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MENTAL HEALTH PROGRAMMES IN SCHOOLS

1. Qur Children’s Mental Health

The mental health and well-being of our children requires our attention. Today, we can
help young peopie live more productive and fulfilling lives through programmes that include life skills
education, mental health education, school-based health interventions, and when indicated, professional
treatment.

All young people today face significant stresses in their lives. Some changes are part of
normal growing up, e.g. growth and hormonal changes, as well as the changes in relationships that
young people experience with parenis and society. Other stresses are more individual, involving
pressures 10 advance in school and to eamn a living, peer pressures, family moves, school changes,
parental fighting and divorce, or pressure to engage in substance abuse. Sexual and physical
misireatment, AIDS, natural catastrophes and severe or chronic physical illnesses and hospitalizations
may also cause significant stresses. Young people negotiate these stresses with varying degrees of
resilience and mastery.

Many children make it through their youth without showing significant behavioural or
academic difficulties. This is due to a combination of successful coping skills and to the amount of
support available, as well as the degree of environmental stress encountered. Unfortunately, it is not
always possible to determine which children will develop mental health problems before they occur.
Therefore, programmes need 10 include all children and adolescents, with interventions ranging from
skills for mental well-being to specific mental health interventions.

Nearly one in five children and adolescents will have an emotional/behavioral disorder
at some time during their youth regardless of where they live and how well to do they are (7,22.42).
Children with emotional disturbances exhibit their impairments in a variety of ways. They may fail
academically, be socially rejected and have a poor self image. They may also have difficulties in
relating to peers or adulis and may have little respect for the laws of their society. In addition, they
may live within financially and emotionally impoverished environments.

Academic failure and social rejection often have lasting consequences because the failure to
learn in school limits a person’s chances 10 succeed in the future. As a consequence such children are
more likely to drift from main stream society and become targets for unemployment homelessness
or other sympioms of social dysfunction (19).

Even by conservative estimates, 10% of all children have mental disturbances with serious
associated impairments at some time during their childhood. These disturbances include leamning
problems, physical health problems, and substance abuse (50). Furthermore, at least 3% of school-aged
children suffer from serious mental illnesses such as severe depression, suicidal thoughts, psychosis,
serious attention problems or obsessive-compulsive disorder (32).

In many geographic regions, families and schools are the strongest social institutions in
the child’s life, Rapid population growth; geographic mobility and urban migration; increased numbers
of single-parent families; technological change; and the easy access to potentially life-threatening
mechanisms, substances and activities have weakened family and culwral structures that formerly
protecied and supported young people. Schools have a central position in many children’s lives and
potentially in their development, especiaily when families are unable to assume a leading role.
Therefore. schools, for many children may be the most sensible point of intervention. However, not




WHO/MNH/PEF/93.3 Rav.1
Fage 2

all children attend schools, This is especially so for some of the most "at risk” children. it is therefore
important to think of altemative strategies to engage these children, both to keep them in schooi and
to reach them if they are not in school. Community-based organizations, youth organizations and
agencies, religious institutions, adult service clubs, senior citizens groups, sports organizations,
museums, libraries, and public parks should work together with families, schools, health agencies, the
media and govermments to address the needs of young people in the most appropriate settings (17).
Many of the principles described in this monograph are applicable to cornmunity-based programrmes.

The purpose of this monograph is to familiarize the reader with 2 model framework for a
comprehensive approach to mental health promotion, prevention, and Teatment in schools based on
published literature and expert consultations from successful programmes throughout the world,
Components of this model are reviewed including the importance of the promotion of mental well-
being, mental health instruction, and the prevention and treatment of psychosocial problems and mental
illness. Effective interventions for the child, the family, and the teachers as well as the appropriate
use of mental health professionals are described. Finally, strategies to create effective mental health
programmes for school-age children are offered. References are provided in the bibliography for those

who are seeking more detailed information regarding any of the particular programmes or poiential
interventions.
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2. The School's Potential for Promoting Mental Health

Schools have an unprecedented opportunity to improve the lives of young people. As nations
have moved toward a commitment to universal education, schools are finding it necessary 1o expand
their role by providing health services including mental health services 1o deal with factors interfering
with schooling.

Schools, with the full support of families and the community, are currently the best place to
develop a comprehensive mental health programme for children because:

Almost all children attend school at some time during their lives.

