressed; therefore, estimates for Native Hawaiian or 

Pacific Islander students are not presented.
	 §§	AI/AN students differed significantly from Hispanic, multiracial, and White students in the prevalence of receiving counseling or therapy as determined by t test 

analysis with Taylor series linearization (p<0.05).
	 ¶¶	Asian students differed significantly from Black or African American (Black), Hispanic, ME/NA, multiracial, and White students in the prevalence of receiving 

counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	 ***	Asian students differed significantly from Black, Hispanic, multiracial, and White students in the prevalence of no perceived need for counseling or therapy as 

determined by t test analysis with Taylor series linearization (p<0.05).
	 †††	Black students differed significantly from Hispanic, multiracial, and White students in the prevalence of receiving counseling or therapy as determined by t test 

analysis with Taylor series linearization (p<0.05).
	 §§§	Black students differed significantly from multiracial and White students in the prevalence of no perceived need for counseling or therapy as determined by t test 

analysis with Taylor series linearization (p<0.05).
	 ¶¶¶	Hispanic students differed significantly from multiracial and White students in the prevalence of receiving counseling or therapy as determined by t test analysis 

with Taylor series linearization (p<0.05).
	****	Hispanic students significantly differed from multiracial students in the prevalence of no perceived need for counseling or therapy as determined by t test analysis 

with Taylor series linearization (p<0.05).
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TABLE 4. Mental health service use among students who reported persistent feelings of sadness or hopelessness for ≥2 weeks during the past 
12 months, by demographic characteristics — Youth Risk Behavior Survey, United States, 2025*

Characteristic

Received counseling or therapy Unmet need for counseling or therapy No perceived need for counseling or therapy

% (95% CI) % (95% CI) % (95% CI)

Overall 29.6 (25.4–34.2) 28.8 (26.8–31.0) 41.5 (38.0–45.2)
Sex
Female† 33.2 (28.5–38.4) 31.7 (29.1–34.3) 35.1 (31.0–39.3)
Male 23.3 (18.8–28.5) 23.8 (20.1–27.8) 52.9 (48.6–57.2)
Grade
9 26.6 (21.5–32.4) 29.6 (26.6–32.9) 43.8 (38.8–48.9)
10 31.7 (25.7–38.4) 28.9 (25.5–32.5) 39.4 (33.5–45.6)
11 28.1 (22.4–34.5) 29.4 (24.6–34.7) 42.5 (36.7–48.5)
12 32.5 (26.3–39.4) 27.3 (22.9–32.2) 40.2 (33.8–46.8)
Race and ethnicity§,¶

Asian 15.7 (9.0–26.1)** 38.4 (30.1–47.5)†† 45.8 (37.2–54.7)§§

Black or African American 15.4 (11.0–21.1)¶¶ 33.9 (29.0–39.0)*** 50.8 (43.6–57.9)†††

Hispanic or Latino 25.1 (20.6–30.1)§§§ 29.0 (25.1–33.2) 46.0 (40.9–51.1)¶¶¶

White 36.5 (31.8–41.5) 27.1 (24.6–29.9) 36.3 (32.6–40.2)
Multiracial 39.6 (30.5–49.4) 24.4 (18.5–31.4) 36.0 (29.9–42.6)

	 *	N = 3,623 respondents who responded yes to the item assessing persistent feelings of sadness or hopelessness for ≥2 weeks during the past 12 months (of 
10,710 participants in the 2025 national YRBS). The total number (N) of students answering each question varied. Data might be missing because 1) students in 
schools selected for both national and site-specific YRBS samples completed only one questionnaire; therefore, when the site-specific questionnaire was administered, 
it might not have included all questions on the national YRBS; 2) the student did not answer the question; or 3) the response was set to missing because of an 
out-of-range response or logical inconsistency. Prevalence estimates in each category are calculated based on nonmissing data.

	 †	Among students who reported persistent feelings of sadness or hopelessness, female students differed significantly from male students in the prevalence of 
receiving counseling or therapy, unmet need, and no perceived need as determined by t test analysis with Taylor series linearization (p<0.05).

	 §	Persons of Hispanic or Latino (Hispanic) origin might be of any race but are categorized as Hispanic; all racial groups are non-Hispanic.
	 ¶	Prevalence estimates with a denominator <30 were considered statistically unreliable and were suppressed; therefore, estimates for American Indian or Alaska Native, 

Middle Eastern or North African, and Native Hawaiian or Pacific Islander students are not presented.
	 **	Among students who reported persistent feelings of sadness or hopelessness, Asian students significantly differed from Hispanic, multiracial, and White students 

in the prevalence of receiving counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	 ††	Among students who reported persistent feelings of sadness or hopelessness, Asian students significantly differed from Hispanic, multiracial, and White students 

in the prevalence of unmet need for counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	 §§	Among students who reported persistent feelings of sadness or hopelessness, Asian students significantly differed from White students in the prevalence of no 

perceived need for counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	 ¶¶	Among students who reported persistent feelings of sadness or hopelessness, Black or African American (Black) students significantly differed from Hispanic, 

multiracial, and White students in the prevalence of receiving counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	***	Among students who reported persistent feelings of sadness or hopelessness, Black students significantly differed from multiracial and White students in the 

prevalence of unmet need for counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	†††	Among students who reported persistent feelings of sadness or hopelessness, Black students significantly differed from multiracial and White students in the 

prevalence of no perceived need for counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	§§§	Among students who reported persistent feelings of sadness or hopelessness, Hispanic students significantly differed from multiracial and White students in the 

prevalence of receiving counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).
	¶¶¶	Among students who reported persistent feelings of sadness or hopelessness, Hispanic students significantly differed from multiracial and White students in the 

prevalence of no perceived need for counseling or therapy as determined by t test analysis with Taylor series linearization (p<0.05).

TABLE 5. Association between persistent feelings of sadness or hopelessness and mental health service use, by sex — Youth Risk Behavior 
Survey, United States, 2025

Mental health service use

Persistent feelings of sadness or hopelessness

Overall Female Male

Yes No aPR* Yes No aPR† Yes No aPR†

% (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Received counseling or 
therapy

29.6 
(25.4–34.2)

12.8 
(11.2–14.7)

2.08 
(1.83–2.36)

33.2 
(28.5–38.4)

18.5 
(15.9–21.3)

1.83
(1.59–2.11)

23.3 
(18.8–28.5)

8.9 
(7.6–10.2)

2.65 
(2.09–3.36)

Unmet need for counseling 
or therapy

28.8 
(26.8–31.0)

8.5 
(7.6–9.6)

3.05
(2.62–3.56)

31.7 
(29.2–34.3)

12.8 
(11.3–14.5)

2.52 
(2.21–2.87)

23.8 
(20.1–27.8)

5.5 
(4.4–6.7)

4.20 
(3.11–5.69)

No perceived need for 
counseling or therapy

41.5 
(38.0–45.2)

78.6 
(76.4–80.7)

0.57 
(0.54–0.61)

35.1 
(31.0–39.3)

68.7 
(65.6–71.7)

0.50 
(0.45–0.55)

52.9 
(48.6–57.2)

85.7 
(83.9–87.3)

0.62 
(0.57–0.68)

Abbreviation: aPR = adjusted prevalence ratio.
*	Adjusted for sex, grade, and race and ethnicity. The aPR compares students with persistent feelings of sadness or hopelessness (answered “yes”) to those without 

(answered “no”; referent group).
†	Adjusted for grade and race and ethnicity. The aPR compares students with persistent feelings of sadness or hopelessness (answered “yes”) to those without (answered 

“no”; referent group).




