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Errata  In the Spring 2018 Quarterly, Table 5 incorrectly identified the number of 

substance use problems for young people who had participated in Multidimensional Family 

Therapy vs. CBT III as increasing at 8¼-month follow-up. In fact, those problems decreased.

https://childhealthpolicy.ca.
https://training.cochrane.org/handbook
https://training.cochrane.org/handbook
https://childhealthpolicy.ca/wp-content/uploads/2020/08/RQ-12-18-SpringREV.pdf
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Addressing the challenges of concurrent 
mental disorders

Mental disorders cause substantial 
distress for individual children, 
and for their families. They 

also constitute one of the leading causes of 
childhood disability globally.1 Compounding 
the challenges, among children who meet 
diagnostic criteria for one disorder, 26.5% 
meet criteria for two or more.2 In other 
words, more than a quarter of children with 
any disorder also have concurrent disorders. 

Beyond prioritizing the prevention of 
childhood mental disorders generally, it is 
particularly important to prevent concurrent 
disorders given the added harms they cause. 
One effective approach entails expanding 
delivery of the many proven programs for 
preventing common conditions such as childhood anxiety, behaviour and substance use problems.3 Building 
on protective factors is another effective approach. For example, helping young people develop positive 
relationships with their parents has been found to protect against developing anxiety disorders.4 (The sidebar 
identifies such factors for Arctic Indigenous youth globally and in Canada.) 

Recent research has also looked at modifiable risk 
factors that increase the likelihood of children developing 
multiple disorders. For example, for both anxiety and 
depression, common risk factors include challenges with 
regulating emotions and with experiencing negative 
emotions such as anger and guilt on a frequent basis.6–7 
As well, limited parent involvement and support play a 
role in the development of behaviour and substance use 
problems.8 Notably, experiencing avoidable childhood 
adversities, including maltreatment, is a risk factor for 
several disorders.9

These research findings support the development of 
interventions to address common risk factors underlying 
multiple disorders — programs collectively termed 
transdiagnostic prevention programs.10 When successful, 
these interventions have several potential advantages over 
those that address single disorders only. They can provide 
a greater range of benefits while simultaneously simplifying training and implementation.11–12 As well, they 
have the potential to reduce mental health service shortfalls and reduce delivery costs.12–13 But how well do 
these programs live up to their potential? To answer this question, the Review article that follows examines the 
outcomes from recent rigorous evaluations of transdiagnostic prevention programs.

Supportive parenting can help children avoid developing mental health 

concerns.
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What enhances mental health for Arctic 
Indigenous youth?

A 

systematic review focused on Arctic Indigenous youth 

aimed to identify factors enhancing their mental well-

being.
5

 Of 15 accepted articles, three featured youth in 

Canada — from communities in Nunavik and Northern 

Quebec. Many of the protective factors identified were 

not unique to Indigenous youth, such as positive parent-

child relationships. However, some more specific factors 

emerged for Arctic Indigenous youth. These included living 

in communities that embraced Traditional Knowledge 

and cultural revitalization, and having kinship structures 

that emphasized family connections. These findings led 

the authors to stress the importance of community and 

culture for Arctic Indigenous youth. Applying these findings, 

practitioners can promote mental well-being by supporting 

Indigenous youth to connect with their cultures. Policy-

makers can also play a role by supporting Indigenous 

communities to ensure that their cultures flourish.
5

https://childhealthpolicy.ca/wp-content/uploads/2022/02/CHPC-Effective-Interventions-Report-2022.02.15-REV.pdf
https://childhealthpolicy.ca/wp-content/uploads/2022/02/CHPC-Effective-Interventions-Report-2022.02.15-REV.pdf
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One program, multiple benefits

In an effort to enhance potential 
prevention benefits, program 
developers are designing 

interventions to address multiple 
childhood mental disorders, rather than 
single disorders only. To determine how 
well these programs work, we conducted 
a systematic review of programs designed 
to avert multiple disorders — also known 
as transdiagnostic prevention programs.

