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ABSTRACT

Background: Codesign of mental health interventions entails the active involvement of end users and other stakeholders in
various stages of the developmental process. This has emerged as a promising approach for developing evidence-based mental
health interventions aligned with minoritised populations’' needs and preferences. However, key questions remain about the
methods and outcomes of codesign studies focused on young people from racially minoritised groups. The current review aimed
to explore the codesign approaches and phases used in developing mental health interventions with young people from racially
minoritised populations, analyse the codesign outcomes for participants and examine the contextual enablers and barriers
impacting the codesign process.

Methods: A systematic search was conducted across MEDLINE, EMBASE, PsycINFO, Global Health, Web of Science and
Scopus. Citations and references of included studies were also checked. Study quality and reporting of codesign were assessed
using the Mixed Method Appraisal Tools and the Guidance for Reporting Involvement of Patients and the Public-2 checklist.
Data were synthesised using narrative synthesis, content analysis and meta-synthesis.

Results: Eighteen eligible studies reported various codesign and participatory approaches, including community-based par-
ticipatory research, co-production, human-centred design, youth and family codesign model, community engagement research,
community development model, participatory evaluation model, participatory research design approach and community par-
ticipatory research partnership. The most common codesign stages followed were exploring problems and solutions, ideating
and creating, and refining. In terms of outcomes, the reported benefits of codesign for young people included personal
development and well-being, enhanced knowledge and career skills, and better mental health outcomes. Codesigning with
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youth and other stakeholders (e.g., family members, other caregivers, community members and practitioners) also improved the

research projects by identifying specific problems, increasing participant recruitment and enhancing data collection. Addi-

tionally, other stakeholders gained a platform to share their expertise, understand youth mental health and build capacity

through codesign. Regarding enablers and barriers, reducing power differentials, fostering community engagement and col-
laboration with other stakeholders facilitated the codesign process, whereas barriers included lack of resources, power im-

balances, lack of rapport building and selection bias.

Conclusions: This review outlines the potential benefits of codesign for developing mental health interventions for racially
minoritised youth. These benefits include continuous stakeholder engagement to understand community needs better, reducing

power differentials and building trust through culturally tailored activities and communication strategies.

Patient and Public Contribution: Patients and the public did not contribute directly to this review though the reviewed
literature was specifically concerned with participatory research activities.

1 | Background

The term ‘racially minoritised’, coined by Gunaratnum (2003),
recognises that minoritisation is an active process, whereby
‘people are actively minoritised by others rather than naturally
existing as a minority, as the terms racial minorities or ethnic
minorities imply’ [1]. Racially minoritised groups often face
disparities in mental health care access, experiences and out-
comes [2, 3]. Young people from these backgrounds are less
likely to initiate care and more likely to discontinue treatment
prematurely [4, 5]. Despite progress in research, practice and
policy, many of these children and young people still experience
poor mental health outcomes and have lower access to mental
healthcare services [6]. These inequalities are largely attributed
to systemic racial bias within healthcare systems [7, 8]. Addi-
tionally, racially minoritised families prefer primary care, per-
ceiving it as less stigmatising than specialised mental health
services. However, this preference can be challenging when
primary care options are not readily available [4, 8, 9].

The poorer outcomes and engagement seen in minoritised
groups can also be attributed to a lack of culturally competent
care or care that does not align with evidence-based guidelines.
Many interventions are based on Western concepts of mental
disorder [10], which may not align with diverse cultural per-
ceptions of mental health [11] or broader cultural diversity [12].
Research shows that culturally adapted interventions are more
effective than non-adapted ones for racially minoritised people
[13-15], as culture shapes beliefs and understandings of mental
health [10]. These adaptations enhance the effectiveness,
accessibility and acceptability of treatments to individuals with
different cultural needs [16, 17], while fostering trust and
respect, crucial for a strong therapeutic relationship [17].

To improve mental health outcomes, involving end users and
other stakeholders from minoritised groups in research is
important. Participatory approaches—a broad -category of
methods that engage people in the design process—have proven
effective, with codesign being a particularly impactful approach.
Codesign is a specific form of participatory research that focuses
on making decisions in partnership with people who will use,
implement and/or otherwise engage with mental health ser-
vices and interventions [18]. It is a shift away from the tradi-
tional design of services and interventions by clinicians and
academics ‘for’ users, towards a more collaborative approach of

designing ‘with’ users [19]. Codesign values lived experience as
essential expertise and draws on principles from participatory
design research to ensure that potential end users are active
design decision makers throughout the design process [19-21].
Since racially minoritised youth experience barriers to accessing
mainstream mental health services [22], involving them in the
codesign process allows the other stakeholders to understand
the challenges better and tailor interventions accordingly [23].