* Schools are often the strongest social and educational institution available for
intervention,
Schools have a profound influence on children, their families, and the community.
Young peoples’ ability and motivation 1o stay in school, to learn, and to utilize what
they leamn is affected by their mental well-being,

* Schools can act as a safety net, protecting children from hazards which affect their
learning, development, and psychosocial well-being,

* In addition 10 the family, schools are crucial in building or undermining self-esteem
and a sense of competence.

* School mental health programmes are effective in improving leaming, mental well-

being, and in treating mental disorders.

When teachers are actively involved in mental health programnmes, the interventions
can reach generations of children,

Teachers have often received some training in developmental principles. This makes
thern potentially well qualified 1o identify and remedy mental health difficulties in
schoo! aged children,

A comprehensive mental health programme should be part of a comprehensive school health
programme including health instruction at all grade levels, easily accessible health services, a healthfy),
nurturing and safe environment, and interaction with families and community organizations. The
Healthy School (74), a repont from the Scottish Health Education Group, identifies three main elements
of a health promoting school - the formal curriculum, the school ethos (physical and social
environment) and the relationship between the school, the home, and the surrounding community.

The aim of school-based intervemtions is to provide an experience that will strengthen the
children’s coping abilities 1o counter environmental stress and disadvantages with which they have had
10 cope in growing up (55). Comprehensive school health initiatives are available that result in higher
school attendance rates, enhanced academic success, less school drop-out and reduced criminal
behaviour (12). Mental health and life skills education has been demonstrated to reduce drug use,
aicohol consumption, and cigarette smoking in children and adolescents (21,29).

School-based mental health interventions may be environment-centred or child-centred and
one may lead to the other (26).

The school environment refers to the “living and leaming" climate of the school.
Environment-centred approaches aim at improving the educational climate and providing
opportunities for the child to connect with a healthy school programme where they will find heaithy
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role models, This positive mental health atmosphere includes the structure of the school day, the
structuring of playground activities, the physical structure of the school and the classroom decoration.

Environment-centred programmes also strive 10 enhance the ability of administrators, teachers
and support staff to deal with the specific areas of emotional or behavioral disturbance they encounter
and, when necessary, to understand how o make use of other agencies serving children (8).

An example of a successful mental health intervention into the educationat environment is one
10 prevent bullying in Norway (43). Instead of teaching individual children to cope with bullying by

Another example of an environment-centred model is the Yale Child Study Center Prevention
Model (20) in the United States. The Yale model applies a systems approach to school problems.
It focuses on improving the school’s social environment by encouraging parent participation through
a parent programme in support of school activities, and by establishing a multidisciplinary mental
health team to provide consultation in the management of student behaviour problems. These activities
are coordinated by a representative goveming body composed of administrators, teachers, support staff,
and parents. The goveming body identifies and rates problems and opportunities within the school;
distributes and promotes resources: establishes mechanisms to solve problems and use the existing
opportunities; and monitors and evaluates the outcome, thus providing feedback so that appropriate
modifications can be made to the programme,

The Yale model provides a coordinated, collaborative effort to improve communication,
understanding, and respect between staff, students and parents. This provides a sense of direction and

ownership of the programme. It also is found 1o improve student academic and behavioral performance
over time (18),

Child-centred activities, on the other hand, include individual mental heaith consultations and
specific problem-focused interventions as well as more general classroom programmes to improve
coping skills, social support, and self-esteem. With individual mental health interventions the mental
health professional usually provides a consultation regarding a particular child and family having
difficulty. The result of the consultation may involve recommendations being given 1o the parents, the
teacher, and in some cases referral for treatment outside the classroom.

An example of a suecessful child-centred programme is the Primary Mental Health Project
(PMHP) in the United States which seeks 10 prevent maladjustment early by locating at-risk children
and involving them in an intensive goal-directed intervention that includes close contact with
nonprofessional child-aides (24,64). This model concentrates on those stdents identified as atrisk
and does not attempt more general alteration of the school environment,

The majority of the school-based mental health programmes presented in this monograph are
child-centred in their approach. Implementation of any of these, however, must be supported by
accompanying interventions in the school environment or system (12).
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3. A Model Framework For School Mental Health Programmes

The following diagram illustrates the psychosocial and mental health issues present in all
schools and indicates who is likely to be affected by these issues:

Psychosocial issues in schools Who is involved
Mental well being Entire school
community
Mental health knowledge, All students and
attitudes and behaviours teachers
Psychosocial 20-30%
problems of students

Mental
disorders

3-12%
of students

Issues of well-being and psychosocial competence affect the entire school community
including students, teachers, school administrators, and members of the sumounding community.
Specific mental health programmes addressing these issues improve coping skills, decrease stress, and
increase support for a healthy school community. Mental heaith and leaming go hand-in-hand. For
example, a study in New Zealand found that behaviour problems pre-date reading disability, while
reading failure further worsens existing behaviour problems (38).

