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ABSTRACT OF DISSERTATION 

 

 

Beyond Stigma and Silence: 

A Peer Support Framework to Address 

Mental Health Disparities Among Black Girls 

 

 

Purpose: Adolescent Black girls experience disproportionate mental health disparities 

driven by intersecting racial, gendered, and structural inequities, yet culturally responsive 

and peer support mental health interventions tailored to this population remain 

understudied. This study sought to assess the existing evidence for peer support mental 

health interventions for adolescent Black girls and to develop an evidence-informed, 

community-driven framework to address identified gaps. 

Methods: A two-phase design was employed. Phase One consisted of a systematic 

literature review to identify peer support mental health interventions targeting adolescent 

Black girls. Searches were conducted across ten electronic databases and screened using 

predefined eligibility criteria. Phase Two involved the development of a Community-

Based Participatory Research (CBPR)–informed peer support intervention framework 

grounded in existing theoretical and conceptual frameworks. 

Results: No empirically evaluated peer support mental health interventions targeting 

adolescent Black girls met the inclusion criteria. The absence of eligible studies 

highlights a significant evidence gap and reflects broader structural inequities in mental 

health research and intervention development. In response, a CBPR-informed peer 

support framework was developed that operationalizes theoretical constructs into 

actionable intervention components, including peer support dialogue, culturally affirming 

practices, trauma-informed approaches, skill-building, and self-advocacy across 
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community-based settings. 

Conclusions: The findings underscore an urgent need for culturally responsive peer 

support mental health interventions designed with and for adolescent Black girls. The 

proposed framework offers a feasible and scalable roadmap for the development, 

evaluation, and implementation of future interventions. Centering lived experience and 

community partnerships, this model advances equity-oriented public health practice to 

reduce stigma, improve help-seeking behaviors, and promote resilience among adolescent 

Black girls. 
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GLOSSARY OF TERMS 

 

 

Adolescents are young people in the phase of life between childhood and adulthood, 

from ages 10 to 19, as defined by the World Health Organization. 

Adverse Childhood Experiences (ACEs) are traumatic events or conditions experienced 

during childhood, such as abuse, neglect, household dysfunction, or community violence, 

which have been linked to negative long-term health and mental health outcomes. 

Anxiety is an excessive and persistent sense of worry or fear, often accompanied by 

physical symptoms such as restlessness, rapid heartbeat, or muscle tension. When these 

feelings are ongoing, difficult to control, and interfere with daily functioning, they may 

develop into anxiety disorders, including generalized anxiety disorder, which is 

characterized by chronic and recurrent episodes of heightened anxiety. 

Black girl refers to a female-identifying individual who self-identifies as Black or is 

identified as such within the cultural and societal context of the study. This population 

includes both cisgender and transgender Black girls and acknowledges the significance of 

cultural identity, which can be informed by factors such as ancestry, community, and 

lived experience. 

Culturally responsive refers to the ability of mental health professionals, programs, and 

systems to understand, respect, and effectively respond to the cultural, social, and 

contextual realities that shape the experiences of diverse populations. Within this article, 

the term culturally responsive is used interchangeably with culturally competent, 

culturally affirming, culturally informed, and culturally relevant to describe approaches 

that recognize and incorporate individuals’ cultural identities, lived experiences, and 

community contexts into mental health programming and service delivery. While these 
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terms have distinct origins in the literature, they are used collectively here to emphasize 

interventions grounded in the values, social environments, and cultural perspectives of 

the populations they are intended to serve. 

Depression is a mood disorder (also called major depressive disorder or clinical 

depression) that causes a persistent feeling of sadness and loss of interest.  

Mental health disparities are the differences in prevalence, access to care, treatment 

outcomes, and overall mental well-being between racial, ethnic, or socioeconomically 

marginalized groups, often influenced by systemic inequities. 

Peer support is a structured system in which individuals with shared experiences provide 

emotional, social, and practical support to one another, promoting mental health 

awareness, reducing stigma, and building resilience. 

Racial trauma is psychological and emotional distress caused by experiences of racism, 

discrimination, and systemic oppression, which can contribute to anxiety and depression 

symptoms. 

Resilience is the ability to adapt to and recover from adversity, stress, or trauma through 

coping strategies, emotional regulation, and social support. 

Stigma is negative stereotypes, beliefs, or attitudes associated with mental illness, which 

often lead to discrimination, social exclusion, and reluctance to seek treatment. 

Systemic barriers are structural and institutional factors that prevent individuals from 

accessing resources, opportunities, or services, particularly those that disproportionately 

affect marginalized communities. 

Trauma is the psychological and emotional impact of experiencing or witnessing events 

that overwhelm an individual’s ability to cope. It encompasses both individual and 
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structural dimensions, including direct adverse experiences and cumulative stressors that 

are chronic, systemic, or identity based. Trauma shapes mental health risk by influencing 

emotional regulation, perceptions of safety, coping behaviors, and long-term 

psychological well-being. 
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CHAPTER 1: INTRODUCTION 

 

Background 

Black girls in America are amid a silent crisis—one that is ignored, misdiagnosed, 

or criminalized rather than treated. Between 2001 and 2017, suicide rates for Black 

teenage girls surged by 182%, making it one of the leading causes of death among Black 

youth.1 Meanwhile, Black youth are significantly less likely to receive mental health 

treatment, with only 34% of adolescent Black youth with mental health needs receiving 

care, compared to 50% of their white counterparts.2 Instead of being provided with 

mental health support, Black girls are often criminalized for their distress, three times 

more likely than their white peers to be suspended, expelled, or referred to law 

enforcement for behaviors often linked to untreated anxiety, depression, and trauma.3 

Taken together, these patterns signal not isolated disparities, but a systemic failure across 

health care, education, and juvenile justice systems to recognize and respond 

appropriately to the mental health needs of adolescent Black girls. 

Racial discrimination is a significant predictor of depression and suicide among 

Black girls.4 However, despite the documented psychological consequences of racism, 

culturally responsive interventions designed to address these harms remain limited.5 

When Black girls do attempt to access care, they encounter a workforce that rarely 

reflects their lived experiences; fewer than 5% of psychiatrists, psychologists, and social 

workers identify as Black women.6 This lack of representation contributes to cultural 

mistrust and reinforces perceptions that mental health systems are not designed with 

Black girls in mind.7  

Beyond structural access barriers, social and cultural expectations further 
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complicate help-seeking. Compounding this issue, mental health stigma within Black 

communities often frames seeking help as a personal weakness or spiritual failure, further 

isolating adolescent Black girls who are struggling with mental illness.8 Additionally, 

dominant narratives of the “Strong Black Woman” archetype position Black girls as 

inherently resilient, leaving little room for vulnerability. The intersection of race, gender, 

and socioeconomic status creates additional obstacles for Black girls in need of mental 

health care.4 Black girls are often expected to embody strength, independence, and 

resilience, leaving little space for vulnerability.9 When they express distress, they are 

frequently labeled as “disruptive” rather than as youth in need of support, reinforcing a 

cycle of punishment rather than care.10 This intersection of racism, gendered 

expectations, and socioeconomic inequities creates a unique mental health landscape for 

Black girls, one that is qualitatively different from that experienced by other adolescent 

populations. Many Black girls also experience adverse childhood experiences (ACEs), 

including community violence, economic instability, and family trauma.7 Yet mental 

health programming rarely centers their intersecting realities. 

Despite these barriers, community-based, culturally responsive mental health 

interventions have proven effective in reducing stigma, increasing resilience, and 

fostering a sense of belonging. Evidence of this effectiveness is particularly strong within 

Black communities, where culturally tailored approaches have helped decrease mental 

health stigma, support the use of culturally relevant coping strategies, and cultivate 

spaces for collective healing and empowerment.11  Studies across marginalized 

communities demonstrate that culturally grounded approaches improve engagement and 

outcomes by validating lived experience and integrating community-defined healing 
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practices.12,13 While some research has focused on Indigenous populations, broader 

findings emphasize that interventions rooted in cultural context and collective identity are 

critical for communities experiencing historical trauma and structural racism.14 

Collectively, this body of literature suggests that effective mental health support for 

Black communities must move beyond individual-level pathology and instead 

incorporate culturally affirming, community-centered models of care. 

 Peer support interventions represent one promising approach. By creating spaces 

where youth can share experiences, develop coping strategies, and receive mentorship 

from peers with similar lived realities, peer models have been shown to improve 

engagement, self-efficacy, and emotional well-being.15 However, a critical gap remains: 

peer support programs are rarely designed explicitly for adolescent Black girls, nor are 

they grounded in frameworks that account for the racialized and gendered dimensions of 

their mental health experiences. This study examines the effectiveness and design 

considerations of culturally responsive peer support interventions for adolescent Black 

girls, addressing a significant gap in the literature. Given persistent disparities in access, 

treatment, and outcomes, there is an urgent need for community-driven solutions that 

empower Black girls to define and lead their own pathways to mental wellness. A 

culturally responsive peer support framework has the potential not only to improve 

individual mental health outcomes but also to disrupt the systemic inequities that shape 

how Black girls are seen, heard, and treated within mental health systems. 

Statement of the Problem 

Despite growing awareness of adolescent mental health disorders, Black girls 

remain one of the most underserved populations in the U.S. mental health system.7 
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Disparities in suicide rates, treatment access, and school discipline are well-documented. 

However, rather than isolated issues, these inequities reflect a broader pattern of systemic 

misrecognition. Black girls’ psychological distress is frequently minimized, 

misdiagnosed, or reframed as behavioral misconduct rather than addressed as a need for 

care. Taken together, racial discrimination, cultural stigma, provider underrepresentation, 

and punitive school practices create a system in which adolescent Black girls are both 

underserved and misunderstood. This convergence of structural racism and gendered 

expectations positions Black girls uniquely at risk. When mental health systems fail to 

account for the intersection of race, gender, and adolescence, they reinforce the very 

disparities they seek to reduce. 

Although peer support interventions have demonstrated promise in strengthening 

resilience and reducing stigma among youth, few models are intentionally designed for 

adolescent Black girls or grounded in frameworks that address racial trauma and 

culturally embedded expectations of strength. As a result, existing approaches remain 

conceptually misaligned with the lived realities of this population. The central problem 

this study addresses is not simply the presence of mental health disparities, but the 

absence of culturally responsive, empirically informed peer support frameworks that 

center adolescent Black girls as agents of their own healing. Without such models, 

systems will continue to respond to distress with fragmentation and punishment rather 

than affirmation and care. 

Purpose of the Study 

 The purpose of this research is to contribute to the development of a culturally 

responsive peer support model aimed at improving mental health outcomes among 
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adolescent Black girls. Given the disparities in mental health access, stigma, and 

culturally competent care, this research intended to identify evidence-based peer support 

strategies and adapt them to meet the specific needs of this population. This study used a 

two-phase approach, beginning with a systematic literature review (SLR), to develop a 

scalable, community-centered peer support intervention for adolescent Black girls. The 

SLR aimed to assess the structure, effectiveness, and cultural relevance of existing peer 

support models to identify key components for successful implementation. These 

findings would inform the second phase, which involves designing a community-based 

participatory research (CBPR) framework to ensure the intervention is responsive to the 

cultural, social, and environmental contexts shaping mental health experiences among 

adolescent Black girls. While this dissertation will not involve data collection, it will 

establish an evidence-informed framework for a peer support intervention design focused 

on stigma reduction, resilience building, and empowerment through peer networks. By 

centering the lived experiences of adolescent Black girls in the planning phase, this 

research may contribute to addressing systemic barriers in mental health care. It may lay 

the groundwork for future community-driven mental health programming, policy 

development, and research in underserved populations. 

Research Questions 

One overarching question drives this study: What is the optimal peer support 

intervention framework to address mental health outcomes among adolescent Black 

girls? 

In addition to the overarching research question, additional questions to inform the 

study and answer the primary question are as follows: 
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1. What factors optimize the likelihood of success of a peer model intervention 

among adolescent Black girls? 

2. What role do peer and social relationships play in shaping mental health outcomes 

among adolescent Black girls, according to existing literature? 

3. What considerations should guide the design of a culturally competent approach 

to engage adolescent Black girls in a peer support mental health intervention? 

Study Aims 

This study sought to explore the development of a research-informed framework 

for a culturally responsive peer support intervention that would address the mental health 

needs of adolescent Black girls. To support this goal, the study includes two primary aims 

aligned with the research questions. First, through an SLR, existing peer support models 

and interventions will be examined to identify potential factors that contribute to their 

effectiveness for adolescent Black girls. This includes analyzing how peer and social 

relationships influence mental health outcomes and determining which elements of these 

interventions can be adapted to reflect the cultural, social, and environmental realities of 

adolescent Black girls. The goal was to synthesize best practices and evidence-based 

strategies to inform the development of a peer support framework grounded in literature 

and the lived realities of the target population. Second, the study examines the 

development of a framework for a culturally relevant peer support intervention. The aim 

is to ensure that future data collection efforts are participatory, ethically grounded, and 

capable of producing actionable insights to refine the intervention framework. Together, 

these aims support the development of a structured, community-informed model for peer 

support that promotes mental health, reduces stigma, and builds resilience among 
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adolescent Black girls, laying the foundation for future implementation, policy advocacy, 

and applied research in underserved communities. 

