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Background
Higher education institutions (HEIs) are seeking effective ways to
address the rising demand for student mental health services.
Peer support is widely considered a viable option to increase
service capacity; however, there are no agreed definitions of
peer support, making it difficult to establish its impact on student
mental health and well-being.

Aims
This systematic review aims to better understand and evaluate
peer support in HEIs.

Method
Five databases, OpenGrey and Grey Matters were searched in
May 2021. Included studies were quantitative, longitudinal (with
and without a control) or cross-sectional with a control. The
vote-counting method was used for synthesis. The risk of bias
was assessed with the National Institutes of Health Quality
Assessment Tool.

Results
Three types of peer support were represented in 28 papers:
peer-led support groups, peermentoring and peer learning. Peer
learning and peer mentoring had more positive, significant
results reported for the outcomes of anxiety and stress. Peer-led

support groups were the only type targeting students with
mental health difficulties.

Conclusions
The heterogeneity of measures and outcomes prevents firm
conclusions on the effectiveness of peer support for mental
health and well-being. Most studies were rated ‘poor’ or ‘fair’ in
their risk of bias. There is not a solid evidence base for the
effectiveness of peer support. Nonetheless, HEIs can use the
terminology developed in this review for shared discussions that
guidemore robust research and evaluation of peer support as an
intervention.
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There are growing concerns for students’ mental health in higher
education,1 with significant numbers of students reporting distress.2

Higher education institutions (HEIs) refer to any tertiary education
leading to an academic degree award.3 In the World Health
Organization’s international college student survey, a third of first-
year students screened positive for at least one common anxiety,
mood or substance use disorder as defined by the DSM-IV.4

Correspondingly, 94% of British HEIs reported an increase in
demand for counselling services from 2012–2017.5 Despite service
demand rising, only 4.9% of students disclosed a mental health con-
dition to their HEI as a disability in the 2019–2020 enrolment,6 indi-
cating that barriers to student help-seeking still exist. HEIs are
seeking effective ways to support students, considering the increased
demand and low disclosure rates. Globally, a settings-based, whole-
systems approach to improving health has been widely advocated
for.7–10 In UK HEIs, this has gained momentum with the
‘University Mental Health Charter’, which outlines how institutions
can take a ‘whole-university’ approach to mental health and
encourages peer support to be represented in their strategies.11

Peer support is ‘support provided by and for people with similar
conditions, problems or experiences’.12 It can be delivered in various
ways, including one-to-one mentoring and self-help groups.13

Convening people with similar experiences creates a supportive
space underpinned by respect, collective responsibility and an
agreement on what is helpful.14 Two approaches exist: informal
and formal. Informal peer support happens naturally within com-
munities when people help others in similar circumstances based

on their lived experience.12 Without structure, this form of peer
support is challenging to evaluate. In contrast, formal peer
support brings people with similar experiences together intention-
ally to share knowledge for mutual benefit, building social connec-
tion and reducing loneliness.13,15 Formal peer support will be the
focus of this review, with the term generally describing higher edu-
cation students helping each other based on their common lived
experience of being a student.

Students find peer support easy to use, and recent research sug-
gests it can increase support service accessibility.16 Students disclose
more to peers than to their HEIs: 75% of students who experienced
mental health difficulties reported telling a peer.17 Since students
prefer seeking help from friends more than professional ser-
vices,18,19 HEIs want to harness this natural preference through
peer support, as recommended in the University Mental Health
Charter.11 A quantitative meta-analysis of 23 peer-run programmes
for depression in community health settings found that the inter-
ventions produced significant reductions in depressive symptoms,
performing as well as professional-led interventions and signifi-
cantly better than no treatment.20 Although peer support is used
by many and seems promising, its effectiveness in higher education
settings is unknown.21

There is currently no comprehensive quantitative review of the
published and grey literature on peer support interventions evaluated
in higher education settings. Peer support in clinical settings is well
defined, with competency standards and fidelity assessments provid-
ing an emerging standard of practice.22 In contrast, different forms of
peer support exist in HEIs, and guidance is still needed to delineate
between models.23 Limited search terms in a previous systematicArticle updated 4 September 2024.
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review,21 which included only three studies, missed relevant research
on other forms of peer support. Although studies outline individual
benefits for specific types of peer support in higher education set-
tings,24–27 no current reviews collate all forms of peer support in
HEIs that target mental health and well-being in the literature.

Defining a ‘peer’ is also critical to understanding how the kinds of
peer support in higher education differ. In broader contexts, defini-
tions of a peer most commonly refer to those who have lived experi-
ence with mental health difficulties or have used mental health
services in clinical settings.28 In HEIs, however, other identities,
such as ethnicity, sexual orientation or course of study, may
provide an additional point of connection. For example, research
recommends creating more peer support spaces for Black stu-
dents.29,30 A synthesis of the definitions of peer support and what it
means to be a peer are needed to inform and evaluate current practice,
direct future research and clarify the role of peer support in a whole-
university approach to student mental health and well-being.

The aim of this review was to screen relevant literature on peer
support interventions evaluated in higher education settings world-
wide, to identify current practice and assess its effect on measures of
student mental health and well-being, by undertaking the following
objectives: (a) to synthesise and categorise types of peer support and
define peers according to study characteristics; and (b) to evaluate
the effectiveness of peer support in higher education for improving
student mental health and well-being according to the developed
intervention categories.

For the purpose of this review, mental health and well-being are
defined according to the University Mental Health Charter. Mental
health refers to ‘a full spectrum of experiences ranging from good
mental health to mental illness’ and well-being encompasses ‘a
wider framework, of which mental health is an integral part, but
which also includes physical and social wellbeing’.11

Method

The systematic review protocol was registered with the
International Prospective Register of Systematic Reviews
(PROSPERO; identifier: CRD42021256552). No amendments
were made. The review followed the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA)31,32 and
Synthesis Without Meta-Analysis (SWiM) guidance.33

Eligibility criteria

Studies with a quantitative longitudinal design were included, with
and without a control, or comparator. Cross-sectional studies with a
control condition were included. Cross-sectional studies lacking a
control were excluded. Qualitative-only studies were excluded.
Any students (aged ≥18 years) in HEIs were included.
Interventions delivering peer support in higher education were
included. Interventions that provided a one-off psychoeducation
initiative were excluded.

Studies with and without a comparator, or control, were
included. Comparator conditions included those not participating
in peer support, a waitlist, informal groups, website access only,
year group or faculty mentoring. Where a study used a comparator,
the population had to be from a similar higher education setting as
the primary intervention.

The outcome of this review was a change in the quantitative
measure of well-being or mental health for HEI students, such as
stress, anxiety, depression, well-being, loneliness and belonging.
Studies were excluded if no quantitative measures were reported.
Outcomes for anyone other than students receiving the peer
support intervention were excluded.

Information sources

In May 2021, a worldwide systematic search of studies written in
English was conducted in the databases: Ovid (PsycINFO,
Medline, EMBASE), Web of Science (Core Collection) and the
Education Resources Information Center (ERIC). The search was
limited to the past 30 years in alignment with a previous review
that included a study from 1991.20 Grey literature was searched
for through OpenGrey34 and Grey Matters.35

Search strategy

Search terms were developed in PsycINFO and adapted for other
databases. Key words included population terms (e.g. ‘university’
or ‘student’), intervention terms (e.g. ‘peer support’, ‘peer mentor-
ing’ or ‘peer-assisted learning’ or ‘peer to peer’ or ‘peer tutoring’
or ‘peer health education’) and outcome terms (e.g. ‘mental
health’ or ‘well-being’). A complete search strategy (see
Supplementary Table 1 available at https://doi.org/10.1192/bjo.
2023.603) was developed with existing systematic reviews with
similar keywords, to identify relevant MeSH and free-text
terms.21,36,37 Free-text terms identified in relevant studies from a
scoping review were also included (e.g.23–26). Grey literature was
identified through OpenGrey34 and Grey Matters,35 a scoping
review and backward citation tracking of included full-text
studies. Authors were contacted during the search process via
email for clarification or full-text articles.

