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Abstract
Despite progress in research on evidence-based treatments (EBTs) for youth psychopathology, many youths with mental 
health needs do not receive services, and EBTs are not always effective for those who access them. Wise interventions (WIs) 
may help address needs for more disseminable, potent youth mental health interventions. WIs are single-component, social–
psychological interventions designed to foster adaptive meaning-making. They have improved health-related and interper-
sonal youth outcomes, yet their potential to reduce youth psychopathology has not been systematically explored. Accordingly, 
we conducted a systematic, descriptive review characterizing WIs’ potential to reduce youth mental health problems. Across 
25 RCTs (N = 9219 youths, ages 11–19) testing 13 intervention types, 7 WIs qualified as “Well-Established,” “Probably 
Efficacious,” or “Possibly Efficacious” for reducing one or more types of youth psychopathology, relative to controls. Among 
these, 5 WIs significantly reduced youth depressive symptoms; 3, general psychological distress; and 1 each, eating prob-
lems, anxiety, and substance use. Three of these 7 WIs were self-administered by youths, and four by trained intervention-
ists; collectively, they were 30–168 min in length and targeted clinic-referred and non-referred samples in clinical, school, 
and laboratory settings. Overall, certain WIs show promise in reducing mild-to-severe youth psychopathology. Given their 
brevity and low cost relative to traditional (i.e., therapist-delivered, 12- to 16-week, clinic-based) EBTs, WIs may represent 
beneficial additions to the youth mental healthcare ecosystem. Priorities for future research are proposed, including testing 
WIs for parents, younger children, and externalizing problems; as EBT adjuncts; and in schools and primary care clinics to 
increase access to brief, effective supports.
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Efforts to deploy evidence-based treatments (EBTs) for 
psychopathology have advanced greatly, yet they have not 
reduced the overall burden of youth mental illness. This 
discrepancy stems partly from service accessibility and 
potency: up to 80% of youth with mental health problems do 
not receive services, and EBTs are not always effective for 
those who do access them (Kataoka et al. 2002; Konrad et al. 
2009; Weisz et al. 2018). Social–psychological research on 
wise interventions (WIs) may help address this need through 

more readily accessible yet potent strategies to reduce psy-
chopathology for youths and families in need. Wise inter-
ventions (WIs) are precise, theory-based, brief techniques 
that target specific psychological processes to help people 
flourish across diverse life domains. WIs aim to systemati-
cally promote adaptive meaning-making and attributions 
about the self and social worlds—particularly in response 
to stress, threat, and challenge. In turn, these more adaptive 
ways of thinking can spur changes in beliefs and behavior 
in ways that accrue over time (Walton and Wilson 2018). 
In controlled studies and field trials, WIs have yielded ben-
efits for interpersonal and health-related outcomes for youth 
(Duckworth et al. 2013; Walton 2014; Walton and Wilson 
2018; Yeager and Dweck 2012). However, their promise 
in reducing and preventing youth mental health problems 
remains largely unexplored. Accordingly, the goal of this 
manuscript is to systematically review the evidence to date, 
and present future possibilities, for applying WIs to treating 

 * Jessica L. Schleider 
 jessica.schleider@stonybrook.edu

1 Department of Psychology, Stony Brook University, 
Stony Brook, USA

2 Department of Psychology, University of Texas at Austin, 
Austin, USA

3 Department of Applied Psychology, New York University, 
New York, USA

http://orcid.org/0000-0003-2426-1953
http://crossmark.crossref.org/dialog/?doi=10.1007/s10567-019-00301-4&domain=pdf


71Clinical Child and Family Psychology Review (2020) 23:70–101 

1 3

and preventing psychopathology in youth—including inter-
nalizing problems, externalizing problems, and substance 
use. We first provide a working definition of WIs, noting 
their similarities and differences from existing evidence-
based treatments (EBTs) for youth mental health problems. 
Next, we summarize evidence supporting positive effects of 
WIs on youths’ interpersonal, academic, and physical health 
outcomes, providing descriptions of commonly tested WIs 
and introducing their potential to address diverse youth men-
tal health concerns. We then present a systematic review of 
randomized trials that have evaluated the effects of WIs on 
youth mental health problems, outlining their design, con-
tent, and effectiveness for reducing youth psychopathology.1 
Finally, we propose priority areas for future work on WIs for 
youth mental health. We hope to offer a roadmap toward a 
translational social–clinical intervention science, incorporat-
ing WIs, EBTs, and their integration to improve the potency 
and accessibility of psychological supports for youth.

Defining and Differentiating “Wise” 
Interventions

WIs have been defined by Walton and Wilson (2018) as 
“[interventions] that focus on (are “wise to”) the meanings 
and inferences people draw about themselves, other peo-
ple, or a situation they are in and use precise, theory- and 
research-based techniques to alter these meanings.” (p. 6). 
The “meanings” that WIs are designed to alter have been 
referenced in myriad ways in social and clinical psycho-
logical literatures, including lay theories (Furnham 1988), 
causal attributions (Weiner 1985), and cognitive distortions 
(Beck 2008). In sum, these “meanings” are people’s guid-
ing beliefs about the self and the social world that directly 
guide their interpretations of stress, their inclinations toward 
adaptive versus maladaptive coping strategies, and in turn, 
their functioning across critical life domains. Consistent 
with cognitive-behavioral models of psychopathology (Beck 

1967), WIs are rooted in the scientific premise that people’s 
behavior stems from their interpretations of themselves and 
their social environment, and that those interpretations are 
modifiable through targeted, precise interventions.

Based on past thematic analyses of WIs and meta-analy-
ses of clinical interventions for youth mental health (Walton 
and Wilson 2018; Weisz et al. 2018), WIs both overlap with 
and differ from traditional EBTs for youth mental health—
i.e., those that are clinic-based, span 12–16 weekly sessions, 
and are designed for delivery by a trained therapist (Weisz 
et al. 2018). Their primary similarity appears to rest in the 
types of basic, beliefs that WIs are designed to address, cat-
egorized into three groups through a review and thematic 
analysis conducted by Walton and Wilson (2018): beliefs 
promoting understanding (viewing the world in a realistic 
way that matches lived experience), self-integrity (thinking 
well of one’s self), or belongingness (feeling connected to 
valued others). In other words, Walton and Wilson’s review 
identified WIs as being used to target and strengthen think-
ing styles (i.e., beliefs) linked to adaptive functioning, 
both intra- and interpersonally. Traditional EBTs for youth 
internalizing and externalizing psychopathology routinely 
address a similar set of beliefs. For instance, cognitive-
behavioral and interpersonal treatments for youth depres-
sion teach youths to combat unrealistic predictions about 
the likelihood of negative outcomes (understanding), reduce 
negative self-talk (self-integrity), and restore feelings of 
connectedness with others (belonging); and evidence-based 
treatments for youth aggression and behavior problems often 
aim to neutralize hostile attribution bias (understanding), 
mitigate views of one’s self as a “bad kid” (self-integrity), 
and reduce conflict with peers and family members (belong-
ing). Thus, both WIs and many traditional EBTs focus 
explicitly on modifying a shared set of adaptive beliefs that 
foster adaptive, personally valued behavior change.

However, other characteristics of WIs differentiate them 
from EBTs, which are generally designed for delivery by 
trained therapists in brick-and-mortar clinical settings. First, 
WIs appear to be designed as single-component interven-
tions: Interventions that include a streamlined, focused activ-
ity to support adoption of a specific way of thinking or mak-
ing attributions (for a more thorough description, see Yeager 
and Walton 2011). Accordingly, WIs tend to be extremely 
brief, including just one or a handful of sessions (Walton and 
Wilson 2018), whereas traditional youth-focused EBTs tend 

1 In this review, we focus on WIs that have been evaluated as brief, 
stand-alone interventions for reducing symptoms of psychopathology 
in youth. Initially, we had also intended to evaluate extant evidence 
on WIs as adjunctive interventions to foster engagement and retention 
in traditional EBTs. However, we found no existing RCTs that com-
bined traditional EBTs with adjunctive WIs. We were able to iden-
tify one trial evaluating the effects of WIs on parents’ attitudes toward 
youth mental health treatment (Schleider and Weisz 2018a, b); how-
ever, this trial did not evaluate WI effects on youth mental health and 
was thus excluded from our review. Additionally, some of the RCTs 
included in this review assessed WI effects on youths’ knowledge of 
mental health problems and motivation for treatment (Bailey et  al. 
2004; Klimes-Dougan et al. 2009). We therefore discuss the promise 
of using WIs as adjunctive interventions in the discussion section of 
this manuscript, although this possibility has yet to be tested empiri-
cally.
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to teach multiple skills and strategies across many weekly 
sessions (sixteen, on average; see Weisz et al. 2018).2,3

Second, WIs have been described as explicitly focused 
on shifting participants’ beliefs in order to spur ‘recursive’ 
recovery processes, whereby shifts in key beliefs (namely, 
beliefs that improve senses of belongingness, understand-
ing, and self-integrity) facilitate behavior change, which in 
turn reinforce initial, adaptive belief change—ultimately 
supporting long-term progress both cognitively and behav-
iorally (Yeager and Walton 2011). That is, the effects of WIs 
rely almost entirely on personally guided learning embed-
ded in real-world experiences. Traditional youth-focused 
EBTs tend to include strategies addressing both beliefs and 
behaviors to support patterns of change (as in behavioral 
activation for depression, graded exposure therapy for anxi-
ety, or behavior parent training), rather than focusing specifi-
cally and exclusively on changing beliefs. In EBTs, adaptive 
changes are reinforced largely through structured, therapist-
guided practice in clinical settings.