Study Design 

This dissertation employed a two-phase design to develop a culturally responsive 

peer support framework for adolescent Black girls. Phase One consisted of an SLR using 

narrative synthesis to examine existing peer support interventions for adolescent Black 

girls. The review findings were analyzed to determine the empirical foundation for 

framework development. Phase Two translated these findings into a CBPR-informed 

framework for intervention planning. The framework outlines proposed strategies for 

youth and community involvement, including CBPR principles to ensure that future 

intervention design centers shared ownership, cultural relevance, and community 

expertise. 

Framework 

This study was guided by an integrated theoretical framework that informs the 

research questions, analytic decisions, and intervention development process from the 

outset. Social Cognitive Theory (SCT), the Health Belief Model (HBM), and Youth 

Empowerment Theory (YET) serve as the foundational theoretical anchors of the study. 

Rather than applying these theories in their entirety, this framework identifies and 

synthesizes the constructs most relevant to peer support, cultural responsiveness, and 

access to mental health services among adolescent Black girls. SCT contributes 

mechanisms of observational learning, social reinforcement, and self-efficacy, clarifying 

how peer modeling and relational affirmation influence mental health behaviors.16 Within 

peer support contexts, self-efficacy operates as a central construct, shaping confidence in 



8 

 

emotional regulation, help-seeking, and sustained coping practices. HBM provides a 

perceptual lens through which engagement with mental health support is understood.17 

Constructs, including perceived susceptibility, perceived severity, perceived barriers, and 

cues to action, illuminate how stigma, access constraints, and social norms shape 

participation in peer support interventions. YET introduces an empowerment-based 

dimension, centering psychological agency and collective efficacy.18 This perspective 

positions adolescent Black girls as active contributors to their own well-being and 

highlights leadership development, advocacy, and shared meaning-making as core 

processes within peer support spaces. Complementary public health models, including the 

Public Health Pyramid, the Health Impact Pyramid, and Causal Theory, situate these 

behavioral and empowerment mechanisms within broader structural contexts.19-21 

Together, these frameworks ensure that intervention development addresses both 

individual-level processes and systemic determinants of access to mental health services. 

This integrated framework preceded and guided the study's methodological phases. It 

shaped the criteria used in the SLR, informed the analytic evaluation of theoretical 

constructs, and structured the development of the proposed peer support intervention 

model. The framework, therefore, serves as the conceptual foundation for subsequent 

methods and results. 

Significance of Research 

Mental health disparities among adolescent Black girls are often described as a 

pressing public health concern that may benefit from targeted, culturally responsive 

interventions. Although mental health disorders appear to be increasingly prevalent, 

Black girls are frequently reported to be less likely to receive adequate treatment and 
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support, which can lead to long-term impacts on their academic, social, and emotional 

well-being. The disproportionate criminalization of Black girls, lack of Black mental 

health care professionals, and ongoing stigma surrounding mental health care further 

highlight the need for community-driven, culturally competent solutions. This research is 

significant in its effort to fill these gaps by exploring the effectiveness of a peer support 

intervention explicitly designed for adolescent Black girls, using a framework that 

prioritizes empowerment, cultural relevance, and accessibility. 

The Need for Culturally Relevant Interventions 

The disparities in mental health outcomes for Black girls underscore the urgent 

need for interventions that address the unique sociocultural factors affecting this 

population. Research has shown that peer support interventions improve mental health 

outcomes among youth.11 Programs incorporating culturally competent mentorship, 

mental health literacy education, and community-based support networks are needed to 

reduce stigma, increase resilience, and encourage help-seeking behaviors. Half of all 

mental health conditions emerge by mid-adolescence, yet early intervention remains 

limited for Black youth. Black girls are also less likely to seek care due to stigma, 

mistrust of providers, and systemic barriers, leaving them at higher risk of experiencing 

untreated mental health conditions that can persist into adulthood.8 By developing and 

evaluating a peer support intervention tailored to the unique experiences of Black girls, 

this study may provide a scalable, sustainable model that may be replicated in schools, 

community spaces, and other youth-serving organizations. 

The consequences of untreated mental illness for Black girls extend beyond 

individual distress—they influence academic performance, social relationships, and long-
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term economic and health outcomes.22 Black girls are three times more likely to be 

suspended from school than their white peers, often due to behaviors linked to 

unaddressed mental health conditions.23 They are also three times more likely to be 

incarcerated and represent 43% of all girls in youth detention facilities, illustrating the 

direct connection between unaddressed mental health needs and disproportionate 

discipline practices.22 Without accessible, culturally responsive mental health resources, 

Black girls face deepening existing racial and gender disparities. 
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CHAPTER 2: LITERATURE REVIEW 

 

 

Mental Health as a Public Health Problem 

Mental health disorders are a significant public health issue, affecting a 

substantial portion of the population globally and within the United States.24 An 

estimated 26% of U.S. adults experience a diagnosable mental disorder in a given year.25 

Population-based studies show that mental health disorders typically begin early in the 

life course: 50% of lifetime cases emerge by age 14 and 75% by age 24.26 These statistics 

highlight the critical need for early intervention and comprehensive mental health 

strategies. 

Mental Health in the United States 

 The landscape of mental health care in the U.S. compounds these challenges. An 

estimated 57.8 million Americans—approximately 46% of the population—will meet the 

criteria for a diagnosable mental health condition at some point in their lives.27 Almost 

half of all mental illnesses have an onset by age 14.28 Serious mental illness (SMI) affects 

5.5% of U.S. adults, affecting about 14.1 million individuals within a given year. Despite 

the high prevalence, treatment rates remain suboptimal; only 47.2% of adults with mental 

illness received treatment in 2021.29 Women experience depression at a rate two times 

higher than men.30 Black women are more likely to report experiencing racial bias in 

health care settings, including being dismissed, having their symptoms minimized, or 

being treated with less respect compared to patients of other racial or ethnic 

backgrounds.31 

Mental Health in the Black Community 

Within the Black community, mental health disparities are pronounced, with 
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approximately 19.7% (6.1 million) living with mental illness.32 Black young adults have 

the highest prevalence of any mental health condition when compared to other races.32 

However, cultural stigma and mistrust of healthcare systems often deter individuals from 

seeking help.7 Historical injustices and ongoing discrimination contribute to apprehension 

about the efficacy of treatment and distrust of providers.7 Moreover, Black individuals 

are less likely to receive mental health care, and when they do, it is often of poorer 

quality.32 Seeking mental health care may be seen as a sign of spiritual or moral weakness 

in this community. Between 1991 and 2019, suicide attempts among Black adolescents, 

aged 10 to 19, increased by 80%, the highest rise among any racial group.33  

Mental Health Among Adolescents 

Adolescence is a critical period for mental health, with significant implications for 

future well-being.1 In 2021, an estimated 20.1% of U.S. youth aged 12 to 17 experienced 

at least one major depressive episode.34 The prevalence was notably higher among 

females (29.2%) compared to males (11.5%).34 Alarmingly, 59.8% of youth with major 

depressive disorder did not receive any mental health treatment.29 Additionally, 16.5% of 

U.S. youth aged 6-17 experienced a mental health disorder in 2016, with only 50.6% 

receiving treatment.29 

Mental Health Among Black Girls 

Black girls face systemic racism, socioeconomic disparities, cultural stigma, and 

underrepresentation in mental health care, all of which contribute to higher rates of 

untreated mental health issues.7 Despite half of all mental illnesses developing by age 14, 

Black girls remain one of the least likely groups to receive appropriate mental health 

treatment due to limited access to culturally competent providers, economic barriers, and 
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stigma within their communities.5 The consequences of this neglect can be severe. As 

previously mentioned, suicide rates among Black girls are increasing annually, doubling 

the rate of Black boys.1 Half of these deaths occurred among girls aged 12 to 14, 

highlighting the urgent need for early intervention.1 Depression, anxiety, and relationship 

crises—often occurring within 24 hours of suicide—are more common among Black 

girls, making coping skills and conflict resolution tools essential to prevention efforts.35 

Instead of receiving mental health support, Black girls are often punished for their 

mental health distress.3 They are three times more likely to be suspended from school 

than their white peers, frequently for behaviors linked to trauma, anxiety, and depression 

disorders.36 This punitive response further isolates them, fuels distrust in mental health 

services, and discourages help-seeking behaviors.7 A lack of culturally and gender-

responsive mental health providers further exacerbates these challenges.7 With minimal 

U.S. psychiatrists, psychologists, and social workers being Black women, there is a 

disconnect between adolescent Black girls and the professionals meant to support them.6 

Mistrust in providers, combined with doubts about treatment effectiveness and stigma 

within Black communities, often prevents Black girls from seeking help.7 Addressing 

these disparities requires culturally informed mental health interventions, increased 

access to Black mental health care professionals, and community-driven support 

networks.9 Building mentorship programs and partnerships with organizations that 

understand the unique experiences of adolescent Black girls, aged 10 to 19, can help 

bridge the gap in mental health care and ensure that Black girls receive the support they 

need.37 
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Mental Health in Virginia 

Mental health disorders among youth in Virginia appear to be a growing concern, 

and advocates and researchers suggest that Black girls may be disproportionately 

affected, potentially facing some of the most pressing disparities in mental health 

outcomes. Approximately 20.2% of all youth aged 12-17 reported experiencing at least 

one major depressive episode in the past year, highlighting the increasing prevalence of 

mental health conditions among adolescents.38 Additionally, 33% of all high school 

students in Virginia reported persistent sadness and hopelessness, feeling overwhelmed 

for at least two weeks or more, and stopped engaging in usual activities.38 While mental 

health disorders impact students broadly, there is a perception, supported by emerging 

research and observations, that Black girls in Virginia may experience disproportionately 

high levels of distress. The 2023 Virginia Youth Risk Behavior Survey (YRBS) revealed 

that 30.9% of Black female high school students reported experiencing poor mental 

health most or all of the time in the 30 days before the survey.38 This rate is significantly 

higher than that of Black male students (18.3%), indicating that Black girls experience 

mental health issues at an alarming rate.38 Notably, Black high school girls report 

experiencing mental health symptoms at greater levels than their middle school 

counterparts.38 The percentage of Black high school girls reporting mental health 

symptoms “most of the time” is 25.2%, compared to 18.1% in middle school, 

demonstrating how mental illness escalates as girls navigate the increasing pressures of 

adolescence, academics, social relationships, and systemic barriers.38 

The suicide rate among Black girls has surged in recent years, a troubling trend 

that is reflected in Virginia’s YRBS data.39 According to the YRBS, 25.5% of Black 
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female high school students reported living with a parent or guardian who had severe 

depression, anxiety, or another mental illness.38 This exposure to family mental health 

struggles significantly increases the risk of experiencing mental health symptoms, as well 

as limiting the support systems available for these girls to seek help.40 Without adequate 

access to mental health treatment and culturally relevant care, Black girls are at a 

disproportionately high risk of experiencing untreated mental health conditions, 

increasing their vulnerability to academic struggles, social isolation, and criminalization.9 

Given the high rates of distress, depression, and exposure to family mental health 

symptoms, there is a critical need for targeted interventions that prioritize culturally 

competent care, reduce stigma, and increase mental health resources in schools and 

communities.9 

The Virginia YRBS data suggest a potential need for more culturally responsive 

mental health programs that reflect the unique experiences of Black girls. Expanding peer 

support initiatives, increasing access to school-based counseling, and connecting youth 

with Black mental health care professionals are strategies that could help address mental 

health disparities and promote resilience. By exploring targeted solutions and considering 

the broader systemic challenges, the state of Virginia may be better positioned to support 

the mental well-being of adolescent Black girls and work toward more equitable mental 

health outcomes.  

Barriers to Mental Health Care for Black Girls 

Black girls may face multiple barriers to accessing adequate mental health care, 

including stigma, provider underrepresentation, systemic disparities, and punitive 

discipline practices. Stigma and mistrust remain significant obstacles, as mental health 
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care is often perceived as a sign of weakness within Black communities, discouraging 

many from seeking help.41 The severe underrepresentation of Black mental health 

providers further limits access to culturally competent care.42 Punishment over treatment 

is another major challenge. Black girls experiencing mental health crises are often 

disciplined rather than supported, with suspension rates three times higher than those of 

their white peers, even when behaviors stem from untreated mental health conditions.41 

This punitive approach increases the risk of academic setbacks, alienation, and juvenile 

justice involvement.3 Economic and systemic disparities also play a crucial role. Many 

Black girls face financial barriers, such as a lack of insurance, transportation, or proximal 

mental health services, particularly in underserved communities.42 Social stigma and 

structural barriers further prevent Black girls from seeking treatment.8 Fear of judgment 

from family and peers, skepticism about the effectiveness of mental health services, and 

lack of awareness about available resources all contribute to low engagement with mental 

health care.8 Addressing these barriers requires culturally responsive interventions and 

systemic reforms to ensure that Black girls receive the support they deserve. 