Selection process

In stage 1, titles and abstracts of papers identified by electronic
searches were exported to the Windows desktop version of
Clarivate EndNote 20 (London, UK; see https://endnote.com/
downloads) from all databases, to remove duplicates.38 The citations
were then exported using a Windows browser with the web-based
software as a service application, ‘Rayyan-intelligent systematic
review’ (Qatar Computing Reseach Institute, Boston, USA; see
www.rayyan.ai), where independent screening by two researchers
was conducted.39 The lead reviewer (J.P.-H.) screened all titles
and abstracts, and the second researcher (L.W.) screened 50%. If
there was any uncertainty at this stage, papers were included for
full-text review. In stage 2, full texts of all papers included in stage
1 were independently screened for inclusion by both researchers
(J.P.-H. and L.W.). Any discrepancies were resolved by a third
researcher (J.F.).

Data collection process

Data extraction was managed in Windows Microsoft Excel (version
2309) with tables (e.g. study characteristics) and figures (e.g. risk-of-
bias data) created. The team developed and approved a data extrac-
tion form before being piloted on five studies independently by two
researchers (J.P.-H. and L.W.). Data extraction for these studies was
compared and refined before applying it to all included studies.

Data items

The following data items were extracted upon availability and
reported:

(a) Publication characteristics: year of publication, country and
HEI of recruitment;

(b) Methodology and study design: longitudinal or cross-sectional
with a control;

(c) Population characteristics: sample size, attrition, the mental
health status of the population, level of study, students’ year
of study, gender, mean age and ethnicity;
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(d) Intervention characteristics: type and objective of peer support,
number of peer support sessions, duration of intervention,
format of delivery and who the peer support is for;

(e) Outcome characteristics/measures: quantitative measures of
well-being and/or mental health at pre- and post-intervention
for longitudinal studies (with or without a control) or at a par-
ticular time point with a control for cross-sectional studies;

(f) Results: mean and standard deviation at baseline and follow-
up, P-value and confidence intervals from the intervention
group and comparator (where applicable).

Missing data was denoted as ‘not reported’ to indicate its
absence for the risk-of-bias assessment.

Study risk-of-bias assessment

The methodological quality of studies included in the review was
assessed independently by two reviewers (J.P.-H. and L.W.). A
modified American National Institutes of Health (NIH): National
Heart, Lung and Blood Institute Health Topics Study Quality
Assessment Tool for ‘Before-After (Pre-Post) Studies With No
Control Group’ was used.40 This approach to the risk of bias was
chosen as many of the studies lacked a control, and similar
reviews demonstrated its utility in higher education settings.36

The following outlines the 12 items from the tool used to deter-
mine the risk of bias: (item 1) clear study question; (item 2) prespe-
cified eligibility criteria; (item 3) study participants representative;
(item 4) all eligible participants enrolled; (item 5) sample size suffi-
ciently large; (item 6) intervention clearly described and delivered
consistently; (item 7) outcomes measures prespecified, valid, reli-
able and assessed consistently across all participants; (item 8) blind-
ing; (item 9) 20% or less attrition in follow-up; (item 10) statistical
methods examined changes in outcome measures/statistical tests
conducted that provided P-values; (item 11) outcome measures
taken multiple times before and after intervention; and (item 12)
group level intervention took into account individual-level data to
determine effects.40 For this review, items 8 and 12 were excluded,
as they were irrelevant to any of the included studies.

For each study, all items were rated according to the guidance as
‘yes’ (met criteria), ‘no’ (did not satisfy criteria), ‘not reported’,
‘cannot determine’ (unclear from information) or ‘not applicable
(not relevant to particular study).40 Reviewers used these ratings
to make a qualitative assessment of overall risk of bias, using the
ratings of ‘good’, ‘fair’ or ‘poor’. All risk-of-bias scorings are outlined
for study in Supplementary Table 2.

Effect measures

The baseline and post-intervention time points were used only in
data extraction to calculate pre (time point 1) and post (time
point 2) studies. The mean differences and P-values between pre
and post of intervention and control group (when applicable)
were calculated with raw data reported in individual longitudinal
studies (if available). For cross-sectional studies with a control
group, mean differences were calculated between groups at the
post-intervention time point (as baseline data was not reported).
Outcome data beyond post-intervention were not synthesised.
When data was unavailable for calculating mean differences, ‘CD’
(cannot determine) was used.

Standardised mean differences (Cohen’s d) with 95% confi-
dence intervals were calculated when longitudinal studies included
a control group. The calculations were made in StataMP version 17
for Windows,41 with the raw scores of each intervention/control
measure, including sample size, mean difference and s.d. For longi-
tudinal studies without a control group, available data such as
P-value, Cohen’s d and t-values were extracted. The significance

of outcomes was also reported, which included the directionality
of an improvement or decline.

Synthesis methods

A meta-analysis was not appropriate because of the heterogeneity of
study methodologies. The vote counting method outlined in the
SWiM reporting guidelines was used.33 Missing data are denoted in
the tables. Outcome data were tabulated for each included study and
stratified by type of peer support intervention. Themost common out-
comes assessed in this review were stress, anxiety and depression. In
each vote counting synthesis, the following was reported: the
number and percentage of studies that affected the most common
outcome for each peer support category, the binomial test indicating
the probability of the results if the intervention was ineffective (i.e.
equal to 0.5) and the 95% confidence intervals for the percentage of
effects favouring the intervention.42 The binomial test was calculated
in StataMP version 17,41 using the syntax ‘bitesti X Y 0.5’, whereas
the 95% confidence intervals were calculated with the syntax ‘cii pro-
portions X Y, level (95)’, where X equates to the number of effects and
Y is the number of effects favouring the intervention.

Results

Study selection

As summarised in Fig. 1, 12 763 records remained after duplicates
were removed. A total of 57 papers were included for full-text
screening, and a final 28 papers were included.

Study design characteristics

The study characteristics are outlined in Table 1 alphabetically
according to the author, with a reference number used in square
brackets for the results section only. The most common study
type was the pre–post with a control design. Many studies
(n = 12) adopted this approach [1, 4, 6–8, 14, 17, 20, 24–26, 28],
whereas others (n = 7) employed a pre–post without controls
design [2–3, 10–12, 15, 27]. Although some studies (n = 8) used a
randomised controlled trial design [5, 9, 16, 18–19, 21–23], one of
these studies [19] only used relevant mental health measures at
time point 2, so that this study was analysed as a cross-sectional
study with a control design along with one other study [13].

Population characteristics

Many studies (n = 13) targeted students by year of study, with the
majority of studies offering peer support for lower-year students
such as ‘first year’ [1, 4, 11–12, 18–19, 22–24] or ‘freshmen and
sophomores’ [17]. Students were also recruited by discipline
(n = 12); ‘nursing/nurse anaesthetists’ [2, 13, 20] and ‘psychology’
[4, 8, 26] courses were the most common. Other population criteria
included ‘lived experience of mental health difficulties’ [5, 9],
‘student status’ [22, 28], ‘ethnicity’ [15, 24] and ‘age’ [2, 5, 20, 22].
The complete list is included in Table 1.

Other population characteristics were also extracted. One study
focused on postgraduate students [13]. Others invited both under-
graduates and postgraduates students to participate [1, 9]. All other
studies were for undergraduate students. The majority of studies
reported binary biological sex (male versus female). Of these, five
reported the percentage of females in their sample only, leaving the
reader to infer that the remaining percentage were males. Of the 22
studies that reported on binary sex in the baseline intervention
group, the average proportion was 64.1% females and 35.9% males.
Only one study used the term gender instead of sex in reporting; it
was still presented in a binary way (44.4% men and 55.6% women
[8]. Three studies [3, 13, 15] reported beyond binary sex, with
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options like ‘other’, ‘non-binary’ or ‘unspecified’ making up an
average of 6.9%, along with 59.3% females and 33.8% males. The
averagemean age across the 20 studies that reported this for the inter-
vention group was 21.6 years of age. Not enough studies reported
clearly on gender, sex ormean age in the control group to desegregate
this data. Similarly, few studies reported on ethnicity.