Mental health knowledge, attitudes and behaviours affect all students and teachers.

Educational interventions can make an imponant impact on the idemtification and handling of
psychosocial and mental health problems,

it is important 1o identify children with psychosocial problems early and target them for
intervention. These early problems in schoo! frequently endure and predict later, more serious problems
such as school failure and school dropout, too early pregnancy, drug and alcohol abuse, delinquency
and low levels of adult eamings. Thus the cost of these problems to individuals, to families, and 1o
a country is extremely high (31). Good pre-school and school programmes can counteract some of
these risks and decrease the costs.

Children who are not doing well in school may be suffering from poverty, violence,
hopelessness or mental illness in their families and may come to the attention of schools due to
disruptive and disturbing psychosocial problems. Children with poor mental health skills and/or
environmental stress such as family or emotional problems or the feeling that nobody cares - are
unlikely to perform well in school or fater in life,
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Intervention Model

Suceessful maodels of intervention can be found at four levels:

Comprehensive school mental heaith pregramme Level of intervention

Promoting Psychosociat
Competence

(1) Integrated into schag)
curriculym

Mental heajth
education

() Part of general heath
curricuium

Psychosocial
irterventions

(I1) Students heeding additional
help in schoo|

Professiona|
treatmeant

(V) Students heeding additiong|
mental health intervantion

developing, Secondary prevention (Level I largels a more gelected population of high-risk people
Lo protect against the onset of the disorder. Tertiary Prevention (Leve} IV) targets people who already
have developed the disorder with the intent of treating the disorder, reducing the impairment from the
disorder, and /or Preventing relapse (55),
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4.  Promoting Psychosocial Competence

Fsychosocial competence is a person's ability to deal effectively with the demands and
challenges of everyday life. The most significant interventions for the promotion of psychosocial
competence in schools are those which enhance the child’s own coping resources and competencies.
This is most often done by the teaching of skills; such skills are referred to as life skills,

Although the exact definition of life skills is both culturally and situationally determined,
analysis of the intervention programmes in this field indicates that there is a core set of life skills that
cut across the different programmes. These are:

decision making and problem solving;

critical and creative thinking;

communjcation and interpersonal relationship skills;
self-awareness and empathy; and

skills for coping with emotions and stressors.

#* 4+ X %

Life skills of this nature are being taught in a wide variety of school-based interventions in
different countries, including: health education (60), peace education (48), drug abuse prevention (16,
51), prevention of adolescent pregnancy (61) and HIV/AIDS (4), prevention of bullying (44), as well
as for the promotion of intelligence (25), self-confidence and self-esteem (59),

Recognition of the role of life skills in the promotion of mental well-being forms the
concepual basis for the teaching of life skills for a wide variety of promotion and prevention
objectives. Life skills are taught to enhance coping with life stresses and pressures that can otherwise
give rise 1o negative health behaviours and social problems.

In programmes that help to foster life skills, the children should be actively involved in the
leamning process. A typical lesson may start with a teacher asking pupils what their ideas are about
a particular life skill or situation in which such a skill can be used. The children may be asked to
discuss the issues raised in more detail in a small group or with a parmer. Then the pupils may be
engaged in short role play scenarios. or take part in activities that illustrate the use of the skills in
different situations.

In teaching life skills, it is often found useful to base the lesson around a series of steps that
have been mapped out to describe what action is required of the child. This is particularly important
for the teaching of problem solving and decision making skills. For example, problem solving is often
based on steps such as 1) defining the problem, 2) thinking of the alternative solutions to the problem,
3) comparing the advantages and disadvantages of different solutions, and 4) acting on the chosen
solution.

Modelling of skills is also used, and usually involves a teacher or pupil demonstrating for the
class the use of the skill that is being taught. This is particularly useful for teaching communication
and interpersonal reiationship skills.

The teaching of life skills is likely to require the introduction of new teaching methods, and
the success of the programmes will depend greatly on the availability of effective teacher training in
these methods.