Peer Support Mental Health Interventions 

Peer support has become an increasingly recognized component of mental health 

interventions, particularly as health systems seek approaches that extend beyond 

traditional clinician-centered care. Grounded in principles of mutuality, shared 

experience, and empowerment, peer support involves individuals with lived experience of 

mental health challenges providing emotional, informational, and practical support to 

others navigating similar circumstances.43 This approach challenges hierarchical models 

of care by emphasizing reciprocal relationships, relational trust, and experiential 
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knowledge as valuable forms of expertise.44 Research across diverse settings has shown 

that peer support interventions can improve engagement with services, strengthen self-

efficacy, and contribute to recovery-oriented outcomes such as resilience, empowerment, 

and social connectedness. As a result, peer support has become more integrated into 

community-based programs, clinical care teams, and recovery-focused mental health 

systems as a complementary approach to improve well-being and fill gaps in access to 

culturally responsive, person-centered care. 

Peer Support Interventions in Youth Mental Health 

Peer support programs have become a more widely accepted way to address 

mental health needs among adolescents and young adults. Rooted in the principles of 

mutual aid, shared experience, and empowerment, peer support programs create 

structured spaces where individuals with similar lived experiences provide emotional, 

social, and practical support to one another.44 Unlike traditional clinical models that rely 

primarily on professional authority, peer support emphasizes relational trust, shared 

identity, and reciprocal learning.45 These characteristics are particularly valuable for 

youth populations who may distrust formal mental health systems or feel misunderstood 

by adults and professionals.46 Peer support interventions represent a promising approach 

for addressing gaps in youth mental health services. By creating spaces where young 

people can share experiences, develop coping strategies, and receive mentorship from 

peers with similar lived realities, peer models have been shown to reduce stigma, thereby 

improving self-efficacy and emotional well-being.47 Research consistently shows that 

youth are often more willing to discuss mental health concerns with peers than with 

adults, making peer-based models a critical pathway for early identification of distress 
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and increased help-seeking behaviors.48 

Lived Experience and Relational Trust 

A defining feature of peer support interventions is the central role of lived 

experience.49 Peer leaders or facilitators often share similar social, cultural, or 

experiential backgrounds with participants, allowing them to provide support grounded in 

empathy and credibility. This shared understanding can reduce stigma and normalize 

conversations about mental health, particularly among marginalized youth who may feel 

that traditional services do not reflect their experiences.50 Lived experience also shifts the 

power dynamics typically present in mental health services.51 Rather than positioning 

youth solely as recipients of care, peer support models recognize participants as 

contributors to collective knowledge and healing.51 This approach aligns with 

empowerment-oriented frameworks that emphasize agency, voice, and community 

participation in health promotion.52 

Peer-Led Dialogue and Mentorship 

Peer support programs frequently incorporate structured peer-led discussions that 

allow participants to explore shared challenges in a supportive environment. The 

interactive nature of peer dialogue enables youth to exchange strategies, reflect on 

experiences, and develop collective critical thinking skills.53 Mentorship is another key 

component of many peer support interventions.49 Research suggests that peer mentorship 

can strengthen participants’ sense of belonging, confidence, and hopefulness about the 

future.54 For adolescents, seeing peers who have successfully navigated mental health 

challenges can reinforce the belief that recovery and resilience are possible. 
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Culturally Affirming Spaces and Identity Validation 

Culturally affirming dialogue is particularly important in peer support programs 

serving marginalized youth populations.55 Traditional mental health services have 

historically overlooked the ways that culture, race, gender, and social context shape 

mental health experiences. Peer support programs that intentionally incorporate culturally 

responsive practices may create safer environments where youth feel seen and validated. 

Culturally affirming peer spaces allow participants to discuss experiences such as 

discrimination, community stressors, and identity-based challenges without fear of 

dismissal or misunderstanding.56 These conversations can foster collective understanding 

and solidarity, which are critical components of psychological resilience.57 Culturally 

responsive mental health interventions should consider moving beyond cultural 

awareness toward practices that actively center participants’ identities and lived 

experiences. 

Trauma-Informed Peer Support 

Many youth who participate in peer support programs may have experienced 

trauma, including community violence, family instability, discrimination, or systemic 

inequities. Trauma-informed peer support approaches recognize the widespread impact of 

trauma and emphasize safety, trustworthiness, empowerment, and collaboration in 

program design.58 Peer-led models can be particularly effective in trauma-informed 

contexts because they prioritize relational safety and shared understanding.49 Participants 

may feel more comfortable discussing traumatic experiences with peers who have 

navigated similar challenges. Additionally, trauma-informed peer programs typically 

emphasize emotional regulation strategies, resilience-building practices, and strengths-
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based narratives that shift the focus from pathology to healing.58 

Skill Building and Self-Advocacy 

Beyond emotional support, many peer interventions may incorporate structured 

skill-building activities designed to strengthen coping, communication, and leadership 

capacities. These activities may include help-seeking skills, conflict resolution, and 

mental health literacy.59 Developing these competencies can improve youth’s ability to 

navigate social environments and advocate for their needs. Self-advocacy is a particularly 

important part of peer support participation.48 Through peer-led discussions and 

mentorship, youth can learn how to articulate their experiences, seek resources, and 

challenge stigma surrounding mental health.49 

Collective Healing and Community Resilience 

Peer support interventions also contribute to collective healing processes. Rather 

than framing mental health solely as an individual issue, peer models often acknowledge 

the broader social conditions that shape well-being. By engaging youth in shared 

reflection and dialogue, these programs can foster a sense of community and mutual 

responsibility for healing.60 Collective healing approaches recognize that trauma and 

adversity often occur within social contexts and therefore require community-centered 

responses.60 Peer support groups can provide opportunities for youth to build supportive 

networks, develop shared narratives of resilience, and cultivate hope. These processes can 

strengthen both individual well-being and broader community resilience. 

Implications for Youth Mental Health Interventions 

The growing body of research on peer support interventions suggests that these 

models have significant potential to address mental health disparities among youth. By 



21 

 

emphasizing lived experience, encouraging culturally affirming dialogue, and fostering 

empowerment through mentorship and skill-building, peer support programs can 

complement traditional mental health services and broaden access to care. However, the 

success of peer support interventions depends on careful program design, proper training 

for peer facilitators, and ongoing support systems. Future research should continue 

exploring how peer-led models can be adapted to different cultural and community 

contexts, especially for populations that have historically encountered barriers to mental 

health services. Overall, peer support offers a promising way to develop youth-centered 

mental health initiatives that focus on connection, empowerment, and collective healing. 

Community-Based Participatory Research in Mental Health Interventions 

Community-Based Participatory Research (CBPR) is a research approach that 

emphasizes equitable collaboration between researchers and community members 

throughout the research process.61 Rather than positioning communities solely as subjects 

of research, CBPR recognizes them as partners who contribute knowledge, experience, 

and contextual expertise to the design, implementation, and interpretation of research 

initiatives.61 Central principles of CBPR include shared responsibility, reciprocity, and 

the co-creation that directly benefit the populations involved.62 CBPR seeks to address 

traditional power imbalances in research by fostering collaborative decision-making and 

ensuring that research questions, methods, and outcomes reflect community priorities.61 

In doing so, CBPR aims to produce research that is not only scientifically rigorous but 

also socially relevant, culturally grounded, and capable of informing sustainable 

interventions. 

In public health research, CBPR has been widely used to address complex health 
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disparities shaped by social, cultural, and structural determinants.61 By embedding 

community knowledge within research design, CBPR can help ensure that interventions 

are responsive to the environmental contexts in which health behaviors and outcomes 

occur.61 This approach often involves iterative engagement with community stakeholders, 

collaborative data interpretation, and shared responsibility for translating findings into 

practice or policy.61 As a result, CBPR can be used in studies focused on underserved or 

marginalized populations where historical inequities, structural barriers, and mistrust of 

institutions may limit the effectiveness of traditional research approaches. 

CBPR in Mental Health Intervention Development 

Mental health experiences are shaped by social context, cultural meaning, and 

structural conditions, making community engagement essential for designing 

interventions that resonate with participants' lived realities.61 CBPR emphasizes shared 

ownership and co-design, allowing interventions to emerge from community priorities 

rather than external assumptions.61 This collaborative structure can enhance intervention 

relevance, improve participant engagement, and increase the likelihood that programs 

will be sustained beyond the research phase. In mental health contexts, CBPR may 

function as a mechanism for building trust between researchers and communities. Many 

populations affected by mental health disparities have historically experienced exclusion, 

stigma, or exploitation within research and healthcare systems. CBPR addresses these 

challenges by foregrounding transparency, cultural humility, and sustained partnership 

throughout the research process.61 By involving community members in decision-making 

and implementation, CBPR helps ensure that interventions are perceived as legitimate, 

culturally appropriate, and responsive to community needs. This participatory approach is 
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particularly important in areas where mental health stigma and barriers to care may 

discourage individuals from engaging in traditional services. 

CBPR and Mental Health in Black Communities 

Structural racism, socioeconomic inequities, and longstanding mistrust of 

healthcare and research institutions have contributed to persistent gaps in access to 

mental health services for Black populations.63 Traditional research models that exclude 

community voices may risk reinforcing these disparities by failing to account for the 

social and cultural contexts that shape mental health experiences. Participatory methods, 

including CBPR, address these challenges by prioritizing community expertise in 

designing mental health interventions and assessing their feasibility and scalability.61 By 

fostering collaborative partnerships, CBPR initiatives are well-positioned to develop 

culturally relevant mental health programs that align with community values and lived 

experiences.61 In addition to improving the relevance of interventions, CBPR can 

strengthen trust between researchers and communities by demonstrating respect for local 

knowledge and prioritizing transparency in research processes.61 This collaborative 

structure can help shift mental health initiatives away from deficit-oriented narratives 

toward strengths-based approaches that recognize community resilience and collective 

healing. 

CBPR in Black Youth Mental Health Interventions 

The value of CBPR becomes even more pronounced when designing mental 

health interventions for Black youth. Young people’s mental health experiences are 

influenced not only by individual psychological factors but also by broader social 

dynamics including racism, gendered expectations, school discipline practices, and 
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community-level stressors.63 For adolescent Black girls in particular, intersecting forms 

of discrimination and structural inequities can shape mental health trajectories in ways 

that are often overlooked in traditional intervention models. CBPR offers a framework 

for ensuring that youth mental health interventions remain responsive to these complex 

social contexts. By centering the lived experiences of adolescent Black girls in the 

planning phase, participatory approaches can help identify systemic barriers to mental 

health care while amplifying youth voices in intervention design. Engaging youth as 

partners rather than passive participants enables programs to reflect the cultural, social, 

and environmental realities that influence their mental health experiences.61 

Within youth-focused CBPR initiatives, collaboration often extends beyond 

young participants to include families, educators, community organizations, and other 

stakeholders who influence youth environments.64 This broader engagement helps ensure 

that interventions are grounded in the ecosystems that shape adolescent well-being.64 In 

addition, participatory models can empower youth to contribute to the design of support 

structures that reflect their needs, communication styles, and preferred forms of 

engagement. For adolescent Black girls, whose mental health trajectories are shaped by 

intersecting forces of racism, gendered expectations, and punitive institutional responses, 

CBPR provides a foundation for ensuring that interventions remain culturally relevant, 

ethically responsible, and community validated. By prioritizing youth partnership, shared 

ownership, and culturally affirming dialogue, CBPR may support the development of 

mental health interventions that address both individual well-being and structural 

determinants of health. 
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CHAPTER 3: METHODS 

 

 

Peer Support Mental Health Interventions for Adolescent Black Girls: A Systematic 

Review and Evidence Gap Analysis (Manuscript 1) 

This study employed a systematic literature review (SLR) to identify and 

synthesize empirical evidence on peer support mental health interventions for adolescent 

Black girls. A systematic approach was adopted to ensure methodological rigor, 

transparency, and reproducibility, and to minimize bias in the identification, screening, 

and evaluation of the existing literature. The review was conducted in accordance with 

the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

2020 guidelines.65,66 A PRISMA flow diagram was used to document the study selection 

process, and all screening decisions and reasons for exclusion were recorded 

transparently. As this review involved only the analysis of published literature, 

institutional review board (IRB) approval was not required.67 

Objectives 

Despite growing interest in culturally responsive and community-based mental 

health approaches, it remains unclear whether peer support mental health interventions 

designed explicitly for adolescent Black girls have been rigorously evaluated. Existing 

reviews often focus on general adolescent populations, adults, or race-neutral samples, 

with limited attention to intersectional identities or subgroup-specific intervention 

effectiveness. As a result, practitioners and policymakers may rely on evidence 

extrapolated from populations that do not reflect the lived realities of Black girls, 

potentially limiting the relevance and impact of mental health programming. A 

systematic examination of the peer-reviewed literature is therefore necessary to assess the 
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extent to which peer support mental health interventions for adolescent Black girls have 

been developed, evaluated, and reported. Identifying both the presence and absence of 

such evidence is essential for informing future research, intervention development, and 

equity-centered mental health practice. 