Intervention characteristics

Two intervention characteristics were important during this review:
how a peer was defined and what type of peer support was investi-
gated. To understand how the studies described a peer, we investi-
gated how students were recruited for peer support (the
population) and who facilitated the interventions. The studies
referred to these students in various ways, including ‘leaders’, ‘peer
supporters’ and ‘peer mentors’. This review uses the term ‘peer facil-
itators’ to describe any peer leading the intervention. Each study’s
population and peer facilitator are presented in Table 1. The shared
experiences or identities between the peer facilitators and those acces-
sing peer support helped to define a peer. Peer facilitators were fre-
quently defined by their ‘seniority/year’ (n = 13) [1, 4, 6, 11–13,
19–24, 27] or ‘course of study’ (n = 11) [2, 6–8, 18–22, 24, 27]. A
smaller number of studies recruited peer facilitators by ‘interest’ [3,
23], ‘gender’ [8, 16], ‘age’ [2], ‘lived experience’ of mental health dif-
ficulties’ [5, 9] or ‘heritage’ [15, 28]. Five studies created groups where
all students participated and supported each other equally for mutual
support [9, 14, 17, 25–26]. One study did not specify how they
recruited [10]. These experiences and identities further defined
being a peer beyond being a student in higher education.

The three categories of peer support created for this review to
delineate between types are outlined below. A definition of each
type is provided, along with the nomenclature process. The assigned

category and each study’s terminology (when different) are pro-
vided in Table 1.

Peer-led support group. This peer support gathers groups of students
for mutual support. The most used terms of ‘peer-led/peer leader’
groups [5, 8, 14–16, 18, 19, 21] and ‘support groups’ [9, 14, 18–19,
25] or ‘group support’ [3, 16, 22] were both featured in eight studies.

Peer mentoring. Peer mentoring relies on higher-year/more
experienced students to support lower-year/less experienced stu-
dents. Eight studies used the term ‘peer mentoring’ [4, 11–13, 20,
23–24, 28], whereas two others used similar terms such as ‘specia-
lised peer mentoring’ [27] or ‘peer dyad mentoring’ [2]. One study
used ‘peer helper’ [7], but this was a one-to-one pairing of a more
experienced student with a less experienced student.

Peer learning. This describes peer support that convenes students
based on academic objectives. Terms used for this included
‘cooperative learning’ [17], ‘peer-assisted learning’ [1] and ‘peer-
led team learning’ [6]. As the terms ‘peer’ and ‘learning’ were
used across these studies, this category was named ‘peer learning’.

Most studies were categorised as a peer-led support group
(n = 14) or peer mentoring (n = 11). The least common category
of peer support was peer learning (n = 3).

The categorisation of these three types of peer support was most
challenging with peer mentoring in small groups. Most peer men-
toring occurred on a one-to-one basis; however, one study [24]
paired mentors with one to three students. The potential small
group, mutual nature of this type of peer support made a consider-
ation of it being a peer-led support group necessary. Because the
defining factor of this peer support study was that it was for

Records identified from:
        Databases (n = 13192)  

Records removed before screening:  
Duplicate records removed in Endnote (n = 3030)
Duplicate records removed in Rayyan (n = 429)  

Records screened
(n = 12 763)  

Records excluded (n = 12 706) 

Reports assessed for eligibility
(n = 57)  

Reports excluded (n = 29): 
• Differing time point 1 and time point 2 measures  
• Staff present in peer group  
• Findings combined mentor and mentee evaluation   
• Focus on academic or retention outcomes
• The study being based outside of a higher education institution
• Qualitative data collection only  
• Measuring perceived social support only or focusing on general
 social support   
• Outcome measures for those delivering peer support
• No mental health and/or well-being measures usedStudies included in review

(n = 28)  
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Fig. 1 Process of identifying eligible studies for inclusion.
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Table 1 Summary of study characteristics in review

[Reference number],
(reference), country,
type of HEI Study design

Student population/mental
health status of population Intervention category

Student peer facilitator (reported training, year of
study, course or characteristics) Mode of delivery

Duration of
intervention/number
of sessions

Risk of
bias

[1], (27), UK, university Pre–post with control First year Peer learning: peer-assisted
learning

Trained, senior Face-to-face, group 1 semester, fortnightly Fair

[2], (84), USA, university Pre–post, no control Nursing/over 30 years old with
anxiety in clinical setting

Peer mentoring: peer dyad
mentoring

Basic info for training, under age of 30, same clinical Face-to-face, one-to-
one

1 semester, 3
components

Good/
fair

[3], (24), UK, university Pre–post, no control All Peer-led support group: peer-run
self-help groups

Trained Face-to-face, group 6 sessions, weekly Good

[4], (85), UK, university Pre–post with control First-year psychology Peer mentoring Trained, second and third year Face-to-face, one-to-
one

Academic year – no set
meetings

Fair

[5], (86), USA, university Randomised controlled trial With mental illness Peer-led support group: peer-led
group-based intervention

Trained, mental illness Face-to-face, group 5–6 weeks, with ≥3
booster sessions

Good

[6], (87), Turkey, technical
university

Pre–post with control Engineering Peer learning: peer-led team
learning

Second year, completed chemistry Face-to-face, group 1 semester, 6 chemistry
workshops

Fair

[7], (88), Turkey, university Pre–post with control All Peer mentoring: peer-helping
programme

Trained, counsellor candidates Mixed: one-to-one and
homework

Not reported, 15
activities

Good/
fair

[8], (89), USA, university Pre–post with control Psychology Peer-led support group: peer-led
stress management group

Trained, male and female psychology students Face-to-face, group Not reported, 6 sessions Good/
fair

[9], (90), UK, university Randomised controlled trial With psychological problems Peer-led support group: mutual
support group

No facilitator – mutual support, with psychological
problems

Online, group 10 weeks, not reported Fair

[10], (91), USA, college Pre–post, no control Undergraduates Peer-led support group: peer
education/peer-facilitated
stress management group

Peer educators Face-to-face, group Not reported, 2 sessions Fair

[11], (92), USA, university Pre–post, no control First year Peer mentoring Trained, senior, paid Face-to-face /video/
telephone/chat,
group (dyad)

3 weeks, 3 sessions Poor

[12], (93), Australia,
university

Pre–post, no control First year, teacher education
students during placement

Peer mentoring Final year Not reported, one-to-
one

4 weeks, not reported Poor

[13], (94), USA, university Cross-sectional with control Registered nurse anaesthetists Peer mentoring Second year Not reported, one-to-
one

2 years, not reported Fair

[14], (95), USA, university Pre–post with control Senior social work Peer-led support group: student-
led support group

No facilitators – seniors took turns Face-to-face, group 9 weeks, 9 sessions Poor

[15], (96), USA, college Pre–post, no control Asian heritage/experience with
race-related stress

Peer-led support group: peer-led
group

Trained, Asian American Face-to-face, group 8 weeks, 8 sessions Fair

[16], (97), USA, college Randomised controlled trial All Peer-led support group: group
peer support led by peer
leader

Trained, facilitated based on gender Face-to-face, group 2 weeks, 2 sessions Fair

[17], (98), Turkey,
university

Pre–post with control First and second years in
psychology of learning and
fundamentals of math

Peer learning: cooperative
learning

No facilitators – took turns in course Face-to-face, group Not reported, once a
week

Fair

[18], (99), USA, university Randomised controlled trial First year Peer-led support group: peer-led
social support group

Trained, clinical psychology honours of advanced
course

Face-to-face, group 9 weeks, 8 sessions, Good

[19], (100), USA, university Randomised controlled trial
(data used, cross-
sectional w/control)

First year Peer-led support group: peer-led
social support group

Advanced clinical psychology with training guide Face-to-face, group 9 weeks, 8 sessions Fair/
poor

[20], (101), USA, health
professions college

Pre–post with control Nursing enrolled in intro course Peer mentoring Oriented, second- or third-year nursing, completed intro
course, clinical

Face-to-face, one-to-
one

One semester Fair

[21], (102), New Zealand,
university

Randomised controlled trial Second- and third-year medical Peer-led support group: peer
leaders

Trained, third-year medical Face-to-face, group 25 weeks, approximately
21 sessions

Good

(Continued )
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incoming at-risk Latino students, its objective and ultimately self-
identification as being a form of peer mentoring decided its final
categorisation.