WHO/MNH/PSF/53.2 Rav.]
Page &

The introduction of life skills teaching will require input from the school and education
authorities, for teacher training and the development of teaching manuals, as well as for the ongoing
support of teaching programmes once they are in place. This investment is worthwhile considering
that the potential gains of life skills twaching are so far reaching, and can have an impact on several
levels, including:

i) for the child; protecting the child’s health (e.g. by preventing cigarette smoking (13), abuse
of alcohol (15,47) and other drugs (14)), and promoting the child’s social interests (eg., by
improving relationships with peers) (63); :

i) for the teacher; improved relationships with pupils (44), and fewer classroom behaviour
problems (63); and

iii) for the school; improved academic performance (65), and a possible effect on levels of truancy
and school drop-out

Some skills are significantly focused on the prevention of a specific behaviour (e.g. how to
refuse a cigarette when offered). It is however, preferable for the skills o be taught in such a way
that they are relevant to the prevention of a number of different harmful behaviours. As such
therefore, the teaching of life skills can underpin and integrate health education classes focused on
specific problems. For example, the teaching of skills for dealing with peer pressure in general is
applicable to a broad range of behaviours initiated by such pressure.

Given the potential impact of teaching life skills in schools for all spheres of health, physical,
mental and social, life skills teaching should be included in the school curriculum and made available
to all children beginning at school entry. Life skills teaching is an important way of preventing health
problems as well as promoting mental well-being in a most positive and non-stigmatising way.

WHO has prepared a document to guide countries in the development of life skills
programmes in schools (70). It also issues a "Skills for Life* Newsletter (69). This newsletter
describes and makes available information about life skills teaching programmes and new initiatives
in this field from around the world.
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5. Mental Health Education/Instruction

General health education should be comprehensive and address the interrelatedness of
biological, environmental and emotional factors that influence heatth (66). Mental health education,
including the value of positive mental health attitudes and the causes and effects of mental illness,
should be part of an overall school health education programme (74).

Mentat health education should provide information about mental health and illness to students.
In addition it can help them clarify their attitudes, understand their values and recognize their
behaviours and emotions as they apply to mental health and mental illness. Mental health education
should be taught as part of general heaith education and in addition, can be coupled with life skills
education (Section 4).

Specific content areas in the curmiculum should be based on a model of health which includes
the interaction of physical, mental, social, and environmental aspects (74). Specific topic areas to be
covered in the overall curriculum throughout the school years can include:

the brain and behaviour

psychological and emotional development

the effects of stress

successful coping strategies (ideally linked to life skills classes)

common psychological problems in youth and families

risk factors

how and where to seck assistance

healithy relationships between the sexes (including sex education as appropriate)

+ K B X O R R R

Efforts should also be made to foster tolerance of disability and difference and to destigmatize
illness. Providing knowledge about an illness is not very effective unless accompanied by examples
and stories from individuals who have the disease or disability. Inierventions which provide actual
contact with an individual who has had an iliness over a period of ime show the most promise for
improving attitudes and decreasing stigma (5). Mental health education is thought 1o be the most
effective when (54):

the content of teaching is in the present and is relevant to the student’s own life
young people take responsibility for and panicipate in the development and
implementation of classroom activities

* young people acquire health knowledge, heaith promoting values, and practice health
promoting behaviour

Schools can be the centre for a number of community enhancement projects including
programmes 10 improve health and mental health. They can serve as training centres for parenting
skills where parents leam more about child development and parent effectiveness skills and receive
support to enhance feelings of self worth and competence. These educational programmes are most
effective when groups of parents meet 1ogether.

The use of parents as teacher's aides can be a helpful leaming experience for the parents, the
teacher and the child (10), Working in the classroom provides parents with a new perspective of their
child as they observe other children and ralk with other parents and the teacher. Working with each
other, parents and teachers can gain a greater appreciation for the issues each face. FParents and




———

WHO/MNH/PSF/93.3 Rav. ]
Page 10

grandparents can be especially useful in providing information regarding cultural norms and variations
in culturally diverse classrooms.

For the necessary knowledge and skills to be a part of a comprehensive, integrated health
education programme, they should be included in the curricula of teacher training institutions, field
placements, in-service training, and special courses, ‘They include:

Life skills education

Basic knowledge of risk factors

Basic knowledge of mental disorders

Ability 1o recognize psychosocial and mental disorders
Classroom management of psychosocial problems
Mental health interventions

Use of referral resources

* % B & O ®

The knowledge and skills should be maintained or updated through workshops and continuing
education activities.

