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Introduction: Therapeutic mentoring, which leverages paraprofessional care, is a potential way to scale access to care to address the youth mental health crisis. This scoping review synthesizes the current state of research on self-designated therapeutic mentoring programs for youth mental health.



Method: A systematic search was conducted across four databases using the term “therapeutic mento*” and related keywords, taking a label-first approach to describe the available literature. Inclusion criteria were peer-reviewed articles about research on therapeutic mentoring in the US, written in English. Data were extracted on study characteristics, intervention details, mentor background, and outcomes.



Results: Eighteen empirical articles were identified, published between 2003 and 2024. Most studies focused on at-risk youth from diverse backgrounds. Therapeutic mentoring programming varied, although most (N = 13) studies examined the Campus Connections program. Mentors were typically trained paraprofessionals or undergraduate students supervised by clinical professionals. Only two randomized controlled trials were found, both of the Campus Connections program.



Discussion: The review revealed a lack of rigorous experimental studies on therapeutic mentoring efficacy, as defined by studies that use the term therapeutic mentoring. While some studies showed promising effects, more research is needed to establish the definition of therapeutic mentoring and whether it is an acceptable and effective intervention for youth mental health.



Conclusion: A clear definition of therapeutic mentoring is needed to advance the field and facilitate systematic evaluation of its effectiveness in supporting youth mental health. Future research should prioritize developing program models that align with diverse youth's cultural values, conducting randomized controlled trials, examining program components, and developing standardized measures for assessing therapeutic mentoring outcomes.
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1 Introduction

In the U.S., between 20% and 30% of children are in need of psychological services, but only about a third of these children actually receive care (1–3). Children from communities of color, as well as those residing in under-resourced neighborhoods and communities, have the highest rates of unmet mental health needs (4, 5). Since highly-trained providers (e.g., psychologists, psychiatrists, counselors) will never meet the demand for mental health care (1, 6, 7), there is an urgent need to expand the mental health workforce to include well-trained paraprofessionals, including volunteer and paid mentors. With appropriate training and supervision, paraprofessional mentors can be leveraged to support youth mental health. This manuscript focuses on therapeutic mentoring, an increasingly utilized but poorly defined paraprofessional role in youth mental health services. Through a scoping review of peer-reviewed literature, we aim to synthesize existing knowledge about self-designated therapeutic mentoring programs, clarify key concepts and intervention characteristics, and identify critical gaps to guide future research and practice in this emerging field.


1.1 Background

There is growing evidence to suggest that paraprofessionals (i.e., providers with limited training who assist more advanced mental health professionals) can support and deliver effective, evidence-based interventions. This includes both paid and volunteer mentors who are increasingly being asked to address depression and other mental health challenges among youth (8, 9). In fact, families often turn to mentoring programs to support their youth's mental health (10, 11). Although the overall effectiveness of youth mentoring on well-being outcomes (broadly defined) is minimal when examined across all mentoring studies (12, 13), research on particular programs (14, 15) and meta-analytic evidence suggests that when mentors use targeted interventions with their mentees, they are particularly effective in moving the needle on youth outcomes (16).

Despite the promise of youth mentoring to help reduce the overall burden of mental illness, the field lacks definitions and clarity around how paraprofessional mentoring can be used to support youth mental health. In the US, mentoring is generally used as an umbrella term that can cover almost any situation in which a caring, supportive person is paired with another person seeking support outside of professional helping relationships. There is also diversity in mentoring program approaches (e.g., intergenerational, peer) and settings (schools, communities, workplaces). And, despite the growing interest in deploying paraprofessionals, to address youth mental health (17), there is a lack of clear terminology for the roles that paraprofessional mentors can play in youth's lives. In this manuscript, we focus on therapeutic mentoring, a paraprofessional role that has growing interest in the field, however to our understanding lacks a unifying definition.

Early descriptions of therapeutic mentoring reflect both humanistic and psychoanalytic approaches to therapy, particularly in how they emphasize the importance of personal growth, emotional connection, and the therapeutic relationship. Humanistic therapy, championed by figures like Carl Rogers and Abraham Maslow, stressed the individual's capacity for self-actualization and the critical role of empathetic, authentic relationships in fostering development (18). The therapeutic mentoring model described by Radda (19) highlights a developmental approach where mentors are personally involved, empathetic, and help adolescents find and pursue their dreams. “The mentor must be personally involved, be empathetic not sympathetic, demonstrate charisma and expertness, help the adolescent find his DREAM, encourage and give hope to that DREAM, judiciously self-disclose, model responsible behavior, demand the best from the protege and renegotiate the relationship when the adolescent demands a new maturity” (19). This description of the need for mentors to negotiate adolescents' dreams and renegotiate the relationship as maturity develops mirrors psychoanalytic ideas of navigating conflicts between dependence and independence, while the therapeutic alliance remains crucial for growth (20).

By the 2010's, therapeutic mentoring began to be professionalized, and recognized as a billable service under Medicaid in some states for youth with behavioral health needs, allowing for further professionalization of the practice. Massachusetts was one of the early leaders in recognizing therapeutic mentoring as a Medicaid-billable service. One factor that precipitated its expansion in Massachusetts was the Rosie D. v. Romney lawsuit, which was filed in 2001 on behalf of Medicaid-eligible children with emotional, behavioral, or psychiatric disabilities who lacked access to necessary home-based services. In 2006, the court ruled that Massachusetts had violated the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) provisions of the federal Medicaid Act by failing to provide required home-based services to thousands of children across the state. As a result of the ruling, Massachusetts was required to develop and implement a remedial plan to address these violations and expand access to home-based services for youth with serious emotional disturbances through its Community Health Workers (CHWs) program. The remedial plan included the development and expansion of several services, including therapeutic mentoring, as part of a comprehensive system of care for youth with mental health needs. In 2009, Massachusetts implemented a new children's behavioral health initiative that included therapeutic mentoring as one of several “hub-dependent” services that could be billed to Medicaid when prescribed as part of a youth's treatment plan. In the current version, therapeutic mentoring includes structured, one-on-one support services provided to individuals under 21-years-old across settings, including youths' homes, schools, and communities (21). These strength-based services address daily living, social, and communication needs, aligning with a behavioral health treatment plan or Individual Care Plan (ICP) and supervised by clinicians or another person on the care team. Therapeutic mentoring focuses on developing age-appropriate behaviors, interpersonal communication, problem-solving, and social interactions with peers and adults. The goal is to ensure youth success in various social contexts, help them learn new skills, and make functional progress. Mentors supervise interactions and engage youth in discussions about effective strategies for peer interactions, with progress documented and reported regularly to the youth's current treatment providers. To be eligible, these services must be necessary to achieve established goals in an existing treatment plan or ICP and show documented progress toward meeting these goals.