We accepted eight randomized 
controlled trials (RCTs). Six trials 
evaluated five universal programs, 
which aimed to prevent disorders 
in children regardless of risk.10, 14–18 
Two RCTs evaluated two targeted 
programs, which aimed to prevent 
disorders for children who already had 
symptoms.11, 19 Although most of the 
programs addressed anxiety and/or 
depression,10–11, 14–16, 19 some set out to prevent other mental health concerns, including eating disorders,10, 14–15 
behaviour problems,18 substance use,18 and internalizing and externalizing problems.17 (Internalizing problems 
typically include anxiety, depressive and somatic/bodily concerns, while externalizing problems include 
impulsivity, disruptive behaviour and substance use concerns.) 20

Six studies, five universal programs 
The first universal program — called .b Mindfulness in Schools, or .b  — aimed to prevent anxiety, depression 
and eating disorder symptoms.10, 14 For the first .b evaluation, a practitioner taught mindfulness skills such as 
paying attention, breath counting and awareness, and relaxation techniques. Australian students in Grades 7 
and 8 received this eight-lesson program in their schools.10 For .b (and for all the other programs that we 
report on), outcomes were compared to a control group.

The second .b evaluation also assessed the program’s effectiveness in reducing anxiety, 
depression and eating disorder symptoms among 12- to 14-year-olds.14 While content 
was similar to the first evaluation, in this case .b was delivered in nine lessons by both a 
practitioner and a classroom teacher to Australian secondary students in their schools. 
As well, in this evaluation, some students were randomized to have their parents involved. 
These parents received a one-hour information session followed by weekly emails with 
videos summarizing key points of the .b curriculum.14

A similar program, Mindfulness Training for Teens, also aimed to prevent anxiety, 
depression and eating disorder symptoms.15 In this program, a practitioner taught 

mindfulness skills in eight lessons to Grade 8 or 10 Australian students in their schools.15

The third program, Strengthening Families, aimed to prevent internalizing and externalizing problems.17 
Program trainers delivered the intervention to separate groups of parents and young people in community 
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Schools are an excellent venue for reaching large numbers of children with effective 

interventions. 

The universal program 

Strengthening Families 

successfully prevented 

anxiety, depressive, 

somatization, 

hyperactivity and 

inattention symptoms.
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settings. Trainers taught effective parenting strategies, including communication skills and limit setting, 
over six sessions. Meanwhile, young people received life and social skills training, also over six sessions. In 
addition, young people and their parents participated in six sessions together that focused on improving 
communication, resolving conflicts and encouraging family time.17

The fourth program, Unified Protocol for Transdiagnostic Treatment of Emotional Disorders in 
Adolescents (UP-A), attempted to prevent anxiety and depressive symptoms.16 (This RCT 
met our inclusion criteria because, despite its name referring to treatment, the program 
being evaluated was a universal prevention intervention.) UP-A practitioners taught 
Spanish student in Grades 9 and 10 cognitive-behavioural techniques (such as challenging 
unhelpful thinking), motivational enhancement (including setting specific and obtainable 
goals to help maintain motivation), and mindfulness techniques. Students participated in 
this nine-lesson program in their schools.16, 21

The fifth program, Strong African American Families–Teen (SAAF–T), aimed to 
prevent substance use, behaviour problems and depressive symptoms for Black youth.18 Intervention leaders 
delivered the program in separate groups in community settings to youth and caregivers (predominantly 
parents of participating youth). Over five sessions, leaders taught caregivers parenting skills such as providing 
consistent supervision, solving problems cooperatively and dealing with discrimination. Teens were taught 
skills including creating and attaining goals, abiding by household rules, and dealing with racism, also over 
five sessions. As well, youth and caregivers participated in five sessions together that focused on practising 
their new skills.18 Table 1 summarizes these five universal programs and their six evaluations.