Notwithstanding these potential benefits, codesign presents
several complexities. Blomkamp [24] warns that poorly
designed, inadequately facilitated or manipulative partici-
patory projects can heighten distrust among minoritised
participants towards key project partners. Mark and Hagen
[25] also observed that people are wary of the term ‘code-
sign’, experiencing ‘codesign fatigue’ due to its inconsistent
application and lack of genuine power sharing, participation
or partnership. They believe the term has lost its true
meaning. Other issues related to the use of codesign,
specifically with racially minoritised young people, include
challenges in the inclusion of diverse expertise in a safe
environment, managing power imbalances and addressing
the risk of tokenism, which may prevent their expertise
from being genuinely heard and valued [26]. Ensuring that
these expertise are heard and valued builds trust and en-
hances the relevance, utilisation and overall effectiveness of
the intervention [27].

To the best of the authors' knowledge, this is the first systematic
review of the available literature on codesigning mental health
interventions with racially minoritised youth aged 10-24 (in
line with the World Health Organization's definition of ‘young
people’ [28]). No previous reviews have provided an overview of
the current practice of codesign with this group, its impact on
outcomes or its approach to addressing factors that support or
impede codesign. This study aims to close this gap by
addressing the following research questions (RQs):

RQ1. What codesign approaches have been used to develop
mental health interventions with young people from racially
minoritised populations?

RQ2. At what phase(s) of the developmental process have code-
sign approaches been used, and how does codesign influence the
outputs of each phase?
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RQ3. What are the outcomes of codesign for the individual
participants?

RQ4. What contextual enablers and barriers influence the process
and outcomes of codesign for different stakeholder groups?

2 | Materials and Methods

This systematic review protocol was pre-registered with
PROSPERO (CRD42023443117). The review has been reported
following the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidelines [29]. Please see Sup-
porting Information S1 for PRISMA checklist.

2.1 | Search Strategy

Peer-reviewed literature was systematically searched from 16 to
21 July 2023 on the following databases: MEDLINE, EMBASE,
PsycINFO, Global Health, Web of Science and Scopus. Only
studies published in English were considered, without any
publishing date restrictions. The first author (I.S.) conducted
the searches in each database using key search terms and
subject headings related to ‘codesign,” ‘mental health’, ‘inter-
vention’, ‘young people’ and ‘racially minoritised groups’ (see
Supporting Information S2 for full search strategy). Search
strings were adjusted for each database. We also checked the
reference and citation lists of included studies to identify
additional eligible studies.

2.2 | Eligibility Criteria and Selection of Studies

2.2.1 | Participants/Populations

Eligible studies described the codesign of mental health inter-
ventions, where the intended end users were principally young
people from racially minoritised groups. Codesign participants
could be prospective end users or relevant stakeholders
including family members, other caregivers, community mem-
bers and practitioners. We also included studies where ‘young
people’ might span a wider age range than 10-24 years, pro-
vided that the mean age of the youth participants fell within the
targeted age range.

2.2.2 | Codesign Condition

A study was considered to involve codesign if the people for
whom the intervention aims to help, [we]re involved in
decision-making about the intervention throughout the devel-
opment process [18]. For a study to be eligible, we required this
involvement in at least two steps of the developmental process
using a typology developed by O'Cathain et al. [18] (see
Figure 1).

2.2.3 | Interventions

We included studies where codesign activities centred on
interventions to prevent or treat common mental health
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| Interventions development phases in which codesign approaches were utilised, based on the typology of O'Cathain et al. [18].
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problems (i.e., depression, anxiety, conduct difficulties, trauma,
post-traumatic stress disorder [PTSD], obsessive-compulsive
disorder [OCD] and/or global psychopathology), as well as
studies concerned with codesigning mental health promotion
programmes (i.e., where the aim was to promote positive
mental health). Relevant interventions were universal, indi-
cated or selective [30], incorporating specific behavioural, cog-
nitive, interpersonal and/or emotion-focused elements [31].
Interventions were delivered by any mode (e.g., in-person,
digital/web-based). We included studies where the intended
intervention involved direct sessions with young people and/or
joint or parallel sessions with parents, caregivers and teachers
as long as young people were involved somewhere in the
intervention process.

2.2.4 | Outcomes

Studies were included if they reported on processes and out-
comes related to codesign. Specifically, we included studies that
described codesign activities and their influences across differ-
ent phases of intervention development, the impact of codesign
practices on the stakeholders, and the barriers and facilitators to
codesign.

2.2,5 | Study Design

The review included studies of any design (quantitative, quali-
tative and mixed-method) if they described the use of codesign
in the adaptation or development of the intervention.

2.3 | Data Screening and Extraction

The citations were uploaded to EndNote and duplicates were
removed. LS. screened the title and abstract of each report, and
10% (3012 records) were cross-checked by another reviewer
independently against the inclusion and exclusion criteria.
Disagreements were resolved through discussion between rat-
ers. Interrater reliability was substantial (Cohen's kappa = 0.67)
[32]. Ineligible studies were removed, and potentially eligible
studies were retained for full-text review. 1.S. completed full-
text screening, and a further proportion (35%; 47 studies) was
checked independently by another reviewer, with substantial
agreement (Cohen's kappa=0.75) [32]. Any disagreements
were resolved through discussion with senior authors. Data
were extracted from all eligible papers with the aid of a struc-
tured proforma, including information about the lead
author, year, location, study design, codesign participants, co-
design framework/model used, codesign steps and activities,
codesign outcomes, intervention details, intended end users,
delivery method and primary outcome of the intervention.