The objective of this systematic review was to identify and synthesize empirical 

evidence on peer support mental health interventions targeting adolescent Black girls. 

Specifically, this review aimed to assess whether rigorously evaluated peer-based 

interventions exist, examine their reported mental health outcomes, and determine the 

extent to which they are culturally responsive and methodologically robust. By 

systematically mapping what evidence does and does not exist, this review aimed to 

inform future intervention development, community-based participatory research efforts, 

and policy initiatives focused on improving mental health outcomes for adolescent Black 

girls. 

Eligibility Criteria 

Eligibility criteria were defined in advance using the Population, Intervention, 

Comparison, Outcome, Study (PICOS) framework.68 Studies were eligible for inclusion 

if they focused on adolescents aged 10 to 19 years, with particular attention to Black 

youth and other marginalized adolescents, and explicitly included female participants, 

including girls, young women, or female adolescents. Studies were excluded if they 

focused exclusively on adults older than 19 years, children younger than 10 years, male-

only samples, or populations composed solely of White, Hispanic, or other non-Black 

youth without inclusion or disaggregation of Black female participants. 

Eligible studies examined peer support programs, peer support interventions, or 
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community-based mentoring interventions designed to support mental health or 

psychosocial well-being. Studies were excluded if the intervention did not include a peer 

component, such as clinician-only, parent-only, or individually delivered interventions 

without peer interaction, including digital interventions lacking peer engagement. Studies 

were eligible regardless of comparator type (including usual care, no intervention, or 

alternative interventions), and no comparator was required for qualitative studies. No 

studies were excluded solely based on comparator characteristics. To be included, studies 

were required to report at least one mental health–related outcome, including general 

mental health, depression, anxiety, psychological resilience, stigma reduction, or help-

seeking behavior. Studies that did not report any mental health outcomes were excluded. 

Eligible study designs included randomized controlled trials, quasi-experimental 

studies, longitudinal studies, and qualitative studies reporting primary data. Studies were 

excluded if they were opinion pieces, commentaries, editorials without empirical data, 

case reports lacking an intervention context, or study protocols. Studies conducted in the 

United States or internationally were eligible for inclusion. Only peer-reviewed 

publications written in English and published between 2015 and 2025 were included. 

Studies published before 2015 or in languages other than English were excluded. 

Information Sources & Search Strategy 

A comprehensive and systematic literature search was conducted across multiple 

electronic databases to identify peer-reviewed studies examining peer support mental 

health interventions for adolescent Black girls. The databases searched included PubMed, 

Ovid MEDLINE, CINAHL, Scopus, PsycINFO, ERIC, Web of Science, SocINDEX, 

Gender Studies Database, Urban Studies Abstracts, and SAGE Journals. All databases 
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were searched in September 2025. Search strategies were tailored to the indexing 

structure and controlled vocabulary of each database and combined controlled terms with 

free-text keywords to maximize sensitivity. Search terms were organized around five core 

concept domains: population, gender, race/ethnicity, intervention type, and mental health 

outcomes. 

Population terms included variations of adolescent, teen, youth, and young people. 

Gender-related terms captured female, girls, and women. Race and ethnicity terms 

included Black, African American, and African Americans. Intervention terms were 

designed to capture peer-based approaches and included peer, peer support, peer-led, 

peer group, peer influence, mentoring, mentors, and community-based. Mental health 

outcome terms included mental health, depression, anxiety, psychological resilience, 

stigma, and help-seeking behavior. Boolean operators were used to combine concept 

domains, and truncation was applied where appropriate to capture relevant variants of the 

terms. The full search strategies for each database, including exact search strings, are 

provided in Appendix A to support transparency and reproducibility. All reviewers 

received a predefined eligibility criteria table and PICOS framework (Appendix B), as 

well as a Study Tags Codebook (Appendix C), to support standardized, independent 

application of inclusion and exclusion criteria during the screening process. 

All identified records were imported into Covidence for reference management, 

de-duplication, and screening. Duplicates were identified both automatically by the 

system and through manual checks. Covidence’s automation features flagged records as 

ineligible during title and abstract screening based on predefined criteria. The screening 

process included two stages: title and abstract review and full-text evaluation. Four 
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reviewers, including the primary investigator and three trained collaborators, 

independently assessed records at each stage. Discrepancies were resolved through 

discussion, with consensus reached in all cases. No studies required external adjudication. 

Peer Support Mental Health Interventions for Adolescent Black Girls: Conceptual 

Framework Intervention Development (Manuscript 2) 

Following completion of the systematic literature review (SLR), a theory 

synthesis approach was used to develop a recommended peer support intervention 

framework for adolescent Black girls’ mental health. Theory synthesis is a structured 

qualitative method for integrating concepts from multiple theoretical perspectives to 

construct a new conceptual framework that explains a specific phenomenon.69 This 

method is particularly useful when addressing complex public health problems that 

require insights from multiple disciplines and theoretical traditions. The framework was 

built through theory synthesis and conceptual development, guided by systems thinking 

in public health, demonstrating methodological rigor and theoretical grounding. The 

theory synthesis process followed eight iterative phases, adapted from established 

procedures for conceptual framework development. These phases guided the systematic 

method for extracting constructs from existing theory, frameworks, and concepts, 

integrating them, and producing a new conceptual intervention framework. 

Phase 1: Mapping the Spectrum of Relevant Literature and Frameworks 

The first phase involved mapping the multidisciplinary literature related to peer 

support mental health interventions, youth mental health disparities, and culturally 

responsive intervention development. This phase was built upon the findings of the SLR 

and extended the analysis to include relevant theoretical frameworks and public health 
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models. Key theoretical and conceptual frameworks identified during this mapping phase 

included Social Cognitive Theory (SCT), Health Belief Model (HBM), Youth 

Empowerment Theory (YET), Public Health Pyramid, and the Health Impact Pyramid. 

These frameworks were selected because they collectively address behavioral 

mechanisms, perceptions of mental health risk, empowerment processes, and structural 

determinants influencing mental health outcomes. Identifying these frameworks provided 

the theoretical landscape from which relevant concepts could be extracted and 

synthesized. 

Phase 2: Extensive Review and Categorization of Frameworks 

Following the identification of relevant theoretical and public health frameworks 

in Phase 1, the selected models were reviewed in depth to determine how their constructs 

relate to the mental health experiences of adolescent Black girls and to peer support 

intervention design. Each framework was examined to identify constructs that explain 

behavioral engagement with mental health resources, peer relational dynamics, 

empowerment processes, and structural influences on health outcomes. SCT, HBM, and 

YET were analyzed as behavioral and empowerment frameworks that explain 

mechanisms influencing mental health behaviors. In parallel, the Public Health Pyramid 

and Health Impact Pyramid were examined to situate peer support within broader systems 

of care and structural determinants of health. This review ensured that the theoretical 

foundations addressed multiple levels of influence, including individual perceptions, 

interpersonal dynamics, community environments, and structural conditions affecting 

mental health access and engagement. During this phase, adapted conceptual 

representations of SCT, HBM, and YET were developed to illustrate how their constructs 
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function within peer support environments for adolescent Black girls (Figures 1–3). 

Figure 1 

Adapted Social Cognitive Theory Framework for Culturally Relevant Peer Support 

Intervention for Adolescent Black Girls 

 

Note. This model was adopted from Bandura, A. (1998). Health promotion from the 

perspective of social cognitive theory. Psychology & Health, 13(4), 623–649. 

https://doi.org/10.1080/08870449808407422 

 



32 

 

Figure 2 

Adapted Health Belief Model Framework for Culturally Relevant Peer Support 

Intervention for Adolescent Black Girls 

 

Note. This model was adopted from Champion, V. L., & Skinner, C. S. (2008). The 

Health Belief Model. In K. Glanz, B. K. Rimer, & K. Viswanath (Eds.), Health behavior 

and health education: Theory, research, and practice (4th ed., pp. 45–62). Jossey-Bass. 

 

 

 

 

 

 



33 

 

Figure 3 

Adapted Youth Empowerment Theory Framework for Culturally Relevant Peer Support 

Intervention for Adolescent Black Girls 

 

Note. This model was adopted from Morton, M. & Montgomery, P. (2011). Youth 

Empowerment Programs for Improving Self-Efficacy and Self-Esteem of Adolescents 

https://doi.org/10.4073/csr.2011.5 

 

These adapted models were not intended to represent empirically tested pathways 

but rather to clarify conceptual alignment between theoretical mechanisms and peer 

support processes. Public health models were similarly examined and adapted to 

determine how peer support interventions intersect with enabling services, community 

delivery systems, and broader determinants of mental health (Figures 4–6). 
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Figure 4 

The Public Health Pyramid 

 

Note. This model was adopted from George Washington University. (n.d.). Public Health 

Pyramid. Retrieved from https://content.edx.org/GWU/DRPH/Week1/08-Public-Health-

Pyramid-1.html 
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Figure 5 

The Health Impact Pyramid 

 

Note. This model was adopted from Frieden, T. R. (2010). A Framework for Public 

Health Action: The Health Impact Pyramid American Journal of Public Health, 100, 590-

595, https://doi.org/10.2105/AJPH.2009.185652 
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Figure 6 

Adapted Causal Theory Framework for Culturally Relevant Peer Support Intervention 

for Adolescent Black Girls 

 

 

Phase 3: Identifying and Naming Key Concepts 

The next phase involved identifying specific theoretical constructs that directly 

inform the design of peer support mental health interventions. Concepts were derived 

through iterative reading of theoretical literature, analysis of the adapted models, and 

comparison with concepts identified in the literature. The concepts were extracted and 

organized, as shown in Table 1 below, by their theoretical origins and relevance to peer 

support mechanisms. 
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Table 1 

Identification of Key Constructs from Theoretical Frameworks 

Framework Key Constructs 

Identified 

Conceptual Relevance to Peer 

Support Interventions 

Social Cognitive 

Theory (SCT) 

Self-efficacy Confidence in managing stress and 

mental health challenges through peer 

modeling  
Observational 

learning 

Learning coping behaviors by observing 

peers  
Positive 

reinforcement 

Affirmation and validation that sustain 

participation 

Health Belief Model 

(HBM) 

Perceived 

susceptibility 

Recognition of personal vulnerability to 

mental health challenges  
Perceived severity Understanding the seriousness of mental 

health symptoms  
Perceived barriers Stigma, mistrust, and lack of culturally 

responsive services  
Cues to action Encouragement from peers or mentors 

to seek support 

Youth Empowerment 

Theory (YET) 

Collective efficacy Shared belief that youth can influence 

mental health outcomes  
Leadership 

development 

Opportunities for youth to guide peer 

discussions 

 Youth partnership Youth serve as active collaborators 

rather than passive participants 

 Agency and 

Empowerment 

Youth develop leadership and decision-

making capacity  
Self-advocacy Ability to articulate needs and seek 

support 

Public Health 

Frameworks 

Enabling services Community-based support structures 

 
Community 

delivery 

Non-clinical environments where 

services are delivered  
Supportive 

environments 

Safe spaces that facilitate engagement 

 Adaptability 

across settings 

Interventions structured to function in 

schools, community programs, or youth 

organizations 

 

This process produced a comprehensive list of concepts that informed the 

development of the intervention framework. In addition to constructs derived from 
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theoretical frameworks, the literature identified several recurring concepts (see Table 2 

below) to map to corresponding domains within the proposed framework, ensuring that 

the intervention model reflects both theoretical mechanisms and empirically supported 

practices identified in existing research. 