Finally, WIs and traditional EBTs are structured and 
presented to participants in notably different ways. WIs are 
designed to be non-stigmatizing, unobtrusive (e.g., deliv-
ered via technology or lay providers in real-world contexts 
they regularly frequent, rather than separate, clinical set-
tings), and relevant to youths with and without severe psy-
chopathology (e.g., Schleider and Weisz 2016; Schleider 
and Weisz 2018a, b; Miu and Yeager 2015). Some WIs 
designed to address youth psychopathology never once 
mention “depression,” “conduct problems,” or “anxiety” to 
their participants (similar to other interventions designed for 
non-treatment-seeking populations), despite the relevance 
of the intervention’s targeted beliefs to each problem type. 
In contrast, clinic-based EBTs for youth psychopathol-
ogy make clear reference to the problem or disorder being 
addressed, as most are designed for actively treatment-seek-
ing populations.

In sum, WIs and EBTs aim to restore a shared set of 
beliefs (promoting a sense of belonging, self-integrity, and 
understanding); however, WIs routinely differ in length 

(typically briefer), presentation (as non-stigmatizing and 
non-specific to clinical populations), and focus (on a single 
belief or strategy, as opposed to many interconnected ones) 
versus traditional EBTs.

WIs for Youth Academic and Interpersonal 
Outcomes

Many of the above-mentioned differences between WIs and 
EBTs stem from the fact that, in large part, WIs are designed 
to address non-clinical social problems. To contextualize 
the promise of WIs applied to clinical youth problems and 
populations, we briefly summarize extant literature on the 
effects of three well-tested WIs—self-affirmation, mental 
contrasting with implementation intentions, and growth 
mindset (incremental theory) interventions—on academic 
and interpersonal outcomes in youth. (Note that multiple 
reviews have been written on each of these WIs and their 
impacts on academic and interpersonal outcomes in non-
clinical youth populations; see Oettingen and Reininger 
2016; Walton and Wilson 2018; (Sherman and Cohen 2014; 
Yeager and Dweck 2012) for comprehensive reviews).

Self-affirmation interventions give participants opportuni-
ties to assert their core values, especially when those values 
might be under threat (Cohen and Sherman 2014). These 
affirmations often involve brief writing sessions (as short as 
10 min) where participants write about themselves in a way 
that affirms a positive, authentic sense of self (Sherman and 
Cohen 2006). These affirmations can be about large personal 
accomplishments, but even “small” affirmations can have 
outsized effects on participants if they are personally mean-
ingful (Yeager and Walton 2011). These affirmations may in 
turn broaden participants’ attention beyond whatever current 
threat they are experiencing (e.g., being a person of color in 
an academic environment with white peers), see the threat 
as less relevant to who they are as a person (e.g., not attrib-
uting a bad grade to a deficient, less deserving academic 
self), and cultivating an approach orientation toward threat 
rather than avoidance (e.g., starting to look over the prob-
lems missed on the assignment so they have a better chance 
of performing better on the next assignment). These more 
adaptive behaviors may compound over time and improve 
outcomes long after the original intervention is completed 
(Miller et al. 2017).

Self-affirmation interventions can decrease the achieve-
ment gap between students of color and White students 
during their middle school years (Cohen et al. 2006, 2009; 
Sherman et al. 2013). There is evidence that the gap between 
Latinx students and White students remained narrower 
among the affirmed students 3 years later after the students 
entered high school (Sherman et al. 2013). These interven-
tions narrowed the achievement gap by decreasing the rate 

2 WIs may intersect in notable ways with components of EBTs for 
youth psychopathology. Embry and Biglan (2008) define evidence-
based “kernels” as "fundamental units of behavioral influence that 
underlie effective prevention and treatment." From our perspective, 
WIs may be understood as a specific type or sub-category of kernels, 
which share defining features of their own. For instance, unlike many 
other kernels, WIs are generally designed and evaluated as stand-
alone interventions (although we also suggest how WIs might com-
plement multi-component EBTs for youth mental health problems).
3 Notably, brief and even single-session interventions (SSIs) have 
shown promise in reducing youth psychopathology of multiple types; 
see Schleider and Weisz 2017, for a meta-analysis of SSIs for youth 
psychopathology. However, not all SSIs qualify as WIs, due to the 
criteria noted in this section.
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at which grades decreased among minority students, not 
increasing their grades. This “slowing down” of a negative 
process is a feature of other wise interventions as well and 
could in principle be clinically useful, especially in preven-
tion contexts (Walton 2014). Self-affirmation interventions 
have also lowered the achievement gap between first-gen-
eration college students and continuing generation college 
students in introductory science courses (Harackiewicz et al. 
2014; Miyake et al. 2010). Self-affirmation interventions do 
not always produce significant treatment effects (Hanselman 
et al. 2017), implying that further investigation with different 
outcomes could help us better understand their boundary 
conditions.

Mental Contrasting with Implementation Intentions 
(MCII) is a self-regulation strategy designed to increase 
both goal commitment (via mental contrasting), and in turn, 
likelihood of goal implementation (through implementation 
intentions). In completing MCII, individuals first name their 
most important wish in a particular domain, such as academ-
ics (e.g., a wish to improve performance in math class). Sec-
ond, participants imagine and elaborate the desired future 
of having successfully fully addressed this concern (e.g., 
increasing one’s math class grade). Lastly, they imagine and 
elaborate the primary obstacle in the way of realizing their 
wish (e.g., feeling discouraged when class material is chal-
lenging). By drawing the person’s attention to the fact that 
their strongest wish is unrealized, naming this obstacle is 
thought to activate expectations of success and motivation 
to pursue the desired future (Oettingen 2012). The latter por-
tion of the exercise (implementation intentions) is designed 
to capitalize on this motivation, guiding individuals to devise 
an “if–then” plan regarding when, where, and how their goal 
intention (“I wish to do better in math class”) should be 
implemented (e.g., “if I feel discouraged because the mate-
rial is challenging, then I will ask my mother or teacher for 
help with the assignment!”). This “implementation inten-
tion” is thought to strengthen readiness to take action toward 
a desired goal if and when the specified obstacle emerges 
(Achtziger et al. 2011; Webb and Sheeran 2007).

MCII has been adapted for self-administration via pen-
and-paper or a publicly available mobile phone app (www.
woopm ylife .org, where the app-based activity is publicly 
available in multiple languages). It has also been adapted for 
delivery by trained interventionists in classroom settings for 
large groups of students (Duckworth et al. 2013). Research 
has shown beneficial effects of self- and interventionist-
administered MCII interventions on youths’ academic per-
sistence and behavior at school. In one RCT, tenth grade stu-
dents who completed a brief MCII intervention completed 
more academic practice items over their summer break 
than did students who received an information-only con-
trol (Gollwitzer et al. 2011). Separately, fifth grade students 
who completed a classroom-based MCII exercise showed 

improvements in grades and school attendance relative to 
youths who received a ‘positive thinking’ control interven-
tion (Duckworth et al. 2013). Youths with mental health 
challenges have also benefited from MCII: among children 
at high risk for ADHD, those who received an MCII inter-
vention showed improvements in homework completion 
and organization at school compared to those who did not 
(Gawrilow et al. 2011, 2013). In another study, early col-
lege students who completed a brief MCII exercise about 
an important academic concern scheduled twice as many 
hours of their time for the upcoming week as participants 
who completed control exercises (Oettingen et al. 2015).

Growth Mindset (Incremental Theory) Interventions 
encourage participants to believe traits are malleable 
(growth mindset) rather than unchangeable (fixed mindset). 
Endorsing this growth mindset in turn may lead to greater 
effort, more help seeking, and better outcomes in impor-
tant domains like interpersonal functioning and academics 
(Yeager and Dweck 2012). Notably, there is no uniform 
standard for what constitutes a mindset intervention, and 
interventions targeting mindsets of different types (e.g., 
mindsets with respect to intelligence versus mindsets with 
respect to personality) have notable differences both in their 
content and targets. Here, we will focus on mindset interven-
tions targeting malleability beliefs about personality (i.e., 
personal traits such as shyness, sadness, and social skills), 
as these programs carry greater theoretical relevance to men-
tal health outcomes than do mindset interventions targeting 
beliefs about intelligence (Schleider and Schroder 2018). 
In general, these programs are self-administered by youth, 
teach the “brain science” behind why it is possible for vari-
ous personal qualities to change, contain testimonial quotes 
reinforcing the possibility of change from peers, and involve 
the completion of a “self-persuasion” exercise where youth 
write about how change is possible to help another youth 
who is struggling (Yeager et al. 2016b). These interventions 
are thought to remove a barrier for expanding effort in the 
face of difficulty and asking for help, especially for margin-
alized groups, following a Lewinian field theory principle 
that removing crucial barriers can facilitate success (Lewin 
1944).

Growth mindset interventions targeting the malleability 
of personality in adolescents do appear to improve inter-
personal functioning. For example, adolescents who receive 
a growth mindset of personality intervention compared to 
an active control encouraging sharing of feelings recover 
more quickly according to physiological markers follow-
ing the Trier Social Stress Test (Schleider and Weisz 2016). 
Importantly, improvements in personality growth mindset 
were associated with faster recovery from social stress, indi-
cating a plausible causal pathway between improvement in 
growth mindset and improvements in responses to social 
stress. These more adaptive responses to a laboratory social 

http://www.woopmylife.org
http://www.woopmylife.org
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stress test following randomization to a growth mindset 
of personality condition compared to a control have also 
replicated in a separate sample (Yeager et al. 2016a). In a 
second sample within that study, youth who received the 
growth mindset of personality intervention compared to the 
control saw a decreased coupling of daily diary reported 
social stress and daily threat appraisals and physiological 
markers of stress. Therefore, youth in the growth mindset 
interventions respond more adaptively to social stress in the 
laboratory and in day to day life. Based on these initial stud-
ies, growth mindset of personality interventions has shown 
the potential for clinical utility.