24 | Quality Assessment

The eligible articles were assessed for quality (i.e., risk of bias)
using the Mixed Methods Appraisal Tool (MMAT) [33]. Qual-
itative and quantitative studies were evaluated based on five

criteria while mixed-method studies were assessed using 15
criteria. The criteria were rated as ‘yes’ (criterion is met), ‘no’
(criterion is not met) and ‘cannot tell’ (not enough information
to judge). The total MMAT score was converted into an overall
percentage, with 0% indicating the lowest quality and 100%
indicating the highest quality. The methodological quality of
each study was assessed independently by LS. and 25% by
another reviewer, with substantial agreement (Cohen's
kappa = 0.75). No study was excluded from the review based on
their MMAT assessment [33].

Quality of reporting of codesign was assessed using the GRIPP 2
short form (Guidance for Reporting Involvement of Patients
and the Public) [34]. 1.S. rated each study independently using
the scoring strategy where a rating of ‘yes’ (sufficient informa-
tion =one star %), ‘limited’ (not sufficient information to
judge = half star ¥) and ‘no’ (no information = no star) were
assigned based on the sufficiency of reporting in the original
study. These ratings contributed to an overall star rating where
the total score could range from zero to a maximum of five
stars. Despite not being a quality checklist per se, GRIPP 2 aims
to provide useful information about the adequacy of reporting
for participatory approaches such as codesign [35].

2.5 | Data Synthesis

We employed narrative synthesis, content analysis and meta-
synthesis to integrate key findings from the included studies
and tabulated study characteristics to summarise findings.
Specific synthesis methods for each research question are de-
tailed below.

2,51 | RQIl: What Codesign Approaches Have Been
Used to Develop Mental Health Interventions With
Young People From Racially Minoritised Populations?

Where available, we extracted information on the specific co-
design framework or model used in each study. We summarised
these results narratively.

2.5.2 | RQ2: At What Phase(s) of the Developmental
Process Have Codesign Approaches Been Used, and How
Does Codesign Influence the Outputs of Each Phase?

We conducted a content analysis to categorise and code the
stages of codesign research using the typology in Figure 1. We
also categorised the data collection methods implemented at
each stage (e.g., focus group discussions, interviews, ranking
and mapping). Narrative summaries were then provided for
each category to synthesise and interpret the findings.

2,53 | RQ3:What Are the Outcomes of Codesign for the
Individual Participants?

We employed content analysis to categorise the reported ben-
efits of codesign for participating young people, the research
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team and their project, and the other stakeholders (e.g., family
members, other caregivers, community members and practi-
tioners). Specifically, we considered benefits to young people in
terms of advantages gained through their involvement in co-
design activities; benefits to the research project in terms of how
the research team accrues depth of knowledge and experiences
to inform, guide and produce more meaningful research aims,
methods and outcomes, and benefits to the other stakeholders
who participated themselves or were otherwise involved in
terms of the impact of codesign on their collaboration, part-
nerships and community networks. We narratively summarised
the findings to provide a contextualised account of these
outcomes.

2.5.4 | RQ4: What Contextual Enablers and Barriers
Influence the Process and Outcomes of Codesign for
Different Stakeholder Groups?

We followed an established guideline for meta-synthesis [36].
Relevant textual data on contextual enablers and barriers from
the Results and Discussion sections of the included articles
were extracted verbatim and recorded in a table for coding.
Through a deductive-inductive process, data were coded the-
matically and compared with each other to find patterns of

similarities and differences. Related themes were identified,
grouped and compared, resulting in central categories of en-
ablers and barriers, which were then elaborated narratively.

3 | Results

The PRISMA flow diagram (Figure 2) summarises the process
of identifying and selecting studies for inclusion. Out of 54,685
records, 30,117 papers were screened based on title and abstract
after removing duplicates, resulting in 133 full-text studies for
consideration. After applying eligibility criteria, 116 studies
were excluded, leaving 17 eligible peer-reviewed studies. Man-
ual searching of references and citation lists yielded one addi-
tional study, bringing the total number of included peer-
reviewed studies to 18.

3.1 | Study Characteristics

Table 1 summarises the characteristics of the included studies,
conducted between 2002 and 2023 across six countries, pri-
marily the United States (n =9; 50%). Other studies were con-
ducted in Lebanon (n =2; 11%), Australia (n = 2; 11%), Canada
(n=2; 11%), Tanzania (n=1; 6%) and the United Kingdom

[ Identification of studies via databases ]

Records identified through
databases searching:

Six Databases (n = 54 685)

|

Identification

Records removed before
screening:

Duplicate records removed by
automation tool (n =24 568)