Across the U.S. there are additional programs that offer therapeutic mentoring services with slightly different descriptions and training requirements. For example, in Alabama's Medicaid-eligible rehabilitative service supervised therapeutic mentors (who can have a wide range of certifications, including qualified mental health provider—non-degreed or a licensed registered nursing degree) work under an individual's treatment plan (22). Likewise, Illinois' Pathways to Success program for Medicaid-enrolled children incorporates therapeutic mentoring services and Connecticut's therapeutic support staff provide therapeutic mentoring through the Department of Children and Families (23). There are also examples of self-designated therapeutic mentoring at the program level, such as the YMCA's Reach & Rise program (24), as well as private and community-based agencies in Virginia (25) and Maryland.

Campus Connections (originally Campus Corps), is another example of a self-designated therapeutic youth mentoring program. This program trains undergraduate students to serve as mentors, incorporating mental health professionals to address participants' needs (26). Established in 2009 at Colorado State University, CC was developed in response to community needs for enhanced services for at-risk youth (26). The program's distinctive approach includes organizing mentor-mentee pairs into small groups called “mentor families”, providing exposure to a college campus environment, offering academic support and pro-social activities, and integrating mental health services delivered by licensed therapists (27, 28).

A major challenge to understanding the therapeutic mentoring landscape is that there does not appear to be an accepted definition of what constitutes this approach. This has led to confusion and inconsistency across the field wherein some programs self-designate as therapeutic mentoring while others who may be engaging in its core practices do not. For example, the Fostering Healthy Futures Program (29), which does not designate itself as therapeutic mentoring, deploys supervised social work students who identify and address mental health issues. This inconsistent use of the therapeutic mentoring title and the lack of an accepted definition has led to challenges in characterizing the field and examining whether self-designated therapeutic mentoring is an effective way of supporting youth mental health. And, without a clear term for therapeutic mentoring that explicitly targets youth mental health, the field cannot systematically study the outcomes. To advance the field and maximize its impact, it is crucial to take stock of the field and then to develop a clear, comprehensive definition of therapeutic mentoring. Such a definition would facilitate more systematic study of the practice, enhance its visibility within the broader mental health landscape, and delineate the specific roles and limitations of therapeutic mentors. By establishing these boundaries, practitioners, researchers, and policymakers can better understand, implement, and evaluate therapeutic mentoring programs, ultimately improving their efficacy in supporting youth mental health outcomes.



1.2 Current study

To understand how therapeutic mentoring is currently used in academic discourse and peer-reviewed publications, an exploratory scoping review is necessary to describe the research landscape. To our knowledge, this is the first review of existing literature on therapeutic mentoring, thus we have opted to take a label-first approach (in contrast to a definition-first approach where the theorized core features of therapeutic mentoring would be reviewed). Scoping reviews provide an overview of the available research evidence on a topic that is not well-defined (30) and when an overview of the literature has not yet been established. This review provides an overview of the peer-reviewed research on therapeutic mentoring by clarifying key concepts, intervention characteristics, and outcomes studied in therapeutic mentoring. It also describes the settings in which therapeutic mentoring has been studied, the mentee populations, mentor background and training, and the effectiveness when available. Rather than seek to preemptively define therapeutic mentoring, and then classify the existing literature, this initial scoping review focused on interventions that have been explicitly described themselves as therapeutic mentoring programs in the published literature.




2 Methods


2.1 Search strategy

Four online databases were searched targeting therapeutic mentoring interventions by community health workers or other paraprofessionals. The databases were MEDLINE, PubMed, PsycINFO, Web of Science in addition to manually retrieving papers from Google Scholar. The search term “therapeutic mento*” was used. Boolean operators between “therapeutic” and “mento*” were not used because the purpose of this review was to describe how self-designated therapeutic mentoring has been studied. No date constraints were applied to the search in any of the databases. Scoping review methodology recommends that the study selection phase be iterative (31); after the search was completed, four additional search terms were included: “therapeutic youth mentoring”, “therapeutic group mentoring”, “Campus Corps”, and “Campus Connections”. The first two were added after seeing these terms in a few of the articles that emerged through the first searches. Campus Corps and Campus Connections were added because evaluations of this program emerged through the initial searches. Because these were labeled as therapeutic mentoring programs, the first author made the decision to include any peer-reviewed articles about this program. The review was conducted using the PRISMA-ScR (Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews) checklist. The search was completed in August 2024. Because there were no clear hypotheses and the study was designed to be descriptive in nature, it was not pre-registered. Finally, the scoping review was limited to peer-reviewed literature to ensure a baseline level of scientific rigor and quality in the included studies. This approach allows us to synthesize the established research on therapeutic mentoring and to delineate the emerging field in ways that provide a foundation for future, more comprehensive reviews.



2.2 Inclusion and exclusion criteria

The purpose of this review was to focus on peer-reviewed articles that explicitly examined therapeutic mentoring for youth mental health. Inclusion criteria for the review were: (1) therapeutic mentoring was noted in the abstract or title, (2) the article was published in a peer-reviewed publication, (3) studies focused on mental health outcome for youth, (4) studies took place in the US, and (5) written in English. Exclusion criteria for the review were publications that: (1) only described therapeutic mentoring practices without a research question, (2) focused on academic outcomes, (3) were unpublished dissertations and theses.

During the screening phase, the first author screened for inclusion and exclusion criteria. During the full text review phase, the first author excluded two articles because although they appeared to meet the criteria for inclusion, they were not empirical research articles. See Figure 1 for PRISMA flow chart and Supplementary A for PRISMA-ScR Checklist.
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FIGURE 1
PRISMA flow chart..




2.3 Data extraction

Articles were imported to Covidence for screening, review, and extraction by the authors. Data were extracted by AW and HB into a custom Covidence template that included: article title, year published, aim of study, study design, description of therapeutic mentoring intervention, theoretical orientation of therapeutic mentoring, description of mentor training, description of supervision of mentors, description of mentors, description of mentees, description of study results. To reduce interpretation biases, manuscript excerpts that answered each question were directly copied and pasted in full sections (with citation and minimal syntax edits). After jointly extracting data from the first article, the authors determined that the data were unambiguous so data were independently extracted from the subsequent 17 articles. See Supplementary B for data extraction table.




3 Results

A total of 18 peer-reviewed empirical articles examining therapeutic mentoring published from 2003 to 2024 were identified.