WIs for Youth Psychopathology?

Given EBTs’ and WIs’ overlapping targets (core, maladap-
tive beliefs, and attributions), WIs might be harnessed to 
help address specific maladaptive beliefs underlying youth 
psychopathology. Indeed, WIs may be viewed as well-tar-
geted, theoretically precise strategies to mitigate cognitive 
vulnerabilities (maladaptive beliefs or cognitive styles, as in 
the cognitive vulnerability-stress model of psychopathology: 
Beck 1967; Mathews and MacLeod 2005), thereby increas-
ing adaptive coping and reducing hopelessness, aggres-
sion, and distress in the face of setbacks and stressors. WIs 
teaching growth mindset offer an example of this possibility. 
Youths holding fixed mindsets of personal traits and abili-
ties (i.e., viewing those traits as inherently unchangeable; 
(Dweck 2008) tend to report higher levels of psychopathol-
ogy (Schleider et al. 2015) and increased internalizing prob-
lems over time (Schleider and Weisz 2015; Romero et al. 
2014). Indeed, fixed views of personal traits routinely lead 
to maladaptive attributions following social challenge: for 
instance, thinking “I must be a terrible person” after argu-
ing with a friend, or “life will always be impossible” after 
experiencing a depressive episode (Schleider and Schroder 
2018; Yeager and Dweck 2012). Youths with fixed mind-
sets are likely to perceive intra- and interpersonal stress-
ors as indicative of permanent deficits or problems; those 
perceptions, in turn, foster feelings of helplessness, defeat, 
and maladaptive coping, all of which have been shown to 
underlie psychological symptoms and disorders (Abram-
son et al. 1990; Webb et al. 2012). Thus, holding fixed as 
opposed to growth mindsets may reflect a cognitive vulner-
ability for psychopathology in youth: one that WIs have been 
shown to mitigate. Thirty- to ninety-minute, computer-based 
WIs teaching adolescents that personal traits are malleable 
have prevented depression symptoms and improved well-
being in non-clinical samples (Miu and Yeager 2015, OR 
.55, with the WI group showing lower odds of reporting 
clinically elevated levels of depression; (Smith et al. 2018), 
d = .11, with the WI group showing relative improvements 

in well-being at school) and reduced depression and anxi-
ety symptoms in high-risk adolescent samples (Schleider 
and Weisz 2018a, b), all compared to active control inter-
ventions. Thus, growth mindset WIs, along with other WIs 
addressing different cognitive vulnerabilities, may represent 
well-targeted strategies for reducing distress in adolescents 
with varying levels of clinical need.

Pursuing this possibility may carry great practical value, 
given WIs’ high potential for disseminability. Indeed, WIs 
routinely meet the criteria for disseminable, novel psycho-
social treatments described by Kazdin and Rabbitt (2013). 
They routinely hold potential to improve treatment reach 
(the capacity to reach individuals not usually served or well 
served by traditional service delivery models, given their 
brevity), are frequently scalable (they possess the capacity 
to be applied on a large scale or larger scale than traditional 
service delivery—e.g., through delivery to entire schools 
or classrooms simultaneously: Miu and Yeager 2015), are 
affordable (relatively low cost compared to that of the usual 
model, which relies on individual treatment by highly trained 
professionals, as in free online WIs: Oettingen and Reininger 
2016), may help expansion the non-professional workforce 
(increases the number of providers who can deliver interven-
tions, as in teacher-delivered WIs: Conrod et al. 2013); they 
may expand settings where interventions are provided [they 
may bring mental health interventions to locales and every-
day settings where people in need are likely to participate 
or attend already, such as schools, (Halliwell and Diedrichs 
2014), and personal mobile devices (Kauer et al. 2012)], 
and possess feasibility and flexibility of intervention delivery 
(capacity for interventions to be implemented and adapted to 
varied local conditions to reach diverse groups in need, as in 
multiple growth mindset intervention adaptations for unique 
populations: Schleider and Weisz 2016, 2018a, b; Miu and 
Yeager 2015; Smith et al. 2018). Based on these metrics 
(identified by Kazdin and Rabbitt 2013 and Kazdin 2018 as 
key indicators of interventions’ disseminability potential), 
when tailored to youth mental health needs, evidence-based 
WIs may dramatically expand the accessibility of mental 
health supports for the many youths who might not other-
wise receive them, and perhaps improve the potency of those 
services for those who do.

Present Review

In sum, WIs have reduced youth psychopathology across 
several studies, and WIs may hold promise to expand the 
reach of youth mental health supports. However, no system-
atic review has investigated WIs’ effectiveness and promise 
for reducing and preventing youth mental health problems. 
Accordingly, the goal of this review is to better charac-
terize the effectiveness of WIs for various types of youth 
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psychopathology; identify where and how they have been 
effectively administered; the populations they have and have 
not benefited; and the qualities of WIs that may have helped 
or hindered their efficacy. By overviewing the types of and 
ways in which brief WIs have reduced psychopathology in 
youths to date, this review may offer a roadmap for testing 
the promise and place for WIs in the greater youth mental 
health ecosystem, whether as stand-alone programs, adjunc-
tive treatments, or low cost, non-stigmatizing ‘boosters’ to 
maintain initial gains achieved in traditional EBTs.

Method

Search Strategy

We conducted searches in multiple bibliographic databases 
(PsychINFO, MEDLINE, Web of Science, Eric, ProQuest—
Dissertations, PsyArXiv) as well as manual reviews of rel-
evant literature (e.g., Walton and Wilson 2018; Schleider 
and Weisz 2017) to identify peer-reviewed randomized 
controlled trials and unpublished manuscripts describing 
the effects of WIs on youth psychopathology (date range: 
January 1, 2003 through September 1, 2018). Search terms 
including combinations of the following: child, adolescent, 
youth, pediatric, or parent, mother, or father; along with 
mental health, psychopathology, depression, anxiety, aggres-
sion, internalizing or externalizing; along with intervention, 
prevention, treatment, randomized trial, workshop, field 
trial, or training (to be as inclusive as possible of the ways 
in which “interventions” might be described across fields). 
As our goal was to be over-inclusive in the initial screening 
stage of potentially eligible studies, we also checked refer-
ences of earlier reviews and contacted researchers conduct-
ing work in this domain to help ensure thoroughness. At 
the same time, to focus the scope of our review on WIs for 
psychopathology and clinical problems, we omitted search 
terms such as “well-being” and “happiness” in our search; 
such outcomes are of course important to consider in the 
context of overall youth development, but they were outside 
the scope of this review.

Inclusion and Exclusion Criteria

Criteria for study inclusion were as follows: (1) English-lan-
guage articles; (2) mean youth age no older than 19.0 years; 
(3) youths (and/or caregivers) randomly assigned to a psy-
chosocial (non-pharmacological) WI or a comparison condi-
tion, including no-treatment, waitlist, and “active” controls, 
such as attention-only, psychoeducation, or psychosocial 
placebo; (4) the RCT includes one or more intervention 
outcomes related to youth (not parent/caregiver) men-
tal health or psychopathology, assessed at both pre- and 

post-intervention in the intervention and control groups 
(such trials were eligible for inclusion regardless of whether 
youth psychopathology was the primary intervention target); 
(5) trial was published in the past 15 years, given advances 
in technology that dramatically change the ways in which 
WIs can be developed and delivered; (6) the intervention 
being tested qualified as both a wise intervention and a brief 
intervention.

We determined whether an intervention qualified as 
“wise” and “brief” in the following three ways. First, the 
intervention must have been designed to alter youths’ and/
or caregivers’ ways of making meaning about themselves 
and the social world, interpreting themselves and the social 
world, or their belief systems about themselves and the 
social world (e.g., understanding, belonging, self-integ-
rity), per Walton and Wilson’s (2018) definition. Second, 
the intervention must be single-component by nature, as WIs 
are routinely characterized by their focus on a single mes-
sage, skill, or strategy to promote adaptive meaning-making 
(Weisz et al. 2017a, b; Yeager and Walton 2011). Interven-
tions teaching a cognitive skill or strategy along with one or 
more other skills or strategies, as is common in traditional 
cognitive-behavioral and behavioral parent training inter-
ventions, were therefore excluded from this review. Third, 
given our focus on wise interventions that are also scalable 
and have high potential for disseminability, we focused on 
interventions not exceeding 240-min or four 60-min sessions 
in length: i.e., interventions 75% shorter than traditional evi-
dence-based treatments for youth psychopathology (Weisz 
et al. 2018).4 Notably, “brief intervention” has been defined 
in myriad ways to date, from single-session interventions 
(Schleider and Weisz 2017) to those including eight or fewer 
sessions (i.e., 50% briefer than traditional youth therapies; 
Öst and Ollendick 2017). We defined “brief” wise interven-
tions more moderately for the purposes of this review, based 
partly on the mean number of sessions (3.9, on average) that 
youth typically complete in real-world clinical settings prior 
to terminating services (Harpaz-Rotem et al. 2004).