FIGURE 2 |
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The Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram.
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(n=2; 11%). Twelve (67%) studies used qualitative approaches,
with six (33%) using mixed-method. Ten studies (56%) focused
on developing or adapting interventions in community settings,
including refugee camps (n = 2; 11%), education centres (n =1;
6%), hospitals (n=2; 11%), service centres (n=1; 6%), health
centres (n=1; 6%) and other community venues (n = 3; 17%).
Five studies (28%) took place within schools, whereas three
(17%) spanned both school and community settings. Twelve
studies (67%) included youth alongside carers, family members,
practitioners and/or other community members in codesign
activities. Four studies (22%) included only carers, family
members, practitioners and other community members,
whereas remaining two (11%) involved young people ex-
clusively. Although young people were the primary end users of
all interventions and mental health programmes, eight studies
(44%) included joint or parallel sessions with caregivers, parents
and/or teachers. Fifteen studies (83%) targeted selective or
indicated prevention interventions for at-risk youth. Three
studies (17%) developed mental health promotion programmes
for minoritised youth across their communities, regardless of
individual risk.

3.2 | Result of the Quality Assessment

Overall, the MMAT ratings suggested high quality among the
studies (see Table 2). Of the twelve qualitative studies, ten
met all five quality criteria. Two studies met only two criteria
raising concerns about their data collection methods, interpre-
tation of results and coherence between data sources, collection,
analysis and interpretation. Among the six mixed-method
studies, only two met all 15 criteria. The remaining four fell
short on four to five criteria, reflecting issues with confounders,
integration between quantitative and qualitative results and
adherence of the study components to the quality criteria of
each method involved.

The GRIPP 2 checklist ratings on the sufficiency of reporting
codesign is summarised in Table 3. Only five studies (28%)
met all criteria and thirteen (72%) met between one and four
criteria. The included studies mostly reported the aim,
methods and results of involvement activities, but with
relatively little critical reflection about what went well and
what did not.

3.3 | RQIl: What Codesign Approaches Have Been
Used to Develop Mental Health Interventions With
Young People From Racially Minoritised
Populations?

Table 4 summarises the various codesign and participatory
frameworks used in the included studies. These included
community-based participatory research (n=4; 22%), co-
production (n=1; 6%), human-centred design (n=1; 6%),
youth and family codesign model (n =1; 6%), community en-
gagement research (n =1; 6%), community development model
(n=1; 6%), participatory evaluation model (n=1; 6%), partici-
patory research design approach (n=1; 6%) and community
participatory research partnership (n = 1; 6%). Six studies (33%)

did not overtly state or indicate any specific participatory/co-
design framework.

3.4 | RQ2: At What Phase(s) of the
Developmental Process Have Codesign Approaches
Been Used, and How Does Codesign Influence the
Outputs of Each Phase?

As shown in Table 4, stakeholders were more frequently
involved in the initial phases than in the later codesign phases.
Ten studies (56%) engaged stakeholders in the ‘Initial team
formation’ phase, aiming at strengthening engagement and
collaboration with stakeholders. During the ‘Exploring the
problem and solution’ phase, seventeen studies (94%) reported
stakeholder engagement to identify community needs, and
priorities. The ‘Ideating and creating’ phase was reported in
seventeen studies (94%), ensuring that the intervention was
codesigned with stakeholders, targeting their needs and pref-
erences. Eleven studies (61%) highlighted stakeholders’ role in
the ‘Refining’ phase, reviewing and modifying interventions.
The ‘Tmplementing’ phase involved stakeholders in five studies
(28%), adapting interventions for real-world use. Finally, in the
‘Evaluating’ phase, seven studies (39%) reported further modi-
fications based on stakeholder feedback.

The most common data collection method was focus group
discussion (n=10; 56%), followed by individual interviews
(n=6; 33%), cognitive interviews (n=2; 11%), think-aloud
technique (n=1; 6%), mapping (n=4; 22%), codesign work-
shops (n=4; 22%), qualitative surveys (n=4; 22%), consulta-
tions (not otherwise specified) (n=2; 11%), meetings (n=5;
28%), mock sessions (role play) (n=1; 6%), free listing (n =2;
11%) and ranking (n =1; 6%). One study did not specify any
data collection methods [37]. Supporting Information S3 pro-
vides further details on the different data collection methods
implemented across different codesign phases.

3.5 | RQ3: What Are the Outcomes of Codesign
for the Individual Participants?

Twelve outcomes were identified and grouped into three broad
categories with sub-themes: benefits to (1) the young people, (2)
the research team and project and (3) the other stakeholders
(see Figure 3).