3.1 Study characteristics

Two studies were randomized controlled trials [RCTs (32, 33)]; two were case studies (34, 35), two were non-randomized experimental studies (36, 37), four were single group pre- and post-survey design (28, 38–40), one was a mixed methods design (41), and seven were qualitative studies (27, 42–47). Of these, thirteen (28, 32, 33, 37, 39, 40, 42–47) examined Campus Connections (CC), a university-based therapeutic mentoring program.



3.2 Background of youth served

In all of the studies, youth in therapeutic mentoring programs were from diverse backgrounds and had faced adverse experiences (e.g., Department of Human Services involvement, juvenile justice involvement, behavioral and/or emotional concerns) or came from “at-risk” backgrounds, described below. Most studies reported age ranges that fell within the 10- to 18-years-old range, with the exception of one study that included a range that went to 19-years-old (33).

Youth served in three studies (34, 36, 38) were in foster care, and youth in (38) were described as at-risk of placement disruption. Youth in studies (36, 38) were majority African American and Hispanic; study (34) did not provide demographic data. In a case study with two youth (5), both youth were Hispanic and male. Study (41) described youth as “95% of the mentees were people of color”.

The youth participating in CC came from diverse backgrounds and many had faced adverse experiences, leading to their classification as “at-risk” in the studies. These youth were often referred from various sources within the juvenile justice system, such as the District Attorney's Office, Probation Department, and Department of Human Services (37). School districts also played a role in identifying youth who might benefit from the program, often recommending those struggling academically and considered vulnerable to negative outcomes like school dropout, substance use, and criminal behavior (37). Notably, most youth in the program had at least one formal charge within the juvenile justice system (37). Several studies (28, 32, 33, 37, 39, 41–43, 47) provided some demographic information about the youth served; the majority were male and approximately half were White. Across studies, youth were ages 10- to 18-years-old.



3.3 Therapeutic mentoring interventions

Of the three studies focused on youth in foster care, therapeutic mentoring was provided to youth already receiving individual counseling services (36) or youth involved in their local System of Care (SOC) in conjunction with other social services (36–38).

The earliest empirical study identified in this review (34) was a case study of culturally-congruent therapeutic mentoring for young African American males. Therapeutic mentoring was provided in a group setting weekly and was focused on building strong relationships between the mentees and mentors. The mentors served as positive adult role models with whom the boys could experience healthy (as the authors described, “non-abusive and non-exploitative” and consistent) relationships. The intervention itself was centered on African American culture, incorporated African cosmology, and was culturally congruent with the African ethos.

The two studies described therapeutic mentoring as a service provided by the SOC (36, 38). Therapeutic mentoring was defined as a structured intervention featuring carefully vetted mentors who receive continuous supervision and training from master's-level clinicians (38). These mentors were trained and compensated to provide therapeutic support to youth with traumatic experiences and the service was delivered weekly in coordination with other social services, such as family therapy and case management. Termination was always carefully planned. In both studies, therapeutic mentoring was recommended after a clinician assessment (36, 38). Study (36) described the implementation of therapeutic mentoring; mentors and mentees met in person regularly, for 3–5 h each week at a consistent time. Activities were primarily planned by the mentors and mentees, with mentors trained to focus on interactive experiences that emphasized relationship-building. Mentors were instructed to engage youth based on their interests, use open-ended questions, and offer choices to empower mentees.

In the case study of two male, Hispanic teens (35), therapeutic mentoring was referred to them by their therapist. Both youth had single mothers and were receiving services from a clinic employing long-term, home-based psychotherapy program. The therapists' roles extended beyond traditional psychotherapy, involving broader social system consultation. Treatment approaches combined support, system advocacy, and parent empowerment. Therapeutic mentoring involved identifying specific skill deficits in the youth's treatment plan developed collaboratively by mentors and therapists. The process was guided by ongoing consultations between therapeutic mentors and psychotherapists who selected interventions designed to address identified deficits in the youth's functioning. This integrated approach aimed to provide comprehensive support and skill development within the youth's broader social context.

The Arthur Project [TAP (41)]; implemented a therapeutic mentoring program grounded in French et al.'s model (48) for radical healing in communities of color, emphasizing five key components: collectivism, critical consciousness, racial hope, strength and resistance, and cultural authenticity and self-knowledge. The mentoring structure consisted of weekly individual sessions between mentors and mentees, lasting 1–2 h during school hours. Additionally, mentors facilitated small group sessions, referred to as “mentor families”, which met for 2–4 h weekly. The program's community-building efforts were reinforced through Saturday activities, which provided experiential learning opportunities and fostered a sense of collective identity. This comprehensive approach aimed to address the multifaceted needs of youth, particularly those from marginalized communities, by integrating therapeutic support with cultural responsiveness and community engagement.

As described above CC is a structured therapeutic youth mentoring program designed to prevent delinquency, promote academic success, and develop social-emotional skills among at-risk youth. The program operates on university campuses during fall and spring semesters, typically running for 12 weeks with weekly 4 h sessions. Youth are matched one-on-one with undergraduate student mentors who youth select from profiles that include information about the mentor's major, interests, and motivations for mentoring. One study describes that mentees are also receiving counseling from graduate-level counseling students, and mentors receive support from their mentee's counselor (45). CC's structure incorporates several key components designed to foster positive youth development. Each session includes a 30 min walk and talk around the university campus, allowing mentees to explore higher education opportunities while building relationships with their mentors. This is followed by an hour of individualized academic support, where mentors provide tutoring and assist with homework, study skills, and career planning. Participants then share a 30 min family-style meal, fostering a sense of community. The remainder of each session is dedicated to two 45–60 min blocks of prosocial activities, such as sports, art projects, or social justice discussions. One of the studies (33) examined the effect of adding mindfulness to CC programming.

In all but one study (41), youth were engaged with a system of care and referred to therapeutic mentoring (e.g., 34, 36, 38) or were from marginalized backgrounds and simultaneously received counseling through the program (i.e., CC programming). One program (41) was unique in that youth engaging in TAP were not necessarily already receiving services or in counseling/therapy, however the therapeutic mentors were actually social work interns.



3.4 Mentor background, training, and supervision

One study did not include information about the therapeutic mentors, including their training (45). These mentors were supervised by therapists providing services to the same youth.