Figure 1 shows the study search and identification flow-
chart. Initial study selection (i.e., article screening) was 
conducted by the first author and 13 trained undergraduate 
and postgraduate research assistants. Specifically, abstracts 
were evaluated by two individuals on the research team 
according to whether they met the 4 of the 6 inclusion 

4 13 studies in this review were excluded on the basis of intervention 
length. However, of these 13 interventions, only 4 would have been 
excluded based on intervention length alone. More commonly, these 
studies would have qualified for exclusion based on failure to meet 
other criteria, regardless of whether the intervention length criteria 
had been in place. (For instance, interventions containing more than 
five sessions tended to also teach more than one skill or strategy, vio-
lating the ‘single-component’ criterion.).
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criteria outlined above (English-language article; youth 
age ≤ 19 years; randomized controlled trial; published 
in the previous 15 years). Rate of agreement across both 
raters for decisions to include versus exclude a study based 
on abstract review was 97.82%. Full texts were extracted 
for all articles generating disagreements between raters 
to minimize odds of missing relevant studies. At the sec-
ond stage of review (after full texts were extracted), arti-
cles were coded by two reviewers each on the remaining 
two inclusion criteria: (1) the RCT includes one or more 
intervention outcomes related to youth (not parent/car-
egiver) mental health or psychopathology, assessed at both 
pre- and post-intervention in the intervention and control 
groups, and (2) the intervention being tested qualified as 
both a wise intervention and a brief intervention (com-
pliance with the prior four criteria were double-checked, 
as well, as some features may not have been clear from 
abstracts alone). Specific study features guiding deci-
sions to include versus exclude at this stage are detailed 
in Fig. 1 (e.g., “intervention was multi-component,” or 
taught multiple types of skills and strategies, which would 
indicate disqualification as a ‘Wise’ intervention). Across 
the 812 full-text articles screened, inter-rater agreement 
was 94.58% on decisions to include versus exclude in 

the review. The 38 remaining studies were discussed by 
members of the research team, including the first author. 
A majority of these studies were ultimately excluded for 
being multi-component interventions. Twenty-five were 
included in the review.

Data Extraction, Coding, and Processing

Studies meeting inclusion criteria were coded for study and 
sample characteristics. These included study and interven-
tion characteristics, and indices of WI effectiveness. Given 
the novelty of the present topic, diversity of mental health 
outcomes and intervention types, and relatively small num-
ber of studies eligible for inclusion, we conducted a descrip-
tive systematic review as opposed to a quantitative meta-
analysis, which would have posed substantial interpretation 
challenges. Characteristics of all 25 included studies are 
presented in Table 1. All studies were doubly coded by the 
first author and one of seven trained undergraduate or post-
graduate research assistants. Disagreements were resolved 
via discussion and collaborative article review. Agreement 
on all coded variables was acceptable (for applicable vari-
ables, kappas = .76–1.0; ICCs = .81–.98). The manual used 

Fig. 1  PRISMA diagram
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to guide coding, written by the first author, is enclosed as a 
supplement to this manuscript.

We coded each study’s year and publication status (peer-
reviewed publication versus unpublished manuscript); sam-
ple type, including recruitment strategy (community versus 
clinic-referred sample); participant demographics including 
mean age, percentage of males versus females, and racial 
and ethnic identities; primary WI target (that is, was the WI 
designed to address academic outcomes, interpersonal out-
comes, mental health, or substance use?); and type of mental 
health outcomes assessed in the RCT (oppositional behavior 
and aggression, anxiety, depression including suicidal idea-
tion, eating problems, substance use, or general psychologi-
cal distress, such as low self-esteem and hopelessness). We 
also included descriptions of the WI evaluated in each study, 
characterized each study’s comparison or control condition 
(treatment as usual; placebo; psychoeducation; no treat-
ment), and coded RCT follow-up length (in weeks), number 
of participants assigned to each study’s WI and control con-
ditions, along with retention rates by group at final follow-
up; and the setting in which the WI was delivered (mental 
healthcare setting; school; general hospital; research lab; 
community center; or via technology/remotely). To charac-
terize intervention intensity and potential for scalability, we 
coded each WI’s delivery format (therapist administered; 
self-administered; school staff administered), length (in total 
minutes, number of discrete sessions, and number of total 
weeks), training required for therapists to administer the 
intervention (in hours, for therapist-administered interven-
tions only), and the reported availability of a given WI for 
public and/or therapist use.

To qualitatively gauge WIs’ promise in reducing youth 
psychopathology, we created brief summaries of each study’s 
results (paraphrasing authors’ reported results), describing 
the effects of WIs on all mental health outcomes assessed 
in a given RCT. We also coded the number of mental health 
outcomes assessed within each RCT, as well as whether each 
study’s WI exhibited any statistically significant, positive 
effect on a youth mental health-related outcome—and, if so, 
for which outcomes (anxiety; depression eating problems; 
generalized psychological distress; oppositional behavior; 
substance use)—compared to respective control conditions. 
Based on these codes, we characterized each type of WI 
identified in our review as being well-established, probably 
efficacious, possibly efficacious, experimental, or question-
able for specific youth mental health outcomes, based on 
previously defined criteria that are commonly used within 
clinical psychological science (see Table 2, drawn from cri-
teria created and refined by Chambless 1996a; Chambless 
and Hollon 1998; Chambless and Ollendick 2001; Huey and 
Polo 2008; Silverman and Hinshaw 2008; Southam-Gerow 
and Prinstein 2014). That is, we evaluated each WI on its 
efficacy in reducing a specific type of youth mental health 

outcome, resulting in multiple classifications for WIs that 
have been used for multiple youth problem types. Although 
this classification approach has previously noted shortcom-
ings (see Huey and Polo 2008; Southam-Gerow and Prin-
stein 2014)—for instance, it focuses on a treatment’s overall 
effect and does not systematically account for potential mod-
erators or contextual predictors of a treatment’s promise—
we adopted it for two reasons. First, we sought to maintain 
consistency between this review and the broader clinical 
science literature. Second, the early state of the literature on 
WIs for youth psychopathology precluded our ability to con-
duct robust assessments of WIs’ effects on certain subgroups 
or in specific contexts. As such, our focus in this review is on 
overall effects of WIs on youth psychopathology as opposed 
to context-specific effects, which may be helpful to consider 
in future work, particularly as the literature grows.

We also coded whether each study’s WI addressed one 
or more of the three basic beliefs identified by Walton and 
Wilson (2018; beliefs promoting a sense of understanding, 
self-integrity, and belongingness) to examine whether inter-
ventions targeting particular domains were more likely to 
reduce psychopathology in youth. Finally, to assess possi-
ble study bias, we coded methodological quality variables 
used in previous systematic reviews of psychosocial RCTs 
and recommended by the Cochrane Consumers and Com-
munication Review Group (Ryan 2013) that were reported 
with sufficient frequency and clarity to be applied across 
most studies. These variables were subject blindness to 
intervention condition by participants; personnel blindness 
to outcome assessments; and participant attrition (percent-
age of participants at randomization available at the final 
post-intervention assessment).

Results

Study Selection and Inclusion

Of the 4046 examined abstracts (3721 after excluding dupli-
cate records), 812 full-text articles were retrieved for fur-
ther consideration. Of these, 787 were excluded; reasons for 
exclusion are illustrated in Fig. 1. The 25 remaining stud-
ies (24 published articles, 1 unpublished dissertation) were 
coded in full by both the first author and a trained research 
assistant.

Characteristics of Included Studies

We identified a total of 25 RCTs of WIs published in the 
past 15 years that assessed at least one youth mental health 
outcome, which collectively included 9219 youths (Table 1). 
Across these RCTs, most of the WIs evaluated (n = 18) were 
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explicitly designed to address mental health concerns in 
participants. Some were designed to target substance use 
(n = 4), interpersonal problems (n = 2), or academic out-
comes (n = 1).

All of the included WI trials targeted pre-adolescents or 
adolescents (overall M age = 14.7, ranging from 11 to 19). 
Of the 25 included WI trials, 12 assessed effects on depres-
sive symptoms (including suicidal ideation), 3 assessed 
anxiety and/or trauma symptoms, 6 assessed substance use, 
3 assessed oppositional behavior or aggression, 8 assessed 
general psychological distress (e.g., self-esteem, hopeless-
ness, negative self-perception, mental health-related quality 
of life, etc.), and 3 assessed disordered eating or body image 
problems (several studies assessed more than one mental 

health outcome, hence the total n > 25). None assessed prob-
lems related to attention or impulsivity/hyperactivity. The 
modal number of youth mental health outcomes assessed 
per RCT was 1 (mean = 1.92; range 1–5).

In 14 of the 25 included RCTs, WIs addressed more than 
one of the three core domains identified by Walton and Wil-
son (beliefs that foster a sense of belongingness, self-integ-
rity, and understanding). In 11 RCTs, WIs addressed only 
one of these three domains, and in 5 RCTs, WIs appeared to 
address all 3 domains.

Twelve of the RCTs included clinical or high-risk sam-
ples, and 13 included community samples. More than half 
of the WIs were administered in school settings (n = 13); 
an additional three were administered in mental healthcare 

Table 2  Criteria for evidence-based status of wise interventions (WIs) for youth psychopathology

Criteria adapted from Silverman and Hinshaw (2008), Huey and Polo (2008), Division 12 Task Force on Psychological Interventions’ reports 
(Chambless 1996b, Chambless et  al. 1998), Chambless and Hollon (1998), and Chambless and Ollendick (2001). Additional adaptations by 
authors were implemented in order to maximize relevance of criteria for both preventive interventions (which may aim to reduce symptom levels) 
and treatments (which aim to reduce rates of disorder). Thus, our characterization of WIs as “Well-Established,” “Probably Effective,” “Possibly 
Effective,” “Experimental,” or “Questionable” references each WI type’s demonstrated capacity to reduce levels of symptoms or a disorder of a 
specific type

Evidence-based status criteria (Level 1 to 5)

Well-established (Level 1)
 Effects demonstrated for the intervention on a mental health outcome (either at the symptom/severity level or disorder level) by showing
  1.1a. Statistically significant superiority to pill, psychological placebo, or another active intervention

OR
  1.1b. Equivalent (or not significantly different) to an already well-established intervention,

AND
  1.1c. In at least two independent research settings and by two independent investigatory teams

Probably efficacious (Level 2)
 Effects demonstrated for the intervention on a mental health outcome (either at the symptom/severity level or disorder level) demonstrated for 

the intervention by showing:
  2.1. Statistically significant superiority to a waitlist or no intervention control, in at least two good experiments

OR
  2.2. Well-established criteria except for 1.1c

Possibly efficacious (Level 3)
 Effects demonstrated for the intervention on a mental health outcome (either at the symptom/severity level or disorder level) demonstrated for 

the intervention by showing:
  3.1 Statistically significant superiority to a waitlist or no intervention control, in at least one experiment

OR
  3.2 Statistically significant effects, in at least two clinical or experimental studies

Experimental (Level 4)
 Effects demonstrated for the intervention on a mental health outcome (either at the symptom/severity level or disorder level) demonstrated for 

the intervention by showing
  4.1. Statistically significant effects, but not tested in an experiment

OR
  4.2. Statistically significant effects, in at least one experiment, but not sufficient to meet Level 3 criteria

Questionable (Level 5)
 Effects demonstrated for the intervention on a mental health outcome (either at the symptom/severity level of disorder level) by showing
  5.1. Inferiority to another intervention, waitlist, and/or control

OR
  5.2. No beneficial effects
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settings, one in a general hospital setting, four in laboratory 
settings, two in community centers, and two remotely, via 
technology (web-based or mobile phone delivered inter-
ventions). None of the WIs qualifying for inclusion in this 
review were directed toward parents or caregivers; gener-
ally, WIs that were caregiver-directed did not include youth 
mental health outcome assessments.