3.5.1 | Benefits to the Young People

Seven studies (39%) reported that youth learned to take
responsibility and undertake leadership roles, which em-
powered them to support their peers and enhanced their
self-confidence and self-efficacy, contributing to their per-
sonal development and well-being [38-44]. Furthermore,
five studies (28%) highlighted that youth improved their
educational and career skills and enhanced their employ-
ment opportunities in health-related fields [39, 40, 42-44].
Mance et al. [42] reported that youth were recruited as full-
time staff to serve as peer leaders for the project and were
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(Continued)

TABLE 2

3. Quantitative MMAT
(descriptive) design

2. Quantitative
(randomised) design

total
score (%)

4. Mixed-methods design

1. Qualitative design

First

4.5

4.4

4.3

4.2

1.3 14 1.5 21 22 23 24 25 31 32 33 34 35 4.1

1.2

1.1

author, year

100

Singh

et al., 2021

40

Stein

et al., 2002

Note: Mixed Methods Appraisal Tool (MMAT), version 2018 (Hong et al. [33]). (1) Qualitative domain questions: (1.1) Is the qualitative approach appropriate to answer the research question? (1.2) Are the qualitative data collection

methods adequate to address the research question? (1.3) Are the findings adequately derived from the data? (1.4) Is the interpretation of results sufficiently substantiated by data? (1.5) Is there coherence between qualitative data

sources, collection, analysis and interpretation? (2) Quantitative (randomised) domain questions: (2.1) Is randomisation appropriately performed? (2.2) Are the groups comparable at baseline? (2.3) Are there complete outcome data?
(2.4) Are outcome assessors blinded to the intervention provided? (2.5) Did the participants adhere to the assigned intervention? (3) Quantitative (descriptive) domain question: (3.1) Is the sampling strategy relevant to address the

research question? (3.2) Is the sample representative of the target population? (3.3) Are the measurements appropriate? (3.4) Is the risk of nonresponse bias low? (3.5) Is the statistical analysis appropriate to answer the research question?

(4) Mixed-methods domain questions: (4.1) Is there an adequate rationale for using a mixed-methods design to address the research question? (4.2) Are the different components of the study effectively integrated to answer the research
question? (4.3) Are the outputs of the integration of qualitative and quantitative components adequately interpreted? (4.4) Are divergences and inconsistencies between quantitative and qualitative results adequately addressed? (4.5) Do

the different components of the study adhere to the quality criteria of each tradition of the methods involved?

Abbreviations: N

yes, criterion is met, ? = cannot tell, not enough information to judge.

no, criterion is not met, Y =

paid for their time on the project as consultants. Five studies
(28%) reported that participation increased young people's
knowledge and awareness of mental health issues [39, 40,
42, 44, 45], which they used to raise community awareness
and encourage support-seeking through workshops, talks
and documentaries [39]. Additionally, three studies (17%)
reported improved mental health outcomes among youth, as
they became aware of mental health issues, learned
problem-solving skills and adopted healthy behaviours
[38, 39, 44]. Out of eight studies, only three [38, 39, 41] reported
outcomes based on youth feedback gathered through focus group
discussions and interviews with the remaining studies, outcomes
relying on the authors' reflections.

3.5.2 | Benefits to the Research Team and Project

Researchers in eleven studies (61%) noted that involving
youth and non-academic stakeholders improved the research
process by identifying specific problems, increasing partici-
pant recruitment, enhancing data collection, gaining insights
about participant experiences and developing successful
grant proposals [35, 38, 39, 42, 44-50]. For instance, in one
study, stakeholders from the school district offered input and
direction on choosing evaluation questions and hypotheses,
setting performance standards and determining data collec-
tion methods [37]. Sixteen studies (89%) reported that the
codesign process enabled researchers to develop interven-
tions that were better tailored to the cultural aspects and
specific needs of the target populations [37, 38, 40-46, 48,
50-54]. Authors of four studies (22%) observed that codesign
built trust, strengthened community partnerships and facili-
tated community ownership, which expanded local partici-
pant reach, provided logistical support and ensured
programme sustainability [38, 42, 44, 50]. Furthermore,
based on researchers' reflections, three studies (17%) reported
that codesign with service users led to wider and more
effective research dissemination [39, 49, 50].

3.5.3 | Benefits to the Other Stakeholders

In three studies (17%), it was observed that involving other
stakeholders (e.g., family members, other caregivers, commu-
nity members and practitioners) in codesign fostered a sense of
value and engagement by creating opportunities for sharing
their expertise, resources and power with the research team
[38-40]. Two studies (11%) highlighted that stakeholder
involvement deepened stakeholders’ understanding of the
mental health needs of youth and protective factors that
reduced stigma and improved their access to services [39, 40].
Four studies (22%) reported that stakeholders from over-
burdened or underserved agencies benefited from relevant
training provided through the codesign process that strength-
ened capacity-building efforts within these agencies, with some
staff continuing to collaborate with the research team on future
projects [37-39, 47]. Additionally, two studies (11%) revealed
that involving parents and older community members alongside
youth fostered inter-generational connectivity and strengthened
parent—child bonds [44, 45].
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FIGURE 3 | Codesign outcomes reported in the studies.

3.6 | RQ4: What Contextual Enablers and
Barriers Influence the Process and Outcomes of
Codesign for Different Stakeholder Groups?

Based on the meta-synthesis of the contextual influences
derived from eight papers, we identified six overarching themes
of enablers and barriers. Table 5 presents each theme, sub-
theme and key examples of items within each theme.

3.6.1 | Enablers

Three overarching themes—reducing power differentials,
community engagement and building trust, and stakeholder
collaboration and support—were identified as enablers in con-
ducting codesign research.

