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Brief psychological interventions  
for young people with common  
mental health conditions

Which brief intervention elements have been tested and work?



Introduction
This evidence summary is for health professionals 
working with young people who have mild to moderate 
common mental health disorders. This resource 
provides a summary of the evidence for common 
brief interventions in youth mental health, taking into 
account clinical indicators and treatment planning.  
We have also included some recommendations 
that can inform brief interventions for young people 
seeking help in primary care settings. 

This evidence summary does not include: interventions 
tailored to young people with complex and high-risk 
presentations, such as telephone suicide intervention 
or problem-solving as part of integrated treatment 
for early psychosis; treatments that involve family or 
other supports; self-administered interventions, such 
as online self-help style interventions; or, preventive or 
public health literature. 

It is important we keep working 
to understand how to provide 
effective help in this format. 

What are brief psychological 
interventions? 
This evidence summary focuses on what works in the 
approximate time frame that young people usually 
attend counselling. For this reason, it includes trials 
of interventions that span two to eight sessions. For 
early intervention, however, the essence of ‘brief’ 
or ‘low intensity’ psychological approaches may be 
characterised not so much by the number of sessions, 
but by their general life-skills focus.1,2

Life skills
Many life skills are key targets for early 
intervention in youth mental health. The World 
Health Organization describes the following 
life skills: decision-making, problem-solving, 
creative thinking, critical thinking, effective 
communication, interpersonal relationship skills, 
self-awareness, empathy, coping with emotions 
and coping with stress. It defines these life skills 
as ‘abilities for adaptive and positive behaviour 
that enable individuals to deal effectively with  
the demand and challenges of everyday life’.3 

Where do brief interventions fit within  
a service context?
More general and overlapping symptoms define 
early-stage mental illness; consequently, early 
intervention requires a more general approach.4,5 
Intervention in the early stages of mental illness not 
only alleviates current distress of the young person, 
but also has potential to facilitate more rapid recovery 
when compared to intervening at later stages, which 
is particularly important for preventing longer term 
adverse consequences.6,7 

Provision of early intervention requires significant 
resourcing, and the supply is often unable to meet the 
demand. Young people with severe or complex mental 
illness must be prioritised. Consequently, young 
people with subthreshold or early-stage mental illness 
are often faced with lengthy wait times. Additionally, 
specialised psychotherapies recommended as a first 
line of treatment—such as cognitive–behavioural 
therapy (CBT)—require considerable therapist 
training, which limits clinician availability and 
affordability and, in the case of early-stage mental 
illness, these intensive and lengthy therapies are likely 
to miss the mark.8,9 Stigma is also a barrier for young 
people seeking timely help, and of those who do, most 
attend around four sessions of counselling.5,10 Young 
people prefer informal supports and self-reliance over 
professional healthcare.10,11 

To meet these challenges, consideration must be given 
to low-intensity psychological interventions that are 
effective, accessible to young people, and address 
general life skills or functional barriers. 
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Which brief intervention elements have 
been tested and work?
This section reviews the evidence for a range of brief 
intervention elements, listed in alphabetical order.

Behavioural activation
Behavioural activation (BA) is based on the link 
between behaviour and emotion. It is proposed to 
break the cycle of depression through modifying 
behaviour to increase a young person’s engagement 
in activities they value, and thereby their chances 
of deriving pleasure and achievement from these 
activities.12,13

Five small randomised controlled trials (RCTs) of 
brief BA interventions for young people with common 
mental health conditions had positive results. Four 
of the trials had moderate to large effects for the BA 
group, but the small samples in each of the trials limit 
confidence in the results.14-18 One trial of young people 
aged 18–19 years with subthreshold depression took 
part in BA across five sessions, and found a significant 
decrease in depressive symptoms compared to the 
control group.17 Another study with university students 
with subthreshold depression found a four-session 
BA intervention moderately effective and better than 
waitlist control after a one-month follow-up.18

Although BA is effective in adult populations,14,19-24  
and emerging evidence in young people is promising,22 
there are not enough high quality trials for brief BA in 
young people to make any firm conclusions about its 
effectiveness in early intervention. 

Individual tailoring  
and targeting of brief 
interventions is key.

Mindfulness 
Mindfulness is the practice of bringing attention and 
awareness to the present moment to calmly and 
non-judgmentally acknowledge and accept feelings, 
thoughts and bodily sensations as a therapeutic 
technique.