In Utsey's case study (34), mentors were volunteers from a historically Black, college-based social fellowship. They were all African American college graduates with professional jobs and underwent background checks. Mentor training was led by a mental health provider and agency coordinator. Training topics focused on fostering healthy relationships, modeling prosocial behavior, leading discussions on relevant topics (e.g., sexuality, foster care, education), and organizing recreational activities. They also included lessons on fostering a group mentoring experience rather than a traditional one-to-one mentoring model, supporting the children's ability to remain in the community (as opposed to being placed in more restrictive settings), working with youth who had histories of abuse and neglect, and understanding the developmental and emotional issues faced by this population (specifically children in foster care). The training served two main purposes: first, as an educational resource for the mentors, and second, as a means to establish relationships between the mentors and mental health personnel. Mentors were encouraged to reflect on their experiences in African American family and community contexts and to discuss important male kin relationships during training. Ongoing quarterly training addressed youth progress and crisis intervention strategies. Challenges, such as deteriorating youth behavior and complex discussions on personal topics, were discussed during these sessions for further guidance. Mentor supervision was not described.

Therapeutic mentors for foster youth (36, 38) were screened employees with a minimum of a high school education (although some had undergraduate or graduate degrees in social sciences). They completed a 2–3 h orientation with their master-level supervisor, ten hours of additional training within the first six months of their employment, and ongoing trainings while employed. Mentors were trained to take a strengths-based approach and were taught basics of mental healthcare (e.g., encouraging constructive behaviors, professionalism, boundaries, crisis intervention, abuse and neglect reporting (36). They also learned how experiences in foster care could affect youth's emotional expression. Both studies (36, 38) described that mentors were supervised by masters-level clinicians at least once a month either in person or via phone or email. Study 32 also described that mentors kept weekly logs of meetings with mentees that were shared with supervisors.

Mentors from the TAP program were social work clinicians-in-training serving as therapeutic mentors for their clinical internship hours (41). The study described that the majority of the mentors identified with communities of color. Mentors were screened and selected based on their knowledge of social justice and therapeutic mentoring, and received weekly training that included healing-centered engagement, mentoring theory, social justice, and crisis intervention. They were supervised by individuals with LCSW and/or a doctorate in social work and sociology. Mentors submitted regular reports on their mentees' growth.

The CC (27, 28, 32, 33, 37, 39, 40, 42–44, 46, 47) mentors were undergraduate students enrolled at the program's host university (CC study 41 did not describe the mentors). These students were from various academic disciplines, and underwent extensive training prior to engaging in therapeutic mentoring relationships with mentees. The mentors were volunteers who were rigorously screened to ensure compatibility with mentees. The training process for mentors was described as extensive, involving approximately 20 h of training, which was designed to equip mentors with the necessary skills to work with at-risk youth, emphasizing a trauma-informed, strengths-based approach. Mentors received instruction in areas such as active listening, therapeutic communication, boundary-setting, and cultural competency. Mentors were also trained to identify and address risk factors in youth, including those related to mental health, substance use, and family dynamics.

Mentors were paired with supervisors, who were often professionals or graduate students with clinical or mentoring experience, who provided ongoing support and guidance throughout the duration of the mentoring relationship. Supervision included regular meetings where mentors could debrief their experiences, discuss challenges, and receive feedback. These supervisors monitored the mentors' progress, ensuring that they adhered to the goals of the program and maintained appropriate boundaries. In two studies (27, 44), mentors also received peer supervision, where they had the opportunity to collaborate and problem-solve with other mentors in the program.



3.5 Outcomes

Only two RCTs were conducted within the identified studies. Both were within CC programs (32, 33). The first (32) examined youth outcomes (e.g., mental health symptoms, socioemotional competencies) after randomly assigning mentees to group-based therapeutic mentoring or one-to-one therapeutic mentoring. Results revealed no significant differences between conditions, however both groups showed improved mental health symptoms. The second study (33) examined the feasibility and efficacy of integrating a mindfulness intervention through CC, comparing CC alone and CC plus a mindfulness-based intervention (MBI). Adding an MBI to CC programming did not have an effect on program attendance and was associated with slightly stronger program acceptability. Effects of adding the MBI on mental health measures were mixed.

In a non-randomized study examining foster youth who received therapeutic mentoring for 18 or more months to those who did not, those youth who had therapeutic mentors had lower stress symptoms than their non-mentored peers (36). Results of a single-group study examining the effect of therapeutic mentoring dosage for foster youth found that youth who received more therapeutic mentoring had lower trauma symptoms and higher family and social functioning, compared to youth with no or fewer interactions with therapeutic mentors (38). In the evaluation of the TAP program (41) that examined pre- and post-program mental health symptoms, the results suggested that youth's depression and PTSD symptoms were higher after participating in the program; authors commented that they thought perhaps youth were more likely to be honest about their symptoms after participating in the program.

In a non-randomized quasi-experiment of CC, youth enrolled in CC were compared to youth who were eligible for CC but were not able to sign up because the program was full (37). Youth who participated in CC reported engaging in problem behaviors less frequently than their peers who did not participate in CC, and also reported lower acceptance of engaging in delinquent and substance abuse. A single-sample study comparing youth participating in CC found to norm-referenced data found that youth participating in CC showed improvement in self-reported conduct problems, negative affect, attention, and social and academic functioning (40).

Qualitative studies of CC found that mentors: experienced personal growth and professional development as a result of participating in CC (27); reported that their relationship with their mentee allowed them to be resilient in the face of transitioning to virtual mentoring during COVID-19 (44); and were able to describe their ethical development (46). Mentees reported that having a mentor through CC allowed them to build resilience and helpful coping strategies (47). Those mentees also reflected that by building a trusting relationship with their mentors, mentees were more likely to be able to trust other adults in their lives. Finally, two studies examined the alliance or relationship quality between mentors and mentees in single-group design studies (28, 39).




4 Discussion

This scoping review synthesized the current state of research on 18, empirical, peer-reviewed programs that described themselves as therapeutic mentoring interventions for youth.

Several key findings emerged, including the surprising lack of randomized controlled outcome studies on the overall efficacy of therapeutic mentoring as identified by the studies' authors. Based on this review, there are no peer-reviewed studies that have been published that have rigorously tested any model of self-designated therapeutic mentoring. The two RCTs included in this review tested within-program characteristics of CC (32, 33), which, while important, do not provide information on the efficacy of therapeutic mentoring as a mental health service for youth. A few of the studies identified in this review showed promising effects (36–38) in non-experimental design studies. However, one single-group study actually found that mental health symptoms worsened after engaging with therapeutic mentoring (37, the Arthur Project). As the authors note, these findings may have emerged as a result of the youth feeling more comfortable disclosing mental health symptoms as they built trust in the program. Particularly given the rising interest in therapeutic mentoring as an intentional practice to reduce the burden of youth mental health challenges, the findings highlight the need for rigorous, carefully designed experimental studies.