3.6.1.1 | Reducing Power Differentials. In three studies,
enablers of codesign included reducing power differentials
between researchers and young people. Supporting youth in
taking responsibilities (e.g., planning sessions, leading discus-
sions, presenting findings and making decisions) fostered
ownership and comfort [38, 39]. Efforts to include diverse
participants (age, socioeconomic status, geographical locations
and language) mitigated misrepresentation of youth needs and
desires [43].

3.61.2 | Community Engagement and Building Trust.
Another significant enabler was community engagement and
building trust, as mentioned in four studies. Attending com-
munity events and youth programmes frequently helped re-
searchers overcome cultural barriers, build trust and foster
cultural relevance [39, 42]. Moreover, the authors noted that
constant communication with stakeholders and the local

* Personal development
and well-being

* Educational and career

* Knowledge and
awareness

* Health outcomes

* Improved research processes
* Development of a more

community strengthened collaboration, integrated cultural
perspectives into the codesign process and enhanced interven-
tion effectiveness [37, 38].

3.6.1.3 | Collaboration and Support From Other Stake-
holders. This theme, reported in three studies, describes the
effectiveness of codesign when supported by stakeholders' col-
laboration. Community and healthcare experts' involvement
and academic partnerships facilitated engagement, resolved
conflicts and developed smoother relationships [38, 47]. Addi-
tionally, academic partnerships helped secure a grant for one
project [44].

3.6.2 | Barriers

Three main barriers to meaningful codesign were resource
constraints, relationship conflicts and power dynamics, and
selection bias.

3.6.2.1 | Resource Constraints. The most common bar-
rier to codesign, reported in four studies involved resource
limitations. Budget constraints, lack of research grants and
absence of incentives for participation hindered the codesign
process [44, 49]. Time limitations were another significant
challenge, as engaging communities in the codesign required
substantive time investment with each stage often taking longer
than originally planned [37, 38]. Additionally, there was a lack
of staff to effectively support the codesign process [49].

3.6.2.2 | Relationship Conflicts and Power Dynamics.
Relationship conflicts and power dynamics between researchers
and stakeholders was another barrier, mentioned in four stud-
ies. Working with adolescents and youth often created power
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TABLE 5 | Themes and sub-themes of reported factors that influenced the codesign process and outcomes.

Enablers
Theme

Sub-theme

Example

Reducing power differentials (Afifi et al.,
2011; El Guenuni et al., 2022; Povey
et al., 2020)

Community engagement and building
trust (Afifi et al., 2011; El Guenuni et al.,
2022; Mance et al., 2010; Stein

et al., 2002)

Collaboration and support from other
stakeholders (Afifi et al., 2011;
Mulvaney-Day et al., 2006; Shelton

et al., 2005)

Prioritising young people's
needs

Positioning youth as experts

Supporting youth to create
their own committee

Encouraging the youth to
choose their group topic

Including youth disengaged
from school to cover a wide
range of participants

Familiarity of the research
team with the community
context

Logistic support from local
community members

Attending community events
and youth opportunity
programmes frequently

Focusing on building
trusting relationships

Constant communication

Involving the academic team

Involving organisational
consultants as mediators to
resolve conflicts

Academic partner assistance
in grant submission

Commitment of
stakeholders to the project

‘In communities that are patriarchal,
cultural norms may prevent youth from
speaking vocally in front of adults,
especially when they disagree. This is
especially true in close-knit small
communities where everyone knows
everyone else. In this case, the youth created
their own committee where they felt free to
talk and empowered two representatives to
attend the CYC meetings.’

‘We also worked towards trying to address
the power imbalance by encouraging the
young people to choose the group topics,
positioning the young people as the experts,
and then adapting the stabilization
strategies that they were experts in; we
tailored resources accordingly.’

‘Cultural barriers were overcome through
the familiarity of the research team with the
community context, supported with further
logistic assistance from the local committee

members.’

‘Employing local people from the
community [as facilitator] who are impacted
by a shared tragedy may help with
community engagement and the building of
trusting relationships.’

‘We also managed their lack of trust by
having a longer period of engagement and
focusing on building trusting relationships.’
‘Additionally, research team members
attended community events and made
frequent visits to the YO programme in an
effort to strengthen trust through the
development of personal relationships and
proving commitment to the community.’

‘The presence of the academic team as a
neutral party and the continuous efforts to
be (and be perceived as) non-biased
facilitated the smoothing of relations.’
‘With the assistance of their academic
partners, the group submitted a grant.’
‘When conflicts occurred, the CBPR
participants worked to understand and
resolve the issue, often with the
organizational consultant as mediator.’

Barriers
Theme

Sub-theme

Example

Resource constraints (Afifi et al., 2011;
Shelton et al., 2005; Singh et al., 2021; Stein
et al., 2002)

« Lack of funding ‘The process of developing this community-
based program was interrupted numerous times
due to changes in the financing of children's
mental health services in Maryland and growing

state budget constraints. With the tenuous

o Time limitation

o Lack of staff

(Continues)
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TABLE 5 | (Continued)

Barriers
Theme

Sub-theme

Example

Relationship conflicts and power dynamics .
(Afifi et al., 2011; El Guenuni et al., 2022;
Mance et al., 2010; Mulvaney-Day

et al., 2006)

Selection bias (Povey et al., 2020) .