The targeted 

interventions Super 

Skills for Life and the 

EMOTION program 

reduced anxiety and 

depressive symptoms.

rev iew

 

Table 1. Universal Prevention Programs  
Approaches + goals 

Mindfulness skills to prevent anxiety, depressive + eating 

disorder symptoms over 8 lessons delivered in schools

As above but delivered over 9 lessons

As above + parental involvement consisting of weekly 

summaries of program curriculum by email

Mindfulness skills to prevent anxiety, depressive + eating 

disorder symptoms over 8 lessons delivered in schools

Life + social skills training to prevent internalizing + 

externalizing problems for young people over 6 sessions; 

parenting training for parents over 6 sessions; +  

communication + conflict resolution training for families  

over 6 sessions delivered in community settings

Cognitive-behavioural, motivation enhancement +  

mindfulness techniques to prevent anxiety + depressive 

symptoms over 9 lessons delivered in schools 

Skills training to prevent substance use, behaviour  

problems + depressive symptoms for teens over 5 sessions; 

skills training for caregivers over 5 sessions; skills practice for 

families over 5 sessions delivered in community settings 

Intervention  

.b Mindfulness  

in Schools
10

.b Mindfulness  

in Schools
14

 

Mindfulness  

Training for Teens
15

Strengthening 

Families
17

 

 

 

UP-A
22

 

 

SAAF–T
18

Sample  
size

308 

 

555

 

434 

 

289

 

 

 

 

151

 

 

502

Child ages/grades 
(country)

Grades 7– 8 

(Australia)

12 –14 years 

(Australia) 

Grades 8 + 10 

(Australia) 

11–14 years 

(Spain)

 

 

 

Grades 9 –10 

(Spain)

 

16 years  

(United States)

UP-A Unified Protocol for Transdiagnostic Treatment of Emotional Disorders in Adolescents

SAAF–T Strong African American Families – Teen

  

Two studies, two targeted programs
In addition to the five universal programs, we also report on two targeted interventions. Super Skills for Life 
aimed to reduce anxiety and depressive symptoms among Spanish students in Grades 1 to 3 who had elevated 
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symptoms of either disorder.19 Program facilitators taught children cognitive-behavioural skills, including 
thinking about situations more accurately (i.e., cognitive restructuring), engaging in behaviours that improve 
mood and decrease anxiety (i.e., behavioural activation), and problem-solving and social skills. Children 
participated in this eight-session group in their schools.19

The EMOTION program set out to reduce symptoms of anxiety and depression among Norwegian eight- 
to 12-year-olds who had elevated symptoms of either disorder.13 Group leaders (primarily psychologists and 
school nurses) taught children cognitive-behavioural skills, including cognitive restructuring, behavioural 
activation and problem-solving. This 20-session group program was delivered over 10 weeks in schools. 
Parents also attended a separate seven-session group where they reviewed the materials being taught to 
children and were encouraged to reward children for their efforts.13 Table 2 summarizes these two programs 
and their evaluations.

rev iew

 

Table 2. Targeted Prevention Programs  
Approaches + goals 

Cognitive-behavioural techniques to reduce anxiety + 

depressive symptoms over 8 sessions delivered in 

schools

Cognitive-behavioural techniques to reduce anxiety + 

depressive symptoms over 20 sessions; parallel content 

for parents over 7 sessions

Intervention  

Super Skills for  

Life
19

 

EMOTION  

program
13

Sample  
size

123

 

 

795

Child ages/grades 
(country)

Grades 1–3 

(Spain)

 

8 –12 years 

(Norway)

  

Markedly different outcomes for universal programs 
Outcomes for the universal programs showed wide variation. (For all programs, we report on their outcomes 
relative to the control conditions.) The first .b Mindfulness in Schools evaluation found no mental health 
gains at three-month follow-up.10 The results included no significant improvements relative to the control 
group in anxiety or depressive symptoms, concerns about body weight and shape, mental well-being (e.g., 
feeling optimistic about the future) or emotional dysregulation (e.g., feeling out of control when upset).10

The second .b evaluation also found no mental health benefits at one-year follow-up relative to the 
control group, regardless of whether there was parental involvement.14 The findings included no significant 
improvements in anxiety or depressive symptoms, concerns about body weight and shape, or mental well-
being.14

Similarly, the program Mindfulness Training for Teens also failed to outperform the 
control condition.15 At three-month follow-up, no differences were reported in anxiety or 
depressive symptoms, concerns about body weight and shape, or mental well-being.15