Comparator (control) characteristics

In total, 21 studies used a control group. Comparators in this review
varied and included examples such as groups not participating in
peer support [1, 6, 7, 13, 17, 20–22, 24, 25–26, 28], a waitlist [5, 8,
16], a group that met informally on occasion [18–19], a separate
HEI without peer support [4], students given access to a website
only [9], students in a different course or year (without peer
support) [14] and faculty mentor pairing [23].

Outcome characteristics

There were 18 outcomes identified. Stress was most commonly
measured with the Perceived Stress Scale43 (n = 8) [4, 10, 12, 14,
20, 22–24], with other measures being used only once, including
the Chipas’ 2011 Survey44 [13] and the Depression, Anxiety and
Stress Scale (DASS-2145) [25]. One study assessed stress by using
two measures: the three-item House and Rizzo measure46 and
Allen’s47 two-item measure of mentor-related stress [11].

For anxiety, six measures were used: the State-Trait Anxiety
Inventory (STAI)48 (n = 4) [1, 2, 6, 8], Generalised Anxiety
Disorder-7 scale49 (n = 3) [1, 5, 21], Social Anxiety Questionnaire
for Adults50 (n = 1) [6], Liebowitz Social Anxiety Scale51 (n = 1)
[17], DASS-2145 (n = 1) [25] and the Adult Manifest Anxiety
Scale – College Version52 (n = 1) [27].

Depression was assessed with the Beck Depression Inventory,
Second Edition53 (n = 1) [15], Center for Epidemiologic Studies
Short Depression Scale 1054 (n = 1) [5], DASS-2145 (n = 1) [25],
ten-item Edinburgh Postnatal Depression Scale55 (n = 1) [24] and
Patient Health Questionnaire-956 (n = 1) [21].

Three studies measured well-being with the Shortened
Warwick–Edinburgh Scale of Wellbeing57,58 (n = 1) [3], Positive
and Negative Affect Schedule59,60 (PANAS; n = 1) [7] and
Satisfaction with Life Scale61,62 (SWLS; n = 1) [7].

Loneliness was assessed with only one measure, the revised
University of California – Los Angeles Loneliness Scale63 (n = 3)
[17–19].

Psychological distress wasmeasured with the Clinical Outcomes
in Routine Evaluation – Outcome Measure64 (n = 1) [9], Brief
Symptom Inventory65 (n = 1) [15] and the 12-item General
Health Questionnaire66 (n = 1) [26].

The Index of General Affect from the Index ofWellbeing Scale67

(n = 1) [4] and the PANAS68 (n = 1) [16] measured negative affect.
These outcomes were measured in one study each: eating dis-

order pathology, measured with the Eating Disorder Examination
Questionnaire69 [16]; resilience, measured with the 25-item
Resilience Questionnaire70 [21]; quality of life, measured with the
Linear Analogue Self-Assessment71 [21]; satisfaction with life, mea-
sured with the SWLS72 [9]; perceived social support, measured with
the Social Provisions Scale73 [18]; domains of functioning, mea-
sured with the Outcomes Questionnaire74 [22]; belonging, mea-
sured with a 13-item questionnaire adapted for the study and
based on the Institutional Integration Scale75 [24]; self-efficacy,
measured with a 13-item adapted questionnaire76,77 [24]; and self-
esteem, measured with Rosenberg’s Self-Esteem Scale78 [4].

One study used multiple measurements for outcomes [28]. It
explored psychological adaptation by using a six-item questionnaire
similar to the PANAS79 and a four-item scale gauging life satisfac-
tion.80 It also measured acculturative stress by using the homesick-
ness and perceived discrimination subscales from the Acculturative
Stress Scale for International Students,81 the language difficulty
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Table 2 Effect estimates for mental health/well-being outcomes per individual study

[Reference
number],
(reference), study
design

Time points
measured

Sample size Intervention
group: time point 0/time point 1
Control group: time point 0/
time point 1 Outcome

Mean difference in
intervention group
between baseline and
follow-up (P-value)

Mean difference in
control group between
baseline and follow-up
(P-value)

Results: standardised mean
difference, 95% CI, Cohen’s
d, t-value, W-value, P-value

With control: favours
intervention/favours control/no
significant difference between
groups
No controls design: significant
improvement/decline – as
reported by author(s)

Peer-led support group (n = 14) [3, 5, 8, 9, 10, 14–16, 18–19, 21–22, 25–26]

[3], (24), Pre–post
no control

3 Intervention group: 65/22 Mental well-being: SWEMWBS 1.77 (0.0103)* Not applicable t(35) = 2.98, P < 0.01, d = 0.56,
95% CI 0.17–0.94

Significant improvement

[5], (86),
Randomised
controlled trial

3 Intervention group: 63/49
Control group: 54/49

Depression: CES-D −0.12 (0.31) −0.22 (0.10) SMD = 0.17,
95% CI −0.20 to 0.54

Not significant

Anxiety: GAD-7 0.00 (1.00) 0.69 (<0.0001)* SMD = −0.91,
95% CI −1.30 to −0.51

Not significant

[8], (89), Pre–post
with control

3 Intervention group: 18/15
Control group: 18/12

State anxiety: STAI −0.62 (0.87) 5.85 (0.26) SMD = −0.53,
95% CI −1.2 to 0.14

Favours intervention

[9], (90),
Randomised
controlled trial

2 Intervention group: 142/51
Control group: 141/82

Psychological distress: CORE-
OM,

−0.22 (0.02)* −0.27 (0.0027)* SMD = 0.08
95% CI −0.15 to 0.31

Not significant

SWLS 1.20 (0.31) 2.66 (0.0086)* SMD = −0.20,
95% CI −0.43 to 0.03

Not significant

Sense of Community Index 0.05 (0.42) 0.00 (1.00) SMD = 0.14,
95% CI −0.09 to 0.37

Not significant

[10], (91), Pre–post
no control

2 Intervention group: 48/48 Stress: PSS Study skills intervention
group: −3.86 (<0.001)*
Mindfulness intervention
group: −1.96 (<0.05)*

Not applicable t(46) = −1.47, P = 0.15 Significant improvement

[14], (95), Pre–post
with control

2 Intervention group: 14/13
Control group: 13/13

Stress: PSS Cannot determine Cannot determine Cannot determine Not significant – statistics not
reported, only statement

[15], (96), Pre–post
no control

2 Intervention group: 10/10 Depression: BDI-II −6.00 (0.11) Not applicable BDI-II: t(9) = 2.03, P < 0.07, d =
0.76

Significant decline

Psychological distress: BSI −0.43 (0.0431)* Not applicable BSI: t(9) = 2.91, P < 0.05, d = 0.99 Significant decline
[16], (97),
Randomised
controlled trial

4 Intervention group: 126/112
(female FO: 41/39, female MG:
49/39, male MG: 36/34)
Control group: 70/56
(female: 36/33, male: 34/23)

Negative affect: PANAS Cannot determine Cannot determine Cannot determine Not significant
Eating disorder pathology: EDE-Q Cannot determine Cannot determine Cannot determine Not significant

[18], (99),
Randomised
controlled trial

3 Intervention group: 82/65
Control group: 73/47

Loneliness: UCLA −0.12 (0.10) 0.12 (0.22) SMD = −0.50,
95% CI −0.82 to −0.18

Favours intervention

Perceived social support: SPS 0.10 (0.07) −0.02 (0.81) SMD = 0.29,
95% CI −0.03 to 0.60

Favours intervention: (if attended
more than 3 sessions)