Power imbalance

Lack of
empowerment

Cultural barriers

Insufficient rapport
building and trust

Interpersonal
dynamics

Lack of mutual
expectation and
commitment

Selection bias

nature of state funding, it became evident to the
network that external funding would be
required.’
‘Consistent communication with incentive staff
was challenging because mobile phones could
not be provided to incentive staff and limited in-
camp transportation decreased the geographical
reach.’

‘From the perspective of academics, perhaps one
of the most difficult aspects of engaging
communities in planning is the time
commitment required to do so. This could be
viewed as a limitation of the method.’
‘Although the NGOs were willing and ready to
be engaged in the process, they found various
aspects of it difficult, which resulted in each
stage taking more time than originally planned.’
‘While our approach has been aimed at
achieving maximum partnership with the
community by employing incentive workers
with diverse backgrounds (as advised by
participants during the RQA), we encountered
challenges around capacity and retention of
short-term staff, and national restrictions on
refugees in paid employment.’

‘There was a power imbalance because we were
adults, professionals, held positions of power,
and some of us worked in the NHS; they also

experienced lots of subjugation from authorities,
the community and systems around them. In

addition, there were difficult dynamics between
bereaved and survivors in the community which
were mirrored in the group space.’
‘Networking and trust building to expand
community involvement can be a challenge in
any collaborative process. Rapport building and
trust were particularly difficult.’
‘Several interpersonal dynamics affected the
successful implementation of the interventions:
a tendency for each constituency to blame the
other for the problem, a reluctance to
acknowledge that current patterns of operation
are not really working, and differing levels of
readiness for change across participants.’

‘Although peer leaders provided valuable lived

experiences and knowledge to the partnership,
establishing mutual role expectations and
commitment proved challenging.’

‘One of the challenges of effective co-design is
selection bias, with the inclusion of youth in the
co-design process who are engaged and generally
functioning well in their school and community.’

Abbreviations: CBPR = community-based participatory research, CYC = Community Youth Committee, NGO = non-governmental organisation, NHS = National Health
Service, RQA = rapid qualitative assessment, YO = youth opportunity.
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imbalances due to the researchers’ authoritative positions [39].
Moreover, networking and trust building to expand community
engagement was another challenge [42]. Interpersonal dynam-
ics and relationship conflicts affected the successful imple-
mentation of interventions [47]. Cultural norms in some
communities, particularly patriarchal ones, also prevented
youth involvement in the research [38].

3.6.2.3 | Selection Bias. Selection bias was identified in
one study as a barrier to effective codesign. This study included
only youth who were already engaged and functioning well in
school and community and potentially misrepresents the needs
of disengaged youth, who might benefit most from mental
health interventions [43].

4 | Discussion

This review comprehensively examined codesign approaches in
developing mental health interventions for racially minoritised
young people. Eighteen studies were identified involving youth
and other stakeholders, primarily in early codesign stages using
various data collection methods. codesign participation en-
hanced young people's knowledge, leadership skills and career
opportunities. It enabled researchers to develop culturally
aligned interventions by exploring youth's lived experiences
while ensuring that all stakeholders felt valued through sharing
their expertise, power and resources. Although resource limi-
tations, power imbalances and sampling issues were noted as
challenges, the process was facilitated by reducing power dif-
ferentials, encouraging community engagement and stake-
holders' collaboration.

The review identified diverse codesign models, highlighting
the flexibility of participatory methodologies. Although fo-
cused on youth, other stakeholders were engaged to better
understand minoritised communities' interconnectedness.
Therefore, most studies prioritised community partnership
as connections among individuals, families and communi-
ties shape community perceptions [22]. Previous research
shows that the explanatory models of community influence
codesign research structure and service develop-
ment [55-57].

Our findings indicated a trend of early-stage involvement with
limited participation in later stages, consistent with previous
research [58] and noted various data collection activities across
these phases. Previous studies suggest that early involvement
empowers young people to shape research direction, amplifying
their sense of impact on outcomes [59, 60], whereas another
study indicated that involvement in every stage may not be
necessary for meaningful contribution [61]. However, our
findings of relatively limited involvement in later stages of co-
design also raise questions about tokenism, where youth are
given initial expertise but lack real influence over the process
and outcomes [62]. This issue, compounded by researchers’
authoritative role, reinforces power imbalances and reflects
epistemic injustice in mental health research, where the lived
experiences of racially minoritised youth are undervalued
compared to ‘professional’ knowledge [63].