Second, we found racially and ethnically diverse youth were over represented in the studies. There are critical gaps in service delivery for racially and ethnically minoritized youth (49). In addition to a global shortage of child mental health providers, there is a particular shortage of providers from diverse backgrounds in particular, limiting the range of perspectives, experiences, and talents represented in the field (50). Research suggests that racial congruence in therapeutic relationships can bring comfort, connection, and ease which may lead to better treatment outcomes (e.g., 51, 52). As such, behavioral health providers, including therapeutic mentors, with minoritized identities likely have a unique understanding of factors that may foster trust, acknowledging that which can impact emotional wellness (e.g., discrimination, acculturation, historical trauma) and promoting better engagement with treatment, and ultimately, better outcomes (53). At least two of the studies identified in this review specifically leveraged therapeutic mentors from similar racial and ethnic backgrounds as the mentees (34, 41). Both of these programs also focused heavily on building mentees' sense of ethnic and racial identity, which is critical to promoting the mental health of diverse youth (54).

Third, therapeutic mentoring programs seem to be theoretically based on mentoring models more so than on psychotherapy models. Although not all studies explicitly stated a theoretical orientation, those that did frequently cited positive youth development frameworks and Rhodes' (55, 56) model of youth mentoring. This model emphasizes the importance of relationship quality in facilitating positive outcomes through enhanced social-emotional wellbeing, cognitive skills, and identity development. Additionally, some programs also incorporated social justice and culturally responsive approaches, particularly when working with marginalized youth populations. Yet, because different interventions are based on different theories and target such dramatically different populations, risks, processes, and outcomes, it is unrealistic to assume that any given conceptual model is sufficiently encompassing and unifying. Rhodes (57) and others have argued more recently that greater theoretical specificity is needed for formal mentoring programs that are designed to achieve specific goals (i.e., mental health). Moving forward, if therapeutic mentoring is seen as a mental health intervention for youth—and consequently, specifically targets youth mental health outcomes like anxiety, depression, stress, and externalizing behaviors—it will be important for therapeutic mentoring models to pull more from evidence-based and culturally-congruent psychotherapy theories and practices.

This is not to say that therapeutic mentors should be providing mental health interventions without the supervision of trained clinicians, however they could easily infuse evidence-based psychotherapy principles into mentoring practices and receive supervision by trained and licensed mental health professionals. In fact, Reach & Rise, a therapeutic mentoring program out of the YMCA, leverages highly-trained mentors to infuse cognitive-behavioral therapy (CBT) practices into mentoring practices. In their technical report, Jarjoura (9) described the evaluation of comparing programs infusing mentoring practices with CBT vs. those who did not on youth outcomes. Results revealed that when mentors were able to implement the CBT practices and when they received support from program staff, youth benefitted. To-date, there are no published peer-reviewed articles describing Reach & Rise, which precluded this program from being included in the systematic review. Likewise, although FHF has undergone extensive RCT evaluation, it does not define itself as a therapeutic mentoring program. In the future it will be important to create a unified definition of therapeutic mentoring that is sufficiently broad that it can incorporate such programs.


4.1 Defining therapeutic mentoring

Given the potential of therapeutic mentoring to expand access to mental health services, particularly for marginalized youth populations, a precise definition is crucial for advancing the field of what therapeutic mentoring is and is not. Based on a comprehensive review of the research and core practices of the field, the term therapeutic mentoring describes a distinct type of mentoring program that: (1) explicitly focuses on reducing negative mental health symptoms and increasing psychological well-being and thriving among youth; (2) is delivered by paraprofessionals; (3) uses evidence-based practices to target underlying mechanisms of mental health challenges; and (4) is supervised by highly-trained and licensed mental healthcare providers. If the outcomes of this particular model are clearly defined, the field can efficiently move forward in testing and comparing implementation and delivery of therapeutic mentoring. Critically, the current state of the literature—as evidenced by this scoping review—is fragmented and the programs do not all share a common youth outcome, making it nearly impossible to understand whether therapeutic mentoring “works”.

Requiring that therapeutic mentoring is an adjunct to other established mental health care is less clearcut. In all but one (41) of the studies included in this review, therapeutic mentoring was an adjunct to care youth were either referred by their system of care or case workers, and/or received counseling services in addition to therapeutic mentoring). In (41), social workers in training were the therapeutic mentors; there was no explicit discussion of whether youth received other services during the study period. Although therapeutic mentoring should always be supervised by trained and licensed providers, it is less clear whether youth need to be in other types of mental health supportive therapies to benefit from therapeutic mentoring. In the case of Reach & Rise (9), youth are recruited from the local community; fewer than half of the youth in the evaluation were receiving mental health or behavioral services at the time of participation. Future research needs to evaluate the acceptability and efficacy of therapeutic mentoring as a standalone intervention to reduce negative mental health symptoms and increase well-being.

As described in McQuillin (17), paraprofessional mentors—therapeutic mentors, in this case—can help to scale access to high-quality mental health services. However, because working with youth with mental health challenges will bring risk for programs, it is critical that therapeutic mentors receive training in evidence-based mentoring and basic psychotherapy principles. Moreover, they need to be supervised regularly by licensed clinicians and there needs to be clear rules around documentation.

One of the ways that therapeutic mentoring may be most beneficial would be through the supervised practice of therapy skills in their everyday lives. Supervised practice allows individuals to practice new skills in the company of someone who can monitor their progress and provide supportive, constructive feedback. Although research shows that supervised practice, compared to unsupervised practice, leads to stronger youth mental health intervention outcomes (58), it is difficult for professional therapists to find opportunities to implement supervised practices. Paraprofessionals can fill this void.



4.2 Limitations and future research

There are several notable limitations of this scoping review. First, since the purpose of this review was to examine the current state of the peer-reviewed literature on self-designated therapeutic mentoring as defined by each studies' authors, there is predictable heterogeneity in program characteristics and the potential for omissions. For example, because Fostering Healthy Futures (29), an evidence-based mental health intervention, does not define itself as a therapeutic mentoring program it was not included in our review. An important next step for this research will be to examine the characteristics and effectiveness of programs that meet the research-informed definition of therapeutic mentoring, iteratively modifying it as new programs and research emerge.

Another potential limitation is that the data extraction was completed by two individuals. However, because both authors copied and pasted text from the articles into the data extraction software, this reduced the potential for authors to bias the results by interpreting and paraphrasing the content. Moreover, both authors were highly trained in research methods (one a clinical psychologist and the other a latter-stage clinical psychology doctoral student).