[19], (100), Time
point 2 cross-
sectional with
control

1 Intervention group: 88/51
Control group: 82/45

Loneliness: UCLA 0.20 (<0.0001)* r(94) = –0.25, P < 0.05 Favours intervention

[21], (102),
Randomised
controlled trial

2 Intervention group: 133/111
Control group: 142/121

Depression: PHQ-9 −0.46 (0.35) 0.20 (0.64) SMD = −0.18,
95% CI −0.41 to 0.06

Not significant

Anxiety: GAD-7 −0.23 (0.61) −0.06 (0.89) SMD = −0.05,
95% CI −0.29 to 0.19

Not significant

Quality of life: LASA 0.06 (0.75) −0.14 (0.48) SMD = 0.13,
95% CI −0.11 to 0.36

Not significant

Resilience: RS15 1.47 (0.37) 0.60 (0.71) SMD = 0.07.
95% CI −0.17 to 0.31

Not significant
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Table 2 (Continued )

[Reference
number],
(reference), study
design

Time points
measured

Sample size Intervention
group: time point 0/time point 1
Control group: time point 0/
time point 1 Outcome

Mean difference in
intervention group
between baseline and
follow-up (P-value)

Mean difference in
control group between
baseline and follow-up
(P-value)

Results: standardised mean
difference, 95% CI, Cohen’s
d, t-value, W-value, P-value

With control: favours
intervention/favours control/no
significant difference between
groups
No controls design: significant
improvement/decline – as
reported by author(s)

[22], (103),
Randomised
controlled trial

2 Intervention group: 25/21
Control group: 31/31

Domains of functioning: OQ-45.2 −11.81 (0.07) −3.16 (0.56) SMD = −0.43,
95% CI −0.96 to 0.10

Favours intervention

Stress: PSS-10 −3.14 (0.16) −2.23 (0.14) SMD = −0.14,
95% CI −0.66 to 0.39

Not significant

[25], (106), Pre–
post with control

2 Intervention group: 76/51
Control group: 52/37

Depression, anxiety, stress:
DASS-21

4.00 (0.0164)* 7.00 (0.0001)* SMD = −0.37,
95% CI −0.72 to −0.01

Not significant

[26], (107), Pre–
post with control

2 Intervention group: 32/not
reported
Control group: 33/not reported

Psychological distress: GHQ-12 0.37 (not significant) 5.07 (0.002)* SMD = −0.56,
95% CI −1.06 to −0.07

Not significant

Peer mentoring [2, 4, 7, 11–13, 20, 23–24, 27–28]

[2], (84), Pre–post
no control

2 Intervention group: 16/16 Anxiety: STAI −7.75 (0.0193)* Not applicable Pre-test 95% CI 34.59–46.03,
post-test 95% CI 29.12–36.00

Significant decline: anxiety

[4], (85), Pre–post
with control

2 Intervention group: 117/56
Control group: 112/53

Self-esteem: Rosenberg’s Self-
Esteem Scale;

0.29 (0.73) −1.08 (0.16) SMD = 0.27,
95% CI 0.01–0.53

Not significant

Negative affect: Index of General
Affect (from Index of
Wellbeing);

−2.39 (0.0560)* 1.350 (0.37) SMD = −0.45,
95% CI −0.71 to −0.19

Favours intervention

Stress: PSS (time point 2) Time point 2 stress: 1.26
(0.26), cross-sectional with
control

Cannot determine Not significant

[7], (88), Pre–post
with control

2 Intervention group: 30/26
Control group: 30/26

Well-being: PANAS
positive affect

6.77 (0.0024)* −2.77 (0.10) SMD 1.36,
95% CI 0.80–1.93

Favours intervention

negative affect −8.11 (0.0002)* −1.45 (0.41) SMD = −0.82,
95% CI −1.35 to −0.29

Favours intervention

SWLS 6.43 (<0.0001)* 1.60 (0.21) SMD = 1.03,
95% CI 0.49–1.57

Favours intervention

[11], (92), Pre–post
no control

2 Intervention group: 271/not
reported

School-related stress: 3-item
Anxiety-Stress Questionnaire,
mentor-related stress
reduction: 2-item measure

Cannot determine Not applicable t = 1.79, P = 0.04, two-tailed Significant improvement (for those
who received greater
psychosocial support from
mentor according to adapted
25-item)110

[12], (93), Pre–post
no control

3 Intervention group: 2/2 Stress: PSS Cannot determine Not applicable Cannot determine Significant improvement

[13], (94), Time
point 2 cross-
sectional with
control

1 Intervention group: 26
Control group: 11

Stress: Chipas’ 2011 Survey 1.27 (0.02)* t(35) = 2.35, P = 0.025 Favours intervention

[20], (101), Pre–
post with control

2 Intervention group: 25/23
Control group: 26/24

Stress: PSS −0.53 (0.75) 0.75 (0.66) SMD = −0.21,
95% CI −0.76 to 0.34

Not significant

[23], (104),
Randomised
controlled trial

2 Intervention group: 31/28
Control group: 30/29

Stress: PSS 1.96 (0.25) 2.48 (0.11) SMD = −0.09,
95% CI −0.60 to 0.41

Not significant
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Table 2 (Continued )

[Reference
number],
(reference), study
design

Time points
measured

Sample size Intervention
group: time point 0/time point 1
Control group: time point 0/
time point 1 Outcome

Mean difference in
intervention group
between baseline and
follow-up (P-value)

Mean difference in
control group between
baseline and follow-up
(P-value)

Results: standardised mean
difference, 95% CI, Cohen’s
d, t-value, W-value, P-value

With control: favours
intervention/favours control/no
significant difference between
groups
No controls design: significant
improvement/decline – as
reported by author(s)

[24], (105), Pre–
post with control

2 Intervention group: 34/not
reported
Control group: 37/not reported

Self-efficacy: Adaptation of 76,77 Efficacy, 0.2 (cannot
determine)

Efficacy, 0.02 (cannot
determine)

Efficacy t = 2.58, d.f. = 24,
P = 0.015 (intervention group
only)

Not significant

Belonging: Institutional
Integration Scale,

0.28 (cannot determine) −0.01 (cannot determine) t = 2.34, d.f. = 24, P = 0.03
(intervention group only)

Not significant

Depression: EPDS −0.64 (cannot determine) 0.18 (cannot determine) F(1, 41) = 5.51, P = 0.029 Favours intervention
Stress: shortened PSS −0.26 (cannot determine) 0.06 (cannot determine) F(1, 71) = 4.36, P = 0.04 Favours intervention

[27], (108), Pre–
post no control

2 Intervention group: 10/10 Anxiety: AMAS-C −2.60 (0.08) Not applicable d = 0.58
P = 0.08

Not significant

[28], (109), Pre–
post with control

2 Intervention group: 23/25
Control group: 22 (time point 2)

Acculturative stress: ASSIS,
Language difficulty (from
Index of Life Stress),
Perceived Language
Discrimination Scale

−0.31 (0.21) −0.48 (0.04) (cross-
sectional intervention
group to control group
at time point 2)

t(22) = 2.9, P = <0.001, d = 0.64,
95% CI 0.10–0.58 (pre–post
intervention group)
t(45) = −2.1, P = <0.05, d =
0.61, 95% CI −0.94 to −0.02
(time point 2 intervention
group to control group)

Significant improvement (pre–post
intervention group)
Favours intervention (cross-
sectional with control at time
point 2)

Psychological adaptation: 4-item
scale of life satisfaction and
6-item scale similar to the
PANAS

0.31 (0.07) 0.46 (0.04) (cross-
sectional intervention
group to control group
at time point 2)

t(22) = −1.89, P < 0.05, d = 0.57,
95% CI −0.61 to 0.03 (pre–
post intervention group)
t(45) = 2.08, P = <0.05, d =
0.60, 95% CI 0.01–0.92 (time
point 2 intervention group to
control group)

Significant improvement (pre–post
intervention group)
Favours intervention (cross-
sectional with control at time
point 2)

Peer-led learning [1, 6, 17]

[1], (27), Pre–post
with control

2 Intervention group: 29/29
Control group: 54/54

Anxiety: GAD-7 and STAI 4.14 (0.10) 8.52 (0.0002)* SMD = −0.40,
95% CI −0.86 to 0.05