The studies in this review reported using various codesign
activities. Research suggests that the diversity of methods and
activities used in codesign is a key strength, as it enables re-
searchers to tailor involvement to the specific needs of racially
minoritised youth [58]. Flexible and adaptive participation ad-
dresses practical challenges such as low literacy rates, cultural
biases and confidentiality concerns. From an epistemic justice
perspective, accommodating diverse ways of expressing and
validating the lived experiences of racially minoritised youth
can create an inclusive environment that respects and amplifies
the unique insights these youth bring to the research process
[63]. However, details on the adaptation of these activities were
often lacking in included studies, with no insights on which
activities were most effective and acceptable for these youth.

Building on previous findings [64, 65], this review highlights the
outcomes of codesign for young people, research projects and other
stakeholders. However, a significant gap exists in the literature as it
focuses primarily on the general population, often overlooking the
distinct experiences and needs of racially minoritised communities.
These communities face unique challenges within the mental
health system, where traditional Western models of care may not
align with their cultural understandings of mental health or ade-
quately address systemic biases that impact service delivery [7, 8, 10,
11]. As a result, their mental health needs often go unmet, con-
tributing to disparities in access, engagement and outcomes [2, 3].
Codesign offers a way to address these deficits by involving racially
minoritised youth as active contributors to research and interven-
tion design, ensuring that mental health interventions are not only
culturally and contextually relevant but also responsive to the lived
experiences of those most affected by systemic barriers [23]. The
studies in this review demonstrate that codesign connected youth,
researchers and other community stakeholders, with participants
benefiting directly or indirectly. By adopting codesign approaches,
researchers developed culturally and contextually relevant inter-
ventions grounded in the lived experiences of target populations.
This approach also ensured that youth and other stakeholders’ ex-
pertise were heard and valued, leading to mutual benefits and im-
proved research outcomes [42]. However, only a few studies directly
included young people's feedback on intervention outcomes with
the majority relying on researcher observations. This may limit the
comprehensiveness of the evaluation and potentially overlook
important insights from the youth themselves.

This review identified significant barriers and enablers in co-
design studies, consistent with previous reviews on codesign
with young people [65, 66]. It is crucial to support participants,
particularly racially minoritised youth who may experience
social stigma and power imbalances within certain community
and societal contexts. Addressing these imbalances is essential
for effective codesign, as unequal power dynamics can under-
mine trust and lead to negative outcomes [67, 68].

4.1 | Strengths and Limitations

Despite the restricted evidence base and varying degrees of stake-
holder involvement in the reviewed studies, our findings offer in-
sights into useful codesign approaches with young people and their
families. This review combines diverse evidence from qualitative
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and mixed-method studies, providing comprehensive insights.
However, the review has some limitations. It is constrained by the
availability of published English peer-reviewed literature, potentially
missing relevant studies. The lack of robust methodological
descriptions in the included studies makes it difficult to assess the
comparative effectiveness of codesign approaches. Moreover, most
included studies are from high-income countries, limiting the
generalisation of our findings to low- and middle-income countries.
We did not categorise the impact of codesign on youth by their
developmental age because the small number of included studies
made it difficult to provide meaningful insights based on age cate-
gories. One theme in the synthesis on barriers was supported by
only one study, highlighting the need for further research on the
prevalence and impacts of selection bias in codesign processes.
Finally, we were unable to involve youth consultants in our review
due to resource constraints, which might have enhanced the rele-
vance of our findings.

4.2 | Recommendations for Codesigning With
Racially Minoritised Young People

Effective codesign with racially minoritised young people, as
with any specific population, requires adapting approaches to
meet their unique needs and challenges, which may include
addressing intersectional issues such as systemic racism, cul-
tural stigma and community-specific barriers to participation.
In light of this, and considering our findings, we make the
following recommendations:

1. Codesign methodologies should be contextually sensitive,
integrating the lived experiences, values and needs of
racially minoritised communities.

2. Given the history of past exploitation and mis-
representation of racially minoritised populations in
research, codesign should prioritise building long-term
relationships based on transparency, respect and reci-
procity while actively addressing power imbalances by
giving youth meaningful decision-making roles.

3. Researchers should consider offering incentives like travel
expenses or stipends to address financial barriers that may
limit youth participation.

4. Long-term engagement strategies such as ongoing sup-
port, skill development and vocational pathways can help
young individuals to influence research and policy beyond
the life span of the project. Building community capacity
helps to ensure that codesign benefits are sustained.

5. To enhance evaluation in future codesign research,
objective measurements such as tracking involvement
activities, assessing participant feedback and gauging sat-
isfaction levels should be employed. Combining these
quantitative measures with qualitative feedback directly
from youth can provide a more holistic evaluation.

5 | Conclusion

This review highlights the value of codesign in developing
culturally relevant mental health interventions for racially

minoritised youth. Our findings suggest that continuous en-
gagement with these young people and all stakeholders
throughout the codesign process will help to address barriers
such as resource limitations, power dynamics and cultural dif-
ferences. Acknowledging these communities’ strengths and
unique needs can strengthen trust, balance power and lead to a
more effective and inclusive codesign process. Additionally,
integrating community-specific frameworks and combining
qualitative and quantitative evaluation methods will help in
developing effective and culturally relevant interventions.
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