In contrast, the program Strengthening Families led to many mental health gains at 
six-month follow-up.17 The program produced statistically significant reductions in both 
anxiety and depressive symptoms by parent report (although not by youth self-report). 
It also significantly reduced somatic symptoms (a tendency to be overly sensitive to or 

complain about relatively minor physical problems) as well as aggression, hyperactivity and inattention. 
However, the program made no significant difference for symptoms potentially suggestive of psychosis, such 
as confusion and being out of touch with reality.17

Beyond these basic mental health outcomes, Strengthening Families also significantly reduced young 
people’s stress regarding personal relationships at six-month follow-up.17 As well, the program led to 
significantly reduced feelings of inadequacy and increased self-esteem. However, the program made no 
significant difference regarding relationships with parents or peers or regarding self-reliance (including 
confidence in personal problem-solving abilities).17

To optimally  

support all children, a 

public mental health 

strategy should be 

employed.
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The UP-A program did not outperform the control group on any mental health outcome at three-month 
follow-up.16, 22 The results included no impact on anxiety or depressive symptoms, behaviour problems at 
school, peer problems, quality of life or self-esteem.16, 22

Finally, the SAAF–T program produced 
positive results for all assessed mental health 
outcomes at 1¾-year follow-up relative to 
the control group.18 Youth in the program 
experienced significantly fewer depressive 
symptoms, with a 4.5% decrease, and experienced 
significantly fewer behaviour problems, with 
a 36% decrease. On a composite measure of 
alcohol, marijuana and tobacco use, SAAF–T led 
to a 32% decrease, which was also significant. 
As well, problematic substance use, such as  
using in hazardous situations or experiencing 
problems due to use, was significantly reduced 
for youth in the program, with a 47% decrease.18 
Researchers also evaluated the cost- 
effectiveness of SAAF–T (see adjacent sidebar). 

How much is prevention worth?

A

fter researchers demonstrated that the Strong African American 

Families–Teen (SAAF–T) program was effective in preventing 

alcohol use, they took the added step of determining whether 

the program was cost-effective.
24

 To do so, researchers calculated 

the cost of delivering the program while considering the benefits 

from reductions in alcohol use and binge drinking, to identify the 

estimated costs of preventing episodes of each of these events. 

They concluded that the program was cost-effective so long as 

policy-makers were willing to pay $100 to prevent an episode of 

alcohol use and $440 to prevent an episode of binge drinking. 

Policy-makers, of course, need to weigh these expenditures against 

the costs of alcohol use by adolescents, including binge drinking, 

which can accrue health care costs from accidents and injuries, 

risky sexual behaviour and potential future substance use disorders. 

Given the high price of adolescent alcohol use, SAAF–T has the 

potential to not only improve lives but also to do so in a cost-

effective manner.
24

rev iew

Including parents in prevention programs can be especially helpful.
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Table 3 summarizes the outcomes for all six universal program evaluations. 

rev iew

 

Table 3. Universal Prevention Evaluation Outcomes  
Intervention 

.b Mindfulness in Schools
10

 

.b Mindfulness in Schools
14

 

Mindfulness Training for 

Teens 
15

  

 

Strengthening Families
17

  

 

 

 

 

 

 

 

 

 

 

Unified Protocol for 

Transdiagnostic Treatment 

of Emotional Disorders in 

Adolescents (UP-A)
16, 22

  

 

Strong African American 

Families–Teen (SAAF–T)
18

Outcomes
NS  Anxiety symptoms 

NS  Depressive symptoms 

NS  Body weight/shape concerns 

NS  Mental well-being

NS  Emotional dysregulation

NS  Anxiety symptoms* 

NS  Depressive symptoms

NS  Body weight/shape concerns 

NS  Mental well-being

NS  Anxiety symptoms 

NS  Depressive symptoms

NS  Body weight/shape concerns

NS  Mental well-being

	Anxiety symptoms (1 of 2 measures)

	Depressive symptoms (1 of 2 measures) 

	Somatic symptoms

	Aggression

	Hyperactivity symptoms  

	Inattention symptoms

NS  Psychotic-like symptoms

	Stress about social relationships 

NS  Relationships with parents 

NS  Relationships with peers

	Feelings of inadequacy

 Self-esteem

NS  Self-reliance

NS  Anxiety symptoms (2 of 2 measures)