Teachers need to be knowledgeable about child development and the development of good
interpersonal behaviours. When children with special educational needs are integrated into regular
classes, teachers need basic skills for teaching children with disabilities as well as special knowledpge
about the resources available in their community.

Providing emotional support and guidance to children along with classroom teaching is both
physically and emotionally challenging. Teachers also need ongoing support to promote their own
positive health behaviours to enhance their ability to serve as role models for children as well as for
parents and family members.

Teacher manuals should help teachers adjust styles and activities to culture and situation
specific factors, Lack of cultural sensitivity may cause students to feel that they are not really parnt
of the programumne (46).

Engaging educational methods for use in mental health instruction include group discussion,
the use of audiovisual aids, visits from outside mental health professionals, essays and picture
competitions and the development of slogans related to mental health.

An example of a2 mental health education programme used to promote mental health comes
from Egypt. School teachers, school health pltysicians and social workers received a mental health
education course of 8-10 hours by a team from a Psychiatry Department at a nearby medical school
in Alexandria, The course content was directed toward improved communication between the child
and his family, changing the teachers’ attitudes towards mental disorders and providing basic
knowledge of common mental disorders and their treatments. The teachers then provided mental health
education to students for short periods every day. The mental health team provided ongoing support
and the programme was strengthened through the use of a parent/teacher association 37).
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In Rawalpindi, Pakistan, pupils work 10gether to promote their own health as well as that of
their families and communities (40,41). The programme is reinforced through the use of slogans, essay
and speech contests, mental health committees, parent/ieacher associations and managerial training
workshops for district education officers. Programme evaluation indicates improved grades, increased
attendance and decreased dropouts, and increased general and mental health case referrals.

Another innovative mental health education currculum has been developed in Uganda as part
of overall health education for secondary school students (62). The extensive curriculum includes the
relationship between physical and mental illness; the effects of stress and culwre on mental disorders;
the etiology, prevention and treatment of mental disorders throughout the life cycle; substance abuse;
sexual disorders; mental retardation; suicide; and mental disorders associated with AIDS.

Yet another example of mental health education has been developed in Australia (76). People
who have had a mental illness collaborate with 4 mental health worker and the teacher in directing the
course. The curriculum includes engaging students in discussions of values they hold regarding mental
illness and the stigma which may be associated with it. Myths and misconceptions are then corrected.
The course also includes information regarding the types of mental health problems encountered by
young people and class visits to the agencies where mental health services are provided.

In Bangalore, India mental heaith education has been used effectively with children as young
as five years of age (33). Both direct interventions and interventions through teachers are utilized.

To complement mental health instruction, programmes that may contribute to the promotion
of mental well-being and mental health knowledge, such as parenting education are important.
Parenting education courses could be introduced in the curmiculum for the entire school population,
as well as to provide comprehensive parenting education and targeted interventions for students who
are at high risk of pregnancy, are already pregnant, or are parems of young children. A bibliography
of descriptions of such programmes is available from WHO (67). A particularty successful approach
for students who are neither pregnant nor parents is to have them work with small children in creches
or nursery schools in or near the school. Schoo! parenting education courses taught by trained
teachers, can enable young people to leam about child development, discipline, tolerance of
misbehaviour, and respect for a child's individuality (which may be useful in decreasing furure child
abuse).
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6. Psychosocial and Mental Health Problems - ldentification and
intervention

Mental health probiems range from relatively minor and transient disturbances to serious and
long term disorders. Schools are often places where mental health problems are first identified as
needing special attention. If children with potential menta! health problems are identified early and
appropriate interventions made, the problems are more likely to improve.

6.1 identification of Psychosocial Problems and High Risk Populations

Risk taking behaviours such as smoking, substance abuse, too early sexual activity and life
endangering adventures may be an early indication of a young person in danger of more serious
problems. Early interventions with risk taking behaviours such as these may prevemt serious
consequences. Psychosocial problems become evident through changes or deviations in emotions
and/or behaviours. This may include such things as aggressiveness, excessive shyness, the worsening
of interpersonal relationships, poor school attendance, a decline in academic performance, irritable and
widely fluctuating moods, changes in peer groups, frequent risk taking behaviours, obsessive and
compulsive behaviours, and unusually exaggerated or repressed feelings associated with physicai
illness. Leaming problems can also lead to behavioural problems and to school failure, a very
important life stress.