In addition, because of the heterogeneity of the study designs and outcomes assessed, we are unable to draw firm conclusions about the potential effectiveness of self-designated therapeutic mentoring as a practice. Moving forward, for clarity in the field, we argue that only mentoring programs that explicitly target and measure youth mental health and psychological well-being outcomes should be called therapeutic mentoring. This will allow for the field to move forward in conducting rigorous evaluations. Research needs to test whether therapeutic mentoring is effective in reducing negative mental health symptoms and increasing psychological well-being when compared to both no intervention and mentoring “as usual” (i.e., mentoring programs that do not explicitly target youth mental health symptoms). Of course, if therapeutic mentoring is found to be superior to no intervention or mentoring as usual, future work should examine how therapeutic mentoring compares to more traditional models of psychotherapy.




5 Conclusions

Therapeutic mentoring programs have the potential to be a scalable approach to providing mental health support for diverse youth. The integration of evidence-based and culturally-congruent therapeutic elements within a mentoring framework may also help address some of the limitations of traditional mentoring programs. However, continued research is needed to refine program models, identify key mechanisms of change, and establish best practices for implementation. It will be critical to incorporate feedback from youth and their families as these models are developed to ensure that they are acceptable and culturally congruent, and not simply adaptations of practices that have been evaluated in the context of traditional psychotherapy practice.

Future research on therapeutic mentoring programs should prioritize several key areas. As intervention models are developed, they need to be rigorously examined through randomized controlled trials to establish causal evidence for program efficacy. Researchers should also examine the relative impact of different program components, such as comparing the effectiveness of one-on-one mentoring vs. group activities. Additionally, investigating the optimal duration and intensity of therapeutic mentoring relationships would provide valuable insights for program design. Another important area of focus should be exploring effective methods for training and supporting mentors in delivering therapeutic interventions under the supervision of licensed clinicians. Finally, developing and validating standardized measures for assessing therapeutic mentoring relationship quality and outcomes would greatly enhance the field's ability to evaluate and improve these programs. By addressing these research priorities, scholars and practitioners can work towards developing more effective, evidence-based therapeutic mentoring interventions to support positive youth development and mental health outcomes.

Psychologist John Weisz and his colleagues have proposed a comprehensive strategy for enhancing the efficacy of child mental health interventions, which could serve as a valuable model for the field of therapeutic mentoring (59). This approach emphasizes several key elements: first, identifying and developing programs that effectively address the most prevalent mental health challenges faced by young people; second, ensuring these programs are adaptable and effective across diverse cultural and ethnic backgrounds; third, delineating the specific conditions and contexts in which these interventions are most impactful; fourth, elucidating the underlying mechanisms that drive positive outcomes; and finally, rigorously testing these interventions in various settings before implementing widespread dissemination strategies that ensure accessibility and effectiveness across a broad spectrum of community and clinical environments (59). By adopting this systematic and evidence-based approach, the field of therapeutic mentoring could significantly enhance its ability to deliver effective, culturally sensitive, and widely applicable interventions for youth mental health.



Author contributions

AW: Conceptualization, Data curation, Methodology, Writing – original draft, Writing – review & editing. JR: Conceptualization, Methodology, Writing – original draft, Writing – review & editing. HB: Data curation, Writing – review & editing. LF: Conceptualization, Writing – review & editing. AC: Conceptualization, Writing – review & editing.



Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. Funding provided by Boston Public Health Commission's (BPHC) Improving Youth Behavioral Health Outcomes in Boston through Behavioral Health Workforce Expansion. City of Boston, U.S. Department of Treasury.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The author(s) declare that no Generative AI was used in the creation of this manuscript.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/frcha.2025.1509971/full#supplementary-material



References

1. Costello EJ, Foley DL, Angold A. 10-year Research update review: the epidemiology of child and adolescent psychiatric disorders: II. Developmental epidemiology. J Am Acad Child Adolesc Psychiatry. (2006) 45(1):8–25. doi: 10.1097/01.chi.0000184929.41423.c0

2. Merikangas KR, Ping HJ, Burstein M, Swanson SA, Avenevoli S, Cui L, et al. Lifetime prevalence of mental disorders in U.S. adolescents: results from the national comorbidity survey replication–adolescent supplement (NCS-A). J Am Acad Child Adolesc Psychiatry. (2010) 49(10):980–9. doi: 10.1016/j.jaac.2010.05.017

3. Swendsen J, Conway KP, Degenhardt L, Glantz M, Jin R, Merikangas KR, et al. Mental disorders as risk factors for substance use, abuse and dependence: results from the 10-year follow-up of the national comorbidity survey. Addiction. (2010) 105(6):1117–28. doi: 10.1111/j.1360-0443.2010.02902.x

4. Alegria AA, Wulff M, Brinson H, Barker GJ, Norman LJ, Brandeis D, et al. Real-time fMRI neurofeedback in adolescents with attention deficit hyperactivity disorder. Hum Brain Mapp. (2017) 38(6):3190–209. doi: 10.1002/hbm.23584

5. Hodgkinson S, Godoy L, Beers LS, Lewin A. Improving mental health access for low-income children and families in the primary care setting. Pediatrics. (2017) 139(1):e20151175. doi: 10.1542/peds.2015-1175

6. AACAP. Severe Shortage of Child and Adolescent Psychiatrists Illustrated in AACAP Workforce Maps. Available online at: https://www.aacap.org/AACAP/zLatest_News/Severe_Shortage_Child_Adolescent_Psychiatrists_Illustrated_AACAP_Workforce_Maps.aspx (cited October 9, 2024).

7. Reinert M, Fritze D, Nguyen T. The State of Mental Health in America 2024. Alexandria, VA: Mental Health America (2024). Available online at: http://hdl.handle.net/10713/22688

8. Herrera C, DuBois DL, Grossman JB. Mentoring Experiences and Outcomes for Youth with Varying Risk Profiles. New York, NY: PublicPrivate Ventur Proj Distrib MDRC (2013).

9. Jarjoura GR, Tanyu M, Forbush J, Herrera C, Keller TE. Evaluation of the Mentoring Enhancement Demonstration Program: Technical Report. Report No.: 252167. Washington, DC: American Institutes for Research (2018).