Favours intervention

[6], (87), Pre–post
with control

2 Intervention group: 68/68
Control group: 60/60

State anxiety: STAI-S −7.31 (0.0001)* −3.01 (0.08) SMD = −0.60,
95% CI −0.95 to −0.24,
Cohen’s d = 0.55

Favours intervention

Social anxiety: SAQ −10.35 (0.0007)* −10.30 (0.0020)* SMD = −0.00,
95% CI −0.35 to 0.34,
Cohen’s d = 0.68

Not significant

[17], (98), Pre–post
with control

2 Intervention group: 57/57
Control group: 57/57

Loneliness: R-UCLA −4.53 (0.0055)* −0.05 (0.98) SMD = −0.511,
95% CI −0.89 to −0.14

Favours intervention

Social anxiety: LSAS −10.73 (0.0103)* 0.89 (0.78) SMD = −0.79,
95% CI −1.17 to −0.41

Favours intervention

Note: Information not reported within the table was not reported in the reviewed studies.
SWEMWBS, Shortened Warwick–Edinburgh Scale of Wellbeing; CES-D, Center for Epidemiologic Studies Depression Scale; GAD-7, Generalised Anxiety Disorder; SMD, Standardized Mean Difference; STAI, State-Trait Anxiety Inventory; CORE-OM, CORE Outcome Measure;
SWLS, Satisfaction with Life Scale; PSS, Perceived Stress Scale; BDI-II, Beck Depression Inventory; BSI, Brief Symptom Inventory; PANAS, Positive and Negative Affect Schedule; EDE-Q, Eating Disorder Examination Questionnaire; UCLA, University of California – Los Angeles;
SPS, Social Provisions Scale; PHQ-9, Primary Health Questionnaire; LASA, Linear Analogue Self-Assessment; RS15, Resilience; OQ-45.2, Outcomes Questionnaire; DASS-21, Depression, Anxiety and Stress Scale; GHQ-12, General Health Questionnaire; EPDS, Edinburgh Postnatal
Examination Questionnaire; AMAS-C, Adult Manifest Anxiety Scale – College Version; ASSIS, Acculturative Stress Scale for International Students; SAQ, Social Anxiety Questionnaire for Adult; R-UCLA, Revised University of California – Los Angeles; LSAS, Liebowitz Social Anxiety
Scale.
* P < 0.05.
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subscale from the Index of Life Stress82 and the Perceived Language
Discrimination Scale83 [28].

Quality assessment: risk of bias

The overall risk of bias for each study is outlined in Table 1. Out of
the 28 included studies, five were rated ‘good’ and four were rated
‘good/fair’. In addition, 12 were rated as ‘fair’, one was rated as
‘fair/poor’ and six were rated as ‘poor’.

All studies stated their objective, clarified eligibility criteria,
described the representativeness of the population, presented entry
criteria, referred to the intervention and defined the well-being or
mental health outcome. The quality ratings were thus determined
according to sample size, attrition rate, statistical values and multiple
time point measurement. Most (n = 22) studies were not adequately
powered or did not report power analysis [1, 2, 4, 6–15, 17, 20, 22,
23–28]. Many (n = 13) had low retention, with loss to follow-up
after baseline higher than 20% [3–4, 9, 13, 18–19, 25]. Other
studies did not report enough information to determine attrition
rates [1, 11, 14, 24, 26–27]. The statistical tests were not reported in
five studies [12, 14, 19–20, 24]. Other studies did not report basic sta-
tistics such as the number of participants in the intervention/control
group at pre- and post- time points, P-values, mean or s.d. at both
baseline and follow-up [11–12, 14, 24]. Most studies (n = 20) had
two time points and did not assess the outcome beyond the
pre–post intervention [1, 2, 4, 6, 9–11, 13–15, 17, 19–22, 24–28].

If our synthesis was constrained to studies that were rated as
‘good’ or ‘good/fair’, we would retain studies. Of these, no peer
learning would be represented. We only identified three studies of
peer learning. All of these studies were rated as ‘fair’ with no
power analysis reported and only two time points measured.
Constraining the synthesis does not change the proportional
representation of peer mentoring and peer-led support group
studies.

Individual study results

Every included study is outlined in Table 2, with the well-being and
mental health outcome effect estimates provided where possible. A
complete list of the acronyms and definitions of mental health and
well-being measures are provided in Supplementary Table 3.

Results of syntheses

The most frequent outcomes evaluated were stress, anxiety and
depression (for peer-led support groups only). Vote counting is
reported for these outcomes based on the direction of effect with
the binomial probability test and 95% confidence intervals. Effect
estimates for less frequently reported outcomes with sufficient
data available are reported in Table 2.

Peer-led support group

Four studies analysed the effect of the intervention on depression.
One study had significant results (25%, 95% CI 0.63–80.59%, P =
0.625) with a decline in depression symptoms; however, its risk of
bias was ‘fair’. The other three studies all found no significant
results.

Three studies reported the effect of the intervention on anxiety.
One study (33.3%, 95% CI 0.84–90.57%, P = 1.00) favoured the
intervention with reduced anxiety and was rated as ‘good/fair’ in
the risk-of-bias assessment. Two studies found no significant
results for anxiety.

Three studies analysed stress as an outcome. One study (33.3%,
95% CI 0.84–90.57%, P = 1.00) had a significant decline in stress,
but it was rated as ‘fair’ in the risk-of-bias assessment. One study
in this category did not have any significant findings for stress,

whereas the other had mixed results, with no significant findings
for stress but significant improvements in functioning.

Peer mentoring

Two peer mentoring studies measured anxiety. One had a signifi-
cant decrease in anxiety; the other found non-significant results.

Five studies (62.5%, 95% CI 24.49–91.48%, P = 0.73) found sig-
nificant results for stress. Of these significant positive results for
stress, two of the studies were rated as ‘fair’ following risk-of-bias
assessment. The other studies were rated as ‘poor’. Three studies
found no significant reduction in stress, but one of these had
mixed results, with significant improvements to negative affect.

Peer learning

All three peer learning studies measured anxiety. Although one
study hadmixed results, the other two reported significant interven-
tion effects (66.67%, 95% CI 9.43–99.16%, P = 1.00). All three
studies were rated as ‘fair’ in their risk-of-bias assessment, with
no power analysis reported and only two time points measured.

Discussion

This review demonstrates a wide variation in interventions and ter-
minology used to describe peer support. Although many use the
label to encapsulate all forms of peer support, this does not
capture the nuances of different peer support interventions.
Previous reviews only using peer support as a search term exhibit
this, finding just three studies and missing relevant work.21 We
found peer support for student mental health and well-being
referred to as everything from cooperative learning to peer-led
social support groups. There is little consistency in the terminology.
Without a shared vocabulary, it is difficult to understand how dif-
ferent forms of peer support may benefit higher education students.
This review identified three main categories of peer support: peer-
led support groups, peer mentoring and peer learning. A shared
understanding and use of these categorical terms beyond peer
support is imperative to future research and dissemination.
However, first the definition of a peer needs to be clarified.

Defining a peer

The lack of consistent terminology brings into question how HEIs
define a peer. Although peer support is broadly about people sup-
porting each other based on shared experiences,12 more is required
to define a peer in HEIs. This review defined peer support as higher
education students helping each other since all peer facilitators and
students accessing peer support had this identity. However, other
identities are also being used to define a peer by ‘course’, ‘year/seni-
ority’, ‘heritage’, ‘age’ and ‘lived experience of mental health
difficulties’.