Table 2 

Identification of Key Constructs from Literature 

Construct Identified 

in Literature 

Relevance to 

Literature 

Conceptual Relevance to Peer Support 

Interventions 

Peer modeling Peer Support Youth observe coping behaviors, help-

seeking, and emotional regulation 

strategies from peers 

Collaborative 

community 

engagement 

CBPR Partnerships between researchers, youth, 

and community stakeholders in 

intervention planning 

Co-design CBPR Community members and youth contribute 

to program structure and decision-making 

Shared ownership CBPR Community stakeholders share 

responsibility for program development 

and implementation 

Iterative design CBPR Interventions are refined through ongoing 

feedback and adaptation 

Implementation 

feasibility and 

scalability 

CBPR Programs designed to be sustainable and 

replicable across community settings 

Lived experience 

sharing 

Peer Support Participants share individual experiences 

related to mental health challenges 

Peer-led discussions Peer Support Structured conversations facilitated by 

peers to normalize mental health dialogue 

Peer mentorship Peer Support Experienced peers guide participants and 

provide social support 

Culturally affirming 

dialogue 

Peer Support Conversations that validate identity, 

cultural experiences, and community 

context 

Trauma-informed 

practices 

Peer Support Program practices that recognize trauma 

exposure and emphasize psychological 

safety 

Skill-building 

opportunities 

Peer Support Activities focused on coping skills, 

emotional regulation, and communication 

Collective healing Peer Support Shared processes of support that strengthen 

community resilience 
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Improved mental 

health outcomes 

Peer Support Reduction in psychological distress and 

improved emotional well-being 

Stigma reduction Peer Support Normalization of mental health discussions 

and reduced fear of judgment 

Increased help-

seeking behaviors 

Peer Support Greater willingness to seek formal and 

informal mental health support 

Resilience building Peer Support Strengthening coping strategies and 

psychological adaptability 

Reduction of 

systemic barriers 

Peer Support; 

CBPR 

Interventions address structural obstacles 

to mental health access 

Improved social and 

academic outcomes 

Peer Support; 

CBPR 

Mental health improvements influence 

broader educational and social functioning 

Stakeholder 

engagement 

CBPR Ongoing involvement of community 

partners and youth stakeholders 

Data collection and 

evaluation 

Peer Support; 

CBPR 

Continuous monitoring of program 

effectiveness 

Ethical safeguards Peer Support; 

CBPR 

Ensuring youth safety, confidentiality, and 

ethical engagement 

 

Phase 4: Deconstructing and Categorizing Concepts 

Following concept identification, each construct derived from both theoretical 

frameworks and the literature was examined to determine its attributes, conceptual 

meaning, and relevance to the development of peer support interventions. Before 

integrating theoretical and empirical constructs into the proposed framework, each 

domain of the intervention framework was defined in Table 3 below to clarify its 

functional role in intervention design. 

Table 3 

Defining Framework Domains 

Framework 

Domain 

Integrated Constructs 

Inputs Inputs represent the behavioral and cognitive mechanisms that 

influence adolescents’ recognition of mental health needs and their 

motivation to engage with peer support interventions. These 

constructs are primarily derived from behavioral theories and reflect 

the psychological processes that shape help-seeking behavior, 

coping capacity, and engagement with supportive environments. 
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Setting The setting domain describes the environmental and relational 

contexts in which the intervention occurs. These constructs identify 

the types of spaces, relationships, and community structures that 

facilitate participation in peer support programs and allow youth to 

engage in safe, supportive environments outside traditional clinical 

systems. 

Design & 

Implementation 

This domain reflects the participatory processes used to develop 

and deliver the intervention. Drawing primarily from CBPR 

principles, these constructs emphasize collaborative program 

development, shared ownership of decision-making, and iterative 

adaptation to ensure that interventions remain culturally relevant, 

feasible, and scalable across community settings. 

Outputs Outputs represent the immediate activities and processes that occur 

within the intervention. These include peer interactions, 

mentorship, skill-building opportunities, and culturally affirming 

discussions that create supportive spaces for emotional expression, 

shared learning, and empowerment. 

Outcomes Outcomes represent the intended short- and long-term effects of the 

intervention. These outcomes include improvements in mental 

health, reductions in stigma, increased help-seeking behaviors, 

strengthened resilience, and broader improvements in social and 

academic functioning. 

Accountability The accountability domain represents cross-cutting principles that 

guide ethical implementation and program oversight throughout the 

framework. These constructs ensure that interventions maintain 

transparency, stakeholder engagement, ethical safeguards, and 

continuous evaluation. 

 

After defining these constructs, theoretical constructs derived from SCT, HBM, 

YET, and public health frameworks were analyzed to determine their alignment with the 

mechanisms and practices identified in the literature. These constructs were then 

organized into functional categories, as shown in Table 4 below, reflecting behavioral, 

relational, empowerment, and structural influences on engagement with peer support 

interventions. 
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Table 4 

Conceptual Categorization and Mapping of Theoretical Constructs 

Concept 

Category 

Constructs Theoretical 

Origin 

Role in Intervention 

Development 

Behavioral and 

Perceptual 

Mechanisms 

Perceived 

susceptibility 

HBM Awareness of vulnerability to 

mental health challenges 

 
Perceived 

severity 

HBM Recognition of seriousness of 

symptoms  
Perceived 

barriers 

HBM Identification of stigma and 

structural obstacles  
Cues to action HBM Motivators that encourage 

engagement with support  
Self-efficacy SCT Confidence in ability to manage 

mental health challenges  
Positive 

reinforcement 

SCT Validation and encouragement 

that sustain engagement 

Relational and 

Social Learning 

Processes 

Observational 

learning 

SCT Learning coping strategies 

through peer modeling 

 
Collective 

efficacy 

YET Shared belief in the group’s 

ability to influence outcomes 

Empowerment 

and Agency 

Leadership 

development 

YET Youth leadership within peer 

support environments  
Self-advocacy YET Development of agency and 

ability to seek resources 

Structural and 

Environmental 

Context 

Enabling 

services 

Public Health 

Frameworks 

Community-based support 

infrastructure 

 
Community 

delivery 

Public Health 

Frameworks 

Accessible non-clinical 

intervention settings  
Supportive 

environments 

Public Health 

Frameworks 

Safe spaces for dialogue and 

participation 

 

Phase 5: Integrating Concepts 

The fifth phase involved integrating and consolidating the constructs identified in 

Phases 3 and 4 to reduce conceptual redundancy and organize related constructs into 

broader conceptual domains. During this phase, constructs derived from theoretical 

frameworks and the literature were compared to identify similarities in meaning, 
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function, and relevance to the development of peer support interventions. 

Concepts that reflected related behavioral mechanisms, relational processes, or 

structural influences were grouped to form unified intervention domains. For example, 

constructs such as perceived susceptibility, perceived severity, perceived barriers, cues to 

action, self-efficacy, observational learning, positive reinforcement, and collective 

efficacy were integrated within the Inputs domain because they represent cognitive and 

behavioral mechanisms that influence engagement with mental health support. Similarly, 

constructs describing environmental context and delivery mechanisms, including 

enabling services, community delivery, supportive environments, peer modeling, 

leadership development, and collaborative community engagement, were grouped within 

the Setting domain. 

Concepts related to participatory development and program implementation—

including CBPR principles, co-design, youth partnership, shared ownership, iterative 

design, implementation feasibility, scalability, and adaptability across settings—were 

integrated within the Design and Implementation domain. Constructs describing program 

activities and processes, such as lived experience sharing, peer-led discussions, peer 

mentorship, culturally affirming dialogue, trauma-informed practices, skill-building 

opportunities, self-advocacy development, and collective healing, were categorized 

within the Outputs domain. Finally, constructs describing intended intervention effects, 

including improved mental health outcomes, stigma reduction, increased help-seeking 

behaviors, resilience-building, agency and empowerment, reduction of systemic barriers, 

and improved social and academic outcomes, were integrated into the Outcomes domain. 

In addition, cross-cutting principles related to program oversight and ethical 
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practice, including stakeholder engagement, data collection and evaluation, and ethical 

safeguards, were organized within an Accountability domain that spans the entire 

framework. This integration process reduced the number of individual constructs and 

organized them into a coherent structure that could be operationalized within a peer 

support intervention model. The outcomes of this phase are displayed in Table 5. 

Table 5 

Translation of Theoretical and Empirical Constructs into Intervention Framework 

Domains 

Framework Domain Constructs Source Framework or 

Literature 

Inputs Perceived susceptibility Health Belief Model  
Perceived severity Health Belief Model  
Perceived barriers Health Belief Model  
Cues to action Health Belief Model  
Self-efficacy Social Cognitive Theory  
Positive reinforcement Social Cognitive Theory  
Observational learning Social Cognitive Theory  
Collective efficacy Youth Empowerment 

Theory 

Setting Enabling services Public Health 

Frameworks  
Community delivery Public Health 

Frameworks  
Supportive environments Public Health 

Frameworks  
Peer modeling Peer Support; Social 

Cognitive Theory   
Leadership development Youth Empowerment 

Theory  
Collaborative community 

engagement 

CBPR 

Design & 

Implementation 

Community-Based Participatory 

Research (CBPR) principles 

CBPR 

 
Co-design CBPR  
Youth partnership Youth Empowerment 

Theory  
Shared ownership CBPR  
Iterative design CBPR 
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Implementation feasibility and 

scalability 

CBPR 

 
Adaptability across settings Public Health 

Frameworks 

Outputs Lived experience sharing Peer Support  
Peer-led discussions Peer Support  
Peer mentorship Peer Support  
Culturally affirming dialogue CBPR  
Trauma-informed practices CBPR  
Skill-building opportunities CBPR  
Self-advocacy development Youth Empowerment 

Theory  
Collective healing Peer Support 

Outcomes Improved mental health outcomes Peer Support  
Stigma reduction Peer Support  
Increased help-seeking behaviors Peer Support  
Resilience building Peer Support  
Agency and empowerment Youth Empowerment 

Theory  
Reduction of systemic barriers Peer Support; CBPR  
Improved social and academic 

outcomes 

Peer Support; CBPR 

Accountability Stakeholder engagement CBPR  
Data collection and evaluation Peer Support; CBPR  
Ethical safeguards Peer Support; CBPR 

 

Phase 6: Synthesis and Resynthesis of the Conceptual Framework 

The sixth phase involved synthesizing the integrated conceptual domains into a 

unified intervention framework. This process required iterative analysis and refinement to 

ensure that the relationships among constructs were conceptually coherent and 

theoretically grounded. The synthesis process was iterative, involving repeated cycles of 

conceptual comparison, restructuring, and refinement until a coherent framework 

structure emerged. As noted by Miles and Huberman (1994), qualitative researchers must 

remain focused on how theoretical constructs are developed and refined during analysis, 

as this process naturally influences interpretation and the conceptual model.70 Through 

this iterative synthesis and resynthesis process, the constructs identified in earlier phases 
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were organized into the CBPR-Informed Peer Support Intervention Framework, which 

includes six core domains: Inputs, Setting, Design and Implementation, Outputs, 

Outcomes, and Accountability.  

Phase 7: Validating the Conceptual Framework 

The seventh phase involved assessing the conceptual validity of the proposed 

framework. Conceptual validation focused on determining whether the integrated 

constructs and their relationships were theoretically coherent, consistent with existing 

literature, and capable of explaining the role of peer support interventions in addressing 

mental health disparities among adolescent Black girls. Validation occurred through 

multiple analytic checks. First, the framework was evaluated for alignment with the 

theoretical mechanisms identified in SCT, HBM, and YET. Second, the framework was 

examined to ensure consistency with the thematic patterns identified in the literature. 

Third, the framework was assessed for its ability to incorporate structural influences on 

mental health, as identified within public health models. This validation process ensured 

that the framework integrates behavioral, relational, and structural determinants of mental 

health engagement in a manner that is theoretically grounded and conceptually coherent. 

Conceptual validation also involved reviewing the framework to confirm that it reflects 

principles of a culturally responsive intervention design. 

Phase 8: Refinement and Theoretical Adaptation 

The final phase involved refining the conceptual framework to ensure clarity, 

logical structure, and applicability to developing a peer support intervention. Conceptual 

frameworks that address complex public health issues are inherently dynamic and may 

evolve as new evidence and perspectives emerge. Therefore, the framework developed in 
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this study is meant to be an adaptable model rather than a fixed theoretical structure. The 

refinement process focused on ensuring the framework clearly illustrates the relationships 

among intervention inputs, delivery environments, participatory implementation 

processes, outputs, and expected outcomes. Attention was also given to maintaining 

alignment with community-based participatory research principles. Although the 

framework created through this study provides a structure for developing peer support 

interventions, future research can further refine the model through empirical testing, pilot 

implementation, and stakeholder engagement with youth, practitioners, and community 

organizations. 
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CHAPTER 4: RESULTS AND LIMITATIONS 

 

 

Peer Support Mental Health Interventions for Adolescent Black Girls: A Systematic 

Review and Evidence Gap Analysis (Manuscript 1) 

This chapter presents the findings of the systematic literature review (SLR) 

conducted to identify empirically evaluated peer support mental health interventions 

specifically tailored for adolescent Black girls. Despite an extensive search across ten 

databases and systematic screening procedures aligned with PRISMA 2020 guidelines, 

no interventions meeting predefined inclusion and methodological rigor criteria were 

identified. The findings below detail the study selection process and exclusion patterns 

that led to this null result. 