Several reviews of mindfulness-based interventions 
in young people found it effective in both clinical 
and non-clinical populations.25-28 Of eight controlled 
trials of brief mindfulness-based interventions, seven 
reported positive results for mental health symptoms 
in the short-term compared to the control, but the 
study quality varied.18,29-35 One study with a clinical 

sample of 102 young people found a significant 
reduction in depression and anxiety symptoms in the 
intervention group compared to the waitlist after an 
eight-session program; these results persisted after 
three months.29 

There is, however, a lack of consensus as to what 
constitutes a mindfulness program,27 as well as a 
lack of long-term follow-up. Mindfulness-based 
programs—particularly mindfulness-based stress 
reduction (MBSR) and mindfulness-based cognitive 
therapy (MBCT)—are effective in adults36-39 and young 
people,27 but briefer formats require further research 
to establish effectiveness for early intervention. If 
clinicians do provide mindfulness-based programs 
they should be based on MBSR or MBCT, specific 
training, and current practice in mindfulness.40,41

Physical activity
Physical activity is any body movement that works 
the skeletal muscles and increases metabolic rate.42 
Physical activity interventions generally prescribe 
structured exercises that meet a minimum activity 
threshold (e.g. guidelines provided by the Australian 
Government’s Department of Health), motivational 
counselling aimed at increasing physical activity, or 
a combination of both. Clinical guidelines for young 
people with depression recommend providing general 
advice about physical activity alongside first line 
interventions, like CBT.43

Reviews of physical activity as a standalone or 
add-on treatment for depression and anxiety 
show that it has potential for improving a young 
person’s symptoms,44,45-47 and its acceptability is 
good;48 however, such trials implemented intensive 
(e.g. multiple times a week, over multiple weeks) 
supervised exercise programs in non-clinical settings. 
In four RCTs with young people, trainer or therapist 
contact was brief and exercise was largely self-
directed. While three of these had positive results on 
psychological measures, not all measured physical 
activity.49-52 The fourth RCT found no effect on young 
people’s mood from two sessions of cycling with or 
without accompanying psychoeducation.53

To achieve therapeutic effects, the current evidence 
supports more intensive, supervised exercise. This 
may be incorporated into clinical care for young people 
with early-stage mental illness by having an exercise 
specialist work alongside mental health professionals, 
who deliver facilitative brief behaviour change 
strategies.48 Further trials are needed to establish the 
mental health benefits for brief formats of self-directed 
physical activity in early intervention.48,54
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Problem-solving
Problem-solving focuses on current problems rather 
than past events and breaks the problem-solving 
process down into a series of ordered steps. It is based 
on the link between everyday problems and negative 
feelings; if problems can be resolved, feelings will 
improve.55

While problem-solving often forms part of the 
cognitive component of CBT interventions, there is 
strong evidence in adult populations and some studies 
in children that show promising results for problem-
solving as a standalone brief therapy.56-59 Based on 
studies in these populations, brief problem-solving 
therapy may be a viable option for young people but 
further trials are needed because the few-published 
RCTs in at-risk adolescents to date lack sufficient 
statistical power, and have failed to find consistent 
effects.60-62

Relaxation 
Relaxation involves a range of techniques to elicit 
relaxation responses. For example, progressive 
relaxation teaches individuals to systematically 
identify and relax specific muscle groups. 

There is limited evidence that brief relaxation 
interventions can alleviate depression in young 
people. A Cochrane review noted the varied nature of 
studies made meaningful summary difficult, and could 
not determine whether depressive symptoms were 
relieved by relaxation treatments in adolescents.63 
One RCT examined a brief eight-session relaxation 
intervention as a control comparison for CBT in 126 
students with elevated depression. It found relaxation 
therapy had a small therapeutic effect on depression 
symptoms, equivalent to the brief CBT intervention.64 

Three RCTs of brief relaxation interventions for young 
people with common mental health problems showed 
immediate effects on anxiety.65,66 Both individual and 
group programs demonstrate potential to achieve 
symptom reduction, greater than waitlist and 
supportive controls.67 More trials with longer term 
follow-up are needed to establish the sustainability  
of these effects. 