All WIs eligible for inclusion in this review were brief 
(four sessions or fewer), but they varied considerably in 
length and delivery format. Interventions ranged from 5 to 
180 min (M = 71.5 min) and 1–4 sessions (M = 1.80), and 
1–42 weeks (reflecting length of time elapsed between first 
and final session; M = 9.93, Median = 8). Thirteen were self-
administered by youths and 12 were administered by trained 
therapists or school staff. Some form of pre-intervention 
therapist training was noted in 10 of the 12 studies in which 
therapist-administered WIs were assessed, although the 
amount of training required was unreported in all of these 
studies but two. In those two studies, therapists reportedly 
received 20–24 total hours of training prior to intervention 
delivery.

Risk of bias in included studies, here assessed based on 
intervention condition allocation concealment, was variable. 
In 11 of the included studies, participants were aware of their 
intervention condition or allocation concealment was not 
mentioned, and in 13 of the included studies, no mention 
was made as to whether assessors were aware of partici-
pants’ intervention condition assignments. Attrition at final 
follow-up assessment exceeded 20% in 10 of the 25 included 
studies; however, the total follow-up length varied consider-
ably across RCTs, ranging from 0 weeks (immediately post-
intervention) to 36 weeks in other studies.

Do WIs Improve Youth Mental Health?

WIs tested in 16 of the 25 RCTs showed a statistically signif-
icant, positive effect on one or more youth mental health out-
comes, per authors’ reported results (effects of each WI on 
specific types of youth mental health outcomes are detailed 
in Table 3 and in-text, below). Eight RCTs showed no sig-
nificant positive WI effects on any mental health outcome, 
and one RCT showed a significant iatrogenic WI effect on 
youth mental health.

Of the 16 WIs demonstrating one or more positive effects 
on youth mental health outcomes, 6 had no-treatment con-
trol groups, 5 had placebo or attention-only controls, 1 had 
a ‘treatment as usual’ control, and 4 had psychoeducation 
control groups; 7 were focused on clinic-referred or high-
risk samples, and 9 on community samples; and the average 
follow-up length in these 16 RCTs was 15.81 weeks (range 
0–36). Nine of these 16 RCTs took place in school settings, 2 
were completed remotely via technology, 2 were completed 
in laboratory settings, and 1 each were completed in mental 

healthcare, general hospital, and community center settings. 
On average, these sixteen WIs lasted 92.69 min each (range 
30–180 min) across 1.88 sessions (range 1–4 sessions; 75% 
1–2 sessions) and took an average of 8.20 weeks to admin-
ister (range 1–28). Half (8 of 16) of these WIs were self-
administered by individual youths, with the remaining eight 
administered by professional therapists, non-professional 
interventionists, or school staff, typically in group settings.

Which WIs Improved Youth Mental Health?

Because some WIs (or versions of a given WI) were tested 
in multiple RCTs, seven types of WIs met criteria for being 
“well-established,” “probably efficacious,” or “possibly effi-
cacious” in reducing youth psychopathology of one or more 
types (either at the symptom level or the disorder level, as 
RCTs included in this review test WIs as both preventive 
interventions and treatments). Effects of each intervention on 
specific youth mental health outcomes, and their characteri-
zation as well-established, probably or possibly efficacious, 
experimental or questionable for specific mental health out-
comes, are detailed in Table 3.

Interventions teaching growth mindset, or incremental 
theories of personal attributes, were the only WI type to 
qualify as “Well-Established” for reducing youth depres-
sion5 and “Probably Efficacious” for anxiety and general 
psychological distress. These WIs which ranged from one 
to two sessions and 30 to 90 min in length were self-admin-
istered by adolescents via computers or paper, and deliv-
ered in school or laboratory settings. They used principles 
from brain science and testimonials from peers to impart the 
belief that personal attributes are malleable rather than fixed. 
Additionally, these interventions include writing exercises 
(e.g., ‘saying-is-believing’ activities, wherein teens write let-
ters to younger peers explaining how and why personal traits 
can change) to facilitate internalization of the interventions’ 
primary message. In RCTs utilizing active, psychosocial pla-
cebo-controlled conditions, these WIs reduced youth depres-
sive symptoms in both RCTs in which it was assessed as an 
outcome; youth anxiety symptoms in the one RCT in which 
it was assessed as an outcome; and well-being at school in 
the one RCT in which it was assessed as an outcome.

WIs utilizing cognitive dissonance-based activities, 
assessed in four RCTs, qualified as “Probably Efficacious” 
for youth depression and eating-related problems and 
“Possibly Efficacious” for general psychological distress. 
These WIs were either classroom based and led by trained 

5 In this paper, our characterization of WIs as “Well-Established,” 
“Probably Effective,” “Possibly Effective,” “Experimental,” or “Ques-
tionable” references each WI type’s demonstrated capacity to reduce 
levels of symptoms or a disorder of a specific type.
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therapists or teachers (3 of 4 RCTs) or self-administered 
via a computer activity (1 of 4 RCTs) and ranged from one 
90-min session to four 20-min sessions. The WIs varied in 
specific content but were generally designed to increase 
youths’ awareness of appearance comparisons (the act of 
comparing one’s own appearance to that of peers or media 

images); to teach youths about humans’ natural biases 
toward making ‘upward comparisons’ (comparing the self 
to others perceived as superior in some way), which can lead 
to negative self-talk and self-dislike; and to guide youths 
through exercise teaching youths to identify and challenge 
appearance comparisons when they occur.

Table 3  Effects of WIs on specific youth problem types

Wise intervention (WI) 
type

N RCTs N RCTs showing statistically significant, positive WI effects on problem 
type/N RCTs testing WI effects on problem type

Evidence-based 
classification(s)

Anxiety Depression Eating 
prob-
lems

General 
psychological 
distress

Oppo-
sitional 
behavior

Substance use

Growth mindset interven-
tion

3 1/1 2/2 – 1/1 – – L1 (Well-Established)—
Depression

Cognitive dissonance/
social comparison 
intervention

4 – 2/2 2/3 1/1 – – L2 (Probably Efficacious)—
Depression; Eating 
Problems

L3 (Probably Efficacious)—
General Psychological 
Distress

Mental contrasting with 
implementation inten-
tions

1 – – – – 1/1 – L2 (Probably efficacious)—
oppositional Behavior

Self-monitoring/self-
awareness intervention

1 – 1/1 – 1/1 – – L2 (Probably efficacious)—
depression; general 
psychological distress

Problem-orientation dis-
cussion intervention

1 – 1/1 – – – – L2 (Probably efficacious)—
depression

Personality-targeted 
cognitive restructuring 
activity

1 – – – – – 1/1 L2 (Probably efficacious)—
substance use

Brief solution-focused 
discussion

1 – 1/1 – – – – L3 (Possibly efficacious)—
depression

Interpretation/cognitive 
bias modification

3 0/1 1/3 – – – – L4 (Experimental)—
depression; general 
psychological distress

Motivational interviewing 
activity, including per-
sonalized motivational 
feedback

4 – – – 1/2 – 2/4 L4 (Experimental)—sub-
stance use; general 
psychological distress

Values- or self-affirmation 
intervention

3 – 0/1 – 0/1 0/1 – L4 (Questionable)—depres-
sion; oppositional behav-
ior; general psychological 
distress

Targeted advertisement 
exposure (designed to 
foster belief change)

1 – – – 0/1 – – L5 (Questionable)—general 
psychological distress

Social norms interven-
tion, including tailored 
norm-based feedback

1 – – – – – 0/1 L5 (Questionable)—sub-
stance use

‘Normalization of post-
traumatic thoughts’ 
intervention

1 0/1 0/1 – 1/1 – – L5 (Questionable)—anxi-
ety/trauma, depression
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Five additional WIs qualified as “Probably” or “Possi-
bly Efficacious” based on the results of one RCT each. For 
instance, mental contrasting with implementation intentions 
qualified as “Probably Efficacious” for reducing oppositional 
behavior in youth. In this therapist-administered, classroom-
based, two-session WI, trained interventionists (who had 
received training in the WI protocol, but not as professional 
therapists) guided non-referred students through a structured 
exercise in which youths were led to identify a wish related 
to academic progress at school; their primary obstacle to 
achieving their wish, including where and when they were 
likely to encounter that obstacle; a strategy to overcome that 
obstacle; and a plan to implement that strategy in their every-
day life, using an “if…, then…” template (if obstacle occurs, 
then I will engage in plan/action). That is, youths were taught 
to create an “implementation intention” and to rehearse this 
plan independently to build their belief that they can (and are 
likely to) take action toward a personal goal. This WI reduced 
youth oppositional behavior at school relative to the control 
intervention (a “positive thinking” activity).