NS  Depressive symptoms (2 of 2 measures)

NS  Behaviour problems at school (2 of 2 measures)

NS  Peer problems

NS  Quality of life (2 of 2 measures)

NS  Self-esteem

	Depressive symptoms

	Behaviour problems

	Alcohol, marijuana + tobacco use (combined)

	Problematic substance use

Follow-up

3 months 

 

 

 

 

1 year 

 

 

 

3 months 

 

 

 

6 months

 

 

 

 

 

 

 

 

 

 

 

3 months 

 

 

 

 

 

1¾ years

NS    No significant difference between intervention and control.

	or  Statistically significant benefits favouring intervention over control.

*      All outcomes were non-significant, regardless of whether there was parent involvement. 
 

Two targeted programs that work 
Compared to the universal programs, which had mixed results, the two targeted programs 
yielded more consistent positive results. Super Skills for Life produced multiple benefits for 
young children with anxiety and/or depressive symptoms at one-year follow-up.23 These 
benefits included significantly fewer anxiety symptoms overall as well as fewer anxiety 
symptoms that interfered with children’s lives. The program also led to significantly fewer 
depressive and emotional symptoms (including both anxiety and depressive symptoms).23 

Programs can  

be offered in venues 

that are convenient 

and accessible for 

children and  

families.
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Super Skills for Life, however, did not outperform the control condition for behaviour, hyperactivity/
inattention or peer relationship problems, or for prosocial behaviours. Researchers also evaluated how 
children’s engagement in the program had an impact on outcomes; these findings are summarized in the 
adjacent sidebar. 

The EMOTION program also led to benefits for children with anxiety and/or depressive symptoms at 
one-year follow-up.11 These benefits included significantly greater declines in anxiety symptoms (by both 
parent ratings and child self-report) and in depressive symptoms (by parent ratings but not child self-report). 
Table 4 summarizes the outcomes for both of these targeted programs.

rev iew

High engagement, gratifying gains 

R

esearchers set out to determine how children’s participation in and satisfaction with Super Skills for Life 

influenced their outcomes.
25

 First, they divided children into two groups based on their experiences with the 

program. The high-fidelity group included children who scored above 50% on three markers: attended seven or 

eight (of the eight) scheduled sessions, completed five to seven (of the seven) homework assignments, and rated 

their satisfaction with the program as nine or 10 (out of 10). This classification resulted in 61.2% of children being 

in the high-fidelity group and 38.8% in the low-fidelity group. 

Children who participated in Super Skills for Life had significantly fewer anxiety and depressive symptoms 

compared to the control group, with no difference based on fidelity classification. However, for emotional symptoms 

and behavioural problems, only the high-fidelity group outperformed the control group at one-year follow-up.
25

 

These findings suggest that while children can experience benefits from prevention programs even when their 

engagement is more limited, maximum gains occur when maximum fidelity is achieved. The take-away message for 

practitioners is to continue their efforts to engage children, including encouraging children’s attendance in sessions 

and their practice of skills outside of sessions, knowing the potential positive payoffs.

 

Table 4. Targeted Prevention Evaluation Outcomes  
Intervention 

Super Skills for Life
23

 

 

 

 

 

 

 

EMOTION program
11

 

Outcomes

	Anxiety symptoms

	Anxiety symptoms causing interference 

	Depressive symptoms

	Emotional symptoms

NS  Behaviour problems

NS  Hyperactivity/inattention symptoms

NS  Peer relationship problems

NS  Prosocial behaviours

	Anxiety symptoms (2 of 2 measures)

	Depressive symptoms (1 of 2 measures)

Follow-up

1 year 

 

 

 

 

 

 

 

1 year 

	Statistically significant benefits favouring intervention over control. 

NS No significant difference between intervention and control. 