Study Selection 

A total of 3,848 records were identified through searches of ten electronic 

databases, including Scopus (n = 1,036), Web of Science (n = 877), PubMed (n = 537), 

MEDLINE (n = 505), PsycINFO (n = 362), CINAHL (n = 262), SocINDEX (n = 112), 

ERIC (n = 71), Gender Studies Database (n = 38), Sage (n = 33), and Urban Studies 

Abstracts (n = 15). Following the removal of 1,932 duplicate records using Covidence 

and eight additional duplicates identified manually, 1,359 unique records remained for 

title and abstract screening. During title and abstract screening, 549 records were marked 

as ineligible using Covidence automation tools, and an additional 1,288 records were 

excluded for failing to meet inclusion criteria. A total of seventy-one full-text articles 

were subsequently retrieved and assessed for eligibility. All seventy-one articles were 

excluded following full-text review. The PRISMA 2020 flow diagram summarizing the 

selection process is presented in Appendix D. 
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Reasons for Exclusion 

The most common reason for exclusion at the full-text stage was the absence of 

peer support, peer-led, or mentoring intervention (84.5%, n = 60). Many studies 

examined adolescent mental health broadly or referenced peer relationships conceptually 

but did not evaluate structured peer-delivered interventions. In several cases, 

interventions were facilitated by adults rather than peers, or peer interaction was informal 

rather than programmatically embedded. Additional reasons for exclusion included 

ineligible study design (7.0%, n = 5), such as commentaries or editorials without 

empirical intervention data; ineligible population (5.6%, n = 4), where studies did not 

focus on Black adolescent girls aged 10–19 or failed to disaggregate findings by race and 

gender; publication outside the eligibility window (1.4%, n = 1); and absence of reported 

mental health outcomes (1.4%, n = 1). 

Synthesis of Findings 

No studies met all predefined inclusion criteria. Specifically, no peer-reviewed 

studies published between 2015 and 2025 empirically evaluated a peer support mental 

health intervention explicitly designed for adolescent Black girls. The absence of eligible 

studies constitutes the primary finding of this review. Despite a comprehensive search 

strategy, predefined eligibility criteria, and rigorous screening procedures, no intervention 

trials met criteria for population specificity, peer support structure, and mental health 

outcome evaluation. This null finding reflects not a lack of peer influence in adolescent 

mental health, nor a lack of mental health disparities affecting Black girls, but an absence 

of rigorously evaluated, population-specific peer support intervention research within the 

defined parameters. Because no studies were included, data extraction, risk-of-bias 
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appraisal, meta-analysis, heterogeneity assessment, and certainty-of-evidence grading 

were not conducted. A structured extraction and synthesis plan had been developed a 

priori; however, implementation was not applicable given the absence of eligible studies. 

Strengths 

This review employed a comprehensive, multi-database search strategy across ten 

disciplinary domains, including public health, psychology, sociology, gender studies, and 

education. Eligibility criteria were predefined using the PICOS framework, and screening 

was conducted independently by multiple reviewers using systematic review software to 

enhance transparency and reproducibility. Adherence to PRISMA 2020 guidelines further 

strengthened methodological rigor. Importantly, the review’s narrow population 

specificity represents a strength in advancing equity-centered research. By requiring race 

and gender specificity rather than permitting extrapolation from broader adolescent 

samples, the review directly interrogated whether this population has been meaningfully 

included in intervention research. 

Limitations 

Several limitations warrant consideration. First, studies may have been excluded 

because of inconsistent terminology used to describe peer support interventions, 

particularly when peer influence was embedded informally rather than structured as an 

intervention component. Second, the restriction to peer-reviewed English-language 

publications may have omitted relevant gray literature, community-based program 

evaluations, or unpublished pilot studies. Third, requiring explicit race- and gender-

specific reporting may have excluded studies that included Black girls but did not 

disaggregate outcomes by subgroup. Fourth, the review was limited to studies published 



50 

 

between 2015 and 2025 to capture contemporary intervention models aligned with 

current clinical and public health standards. Although it is possible that earlier studies 

may exist outside this timeframe, a preliminary scan of literature published prior to the 

eligibility window did not identify rigorously evaluated peer support mental health 

interventions specifically designed for adolescent Black girls. However, these limitations 

do not negate the primary finding. Rather, they highlight broader structural issues in 

research prioritization, funding, reporting practices, and methodological inclusion. The 

absence of eligible studies underscores the lack of rigorously evaluated peer support 

mental health interventions intentionally designed for adolescent Black girls within the 

contemporary evidence base. 

Peer Support Mental Health Interventions for Adolescent Black Girls: Conceptual 

Framework Intervention Development (Manuscript 2) 

The theory synthesis process produced a CBPR-informed peer support 

intervention framework designed to address mental health disparities among adolescent 

Black girls. The synthesis integrated constructs from Social Cognitive Theory (SCT), the 

Health Belief Model (HBM), Youth Empowerment Theory (YET), public health systems 

models, and literature on peer support and participatory intervention design. Through 

iterative comparison and integration of constructs, six primary framework domains 

emerged: Inputs, Setting, Design and Implementation, Outputs, Outcomes, and 

Accountability. The framework reflects the interaction of behavioral mechanisms, 

relational processes, participatory design principles, and structural contexts that influence 

engagement with peer support interventions. Figure 7 presents the resulting conceptual 

framework developed through the theory synthesis process. 
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Figure 7 

CBPR-Informed Peer Support Intervention Framework 

 

Inputs 

The framework begins with core inputs derived from the theoretical constructs 

identified in the synthesis process, including perceived susceptibility, perceived severity, 

perceived barriers, cues to action, self-efficacy, positive reinforcement, observational 

learning, and collective efficacy. These constructs represent the psychological and 

behavioral mechanisms that shape how adolescent Black girls recognize mental health 

challenges, interpret social norms surrounding help-seeking, and engage with peer 

support environments. Perceived susceptibility and perceived severity influence how 

mental health symptoms are understood and discussed within peer spaces, helping 

adolescents recognize the relevance and potential impact of emotional distress. 

Constructs such as self-efficacy and collective efficacy inform the development of 

activities that strengthen both individual confidence in managing mental health 
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challenges and shared belief in the group’s ability to support collective healing and 

problem-solving. Observational learning and positive reinforcement highlight the role of 

peer modeling, affirmation, and validation in reinforcing adaptive coping behaviors and 

encouraging continued participation in peer support activities. Attention to perceived 

barriers and cues to action ensures that the framework directly addresses structural, 

cultural, and interpersonal obstacles that may discourage help-seeking, while also 

identifying supportive triggers that encourage engagement within trusted peer 

environments. Together, these inputs reflect the cognitive, relational, and motivational 

processes that influence adolescents’ willingness to participate in peer support 

interventions and engage in mental health dialogue. 

Setting 

The Setting domain describes the environmental and relational contexts in which 

peer support interventions occur. These constructs situate the intervention within 

accessible, community-based environments rather than relying solely on formal clinical 

systems. Key components include enabling services, community delivery, and supportive 

environments, which position peer support activities within spaces such as schools, youth 

organizations, and community programs where adolescent Black girls already access 

support. Enabling services complement peer-based activities by providing referral 

pathways, resource navigation, and connections to culturally responsive mental health 

providers, thereby linking relational support with broader systems of care. 

Additional constructs, including peer modeling, leadership development, and 

collaborative community engagement, reflect the relational dynamics that support 

participation and sustained engagement. Peer modeling provides visible examples of 
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coping strategies and help-seeking behaviors, while leadership development promotes 

youth agency and shared responsibility within the intervention environment. 

Collaborative engagement with caregivers, educators, and community stakeholders 

strengthens contextual alignment and supports long-term sustainability. Together, these 

setting elements create environments that normalize mental health dialogue, reduce 

stigma, and foster culturally affirming spaces for peer support. 

Design & Implementation 

The Design and Implementation domain reflects the participatory processes used 

to develop and deliver the intervention. This domain is grounded in CBPR principles and 

emphasizes shared governance between youth and community stakeholders. Key 

constructs include co-design, youth partnership, and shared ownership, which position 

adolescent Black girls as collaborators whose lived experiences shape program priorities, 

language, and delivery strategies. Rather than functioning as passive recipients of 

services, youth participants contribute to the development and refinement of the 

intervention. Surrounding this participatory core is an iterative implementation process 

that considers feasibility, scalability, and adaptability across community settings. 

Through continuous feedback and contextual assessment, the intervention can be refined 

to maintain cultural relevance and practical sustainability. This iterative approach 

prioritizes responsiveness and learning, ensuring that the program evolves in alignment 

with community needs. 

Outputs 

The Outputs domain represents the immediate activities and relational processes 

generated through the intervention. These outputs create structured opportunities for peer 
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interaction, shared learning, and skill development that support mental health 

engagement. Core outputs include lived experience sharing, peer-led discussions, and 

peer mentorship, which provide spaces for adolescents to exchange experiences and 

support one another. Additional outputs such as culturally affirming dialogue, trauma-

informed practices, and skill-building opportunities foster safe environments where 

participants can discuss mental health while developing coping, communication, and 

emotional regulation skills. 

Through these processes, participants develop self-advocacy and leadership 

capacities, strengthening their ability to articulate needs and navigate support systems. 

Collectively, these activities promote collective healing, defined within the framework as 

relational support, stigma reduction, and strengthened peer networks. Because these 

outputs emerge through participatory processes, they remain adaptive and responsive to 

youth feedback, reinforcing the framework’s emphasis on cultural relevance and 

community alignment.  

Outcomes 

The Outcomes domain reflects the anticipated short- and long-term effects of the 

intervention. These outcomes were identified through integration of empirical literature 

on youth mental health interventions and peer support models. Primary outcomes include 

improved mental health and psychosocial well-being, reduced stigma, and increased help-

seeking behaviors. Additional outcomes include resilience building, agency and 

empowerment, and reduction of systemic barriers to mental health support, reflecting 

broader goals related to youth development and health equity. Improved mental health 

engagement may also yield secondary benefits, including strengthened peer relationships 
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and improved social and academic functioning. Collectively, these outcomes reflect both 

individual-level change and broader shifts in access to supportive mental health 

environments.  

Accountability Principles 

The Accountability domain represents cross-cutting principles that operate across 

all components of the framework. These elements ensure ethical implementation, 

program transparency, and continuous evaluation. Key accountability mechanisms 

include stakeholder engagement, data collection and evaluation, and ethical safeguards. 

Stakeholder engagement extends beyond youth participants to include caregivers, 

educators, mental health practitioners, and community partners who contribute to 

program refinement and contextual alignment. Evaluation processes may include 

qualitative, participatory data collection methods, such as interviews, focus groups, and 

co-design sessions, consistent with CBPR and trauma-informed research practices. 

Ethical safeguards—including informed consent, confidentiality, emotional safety 

protocols, and referral pathways—are embedded throughout the framework to protect 

participant well-being and maintain community trust. These accountability processes 

operate continuously across program design, implementation, and evaluation to ensure 

that the intervention remains responsive, ethically grounded, and aligned with community 

priorities. 

Implementation Feasibility and Scalability 

The proposed framework represents a theory-driven, evidence-informed model 

derived from the theory synthesis conducted in this study. It is presented as a conceptual 

recommendation rather than an empirically validated intervention. By integrating 
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behavioral theory, empowerment processes, and participatory design principles, the 

framework identifies mechanisms and relational structures that respond to the structural, 

psychological, and social factors shaping adolescent Black girls’ mental health 

experiences. In doing so, it provides a methodologically grounded foundation to guide 

future intervention development and empirical evaluation. 

The framework is intentionally adaptable rather than prescriptive. Consistent with 

principles of CBPR and implementation science, interventions informed by this model 

are expected to evolve through iterative testing, stakeholder feedback, and contextual 

adaptation. Future research should prioritize pilot testing to assess feasibility and 

acceptability within community settings, and to evaluate how individual framework 

components contribute to intervention outcomes. Through this process, the framework 

can support implementation research to identify the mechanisms most critical to 

improving mental health engagement and well-being among adolescent Black girls. 

Strengths 

This framework analysis directly addresses a documented empirical gap by 

developing a conceptual model tailored to adolescent Black girls rather than extrapolating 

from adjacent populations. It integrates behavioral theory, empowerment theory, and 

public health systems models into a cohesive framework that reflects the social and 

relational contexts that influence mental health engagement. The use of predefined 

analytic criteria strengthened transparency in construct identification and supported 

theoretical coherence throughout the synthesis process. 

Limitations 

This framework represents a theory-informed synthesis rather than an empirically 
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validated intervention model. The relative contribution of each construct has not been 

tested, and the relationships depicted within the framework remain conceptual. 