Other “Probably Efficacious” WIs included a self-aware-
ness intervention, a problem-orientation discussion inter-
vention, and a personality-targeted cognitive restructuring 
intervention. In the self-administered, mobile phone-based 
self-awareness intervention, high-symptom youths self-mon-
itored and recorded the type and intensity of their moods, the 
stressors they encountered, their reactions to those stressors, 
and their sleep, substance use, and other daily activities three 
times per day for 2–4 weeks (approximately 6 min per day; 
84–168 min total). Youths received individualized summaries 
of their own self-report data, which highlighted associations 
between daily activities, stress, and mood. Youths who com-
pleted this intervention reported greater decreases in depres-
sive symptoms than did youths who self-monitored only their 
sleep and daily activities via mobile phone technology.

The brief problem-orientation intervention consisted of a 
brief (35-minute) video, delivered to youth experiencing sui-
cidal ideation. The video was designed to teach youths that 
everyday problems, such as feelings of anhedonia, sadness, or 
difficulty making friends, are identifiable and solvable through 
personal effort. The video walks through a CBT-based strategy 
for identifying and generating solutions for common intra- and 
interpersonal difficulties that may relate to depression. Youths 
in the intervention group reported significantly larger short-
term declines in depressive symptoms and suicidal ideation 
relative to youths in an attention-only comparison group.

The personality-targeted cognitive restructuring interven-
tion was delivered by school staff (including teachers and 
counselors) who completed a 2- to 3-day training in order to 
administer the program. This two-session classroom-based 
program was delivered to groups of students, and content dif-
fered based on students’ previously identified areas of difficulty 
(e.g., elevations in impulsivity, anxiety sensitivity, excessive 

sensation-seeking, or hopelessness). Facilitators taught youths 
to identify and challenge personality-specific cognitive distor-
tions and were encouraged to identify and challenge personal-
ity-specific cognitive distortions that may lead to personality-
specific problem behaviors (e.g., panic or avoidance in the case 
of anxiety sensitivity or aggression in the case of impulsivity), 
relating cognitive restructuring strategies to avoiding substance 
use. Youths who completed this intervention, relative to youths 
in an educational comparison program, reported less alcohol 
use during and following the trial.

An additional “Possibly Efficacious” WI for depressive 
symptoms was a brief, solution-focused discussion inter-
vention, which consisted of up to one hour of web-based 
chat sessions with a trained therapist; chats were initiated 
by high-symptom youth participants. During chat sessions, 
the therapist asks youths to imagine a future in which their 
present problems are no longer present, guiding the youth to 
imagine and describe steps she might take toward achieving 
such a future. Youths determined when chat sessions would 
end (or whether an additional brief web-based chat would 
be scheduled) based on whether the youth perceived her pro-
gress toward a stated goal has been met. Compared to youths 
in a no-treatment control group, youths in the WI group 
reported significant reductions in symptoms of depression.

Notably, the full contents of most of these WIs were not 
clearly accessible to others for use in other contexts, with the 
exception of versions of the growth mindset WI (Smith et al. 
2018—available via Open Science Framework; Schleider 
and Weisz 2018a, b—available from authors upon request), 
mental contrasting with implementation intentions (Duck-
worth et al. 2013; see www.woopm ylife .org), and one WI 
that qualified as Questionable in efficacy for general distress 
and aggression, a values-affirmation WI (Thomaes et al. 
2012; WI procedure fully detailed in-text).

WI Effects on Specific Youth Symptom Types

Among RCTs that assessed WI effects on youth depression 
(n = 12), 8 showed positive effects on those symptoms and 
4 showed non-significant effects. The eight RCTs showing 
positive effects on depression included those evaluating 
growth mindset interventions (in 2 of 2 RCTs; met “Well-
Established” criteria for depression), the self-monitoring 
intervention (in 1 of 1 RCT; met “Probably Efficacious” 
criteria for depression), cognitive dissonance interventions6 
(in 2 out of 2 RCTs; met “Probably Efficacious” criteria for 

6 Cognitive dissonance-based programs are based on the counter-
attitudinal advocacy paradigm studied extensively in the field of 
persuasion (Brehm & Cohen, 1962). In this paradigm, participants 
are induced to advocate (via writing exercises, typically) for a topic 
inconsistent with their initial beliefs; because humans are motivated 
to maintain consistency with their attitudes and behaviors, this para-
digm theoretically generates cognitive dissonance, facilitating attenu-
ation of those initial beliefs. In programs targeting clinical problems, 

http://www.woopmylife.org
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depression), a brief solution-focused discussion intervention 
(in 1 of 1; met “Possibly Efficacious” criteria for depres-
sion), a problem-orientation intervention (in 1 of 1 RCT; met 
“Probably Efficacious” criteria for depression), and a cogni-
tive bias modification (in 1 of 3 RCTs; met “Experimental” 
criteria for depression). Interventions that did not influence 
depressive symptoms included self- or values-affirmation 
interventions and an intervention designed to normalize 
post-trauma cognitions.

Among RCTs that assessed WI effects on alcohol or drug 
use (n = 6), 3 showed positive effects on those symptoms. 
These were a motivational interviewing intervention (in 2 of 
4 RCTs; met “Experimental” criteria for substance use) and 
a personality-targeted cognitive restructuring intervention 
(in 1 of 1 RCT; met “Probably Efficacious” criteria for sub-
stance use). Interventions that did not influence substance 
use included a social norms intervention, and in 2 of 4 RCTs, 
motivational interviewing activities.

Among RCTs that assessed WI effects on anxiety or 
trauma symptoms (n = 3), only one, a growth mindset inter-
vention (1 of 1 RCT; met “Probably Efficacious” criteria for 
anxiety), showed positive effects on those symptoms. Inter-
ventions that did not influence anxiety symptoms included 
cognitive bias modification and an intervention designed to 
normalize post-trauma cognitions.

Among RCTs that assessed WI effects on oppositional 
behavior or aggression (n = 2), only one, mental contrasting 
with implementation intentions, showed significant, posi-
tive effects on those symptoms (1 of 1 RCT; met “Probably 
Efficacious” criteria for oppositional behavior). In another 
RCT, a values-affirmation intervention showed no significant 
overall effects on aggressive behavior.

Among RCTs that assessed WI effects on disordered eat-
ing or body image (n = 3), all three showed positive effects 
on those symptoms. Each of these WIs was a cognitive dis-
sonance-based intervention delivered in groups by trained 
therapists (met “Probably Efficacious” criteria for eating or 
body image problems).

Among RCTs that assessed WI effects on general psycho-
logical distress (n = 8), 5 showed positive effects on those 
symptoms across 5 different RCTs. These were a growth 
mindset intervention, a cognitive dissonance intervention, 
and a self-awareness intervention (all of which met “Prob-
ably Efficacious” criteria for general psychological distress), 

as well as a motional interviewing intervention (1 of 2 RCTs; 
met “Experimental” criteria for general psychological dis-
tress), and an intervention designed to normalize post-
trauma cognitions (because this WI failed to produce signifi-
cant reductions in symptoms anxiety, trauma, or depression, 
we did not classify this WI as efficacious). Interventions that 
did not significantly improve psychological distress were a 
values-affirmation intervention and a targeted advertisement 
exposure intervention (this WI produced increases in general 
distress and is detailed below).

What Characterized WIs that Did Not Improve Youth 
Mental Health?

Of the eight RCTs in which WIs showed no overall effects 
on youth mental health outcomes, one had a no-treatment 
control, 4 had placebo or attention-only controls, and 3 had 
a ‘treatment as usual’ controls; 5 were focused on clinic-
referred or high-risk samples, and 3 on community sam-
ples; their mean follow-up length was 4.78 weeks (range 
0–12); 3 RCTs took place in school settings, 2 were con-
ducted in laboratory settings, 2 were conducted in mental 
healthcare settings, and 1 was conducted in a community 
center. Two were cognitive bias modification interven-
tions targeting mood difficulties and depression, one was 
a social norm-based intervention targeting substance use, 
three were self- or values-affirmation interventions targeting 
oppositional behavior, aggression, and depression, and two 
were motivational interviewing-based interventions target-
ing substance use or general psychological distress. Four of 
these interventions were administered by therapists, and four 
were self-administered. On average, these eight interven-
tions lasted 45.38 min each (range 5–120 min) across 1.67 
sessions (range 1–4 sessions; 87.5% 1–2 sessions), and took 
an average of 14.5 weeks to administer (range 1–42).

One WI demonstrated an iatrogenic effect, predicting 
increases in youths’ self-reported maladaptive coping at 
post-intervention compared to a psychoeducation control 
(Klimes-Dougan et al. 2009). This single-session, therapist-
guided WI, delivered to youths individually, involved view-
ing a mock billboard advertisement about the importance of 
seeking treatment for depression and suicidal thoughts, and 
immediately afterwards, administration of a mental imagery 
activity related to the billboard advertisement.