Of the studies that defined peers based on their year of study
(n = 13), ten were for first-year students. Although this may not
be surprising for peer mentoring, as it is defined by a higher-year
student supporting a lower-year student, this was also seen in
peer-led support groups and peer learning. Being described as an
‘acute stressor’, the transition into higher education strains well-
being, as students face many changes and can struggle to settle
in.111 Perhaps this is why so many peer support interventions are
focused on first-year students; however, each year in higher educa-
tion presents new challenges, with stress levels fluctuating through-
out a degree. Conley et al112 found that students in the USA enrolled
in a 4-year degree had the poorest psychological functioning across
the first two years of study, with improvements seen in the final two
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years. In England, anxiety triggered by higher education and psy-
chological well-being fluctuated for 3-year degree students;
however, depression rates were highest in the final year of
study.113 This finding raises questions about whether students
would also benefit from peer support beyond their first year.
Of the four papers that offered peer support for higher-year stu-
dents such as those in their second and third years,102,106 third
years107 and seniors,95 all were part of the peer-led support
group category. None had significant results for improved
student mental health and well-being outcomes. Although a
need might exist, more research is needed to understand if peer
support does improve the mental health and well-being of
higher-year students.

Another common way to define a peer was through a course of
study. Healthcare studies and psychology were the most frequent
courses to offer peer support, with nine of the 12 studies falling
within these disciplines. Compared with students from other
degrees, studies indicate that medical students have higher rates
of mental and emotional difficulties, increased levels of mental dis-
tress during training and are less likely to seek help.114,115 In one
study, however, students from the sciences and arts and humanities
had significantly higher mean levels of depression than students
from health sciences and social sciences.116 A study of nursing stu-
dents in Spain and Chile found that levels of mental distress reduced
over time, indicating that nursing education may be a protective
factor against mental health disorders.117 Therefore, peer support
should be evaluated with students across various courses to under-
stand any differences.

Peer-led support groups

This review defined peer-led support groups as a type of peer
support that aims to gather groups of students together for
mutual support, which was a unique factor. Mutual support is ‘a
process by which persons voluntarily come together to help each
other address common problems or shared concerns’.118 Peers
form self-help support groups by meeting for mutual assistance.24

Although group settings offer mutual support for those attending,
the review did not include outcomes for peer facilitators, so the
mutuality of these groups warrants further investigation. From
descriptions alone, it is hard to discern the extent of mutuality in
support provision. Of the four studies that had all students act as
facilitators,95,98,106,107 all were part of the peer-led support group
category except one, which was categorised as peer learning.98

One study had facilitators take turns leading,87 whereas the others
had all students trained with no set facilitator for the group sessions
so that everyone was expected to participate equally.106,107

Peer-led support groups had the most mixed findings, so their
efficacy remains to be seen. As the most frequently evaluated inter-
vention type, 20 measures were used to explore 14 mental health
and well-being outcomes. The various measures might demonstrate
indecision on the objective of peer-led support groups. Similarly, the
different measures could also be explained by the different delivery
methods. Although the ‘group’ aspect of this category was the defin-
ing feature, the studies represented a range of interventions, such as
a peer-run self-help group,24 mutual support group90 and
peer-facilitated/-led stress management group/peer education.89,91

The diverse delivery methods may explain the difference in
outcome measures assessed and the mixed results of this category.
However, many studies lacked detailed descriptions of the interven-
tions. Hence, it is difficult to assess whether they are indeed distinct
or if a difference in the nomenclature used to describe interventions
explains these results. Based on the heterogenous literature for this
peer support, it is impossible to identify when or why some forms
improve student mental health. The peer-led support group is

therefore a category of peer support that warrants further investiga-
tion using shared terminology and clear descriptions of the inter-
ventions to understand the factors associated with its efficacy.

Peer mentoring

In this review, we defined peer mentoring as a type of peer
support that relies on higher-year/more experienced students
to support lower-year/less experienced students. Mentoring is
known broadly as a transfer of knowledge,119 where a more
experienced, usually older, individual guides a mentee with less
experience.120 Depending on the institution, peer mentoring
goes by names such as a ‘parent’ programme, ‘buddy’ scheme
or ‘family’ programme. No matter the title, peer mentoring pro-
grammes operate on the same belief that students who have more
experience in higher education can mentor less experienced
students.

Peer-led support groups were defined by their group nature;
peer mentoring had more heterogeneity in approach. Most peer
mentoring happened with mentors supporting mentees on a
one-to-one basis, but three of the 11 papers took alternative
approaches. These studies paired one mentor with up to three
mentees,105 had a dyad with a group of mentees connecting
with one mentor92 or took a mixed approach with one-to-one
meetings and homework assigned to the students receiving
support.88 All alternative approaches to one-to-one peer mentor-
ing had significant results in the assessed mental health and well-
being measures. Overall, the included studies used 17 measures to
evaluate ten outcomes. Stress was the predominant outcome, with
62.5% of the studies demonstrating significant, positive results for
stress. Therefore, peer mentoring benefits student stress and takes
a mostly one-to-one structure; however, other approaches can be
helpful. The literature mostly agrees on peer mentoring termin-
ology to describe this type of peer support.

Peer learning

This review defined peer learning as a type of peer support that con-
venes students based on academic objectives and tends to be situ-
ated in departments. Peer-led team learning87 and cooperative
learning98 contributed to this category. Cooperative learning
creates spaces where students work toward a common purpose
and assist each other in learning.121,122 Peer-led team learning is
an experiential learning environment where students build knowl-
edge, talk to each other and develop higher-level reasoning and
problem-solving skills by thinking together about the conceptual
side of learning.123–125 Peer-assisted learning is also part of this cat-
egory,27 with Bournemouth University defining it as ‘a scheme that
fosters cross-year support between students on the same course’
while encouraging students to learn together and help each
other.126 The approach to learning is socially focused.127 In this
way, peer learning is distinguished from other supportive activities
because it is facilitative of student learning; structured and purpose-
ful with training and support; reliant on small groups; open to
everyone, non-compulsory and takes place in a safe, more relaxed
environment.128

Peer learning traditionally focuses on academic objectives. As
such, there are few studies assessing the impact of this type of
peer support on mental health and well-being. The data captured
here, however, suggests that peer-led learning interventions may
improve student mental health, with a significant impact on
reducing anxiety. Thus, the positionality of peer learning in
departments may be an opportunity for HEIs to take a settings-
based approach to improve student mental health in the
classroom.
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Peer support in higher education versus community
peer support

Although the promise of peer support in higher education is under-
pinned by the more established body of research on peer support in
community health settings, two issues have been raised through this
review. First, the measures being used differ. Two meta-analyses
found significant reductions in depressive symptoms for peer
support as an intervention in communities,20,129 which have been
used to justify further exploration of peer support in higher educa-
tion. Depression was measured as an outcome in only five studies in
the higher education context. Of these, one was peer mentoring,
which significantly favoured the intervention. The others were
peer-led support groups, with only one of the four studies reporting
significant benefits to depression. The lack of depression measures
makes comparing findings in community settings to HEIs difficult.

Only two peer-led support group studies defined a peer based
on their lived experience of mental health difficulties,86,90 bringing
them together with peer facilitators who self-identified as living with
a ‘mental illness’ or ‘psychological problem’. This finding contrasts
the definitions of a peer used in community mental health settings.
The NHS website defines peer support workers as ‘people who have
lived experience of mental health challenges themselves’ and who
use their experiences to empathise with and support others. This
inconsistency in how HEIs classify a peer in contrast to how a
peer is defined in community mental health settings in the UK is
essential. Because peer support in higher education does not seem
to recruit facilitators or students based on lived experience with
mental health difficulties, the basic definitions of a peer in a commu-
nity versus a HEI differ. This disparity in definition and lack of
shared outcome measures mean that the comparison between com-
munity programmes and peer support in higher education cannot
currently be made with the literature.

Limitations of evidence included in the review

No grey literature met the inclusion criteria. A search was under-
taken in OpenGrey34 and Grey Matters,35 but no results were
found. In addition, no relevant grey literature was encountered
through cross-referencing the included full-text studies.
Although five reports were discovered in a scoping review, all
were excluded after screening. They reported on peer support in
higher education generally, undertook qualitative evaluation
only or did not use a measure of student mental health or
well-being that fit the study criteria.12,30,130–132 Although grey lit-
erature can reduce publication bias and improve the comprehen-
siveness of a systematic review,133 more robust reporting in grey
literature is needed to meet basic efficacy measures in higher edu-
cation peer support.