10. Vázquez AL, Villodas MT. Racial/ethnic differences in caregivers’ perceptions of the need for and utilization of adolescent psychological counseling and support services. Cultur Divers Ethnic Minor Psychol. (2019) 25(3):323–30. doi: 10.1037/cdp0000255

11. Sourk M, Weiler LM, Cavell TA. Risk, support, and reasons for wanting a mentor: comparing parents of youth in community versus school-based matches. Child Youth Serv Rev. (2019) 99:156–64. doi: 10.1016/j.childyouth.2019.01.046

12. DuBois DL, Holloway BE, Valentine JC, Cooper H. Effectiveness of mentoring programs for youth: a meta-analytic review. Am J Community Psychol. (2002) 30(2):157–97. doi: 10.1023/A:1014628810714

13. Raposa EB, Rhodes J, Stams GJ, Card N, Burton S, Schwartz S, et al. The effects of youth mentoring programs: a meta-analysis of outcome studies. J Youth Adolesc. (2019) 48(3):423–43. doi: 10.1007/s10964-019-00982-8

14. Jent JF, Niec LN. Mentoring youth with psychiatric disorders: the impact on child and parent functioning. Child Fam Behav Ther. (2006) 28(3):43–58. doi: 10.1300/J019v28n03_03

15. Taussig HN, Culhane SE. Impact of a mentoring and skills group program on mental health outcomes for maltreated children in foster care. Arch Pediatr Adolesc Med. (2010) 164(8):739–46. doi: 10.1001/archpediatrics.2010.124

16. Christensen KM, Hagler MA, Stams GJ, Raposa EB, Burton S, Rhodes JE. Non-specific versus targeted approaches to youth mentoring: a follow-up meta-analysis. J Youth Adolesc. (2020) 49(5):959–72. doi: 10.1007/s10964-020-01233-x

17. McQuillin SD, Hagler MA, Werntz A, Rhodes J. Paraprofessional youth mentoring: a framework for integrating youth mentoring with helping institutions and professions. Am J Community Psychol. (2022) 69(1–2):201–20. doi: 10.1002/ajcp.12546

18. Rogers CR. On Becoming a Person: A Therapist’s View of Psychotherapy. Boston, MA: Houghton Mifflin Harcourt (1995). p. 454.

19. Radda H. Therapeutic mentoring: beyond teaching and therapy. In: Crosier LM, editor. Healthy Choices, Healthy Schools. Washington, DC: Avocus Pub (1992). p. 131–8.

20. Erikson EH. Identity Youth and Crisis. New York, NY: W. W. Norton & Company (1968). p. 339.

21. Board of Certification of Community Health Workers. Mass.gov. (2014). Core competencies for community health workers. Available online at: https://www.mass.gov/info-details/core-competencies-for-community-health-workers (cited October 10, 2024).

22. Azar SM. Alabama Medicaid State Plan Amendment. Kansas City, MO (2023). Available online at: https://www.medicaid.gov/medicaid/spa/downloads/AL-23-0004.pdf (Accessed January 13, 2025).

23. Connecticut State Department of Children and Families. CT.gov—Connecticut’s Official State Website. Therapeutic Support Staff. Available online at: https://portal.ct.gov/dcf/behavioral-health-partnership/therapeutic-support-staff (cited January 2, 2025).

24. National Mentoring Resource Center. The YMCA’s Reach & Rise® Program Delivers Trauma-Informed, Therapeutic Mentoring. Boston, MA: National Mentoring Resource Center (2016). Available online at: https://nationalmentoringresourcecenter.org/blog/the-ymcas-reach-rise-program-delivers-trauma-informed-therapeutic-mentoring/ (cited January 2, 2025).

25. Youth mentoring. Behavioral Health Services of Virginia. Available online at: https://www.bhsva.net/?page_id=106 (cited October 10, 2024).

26. Weiler LM, Zarich KJ, Haddock SA, Krafchick JL, Zimmerman TS. A comprehensive model of mentor experiences: perceptions, strategies, and outcomes. J Community Psychol. (2014) 42(5):593–608. doi: 10.1002/jcop.21640

27. Haddock S, Weiler L, Krafchick J, Zimmerman TS, McLure M, Rudisill S. Campus corps therapeutic mentoring: making a difference for mentors. J High Educ Outreach Engagem. (2013) 17(4):225–56.

28. Weiler LM, Boat AA, Haddock SA. Youth risk and mentoring relationship quality: the moderating effect of program experiences. Am J Community Psychol. (2019) 63(1–2):73–87. doi: 10.1002/ajcp.12304

29. Taussig HN, Culhane SE, Hettleman D. Fostering healthy futures: an innovative preventive intervention for preadolescent youth in out-of-home care. Child Welfare. (2007) 86(5):113–31.18422051

30. Mak S, Thomas A. An introduction to scoping reviews. J Grad Med Educ. (2022) 14(5):561–4. doi: 10.4300/JGME-D-22-00620.1

31. Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology. Implement Sci. (2010) 5(1):69. doi: 10.1186/1748-5908-5-69

32. Haddock SA, Weiler LM, Lee H, Henry KL, Lucas-Thompson R, Zimmerman TS, et al. Does organizing mentor-mentee matches into small groups enhance treatment effects in a site-based mentoring program for adolescents? Results of a randomized controlled trial. J Youth Adolesc. (2020) 49(9):1864–82. doi: 10.1007/s10964-020-01267-1

33. Lucas-Thompson RG, Miller RL, Moran MJ, Rzonca A, Krause JT, Montavon JK, et al. “Scaling out” a mindfulness-based intervention through a youth mentoring program: preliminary evidence for feasibility, acceptability, and efficacy. Mindfulness. (2024) 15(4):872–88. doi: 10.1007/s12671-024-02334-5

34. Utsey SO, Howard A, Otis WI. Therapeutic group mentoring with African American male adolescents. J Ment Health Couns. (2003) 25(2):126. doi: 10.17744/mehc.25.2.q3wda06r0ul0x97c

35. Desmarais R, Sacco-Dion C, Sacco FC, Decoteau N. Delinquency diversion using home-based psychotherapy and therapeutic mentoring. Int J Appl Psychoanal Stud. (2014) 11(2):163–71. doi: 10.1002/aps.1402

36. Johnson SB, Pryce JM. Therapeutic mentoring: reducing the impact of trauma for foster youth. Child Welfare. (2013) 92(3):9–25.24818428

37. Weiler LM, Haddock SA, Zimmerman TS, Henry KL, Krafchick JL, Youngblade LM. Time-limited, structured youth mentoring and adolescent problem behaviors. Appl Dev Sci. (2015) 19(4):196–205. doi: 10.1080/10888691.2015.1014484

38. Johnson SB, Pryce JM, Martinovich Z. The role of therapeutic mentoring in enhancing outcomes for youth in foster care. Child Welfare. (2011) 90(5):51–69.22533054

39. Boat AA, Weiler LM, Bailey M, Haddock S, Henry K. Mentor’s self-efficacy trajectories during a mentoring program for at-risk adolescents. J Prim Prev. (2019) 40(6):575–89. doi: 10.1007/s10935-019-00566-z

40. Rempe G, Saltis M, Matheson D, Cople S. Norm-referenced effects of a campus-based therapeutic mentoring program. J Youth Dev. (2023) 18(2):3. https://tigerprints.clemson.edu/jyd/vol18/iss2/3