Determining which components function as essential mechanisms versus adaptable 

elements will require pilot testing, process evaluation, and outcome assessment. 

Furthermore, although constructs were selected for contextual relevance, the theoretical 

frameworks informing this model were originally developed within broader populations. 

Their combined application within interventions designed specifically for adolescent 

Black girls has not yet been empirically evaluated. Accordingly, the framework should be 

interpreted as a structured foundation for guiding future intervention development and 

research, rather than as evidence of intervention effectiveness. 
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CHAPTER 5: COMBINED IMPLICATIONS AND CONCLUSION 

 

 

The systematic literature review (SLR) documented a critical evidence gap: no 

empirically evaluated peer support mental health interventions specifically tailored to 

adolescent Black girls were identified within the past decade. In response to this absence, 

this study does not stop at documenting the gap; it advances a theoretically grounded, 

CBPR-informed peer support framework designed to address it. The null finding does not 

suggest a lack of need or relevance. Instead, it reflects structural gaps in research 

prioritization, funding allocation, and methodological inclusion. The absence of eligible 

studies is not neutral. It reveals a persistent disconnect between intervention research and 

the lived realities of adolescent Black girls who experience disproportionate exposure to 

mental health outcomes, racial discrimination, gendered stressors, trauma, and punitive 

institutional responses. 

Peer relationships are widely recognized as central to adolescent development, 

and peer support mental health interventions have demonstrated effectiveness in other 

populations. Yet adolescent Black girls remain invisible within the intervention evidence 

base. This study responds to this omission by synthesizing behavioral theory, public 

health systems models, and community-based participatory principles into a structured 

framework for intervention development. This study interprets the documented silence 

not as a signal of infeasibility but as evidence of structural inequity in knowledge 

production. The framework developed functions as a corrective response, establishing 

conceptual clarity and methodological direction where empirical intervention research 

has been absent. 
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Contribution to Public Health 

This study advances public health scholarship by directly addressing a 

documented evidence gap by developing a structured, theory-informed intervention 

framework tailored to adolescent Black girls. Rather than solely describing disparities, it 

provides a multilevel model that links behavioral theory, empowerment frameworks, and 

public health systems thinking to actionable intervention design. The contribution is both 

conceptual and practical. Conceptually, the study reframes adolescent Black girls as 

active agents within mental health systems, positioning peer support as a structured 

mechanism for engagement, resilience, and stigma disruption. In practice, it offers a 

coherent roadmap for researchers, practitioners, and policymakers seeking to develop 

culturally responsive, community-grounded mental health interventions in settings where 

none have been rigorously evaluated. By integrating participatory governance into the 

framework architecture, this work shifts intervention development away from deficit-

based models and toward equity-centered design. It situates peer support within the 

broader structural determinants of access to care, aligning individual-level processes with 

systems-level change. This study does not assess the effectiveness of the intervention. 

Instead, it establishes a theoretically grounded and methodologically transparent 

foundation to guide future pilot testing, implementation research, and policy-informed 

evaluation. In doing so, it strengthens the infrastructure for equity-driven intervention 

research within public health. 

Comparison With Adjacent Literature 

Peer support mental health interventions have been evaluated across a range of 

populations, including adults, veterans with increased suicide risk, individuals involved 
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in substance use prevention and treatment, and general youth populations.71-74 Although 

this literature demonstrates the potential effectiveness of peer support approaches, studies 

lack disaggregation of outcomes by race and gender.75 As a result, the existing evidence 

base cannot be confidently generalized to this population, perpetuating long-standing 

inequities in whose mental health experiences are studied, funded, and prioritized within 

intervention research. Several structural factors could contribute to the absence of 

empirically evaluated peer support mental health interventions for adolescent Black girls. 

Chronic underinvestment in mental health research focused on adolescent Black girls 

may have limited the development and testing of population-specific interventions. The 

limited use of community-based participatory research frameworks further constrains 

innovation, as youth, particularly Black girls, are often positioned as research subjects 

rather than as co-designers of interventions intended to serve them.75 Ethical, logistical, 

and institutional barriers to conducting intervention research with marginalized 

adolescent populations could also impede the implementation and publication of peer 

support models. Together, these dynamics systematically restrict the development, 

evaluation, and dissemination of peer support mental health interventions tailored to 

Black adolescent girls. 

Implications for Research 

The documented evidence gap establishes a clear and urgent research agenda. The 

absence of empirically evaluated peer support interventions tailored to adolescent Black 

girls signals the need for intentional, population-specific intervention development rather 

than continued reliance on race-neutral models. Future research must prioritize co-

designing peer support interventions with adolescent Black girls, ensuring that lived 
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experience informs program structure, language, and delivery from the outset. This 

approach strengthens both cultural relevance and ethical integrity. Subsequent studies 

should move beyond conceptual development to pilot testing feasibility and acceptability 

across diverse community settings. Implementation research is necessary to assess 

recruitment strategies, participant engagement, fidelity of peer facilitation, and contextual 

barriers within community-based organizations. Rigorous evaluation designs, including 

mixed-methods approaches and early-phase trials, are essential to determine whether the 

theoretically identified mechanisms, such as self-efficacy enhancement, barrier reduction, 

and empowerment processes, function as intended. 

Future research must also examine the relative contribution of each framework 

component. Distinguishing which elements function as core mechanisms and which serve 

as adaptable features is critical for scalability and sustainability. Component analysis and 

process evaluation will clarify whether certain elements are indispensable to achieving 

outcomes or whether flexibility can be maintained without diminishing impact. Equally 

important is the adoption of rigorous reporting standards that disaggregate findings by 

race, gender, and age. Without consistent subgroup analysis, inequities in evidence 

generation persist. Transparent demographic reporting ensures that the effectiveness of 

interventions is evaluated for the populations they purport to serve. The absence of prior 

trials does not undermine feasibility; rather, it emphasizes the need for strategic 

investment. Feasibility depends on methodological rigor, sustained community 

partnership, and funding structures that prioritize equity-centered research. By grounding 

future intervention development in theoretical coherence and participatory engagement, 

the field can begin to close the documented gap in population-specific mental health 



62 

 

intervention research for adolescent Black girls. 

Implications for Practice 

The findings highlight a critical implication: practitioners and policymakers 

cannot assume that race-neutral peer support models adequately address the structural 

and relational realities shaping adolescent Black girls’ mental health experiences. The 

framework presented provides a model for implementing culturally responsive peer 

support. It clarifies core mechanisms and situates them within enabling services and 

supportive environments. The model guides the development of interventions in 

community-based and youth-serving systems by identifying both individual-level and 

structural components necessary for equity-centered care. 

Structural Change 

This study does not assume that peer support alone resolves systemic inequities. 

Expanding access to Black mental health professionals remains important, but workforce 

diversification is a long-term structural goal. In the interim, peer support provides a 

scalable, relationally grounded strategy that operates within existing community systems 

while broader workforce reforms continue. The framework, therefore, complements 

structural reform efforts in policy, workforce development, and funding allocation. 

Conclusion 

No empirically evaluated peer support mental health interventions specifically 

designed for adolescent Black girls were identified in the peer-reviewed literature. That 

absence does not signal irrelevance. It signals structural neglect. In response, a 

theoretically grounded, CBPR-informed, and public health–aligned framework was 

created for intervention development. It offers practical guidance for future research and 
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implementation. This research advances equity-centered mental health by moving beyond 

disparity documentation toward structured intervention design. It positions adolescent 

Black girls not as overlooked subgroups within broader youth research, but as a 

population worthy of targeted, theoretically coherent, and community-informed 

intervention development. The framework presented here is a starting point—one that 

invites empirical testing, refinement, and scale. Its long-term impact depends on 

sustained research investment, policy alignment, and continued centering of Black girls' 

lived experiences within mental health systems.  
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APPENDIX A: SEARCH TERMS 

 

 

Database Search Terms 

PubMed 

( 

   (adolescent[MeSH] OR adolescen*[tiab] OR teen*[tiab] OR 

youth*[tiab] OR young people[tiab]) 

   AND 

   (female[MeSH] OR girl*[tiab] OR woman*[tiab] OR women*[tiab] 

OR female*[tiab]) 

   AND 

   (African Americans[MeSH] OR Black*[tiab] OR African 

American*[tiab] OR Afro American[tiab]) 

) 

AND 

( 

   (peer[tiab] OR peer support[tiab] OR peer-led[tiab] OR peer 

group[MeSH] OR peer influence[MeSH] 

    OR mentor*[tiab] OR mentoring[MeSH] OR mentors[MeSH] OR 

community-based[tiab]) 

) 

AND 

( 

   (Mental Health[MeSH] OR Depression[MeSH] OR Anxiety[MeSH] 

OR Resilience, Psychological[MeSH] 

    OR Social Stigma[MeSH] OR Help-Seeking Behavior[MeSH] OR 

resilien*[tiab] OR psychological[tiab] 

    OR stigma[tiab] OR depression[tiab] OR anxiety[tiab] OR mental 

health[tiab]) 

) 

OVID 

Medline 

( 

(exp adolescent/ OR adolescen*.tw. OR teen*.tw. OR youth*.tw. OR 

"young people".tw.) 

AND 

(Exp female/ OR girl*.tw. OR woman*.tw. OR women*.tw. OR 

female*.tw.) 

AND 

(exp "African Americans"/ OR Black*.tw. OR "African American*".tw. 

OR "Afro American".tw.) 

) 

AND 

( 

(peer.tw. OR "peer support".tw. OR peer-led.tw. OR exp "peer group"/ 
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OR exp "peer influence"/ 

OR mentor*.tw. OR exp mentoring/ OR exp mentors/ OR community-

based.tw.) 

) 

AND 

( 

(exp "Mental Health"/ OR exp Depression/ OR exp Anxiety/ OR exp 

"Resilience, Psychological"/ 

OR exp "Social Stigma"/ OR exp "Help-Seeking Behavior"/ OR 

resilien*.tw. OR psychological.tw. 

OR stigma.tw. OR depression.tw. OR anxiety.tw. OR "mental 

health".tw.) 

) 

CINAHL 

( 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people")) 

AND 

((MH female+) OR (TI girl* OR AB girl*) OR (TI woman* OR AB 

woman*) OR (TI women* OR AB women*) OR (TI female* OR AB 

female*)) 

AND 

((MH "African Americans+") OR (TI Black* OR AB Black*) OR (TI 

"African American*" OR AB "African American*") OR (TI "Afro 

American" OR AB "Afro American")) 

) 

AND 

( 

((TI peer OR AB peer) OR (TI "peer support" OR AB "peer support") 

OR (TI peer-led OR AB peer-led) OR (MH "peer group+") OR (MH 

"peer influence+") 

OR (TI mentor* OR AB mentor*) OR (MH mentoring+) OR (MH 

mentors+) OR (TI community-based OR AB community-based)) 

) 

AND 

( 

((MH "Mental Health+") OR (MH Depression+) OR (MH Anxiety+) 

OR (MH "Resilience, Psychological+") 

OR (MH "Social Stigma+") OR (MH "Help-Seeking Behavior+") OR 

(TI resilien* OR AB resilien*) OR (TI psychological OR AB 

psychological) 

OR (TI stigma OR AB stigma) OR (TI depression OR AB depression) 

OR (TI anxiety OR AB anxiety) OR (TI "mental health" OR AB 

"mental health")) 
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) 

Scopus 

( 

(INDEXTERMS(adolescent) OR TITLE-ABS(adolescen*) OR TITLE-

ABS(teen*) OR TITLE-ABS(youth*) OR TITLE-ABS("young 

people")) 

AND 

(INDEXTERMS(female) OR TITLE-ABS(girl*) OR TITLE-

ABS(woman*) OR TITLE-ABS(women*) OR TITLE-ABS(female*)) 

AND 

(INDEXTERMS("African Americans") OR TITLE-ABS(Black*) OR 

TITLE-ABS("African American*") OR TITLE-ABS("Afro 

American")) 

) 

AND 

( 

(TITLE-ABS(peer) OR TITLE-ABS("peer support") OR TITLE-

ABS(peer-led) OR INDEXTERMS("peer group") OR 

INDEXTERMS("peer influence") 

OR TITLE-ABS(mentor*) OR INDEXTERMS(mentoring) OR 

INDEXTERMS(mentors) OR TITLE-ABS(community-based)) 

) 

AND 

( 

(INDEXTERMS("Mental Health") OR INDEXTERMS(Depression) 

OR INDEXTERMS(Anxiety) OR INDEXTERMS("Resilience, 

Psychological") 

OR INDEXTERMS("Social Stigma") OR INDEXTERMS("Help-

Seeking Behavior") OR TITLE-ABS(resilien*) OR TITLE-

ABS(psychological) 