Most included studies lacked a power analysis to assess whether
sample sizes were sufficient to detect intervention effects. Of those
that reported a power analysis, many had poor retention and/or
small sample sizes, which may explain the many non-significant
results of this review. Of the 28 included studies, 21 did not
report a power analysis. One included study was a primarily quali-
tative study, where the quantitative element met the inclusion cri-
teria, but the sample size was small (n = 2), affecting its quality.93

Of the seven studies that did report a power analysis, one did not
achieve the sample size required.94 Four of these were rated as
‘good’ in the risk-of-bias assessment, but the two others were
rated ‘fair’97 and ‘fair/poor’100 because of low retention and poor
reporting of outcome measures. A similar review in higher educa-
tion settings also found many underpowered studies, indicating
the need to run interventions to broader cohorts of students
across faculties, programmes or similar institutions to improve
power.36 With only six studies reporting on the funding received,

more funding may be required to make adequately powered
studies a reality.

Many studies presented incomplete data; for example, unclear
sample sizes and missing statistics/ raw data (i.e. means and s.d.).
Demographics were also poorly reported, so that it was not possible
to disaggregate gender, age or ethnicity for a helpful discussion.
Despite many studies missing integral parts, available data were
extracted when possible to calculate mean differences, P-values
and standardised mean differences for a more consistent synthesis.
The reporting in this review may indicate that better guidelines are
required. One review of higher education interventions for student
mental health and well-being recommended that medical reporting
guidelines134,135 are adapted to improve standards.36

Outcome measures were too heterogenous for meaningful com-
parison. Although anxiety and stress were the most common out-
comes investigated in the literature, there was little consistency in
measures. Although the Perceived Stress Scale was used most to
measure stress (n = 8) and the STAI was used to measure anxiety
(n = 4), many other measures were also applied to assess these
common outcomes. Some measures, such as the PANAS, were
used to measure different outcomes. For example, Eryilmaz88

chose to use PANAS and the SWLS to measure subjective
well-being, Kilpela et al97 used PANAS to measure negative affect
and Thomson and Esses109 used PANAS to measure psychological
adaptation. This lack of consistency is an obstacle to comparing and
drawing conclusions on effective interventions. A ‘core set’ of well-
being measures validated in higher education student populations
has been recommended.136 Similar guidance is needed for stress,
anxiety and perhaps depression, as this review’s most common
outcome measures, to complement existing toolkits.137

Limitations of the review process

A meta-analysis was not possible because of the outcome measure
heterogeneity, few reported effect sizes (or raw data to calculate
them) and limited information on the interventions to compare
similar studies. Vote counting is considered a less robust way to syn-
thesise evidence in a systematic review, since no information is
given on the magnitude of effects, sample sizes are not considered
and combining P-values is a more robust method.138 This system-
atic review is limited by the narrative synthesis taken; however,
using SWiM guidelines improved reporting transparency.33

Nonetheless, the synthesis method stipulated by the current evi-
dence available in the field limits the conclusions that can be drawn.

Although the Cochrane tool for assessing risk of bias in rando-
mised trials and other such tools is widely used,139 most do not
support multiple study designs.36 As this review had seven ran-
domised controlled trials, two cross-sectional with control and 19
pre–post with and without control designs, a different tool was
required. A modified NIH ‘Quality Assessment Tool for ‘Before-
After (Pre-Post) Studies With No Control Group’ was used for
the risk-of-bias assessment.40 The chosen method was limited in
practice because it is designed for studies without a control group,
so there were no criteria acknowledging if a study had a control
group, which would strengthen its quality. This approach to
risk-of-bias assessment was best-suited for the heterogeneity of
our included studies;36 however, as some studies also had a
cross-sectional design with a comparator, the chosen tool was an
imperfect option.

In this study’s synthesis, the initial baseline and post-
intervention measures were included for pre–post intervention
outcome measures. The post-intervention measures were synthe-
sised for cross-sectional with a control design. This approach was
used because studies included a mix of interim and follow-up mea-
sures at varying durations that did not allow for comparison.

Pointon‐Haas et al

12
https://doi.org/10.1192/bjo.2023.603 Published online by Cambridge University Press

https://doi.org/10.1192/bjo.2023.603


Although all time points were extracted to see if comparable data
was available, only the pre–post measures for longitudinal studies
and cross-sectional post-intervention data with control could be
used for synthesis. Using the pre–post time points allowed for
more comparison and generalisability in the extraction and synthe-
sis process.

Finally, the methodology has an additional limitation. This
paper focused on quantitative studies to meet the second of our
objectives: to evaluate the effectiveness peer support in higher edu-
cation. Future work may benefit from reviewing qualitative studies
to confirm our categorisation of types of peer support and defini-
tions of peer.

Implications of the results for practice, policy and future
research

This systematic review found that peer support in higher education is
defined in the literature according to three categories: peer-led support
groups, peer mentoring and peer learning. By identifying this nomen-
clature, HEIs can start using a shared language when evaluating inter-
ventions and communicating best practice. It will also improve
understanding of the strengths and limitations of peer support in
more detail so that areas for further research can be prioritised.

Peer-led support groups come together for mutual support.
Exploring the mutuality of peer support for the peer facilitators
and those attending was beyond the scope of this review, but
should be studied further. In addition, although this form of peer
support was the only one to measure depression outcomes multiple
times, results were mixed, which may indicate that the category is
too broad. Alternatively, as this form of peer support is most com-
parable to community mental health settings, it may be that the gap
in how HEIs and healthcare settings define a peer and measure dif-
ferent outcomes is the barrier to the identification of effective inter-
ventions. Further investigation is needed into what specific peer-led
support group components improve efficacy.

Peer mentoring is mostly for incoming students to receive
support from a higher-year/more experienced student. This type
of peer support was the most homogeneous in the terminology
used and implementation (one to one). Of the three peer support
types, it was also the most promising for improving stress outcomes.
Nonetheless, alternative approaches to peer mentoring (e.g. small
groups) demonstrated significant results in other measures (e.g.
affect and depression), indicating that more research is needed to
understand how the structure of peer mentoring affects mental
health and well-being outcomes.

Peer learning operates in groups and convenes for academic
objectives. Results indicate that significant improvements in
anxiety were linked to peer learning. HEIs should consider incorp-
orating relevant measures into existing peer learning programmes
so that further investigations of its benefits tomental health and aca-
demic outcomes can be made.

In conclusion, despite hopes that peer support in higher education
would offer an accessible, setting-based solution to improving student
support, the findings of this review are mixed. Of the three types of
peer support, two had the most significantly positive results: peer
learning reduced anxiety and peer mentoring reduced stress levels.
Results for peer-led support groups, however, were varied. Although
peer-led support group interventions assessed depression more than
any other type of peer support, they did not show amajority of signifi-
cant results for any of the outcomes measured.

Peer support interventions aimed at improving student mental
health and well-being were set up with specific objectives, such as
easing the transition into higher education (peer mentoring),
meeting academic objectives (peer learning) or enhancing mutual
support (peer-led support groups). Furthermore, how a peer was

defined in the higher education context varied, which is crucial to
understanding the intervention. Students’ years of study and discip-
line were common features of defining a peer. However, peer-led
support groups were the only type that brought together students
with lived experiences of mental health difficulties as peers, which
is most similar to community mental health settings. This compar-
ability warrants further investigation, as this type of peer support
shows promising applications in wider communities.

Various modes of peer support that use specific definitions of a
peer are more or less useful for different needs. Although HEIs con-
sider peer support as a potential addition to support services, defin-
ing the type of peer support and what a peer is must be considered.
Next, researchers and educators need to set standardised mental
health and well-being metrics for the various types of peer
support, so that more robust studies can be conducted. These find-
ings should be shared widely, using better reporting guidance to
elevate best practice. With this, HEIs can start to assess which
types of peer support are helpful when and for whom, as part of a
whole-university approach to support all students’ mental health
and well-being. The definitions of peer support provided in this
review, however, are the first steps toward a consistently shared
vocabulary to tackle these challenges.
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