Discussion

Effect sizes for youth mental health interventions have failed 
to significantly improve in the past 50 years, and in fact have 
decreased significantly for some problem types (depression 
and conduct problems; Weisz et al. 2018) creating a need 
for innovative, potent strategies for reducing symptoms and 

Footnote 6 (continued)
such as eating disorders, dissonance activities are used to induce cri-
tiques of the “thin ideal” in verbal, written, and behavioral exercises 
(e.g., write a letter about the costs of pursuing this ideal; Halliwell 
& Dietrichs, 2014). Critiquing the thin ideal theoretically prompts 
participants to reduce their belief to this ideal, which is thought to 
decrease body dissatisfaction, negative affect, and disordered eating 
behaviors.
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disorders. Social–psychological wise interventions (WIs) 
may help fill the pressing need for novel approaches to 
reducing youth psychopathology using innovative delivery 
systems and designs. To gauge this possibility, we conducted 
the first systematic, descriptive review characterizing the 
promise of WIs for mental health problems in youth. Across 
25 RCTs, collectively representing 9219 youths and testing 
13 types of WIs, 7 types across 12 RCTs qualified as “Well-
Established,” “Probably Efficacious,” or “Possibly Effica-
cious” in reducing or preventing one or more types of youth 
psychopathology; 2 types of WIs across 7 RCTs, as “Experi-
mental” in efficacy; and 4 types of WIs across 6 RCTs, as 
“Questionable” in efficacy. Among the 7 types of WIs iden-
tified as well-established or probably/possibly efficacious, 
5 showed promise in reducing youth depressive symptoms 
or suicidal ideation, 3 in reducing general psychological 
distress, and 1 each in reducing eating or body image prob-
lems, anxiety, and substance use. Three of these WIs were 
self-administered by youths, four were delivered by school 
staff or trained therapists, and overall, they ranged from 30 
to 168 min in length and targeted clinic-referred, high-risk, 
and community youth samples. Overall, these findings sug-
gest that certain WIs have shown promise in reducing youth 
psychopathology—and these WIs may be brief, low cost, 
and require minimal or no therapist training. Some may be 
deliverable across a wide range of settings, with benefits 
across a wide range of mental health problems, from mild 
(e.g., general distress) to severe (suicidal ideation). WIs may 
therefore represent beneficial additions to the youth mental 
healthcare ecosystem. Below, we highlight takeaways and 
questions raised by the present review; priorities for future 
research evaluating WIs for youth psychopathology; and 
propose strategies for further evaluation, adaptation, and 
integration of evidence-based WIs in real-world settings.

Together, the patterns observed here add to a growing 
body of literature showing the possible benefits of brief, and 
in some cases self-administered interventions for psychopa-
thology in youth (for reviews, see Schleider and Weisz 2017; 
Öst and Ollendick 2017). This review in particular suggests 
that single-component interventions—those focused on 
instilling just one skill, thinking style, or belief system in its 
participants—can affect meaningful change for certain youth 
mental health problem types. Indeed, the notion that single- 
and multi-component interventions can both yield mean-
ingful, positive outcomes has been demonstrated in other 
fields. In a meta-analysis of 213 social–emotional learning 
programs including 270,034 kindergartens through high 
school-aged students, multi-component programs were no 
more effective than single-component programs in improv-
ing teachers’ attitudes, or students’ academic or social out-
comes (Durlak et al. 2011). Separately, an overview of 25 
systematic reviews yielded no evidence that multifaceted 
interventions were more effective than single-component 

interventions in changing behaviors in medical healthcare 
professionals (e.g., interventions designed to increase evi-
dence-based practices, such as reducing antibiotics prescrip-
tions or adherence to hand hygiene guidelines; Durlak et al. 
2011; Squires et al. 2014). This, if appropriately targeted to 
specific clinical challenges, streamlined, brief, and single-
component interventions hold potential to improve a wide 
range of outcomes, including mental health in youth. The 
relative and combined efficacy of single- versus multi-com-
ponent interventions for particular types of youth psychopa-
thology, and the possible cost-effectiveness of single-com-
ponent interventions such as WIs, remain largely unexplored 
areas within intervention science research, and thus may be 
prioritized in RCTs moving forward.

Among WIs that were well established or potentially effi-
cacious, more WIs showed promise in preventing or reduc-
ing youth depression than any other youth problem type. 
This is striking, as up to 65% of adolescents who receive 
cognitive-behavioral depression treatment fail to respond 
(March et al. 2007) and interventions for youth depression 
have shown substantially smaller effect sizes than interven-
tions for other types of youth psychopathology (for full-
length EBTs, meta-analytic gs = .29 for depression, .62 for 
anxiety, .46 for conduct, and .34 for ADHD, Weisz et al. 
2018; for single-session interventions, mean gs = .21 for 
depression, .56 for anxiety, and .54 for conduct problems, 
Schleider and Weisz 2017). WIs in this review were suc-
cessful in reducing depressive symptoms in both commu-
nity and clinical samples, via self-administered interventions 
(Fitzpatrick et al. 2005; Kauer et al. 2012; Miu and Yeager 
2015; Schleider and Weisz 2018a, b), and in both prevention 
(Miu and Yeager 2015) and treatment contexts, including 
for youth experiencing active suicidal ideation (Fitzpatrick 
et al. 2005). Notably, a larger body of literature on WIs for 
mental health will be needed in order to directly compare 
the magnitude of effects of WIs and traditional interven-
tions. However, the present review does suggest that several 
WIs may help reduce mild, moderate, and severe symptoms 
of adolescent depression to some degree. There are several 
possible reasons for this promising pattern. For example, 
self-administered WIs may help strengthen participants’ 
sense of agency and perceived control, which are often low 
and linked to increased hopelessness in youths experiencing 
depression. This may be especially true for WIs that explic-
itly place youths in an active, “helper” role (as in saying-is-
believing exercises within growth mindset interventions: see 
Miu and Yeager 2015, and Schleider and Weisz 2018a, b) 
and WIs in which youths choose when and where activities 
are completed (as in self-monitoring WIs; Kauer et al. 2012). 
Indeed, larger immediate increases in perceived control fol-
lowing a growth mindset WI predicted larger subsequent 
reductions in adolescent depression and anxiety symptoms, 
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suggesting that early shifts in agency may help explain this 
WI’s effects (Schleider et al 2019).

Results of this review also revealed gaps in the literature 
on WIs for youth psychopathology, which may explain cer-
tain patterns of results that emerged. All of the WIs in this 
review were evaluated on pre-adolescent or adolescent sam-
ples and few targeted externalizing psychopathology (WI 
effects on oppositional behavior were assessed in only two 
RCTs, and impulsivity and hyperactivity were assessed in 
none). The studies’ focus on adolescents may help explain 
why WIs emerged as most promising for depression, eat-
ing problems, and substance use, which all typically emerge 
(and are thus more often assessed) during adolescence. In 
contrast, externalizing problems tend to emerge earlier in 
development; most RCTs testing interventions for ADHD 
and oppositional behavior have focused on pre-adolescent 
children (Weisz et al. 2017a, b). The lack of evidence sup-
porting WIs for externalizing problems and younger children 
may not reflect a lack of potential but rather gaps in the lit-
erature to date. For instance, compared to an active control 
intervention, mental contrasting with implementation inten-
tions (MCII) has improved organization of school materials 
and homework completion in youths of ages 11–13 with 
elevated ADHD symptoms (Gawrilow et al. 2013). Although 
no mental health outcomes were assessed in this study, 
results suggest that MCII may promote adaptive behavior 
change youths at risk for ADHD. Separately, evidence-based 
cognitive-behavioral therapies are routinely adapted for 
elementary school-aged populations, despite complex con-
tent (e.g., teaching youths about cognitive distortions and 
restructuring or problem-solving; see, as examples Weisz 
et al. 2012, 2017a). Thus, exploring the promise of MCII 
and other WIs to reduce youth externalizing problems, and 
diverse types of psychopathology in younger populations, 
remains a priority for future research.

Another gap highlighted by this review was the lack of 
parent-directed WIs designed to reduce psychopathology in 
youth. In some respects, it is unsurprising that WIs have 
been largely youth-directed they are designed to alter guid-
ing cognitions and meaning-making processes, which are 
subjectively held by youths themselves. However, it is pos-
sible that using WIs to promote adaptive belief change in 
parents’ could exert downstream effects on youth mental 
health outcomes. For example, parents’ expectancies and 
attitudes toward youth psychotherapy can influence whether 
their offspring access, engage in, and benefit from psycho-
therapy (see Acri et al. 2017; Chacko et al. 2014, 2016). In 
fact, a recent study found that WIs may help instill more 
positive psychotherapy expectancies in caregivers. In an 
RCT with a psychoeducational control, Schleider and Weisz 
(2018a, b) found that a 15-min, online intervention for par-
ents—which taught growth mindset of emotion, along with 
the notion that failures and setbacks are enhancing rather 

than debilitating—improved parents’ optimism that psycho-
therapy could be effective, both for themselves and their 
children. Neither treatment-seeking behaviors nor youth 
mental health problems were assessed as outcomes in this 
study (hence its exclusion from the present review). None-
theless, its results raise the possibility that targeting parents’ 
beliefs via WIs might support youths’ likelihood of access-
ing, completing, longer-term treatment, which future trials 
may investigate directly.

Alongside WIs’ positive effects, it is notable that several 
WIs showed null or even iatrogenic effects on youth mental 
health outcomes. Effective and ineffective WIs did not show 
apparent differences in the types of psychopathology they 
addressed, the settings in which they were administered, or 
their delivery systems (self- versus therapist administered); 
WIs identified as both helpful and unhelpful varied widely 
along all of these dimensions. However, certain types of 
WIs, such as cognitive interpretation and cognitive bias 
modification, showed limited or mixed efficacy across mul-
tiple studies, suggesting that certain approaches may have 
limitations in influencing youth mental health outcomes (the 
broader literature on CBM for youths and adults, including 
multi-session CBM and CBM combined with other thera-
peutic approaches, is similarly mixed: Jones and Sharpe 
2017; Krebs et al. 2018). However, several WIs that did not 
significantly influence youth psychopathology were evalu-
ated in just one study, in a single context, as stand-alone 
interventions. It remains possible that some of these strate-
gies may prove useful as adjunctive supports, or in reducing 
types of youth symptoms not assessed in the RCTs in this 
review.