Sleep
Sleep interventions are based on the link between poor 
sleep and poor mental health.68 Strategies to improve 
sleep include sleep hygiene, stimulus control, sleep 
restriction, relaxation training, bright light exposure 
and CBT for insomnia (CBT-I).68,43

Meta-analyses have found CBT-I effective.24,69-72 
Adaptations for young people can effectively improve 
sleep, depression and anxiety symptoms. It can 

be delivered in individual and group formats, with 
the average number of sessions used in effective 
interventions being six.73,74 The NICE guidelines also 
reflects this in its recommendation that sleep hygiene 
advice be provided to young people with depression.43

Proof of concept for brief bright light therapy and 
stimulus control has been demonstrated, but there are 
no RCTs of brief interventions for these methods with 
at-risk young people.75,76,73 Sleep restriction should be 
used cautiously and is not recommended for young 
people who have, or who are suspected to have, 
bipolar disorder, or who experience seizures.76  

Brief CBT-I can be recommended to young people with 
common mental health conditions. Strategies can be 
difficult for an already sleep-deprived young person  
to take on because they may require initially tolerating 
less sleep. A gradual approach is recommended, 
promoting mastery and control.77

A note on brief CBT and IPT
CBT and interpersonal psychotherapy (IPT) 
have established efficacy. Clinical guidelines 
recommend delivering CBT and IPT in their full 
form of 10–12 sessions with young people who 
have common mental health problems.43 There 
is stronger evidence for standardised CBT and 
IPT approaches rather than a mix of several skills 
used in therapy.78 Many skills or lifestyle delivery 
interventions are informed by CBT and IPT, but 
where there is a specific focus on a particular skill 
or behaviour, those skills or lifestyle interventions 
themselves are not CBT or IPT.

There is a growing body of evidence trialling 
brief adaptations of CBT and IPT. Results to date 
suggests positive early intervention effects are 
possible—certainly in the short-term. Fewer 
studies provide longer term follow-up (six 
months or more), and these show mixed results. 

Until there are more robust trials and reviews 
of CBT and IPT translated to briefer formats, 
these treatments should be offered in their full 
evidence-based form of 10–12 sessions,79 and 
young people given clear information about 
recommended treatment length prior  
to beginning treatment.
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So, do brief interventions work?
With a lack of evidence to support any particular 
treatment length, there may be more utility in focusing 
on a young person’s goals during therapy. There 
are promising indications in reviews and a growing 
number of good quality studies that show short, low-
intensity interventions can provide acute symptom 
relief and have good acceptability and engagement for 
young people with common mental health conditions. 

The most robust early intervention evidence (e.g. good 
quality, RCTs) of brief psychological formats for young 
people is for physical activity for anxiety and brief CBT 
for sleep. 

For other interventions, although results from longer 
formats are encouraging, there are too few quality 
trials of brief formats in at-risk young people to draw 
firm conclusions.

Both group and individual psychological interventions 
can be effective in brief formats. But research also 
shows that not every brief intervention works, and for 
robust, sustained effects there is currently insufficient 
evidence to recommend brief therapy. It is important 
to evaluate intervention effects over time and to look 
at what factors may be associated with success. 

How does this inform practice?
When considering how brief interventions can inform 
your practice it’s also important to note that youth 
mental health services designed for mild to moderate 
mental health conditions are relatively new in the 
youth mental health field, so it’s difficult to measure 
the effect of brief interventions for specific diagnoses. 

With this mind, here are some of the key points around 
how brief interventions can inform your practice: 

• With a lack of support for any particular treatment 
length, individual tailoring and targeting to 
individual goals may be more meaningful  
in therapy.

• There is good clinical rationale and a growing 
evidence base that a number of brief therapeutic 
approaches can produce acute symptom relief  
for young people. 

• Successful programs appear to use manualised 
formats, provide specific training and support, 
or are conducted by trained or experienced 
professionals. Training and ongoing supervisory 
support from an experienced youth mental health 
clinician is essential, especially given the early 
stage of research.

• Brief interventions should be embedded in 
a service structure that supports ongoing 
monitoring of the young person’s mental health 
and appropriate treatment response for changing 
symptom profiles. The same clinical skills are 
important in brief interventions as for longer 
interventions, and a collaborative therapeutic 
alliance is paramount. 

Given the lack of studies, it is not recommended that 
clinicians stop using or don’t consider using brief 
interventions to engage young people early. Individual 
tailoring and targeting is key. When making decisions 
about what brief intervention is likely to be helpful 
and when to deliver it, be sure to complement the 
emerging evidence base with ongoing assessment  
and collaboration with the young person and your 
clinical experience. 

Where to from here? 
Young people on average attend psychotherapy for  
a brief number of sessions, so it is important we keep 
working to understand how to provide effective help 
in this format. More comparison studies directly 
investigating dose-response and different brief 
treatment formats in young people are needed. It is 
also important not to give up on resourcing longer 
interventions, to be transparent with young people 
as to what outcomes to expect in a brief time frame, 
when longer treatment may be indicated, and to 
collaborate on goals and evaluation together. 

Evaluate intervention effects 
over time and look at what 
factors may be associated  
with success.
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