OR TITLE-ABS(stigma) OR TITLE-ABS(depression) OR TITLE-

ABS(anxiety) OR TITLE-ABS("mental health")) 

) 

PsycINFO 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people"))AND((MH female+) OR (TI girl* OR 

AB girl*) OR (TI woman* OR AB woman*) OR (TI women* OR AB 

women*) OR (TI female* OR AB female*))AND((MH "African 

Americans+") OR (TI Black* OR AB Black*) OR (TI "African 

American*" OR AB "African American*") OR (TI "Afro American" 

OR AB "Afro American")) AND (((TI peer OR AB peer) OR (TI "peer 

support" OR AB "peer support") OR (TI peer-led OR AB peer-led) OR 

(MH "peer group+") OR (MH "peer influence+")OR (TI mentor* OR 

AB mentor*) OR (MH mentoring+) OR (MH mentors+) OR (TI 

community-based OR AB community-based))) AND ((MH "Mental 
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Health+") OR (MH Depression+) OR (MH Anxiety+) OR (MH 

"Resilience, Psychological+")OR (MH "Social Stigma+") OR (MH 

"Help-Seeking Behavior+") OR (TI resilien* OR AB resilien*) OR (TI 

psychological OR AB psychological)OR (TI stigma OR AB stigma) OR 

(TI depression OR AB depression) OR (TI anxiety OR AB anxiety) OR 

(TI "mental health" OR AB "mental health")) 

ERIC 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people"))AND((MH female+) OR (TI girl* OR 

AB girl*) OR (TI woman* OR AB woman*) OR (TI women* OR AB 

women*) OR (TI female* OR AB female*))AND((MH "African 

Americans+") OR (TI Black* OR AB Black*) OR (TI "African 

American*" OR AB "African American*") OR (TI "Afro American" 

OR AB "Afro American")) AND (((TI peer OR AB peer) OR (TI "peer 

support" OR AB "peer support") OR (TI peer-led OR AB peer-led) OR 

(MH "peer group+") OR (MH "peer influence+")OR (TI mentor* OR 

AB mentor*) OR (MH mentoring+) OR (MH mentors+) OR (TI 

community-based OR AB community-based))) AND ((MH "Mental 

Health+") OR (MH Depression+) OR (MH Anxiety+) OR (MH 

"Resilience, Psychological+")OR (MH "Social Stigma+") OR (MH 

"Help-Seeking Behavior+") OR (TI resilien* OR AB resilien*) OR (TI 

psychological OR AB psychological)OR (TI stigma OR AB stigma) OR 

(TI depression OR AB depression) OR (TI anxiety OR AB anxiety) OR 

(TI "mental health" OR AB "mental health")) 

Web of 

Science 

( 

(adolescent OR adolescen* OR teen* OR youth* OR "young people") 

AND 

(female OR girl* OR woman* OR women* OR female*) 

AND 

("African Americans" OR Black* OR "African American*" OR "Afro 

American") 

) 

AND 

( 

(peer OR "peer support" OR peer-led OR "peer group" OR "peer 

influence" 

OR mentor* OR mentoring OR mentors OR community-based) 

) 

AND 

( 

("Mental Health" OR Depression OR Anxiety OR "Resilience, 

Psychological" 

OR "Social Stigma" OR "Help-Seeking Behavior" OR resilien* OR 
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psychological 

OR stigma OR depression OR anxiety OR "mental health") 

) 

Gender 

Studies 

Database 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people"))AND((MH female+) OR (TI girl* OR 

AB girl*) OR (TI woman* OR AB woman*) OR (TI women* OR AB 

women*) OR (TI female* OR AB female*))AND((MH "African 

Americans+") OR (TI Black* OR AB Black*) OR (TI "African 

American*" OR AB "African American*") OR (TI "Afro American" 

OR AB "Afro American")) AND (((TI peer OR AB peer) OR (TI "peer 

support" OR AB "peer support") OR (TI peer-led OR AB peer-led) OR 

(MH "peer group+") OR (MH "peer influence+")OR (TI mentor* OR 

AB mentor*) OR (MH mentoring+) OR (MH mentors+) OR (TI 

community-based OR AB community-based))) AND ((MH "Mental 

Health+") OR (MH Depression+) OR (MH Anxiety+) OR (MH 

"Resilience, Psychological+")OR (MH "Social Stigma+") OR (MH 

"Help-Seeking Behavior+") OR (TI resilien* OR AB resilien*) OR (TI 

psychological OR AB psychological)OR (TI stigma OR AB stigma) OR 

(TI depression OR AB depression) OR (TI anxiety OR AB anxiety) OR 

(TI "mental health" OR AB "mental health")) 

Urban 

Studies 

Abstracts 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people"))AND((MH female+) OR (TI girl* OR 

AB girl*) OR (TI woman* OR AB woman*) OR (TI women* OR AB 

women*) OR (TI female* OR AB female*))AND((MH "African 

Americans+") OR (TI Black* OR AB Black*) OR (TI "African 

American*" OR AB "African American*") OR (TI "Afro American" 

OR AB "Afro American")) AND (((TI peer OR AB peer) OR (TI "peer 

support" OR AB "peer support") OR (TI peer-led OR AB peer-led) OR 

(MH "peer group+") OR (MH "peer influence+")OR (TI mentor* OR 

AB mentor*) OR (MH mentoring+) OR (MH mentors+) OR (TI 

community-based OR AB community-based))) AND ((MH "Mental 

Health+") OR (MH Depression+) OR (MH Anxiety+) OR (MH 

"Resilience, Psychological+")OR (MH "Social Stigma+") OR (MH 

"Help-Seeking Behavior+") OR (TI resilien* OR AB resilien*) OR (TI 

psychological OR AB psychological)OR (TI stigma OR AB stigma) OR 

(TI depression OR AB depression) OR (TI anxiety OR AB anxiety) OR 

(TI "mental health" OR AB "mental health")) 

SocINDEX 

((MH adolescent+) OR (TI adolescen* OR AB adolescen*) OR (TI 

teen* OR AB teen*) OR (TI youth* OR AB youth*) OR (TI "young 

people" OR AB "young people"))AND((MH female+) OR (TI girl* OR 

AB girl*) OR (TI woman* OR AB woman*) OR (TI women* OR AB 

women*) OR (TI female* OR AB female*))AND((MH "African 

Americans+") OR (TI Black* OR AB Black*) OR (TI "African 

American*" OR AB "African American*") OR (TI "Afro American" 
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OR AB "Afro American")) AND (((TI peer OR AB peer) OR (TI "peer 

support" OR AB "peer support") OR (TI peer-led OR AB peer-led) OR 

(MH "peer group+") OR (MH "peer influence+")OR (TI mentor* OR 

AB mentor*) OR (MH mentoring+) OR (MH mentors+) OR (TI 

community-based OR AB community-based))) AND ((MH "Mental 

Health+") OR (MH Depression+) OR (MH Anxiety+) OR (MH 

"Resilience, Psychological+")OR (MH "Social Stigma+") OR (MH 

"Help-Seeking Behavior+") OR (TI resilien* OR AB resilien*) OR (TI 

psychological OR AB psychological)OR (TI stigma OR AB stigma) OR 

(TI depression OR AB depression) OR (TI anxiety OR AB anxiety) OR 

(TI "mental health" OR AB "mental health")) 

Sage 

Journals 

( 

   (adolescen* OR teen* OR youth* OR "young people") 

   AND 

   (girl* OR woman* OR women* OR female*) 

   AND 

   (Black* OR "African American*" OR "Afro American") 

) 

AND 

( 

   peer OR "peer support" OR "peer-led" OR "peer group" OR "peer 

influence" 

   OR mentor* OR mentoring OR mentors OR "community-based" 

) 

AND 

( 

   "mental health" OR depression OR anxiety OR resilien* OR resilience 

OR stigma OR "social stigma" 

   OR psychological OR "help-seeking behavior" 

) 
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APPENDIX B: ELIGIBILITY CRITERIA 

 

 

 

PICOS Framework   

Population   

Include   

Adolescents (ages 10–19)   

Black / African American / marginalized youth 

Female gender (girls, young women, female adolescents) 

Exclude   

Adults (>19 years)   

Children <10 years   

Males only (boys, young men)   

White, Hispanic, or other non-Black youth only 

Intervention / Exposure   

Include   

Peer support programs   

Peer-led interventions   

Community-based mentoring interventions 

Exclude   

Interventions with no peer component (e.g., clinician-only, parent-only, digital without peer    

interaction) 

Comparator / Context   

Include   

Any comparator (usual care, no intervention, alternative intervention) 

No comparator required for qualitative studies 
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Exclude 

Not applicable (none specific)   

Outcomes   

Include   

Mental health (general)   

Depression   

Anxiety   

Psychological resilience   

Stigma reduction   

Help-seeking behavior   

Exclude   

Studies that do not report mental health outcomes 

Study Characteristics   

Include   

Randomized controlled trials (RCTs)   

Quasi-experimental studies   

Longitudinal studies   

Qualitative studies reporting primary data 

Exclude   

Opinion pieces, commentaries, or editorials without empirical data 

Case reports without intervention context 

Protocols   

Other Criteria   

Include   

Studies conducted in the U.S. or internationally 

Peer-reviewed publications in English   

Published within the last 10 years (2015–2025) 

Exclude   

Non-English language studies   

Studies published before 2015   
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APPENDIX C: STUDY TAGS CODEBOOK 

 
 

Study Tags Codebook 

This codebook defines the tags reviewers should apply during title/abstract and full-

text screening. 

Tags are grouped into Inclusion, Exclusion, and Organizing categories for clarity. 

✅ Inclusion Tags (Green Flags)   

Tag Definition / When to Apply 

Adolescent (10–19) 
Study population includes adolescents between 

ages 10–19. 

Black / African American 
Study population includes Black, African 

American, or marginalized Black youth. 

Female 
Study population includes adolescent girls, young 

women, or female adolescents. 

Peer Support 
Intervention involves structured peer support 

(group or individual). 

Peer-Led Intervention 
Intervention is designed and led by peers, not 

professionals. 

Mentoring 
Study involves peer mentoring (formal or 

informal). 

Community-Based 
Intervention occurs in a community setting (e.g., 

school, neighborhood, youth group). 

Mental Health (general) Mental health is a stated outcome or theme. 

Depression 
Depression is measured, discussed, or targeted as 

an outcome. 

Anxiety 
Anxiety is measured, discussed, or targeted as an 

outcome. 

Resilience 
Resilience or coping is measured or discussed as 

an outcome. 

Stigma Reduction 
Stigma or discrimination reduction is measured or 

reported. 

Help-Seeking Behavior 
Help-seeking intentions, attitudes, or behaviors 

are measured. 

RCT Randomized controlled trial. 

Quasi-Experimental 
Non-randomized but controlled intervention 

study. 

Longitudinal 
Study measures outcomes over multiple time 

points. 

Qualitative 
Qualitative design with interviews, focus groups, 

or thematic analysis. 
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Published 2015–2025 Article published in the last 10 years. 

English Language Article is published in English. 

❌ Exclusion Tags (Red Flags)   

Tag Definition / When to Apply 

Wrong Age 
Population is outside 10–19 years (children <10 

or adults >19). 

Wrong Gender Population is male-only. 

Wrong Population 
Participants are not Black, African American, or 

marginalized Black youth. 

Wrong Intervention 
Intervention does not involve a peer support, 

peer-led, or mentoring component. 

Wrong Outcome No mental health outcomes reported. 

Wrong Study Type 
Editorial, commentary, opinion piece, literature 

review, or case report. 

Wrong Date Published before 2015. 

Wrong Language Not published in English. 

🏷️ Organizing Tags (Optional, For Synthesis) 

Tag Definition / When to Apply 

School-Based Intervention delivered in a school setting. 

Community-Based Setting 
Intervention delivered outside school in a 

community or youth program. 

Clinical Setting 
Intervention delivered in a medical or mental 

health clinic. 

Digital/Hybrid 
Intervention delivered online, via apps, or 

blended with in-person. 

Peer Leader Peers act as group leaders or facilitators. 

Peer Mentor Peers act as mentors for one-on-one support. 

Peer Educator Peers provide educational/awareness sessions. 

Region – U.S. Study conducted in the United States. 

Region – International 
Study conducted outside the U.S. (note 

country/region). 

Quantitative 
Outcomes measured with validated scales or 

surveys. 

Qualitative 
Outcomes explored through themes, interviews, 

or focus groups. 

Mixed Methods Study integrates quantitative and qualitative data. 

    

How to use this codebook: 

During title/abstract screening, apply Inclusion or Exclusion tags to quickly sort. 

During full-text screening, refine tagging and add Organizing tags for synthesis. 

This ensures transparency and reproducibility for the PRISMA flowchart and review.  
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APPENDIX D: PRISMA FLOW CHART 

 

 

 