Findings recap
Our review found four programs that effectively prevented or reduced multiple mental health symptoms. 
Among them, the universal program Strengthening Families successfully prevented anxiety, depressive, 
somatization, hyperactivity and inattention symptoms. SAAF–T, another universal program, prevented 
depressive, behaviour and substance use concerns. And the targeted interventions Super Skills for Life and the 
EMOTION program reduced anxiety and depressive symptoms. In contrast, the three mindfulness programs 
(all universal) were unsuccessful.
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Implications for practice and policy
Our findings demonstrate that transdiagnostic interventions can prevent or reduce symptoms of multiple 
childhood mental disorders. These results suggest six implications for practice and policy.
•	 Consider	effective	transdiagnostic	prevention	programs	for	better	efficiency. Because multiple 

symptoms can be prevented using one intervention, greater efficiencies are possible. Efficiencies are also 
enhanced when programs address particularly common problems such as anxiety, depression, behaviour 
and substance use concerns. Such efficiencies, in turn, can help mitigate Canada’s limited public 
prevention investments.26 

•	 Build	on	the	power	of	parents. Three of the four programs that produced beneficial outcomes for 
children included parents (or other caregivers). Consequently, including caregivers may be particularly 
helpful for prevention efforts. 

•	 Deliver	interventions	according	to	need. To optimally support all children, a public mental health 
strategy should be employed. Such a strategy typically includes promoting healthy development for 
all children, preventing disorders for those at risk, providing treatment to those with disorders and 
monitoring outcomes.27 This approach aligns with efforts to reduce inequities by supporting all children, 
with an intensity tailored to levels of need.28 

•	 Offer	programs	that	build	on	solid	underlying	approaches. Strengthening Families and SAAF–T 
both used parenting training, which is backed by many RCTs showing reduced child behaviour and 
substance use problems.3 Similarly, Super Skills for Life and the EMOTION program used cognitive-
behavioural therapy techniques, which are supported by many RCTs showing reduced child anxiety and 
depressive symptoms.3 But there is only one high-quality RCT evaluating each of these four programs 
for preventing symptoms of concurrent disorders. So replication evaluations are warranted. As well, 
adaptations may be needed for the Canadian context, including ensuring that content is culturally safe and 
relevant.

•	 Consider	transdiagnostic	interventions	with	children	of	varying	ages. The four successful 
interventions were delivered to children spanning ages six to 16. This shows it is possible to use these 
efficient interventions with children at various of developmental stages. 

•	 Know	that	effective	program	delivery	can	occur	in	a	variety	of	settings. The four successful 
programs were delivered to children, and to parents as well in some cases, in community settings including 

schools. This demonstrates that these programs can be offered in venues that are convenient 
and accessible for children and families.

Children with one mental health problem often have more than one — resulting in 
added challenges for them and for their families, and for society when avoidable problems 
impede young people from flourishing. The results of our systematic review indicate that 
transdiagnostic prevention programs can effectively and efficiently address multiple mental 
health needs, including symptoms associated with some of the most common childhood 
conditions. These programs should therefore be expanded so that more children can be 
helped. Expansion of transdiagnostic prevention programs may have the added benefit of 
reducing “downstream” treatment costs. 

rev iew

The results of our 

systematic review 

indicate that 

transdiagnostic 

prevention programs 

can effectively and 

efficiently address 

multiple mental health 

needs…
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We use systematic review methods adapted from the Cochrane Collaboration. We build quality 
assessment into our inclusion criteria to ensure that we report on the best available research 
evidence, requiring that intervention studies use randomized controlled trial (RCT) evaluation 

methods and meet additional quality indicators. For this review, we searched for RCTs on psychosocial 
transdiagnostic prevention programs that aimed to avert multiple disorders. Table 5 outlines our database 
search strategy.

m e t h o d s

To identify additional RCTs, we also hand-searched the reference lists from relevant systematic reviews and 
the Web of Science database. Using this approach, we identified 86 articles describing 67 studies. Two team 
members then independently assessed each article, applying the inclusion criteria outlined in Table 6. 

Eight RCTs met all the inclusion criteria. Figure 1 depicts our search process, adapted from Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses.29 Data from these studies were then extracted, 
summarized and verified by two or more team members. Throughout our process, any differences among team 
members were resolved by consensus.