41. Miner-Romanoff K, Greenawalt J. Evaluation of the arthur project: evidence-based mentoring in a social work framework with a social justice approach. Societies. (2024) 14(7):123. doi: 10.3390/soc14070123

42. Weiler LM, Zimmerman TS, Haddock S, Krafchick J. Understanding the experience of mentor families in therapeutic youth mentoring. J Community Psychol. (2014) 42(1):80–98. doi: 10.1002/jcop.21595

43. Haddock SA, Zimmerman TS, Thomas AG, Weiler LM, Krafchick J, Fredrickson GJ. A qualitative analysis of mentee experiences in a campus-based mentoring program. J Youth Dev. (2017) 12(4):61–80. doi: 10.5195/jyd.2017.496

44. Stark C, Severn K, Cammell M, Wehrman J, Solis A. Campus connections youth mentoring program: cultivating connection during the COVID-19 crisis. Chron Mentor Coach. (2020) 1(13):84–9.

45. Stark C, Wehrman J, Stutey D, Solis A, Severn K, Cammell M, et al. Therapeutic mentoring for multiply marginalized youth: a grounded theory study of mentors’ adaptation during the COVID-19 crisis. J Hum Serv. (2021) 40(2):1–33.

46. Stark C, Estrada E, Rockwell E, Severn K, Burr B, McTernan L, et al. Campus connections youth mentoring program: lessons in ethical development. Chron Mentor Coach. (2022) 6(15):502–9.

47. Stutey DM, Solis AE, Severn K, Notestine L, Enkler KL, Wehrman J, et al. Perceptions of at-promise youth in a therapeutic youth mentoring program. Prof Couns. (2022) 12(1):17–35. doi: 10.15241/dms.12.1.17

48. French BH, Lewis JA, Mosley DV, Adames HY, Chavez-Dueñas NY, Chen GA, et al. Toward a psychological framework of radical healing in communities of color. Couns Psychol. (2020) 48(1):14–46. doi: 10.1177/0011000019843506

49. Marraccini ME, Griffin D, O’Neill JC, Martinez RR, Chin AJ, Toole EN, et al. School risk and protective factors of suicide: a cultural model of suicide risk and protective factors in schools. Sch Psychol Rev. (2022) 51(3):266–89. doi: 10.1080/2372966X.2020.1871305

50. Grapin SL, Lee ET, Jaafar D. A multilevel framework for recruiting and supporting graduate students from culturally diverse backgrounds in school psychology programs. (2015). Available online at: https://journals-sagepub-com.proxy.library.ohio.edu/doi/full/10.1177/0143034315592270 (cited October 10, 2024).

51. Burch K. A qualitative study of African American mental health professionals: exploring rewards and opportunities of same-race counseling relationships. Chicago School Professional Psychol. (2018). Available online at: https://www.proquest.com/openview/ef8142aba4949f0a9a65af62b6b98901/1?pq-origsite=gscholar&cbl=18750 (cited October 10, 2024).

52. Rogers MR, Molina LE. Exemplary efforts in psychology to recruit and retain graduate students of color. Am Psychol. (2006) 61(2):143–56. doi: 10.1037/0003-066X.61.2.143

53. Castro-Ramirez F, Al-Suwaidi M, Garcia P, Rankin O, Ricard JR, Nock MK. Racism and poverty are barriers to the treatment of youth mental health concerns. J Clin Child Adolesc Psychol. (2021) 50(4):534–46. doi: 10.1080/15374416.2021.1941058

54. Rivas-Drake D, Seaton EK, Markstrom C, Quintana S, Syed M, Lee RM, et al. Ethnic and racial identity in adolescence: implications for psychosocial, academic, and health outcomes. Child Dev. (2014) 85(1):40–57. doi: 10.1111/cdev.12200

55. Rhodes JE, Bogat GA, Roffman J, Edelman P, Galasso L. Youth mentoring in perspective: introduction to the special issue. Am J Community Psychol. (2002) 30(2):149–55. doi: 10.1023/A:1014676726644

56. Rhodes J. A model of youth mentoring. In: DuBois DL, Karcher MJ, editors. Handbook of Youth Mentoring. Washington, DC: SAGE Publications (2005). p. 30–43.

57. Rhodes JE. Older and Wiser. Boston, MA: Harvard University Press (2020). p. 241.

58. Christensen KM, Assink M, van Dam L, Stams GJ, Poon CYS, Astesano J, et al. Youth interventions with and without supervised practice: a second-order meta-analysis. Child Adolesc Soc Work J. (2024) 41(5):769–80. doi: 10.1007/s10560-023-00921-4

59. Weisz JR, Sandler IN, Durlak JA, Anton BS. Promoting and protecting youth mental health through evidence-based prevention and treatment. Am Psychol. (2005) 60(6):628–48. doi: 10.1037/0003-066X.60.6.628



OPS/xhtml/Nav.xhtml




Contents





		Cover



		A scoping review of therapeutic mentoring for youth mental health

		1 Introduction



		1.1 Background



		1.2 Current study











		2 Methods



		2.1 Search strategy



		2.2 Inclusion and exclusion criteria



		2.3 Data extraction











		3 Results



		3.1 Study characteristics



		3.2 Background of youth served



		3.3 Therapeutic mentoring interventions



		3.4 Mentor background, training, and supervision



		3.5 Outcomes











		4 Discussion



		4.1 Defining therapeutic mentoring



		4.2 Limitations and future research











		5 Conclusions



		Author contributions



		Funding



		Conflict of interest



		Generative AI statement



		Publisher's note



		Supplementary material



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Child and Adolescent Psychiatry










OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
, frontiers ‘ Frontiers in Child and Adolescent Psychiatry





OPS/images/frcha-04-1509971-g001.jpg
Screening

Included

Studies from databases/registers (n = 634)
Google Scholar (n = 518)
Web of Science (n = 47)
PsycINFO (n = 45)
MEDLINE (n = 18)
PubMed (n = 5)
Citation searching (n = 1)

References removed (n = 120)
Duplicates identified manually (n = 3)
Duplicates identified by Covidence (n =
117)
Marked as ineligible by automation
tools (n = 0)
Other reasons (n = 0)

Studies screened (n = 514)

Studies excluded (i.e., not peer-reviewed,
not empirical, did not focus on mental
health outcomes) (n = 494)

Studies sought for retrieval (n = 20)

Studies not retrieved (n = 0)

Studies assessed for eligibility (n = 20)

Studies excluded (n = 2)
Not empirical (n = 2)

Studies included in review (n = 18)