How much context matters for the success of WIs target-
ing psychopathology remains an open question that will be 
critical to explore in future work. Indeed, a shortcoming 
of the efficacy-classification system used in this review—
which has been used in many reviews of clinical treatments 
to date—is its focus on overall rather than context-specific 
treatment effects in evaluating a program’s utility. The cur-
rent theories undergirding many WIs imply some conditions 
under which interventions would be more and less likely 
to be successful (Bryan et al. 2016; Sherman and Cohen 
2014; Yeager and Dweck 2012). However, these theoreti-
cally derived moderators do not always have the expected 
influence on intervention effects (Hanselman et al. 2017). 
For example, Hanselman et al. (2017) conducted 17 sepa-
rate, theoretically informed analyses and found no evidence 
for any of the theoretically predicted contextual effects on 
a self-affirmation intervention targeting academic perfor-
mance. Testing the overall effects of contextual moderators 
in this sample is not possible due to the relatively low sample 
size of 25 studies; however, it is important to note that one 
study included in this review found that a self-affirmation 
WI significantly reduced aggression in a specific subgroup 
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of youth—those who simultaneously displayed low state 
self-esteem and high narcissism at baseline—but did not 
significantly reduce aggression overall in the study’s sample, 
relative to an active control (N = 405; Thomaes et al. 2009). 
By pre-registering theoretically driven predictions about 
context-driven intervention effects, and recruiting large 
samples to enable well-powered tests of those predictions, 
future studies and replications may reveal circumstances 
under which certain WIs may hold more promise for reduc-
ing youth psychopathology than overall effect sizes reveal. 
Indeed, WIs targeting psychopathology—especially those 
that are brief and self-administered, like the self-affirma-
tion program noted above—offer the possibility of collect-
ing much larger sample sizes than are typical for traditional 
treatment trials (Cuijpers et al. 2018). The potential scal-
ability of WIs could therefore facilitate well-powered tests of 
theoretically derived moderators of clinical outcomes. These 
tests could advance WI theory and allow for well-powered 
tests of contextual factors derived from clinical science. Pre-
registration of the specific analytic plans to define and test 
these contextual moderators would also allow the field to 
better distinguish between signal (context-specific effects) 
and noise (Meehl 1990). Determining how, when, and 
for whom interventions work best is a crucial step toward 
improving mental health (Ng and Weisz 2016).

Limitations

More than 300 trials of WIs have been conducted to date, 
with over 100 focused on youth populations (Walton and 
Wilson 2018). However, psychopathology-related outcomes 
have been assessed in a minority of these studies. This sug-
gests that mental health outcomes are rarely assessed in tri-
als of youth-focused WIs not explicitly designed to reduce 
emotional or behavioral problems; it also creates inherent 
limitations to the present review. For instance, due to the 
diversity of mental health outcomes and WI types across 
the RCTs and relatively small number of included studies, 
we were unable to conduct a quantitative meta-analysis of 
WIs’ effects on youth mental health. We therefore could not 
directly compare effect sizes of WIs to those of traditional 
EBTs for youth mental health, which would be a helpful 
direction for future research. Additionally, there are many 
interaction effects that might help explain where, for whom, 
and to what degree certain WIs might reduce youth psycho-
pathology. Some WIs may be especially potent for clinic-
referred youth samples when delivered in certain ways (e.g., 
by a trained therapist as opposed to self-administration). 
For instance, self-administered WIs might potentially yield 
greater effects on youth internalizing than externalizing 
psychopathology, as youth with oppositional behavior may 
benefit from added structure provided by a therapist. Alter-
natively, specific WIs (growth mindset interventions; MCII) 

may be more effective for certain forms of youth psychopa-
thology than others, or for youths at specific developmental 
stages (e.g., adolescence versus younger childhood). Beyond 
these interactions, the overall promise of parent-directed 
WIs and WIs for younger children remains largely untested. 
As mental health outcomes are included in more WI trials, 
and novel WIs are developed specifically for clinical popu-
lations, these and related questions will grow increasingly 
addressable.

Future Directions

This review suggests multiple ways in which WIs might 
be incorporated into the youth mental health system across 
traditional and non-traditional treatment settings. These ave-
nues may provide opportunities to simultaneously evaluate 
the acceptability of administering WIs via diverse modali-
ties for multiple populations and settings, along with the 
efficacy of particular WIs in improving myriad mental health 
outcomes.

In traditional, clinic-based treatment settings, WIs may 
be evaluated as adjunctive or supportive interventions to 
enhance longer-term, multi-component EBTs and systems 
of care. There is some evidence that WIs can augment opti-
mism about the effectiveness of psychotherapy (Schleider 
and Weisz 2018a, b) and increase readiness to change mala-
daptive behaviors (e.g., drinking in at-risk adults, Wittleder 
et al. 2019; and engagement physical activity among chronic 
pain patients, Christiansen et al. 2010). Additionally, stud-
ies have shown adults who endorse beliefs that WIs are 
designed to instill—such as malleability beliefs (growth 
mindsets) about anxiety and emotion—may strengthen 
likelihood of pursuing mental health treatment (Schroder 
et al. 2014) and predict larger symptom reductions following 
cognitive-behavioral therapy (Schroder et al. 2018). As such, 
by instilling the notion that personal change is possible or 
strengthening commitment to engaging in behavior change, 
administering WIs at or near the start of full-length EBTs 
might strengthen youths’ and parents’ motivation, engage-
ment, or clinical response to treatment. However, these pos-
sibilities have yet to be tested in youth populations, suggest-
ing a promising path for future research.

WIs may also be evaluated as interim interventions for 
parents and youths on waitlists for psychotherapy. Youth 
with mental health problems and their families encounter 
significant variability in wait times for psychological treat-
ment, with some facing waits of several months or years 
(Kowalewski et al. 2011; Reid and Brown 2008; Smith and 
Hadorn 2002). Excessive wait times may exacerbate risk 
for suicide or hospitalization (Williams et al. 2008), and 
longer waits predict reduced odds of families attending 
future appointments (Sherman et al. 2009). Thus, admin-
istering WIs to youths and parents facing extended waits 
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before treatment may help protect against clinical deterio-
ration prior to therapy, or even help reduce levels of youth 
symptomatology as stand-alone interventions. They may 
also increase and help maintain motivation for attending 
treatment later on (e.g., by using MCII to strengthen inten-
tions to pursue therapy once the wait is over). WIs have 
yet to be tested in these ways, but given the ubiquitous 
nature of waitlists in youth mental health clinics and the 
possible consequences of delaying intervention, WIs (and 
especially self-administered WIs, which require limited 
personnel to administer) may serve as a low-cost strategy 
worthy of formal investigation.

WIs may also be incorporated in less traditional set-
tings to help improve broad accessibility to youth mental 
health supports. Primary care (PC) may represent one such 
opportunity. For instance, in 2018, the American Academy 
of Pediatrics released updated practice guidelines promot-
ing screening of youth depression in PC clinics across the 
country (Zuckerbrot et al. 2018). This represents a critical 
step toward increasing early depression detection; however, 
the challenge of bridging screening with service delivery 
remains. Even when diagnosed by PC providers, less than 
half of youth with elevated depression access treatment of 
any kind (Zuckerbrot et al. 2018). Thus, there is a need for 
youth depression interventions that are more feasible for 
youths and parents to access and complete—and that may 
also strengthen parents’ likelihood of pursuing additional, 
longer-term services for their child in the future. If paired 
with PC-based mental health screening (e.g., by offering 
WIs via tablets, smartphones, or laptops to youths screening 
who screen high on depression symptoms at annual visits), 
self-administered WIs may hold potential to address this 
need. Future RCTs may address this possibility directly.

Schools offer another logical setting for delivering stu-
dent-administered WIs, and in fact, this strategy was used 
in several RCTs included in this review. Delivering WIs in 
schools, particularly as universal classroom-based interven-
tions, has the added benefit of serving as relatively non-
stigmatizing form of intervention, consistent with how WIs 
are already structured. Some WIs may also serve as easily-
administered Tier 2 interventions for youths with identified 
emotional or behavioral needs, although this possibility is 
untested as of yet. Finally, self-administered technology-
based WIs raise the prospect of disseminating WIs via app-
based programs, completable at home. There are multiple 
potential challenges to this dissemination strategy, including 
questions regarding WI compliance and youths’ motivation 
to complete interventions fully independently. Nonetheless, 
certain WIs may potentially offer scientifically validated 
alternatives to the many untested app-based programs claim-
ing mental health benefits that have proliferated in recent 
years (Chandrashekar 2018).

Better understanding how and for whom wise interven-
tions are most effective could be a boon to research across 
all of these potential delivery contexts. Future pre-registered, 
contextual-focused research will allow researchers and treat-
ment providers to better understand which youth could be 
helped by these brief, cost-effective interventions. Better 
understanding treatment mechanisms for specific wise inter-
ventions and taking a prediction-focused approach to who 
responds best to certain interventions (Yarkoni and Westfall 
2017) could both also contribute to better matching youth 
with appropriate WIs.

In summary, certain WIs have shown promise in reduc-
ing and preventing mental health problems in youth. More 
specifically, one or more WIs showed promise in reducing 
youth depressive symptoms, general psychological distress, 
eating problems, substance use, and youth conduct prob-
lems; effective WIs were brief, were designed for clinical 
and community settings alike, and were variably adminis-
tered by trained therapists or youths themselves. Although 
their efficacy relative to traditional EBTs remains unclear, 
their high potential for disseminability and low cost rela-
tive to full-length treatments could produce public health 
benefit, particularly if delivered on a large scale. Future 
research should continue to evaluate the limits of WIs for 
youth mental health (including possible iatrogenic effects, 
as in Klimes-Dougan et al. 2009) as well as their capacity 
to help reduce youth psychopathology as stand-alone and 
adjunctive forms or support.
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