For more information on our research methods, please contact
Jen Barican, chpc_quarterly@sfu.ca 
Children’s Health Policy Centre, Faculty of Health Sciences  
Simon Fraser University, Room 2435, 515 West Hastings St., Vancouver, BC  V6B 5K3 

•	 Campbell	Systematic	Reviews,	Cochrane	Database	of	Systematic	Reviews,	CINAHL,	

ERIC, Medline and PsycINFO

•	 Mental	disorders	and	concurrent	or	comorbid	and prevention, treatment or 

intervention 

•	 Published	between	2012	and	2022	in	a	peer-reviewed	journal

•	 Reported	on	children	aged	18	years	or	younger

•	 Used	systematic	review,	meta-analysis	or	RCT	methods

Sources

 
Search Terms

 
Limits

Table 5. Search Strategy

Table 6. Inclusion Criteria for RCTs 

•	 Participants	were	randomly	assigned	to	intervention	and	comparison	groups	(i.e.,	no-treatment,	

treatment-as-usual or active control) at study outset

•	 Study	authors	provided	clear	descriptions	of	participant	characteristics,	settings	and	interventions

•	 Interventions	were	evaluated	in	settings	comparable	to	Canada

•	 Interventions	aimed	at	preventing	mental	health	symptoms	of	two	or	more	concurrent	disorders

•	 At	study	outset,	most	participants	did	not	have	a	current	mental	disorder	diagnosis*	

•	 Follow-up	was	three	months	or	more	(from	the	end	of	the	intervention)

•	 Attrition	rates	were	20%	or	less	at	final	assessment	and/or	intention-to-treat	analysis	was	used

•	 Child	outcome	indicators	included	two	or	more	mental	health	symptoms	and/or	diagnostic	outcomes

•	 Reliability	and	validity	were	documented	for	primary	outcome	measures

•	 Statistical	significance	was	reported	for	primary	outcome	measures	

•	 Studies	were	excluded	when	authors	stated	there	was	insufficient	power	to	detect	differences	

between groups or did not correct for multiple comparisons

* Participants could have had elevated symptoms but must not have been referred for treatment.

http://handbook.cochrane.org
mailto:chpc_quarterly@sfu.ca
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methods

Records identified through  

database searching

(n = 814)

Records identified through 

hand-searching

(n = 260)

Records excluded after

title screening

(n = 684)

Abstracts excluded

(n = 304)

Full-text articles excluded

(n = 59 studies

[66 articles])

Total records screened (n = 1,074)

Abstracts screened for relevance

(n = 2390)

Full-text articles assessed

for eligibility

(n = 67 studies [86 articles])

Studies included in review

(n = 8 studies [20 articles])

Figure 1. Search Process for RCTs
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Research evidence about how well interventions work for children can be helpful in guiding policy 
investments. Randomized controlled trials (RCTs) are the standard in the health sciences for 
assessing intervention effectiveness. In these studies, participants (or groups) are randomly assigned 

to intervention or control groups. By randomizing — that is, by giving every young person or group equal 
likelihood of being assigned to a given group — researchers can help ensure the only difference between 
the groups is the intervention. This process provides confidence that any benefits found are due to the 
intervention rather than to chance or other factors.

To determine how well an intervention works, researchers analyze relevant child outcomes. If an 
intervention outcome is found to be statistically significant compared to the control condition, there is 
more certainty that the intervention was effective rather than results appearing that way due to chance. In the 
studies we reviewed, researchers used the typical convention of having at least 95% confidence that the 
observed results reflected the intervention’s real impact.

Beyond determining whether outcomes are statistically significant, studies often evaluate the degree of 
difference the intervention made in the young person’s life. Such determinations, calculated with effect sizes, 
provide a quantitative measure of the strength of the relationship between the treatment and the outcome. 
While it is becoming increasingly common for studies to report on effect sizes, they were not provided in the 
RCTs featured in this issue that had statistically significant outcomes.  

r e s e a r c h t e r m s e x p l a i n e d

Policy-makers regularly rely on high-quality research evidence to ensure the most effective mental health interventions are 

available to children.
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r e f e r e n c e s

BC government staff can access original articles from BC’s Health and Human Services Library. Articles 
marked with an asterisk (*) include randomized controlled trial data that was featured in our Review article. 
For more information about these programs, please contact study authors.
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