Risk factors (50) affecting the child can include developmental delay (Jate walking and
talking), difficult temperament, history of physical or sexual abuse, poor peer reladonships, substance
abuse, 100 early sexual activity, chronic illness and disability, scholastic underachievement and
placement out of the home. It should also be recognized that children with visual and hearing
problems as well as those with specific leaming problems (e.g. dyslexia) are at special risk of also
having mental health problems. Extra care needs 1o be taken by health professionals in screening for
these disorders.

EXAMPLE: Substance Abuse:

Young people abuse drugs (including atcohol and tobacco) for a variety of reasons including
addiction, "self-medication” or numbing emotional pain (¢.g..depression), peer pressure, and/or family
substance abuse. Substance abuse often resulis in poor school performance, poor family and peer
relationships, and at times delinquency.

Joseph is a 17 year old boy who experienced a recent drop in his school performance. His
teacher noticed that he had widely varying moods and had recently changed friends. At school he began
wearing T-shirts promoting alcohol, drugs, cigaretes, and heavy metal rock groups. Joseph's father is
known as an alcoholic in the small community where they live. Joseph's teacher and school staff
arranged for him (o attend an afier school group for children of alcoholics and a special effort was made
to incTease his involvement in afier school and community activities. Joseph's grades have improved,
his moodiness has decreased, and he has found new friends in the after school groups who do not abuse
substances,

Family risk factors affecting the child can include family dysfunction, parental death, parental
divorce, ag well as parental psychiatric illness and/or substance abuse,
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EXAMPLE: Conduct Disorder:

Conduct disorder refers to a repetitive and persistent pattem of destructive or hostile behaviour
that violates the rights of others or deviates significantly from age-appropriate norms and rules. The
conduct is far more serious than ordinary mischief and is often dangerous to the child or others.
Depression may underie conduct disorder.

Kurt is a 15 year old boy who has a long history of trouble with anthorities both in
and out of school. He is frequently truant and has been caught lying and stealing at the school.
He is barely passing his subjects although he is intelligent. Recently he has begun spending
a great deal of time with a "gang”. Kurt’s parents are very defensive at school meetings and
deny or blame the school for his problems. Both of his parents have a history of delinquency
and substance abuse. Kurt’s teacher and the school authorities arranged to have Kurt attend an
after school community-based programme which his parents atiend also. In addition, school
officials and Kurt's parents worked with the law enforcement officer assigned 10 Kurt's case
to insure that he attended school regularly and had planned afternoon and week-end activities.

Social factors that interfere with the functioning of children and their families include poverty,
learned dysfunctional family behaviour and low socioeconomic Stafus, overcrowding, violence, and
catastrophes.

EXAMPLE: Post Tranmatic Stress Disorder:

Long-lasting emotional and behavioural symptoms can follow a traumaiic event Symptoms
include mentally re-experiencing the stressful event, avoidance of reminders of the event, generalized
emotional numbing, and increased arousal which may include physical symptoms, sleep disturbance
and hypervigilance. Traumatized children may develop a sense of pessimism and hopelessness about
the future, '

Shanti is a 10 year old girl living in a country that recently experienced a civil war.
During the war she witnessed her brother’s murder and the destruction of her home. After the
war ended. Shanti became very anxious, withdrawn, and experienced a drop in her school
performance as well as difficuity falling asleep at night. These symptoms continved over a
period of two months. Shanti’s father is in the military and is frequently away from home,
Shanti’s school developed a special programme for children and their parents 1o discuss and
leamn about stress reactions in group and individual meetings with crisis specialists.

Not all children with these or other risk factors develop psychosocial problems. Whether or
not psychosocial problems in high risk groups lead to more serious mental disorders depends upon the
interaction of: :

quantity of environmental stress or crisis
timing and nature of the stresses

hiologic and genetic vulnerability to illness
strengths and coping abilities of the child
strengths of the family and community
access 1o and use of support

* % * * ® *

Mental health programmes in schools have the potential to influence these factors and thus
improve outcome,
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6.2 |dentification of Mental Disorders Seen in Schools

Some children developmental disorders that require special atiention and professional attention.
Teachers usually require special training in recognition and management of these disorders. The
following descriptions give brief examples of some of the mental disorders of concern that occur
among young people together with creative interventions that different school systems have developed.

Depression:

Depressed young people may experience the typical symptoms of sadness, tearfulness, sleep
and appetite disturbance, and feelings of helplessness. Often, however, the depressed young person
initially exhibits other symptoms such as irritability, conduct disturbances, school refusal, somatic
complaints, eating disorders, or substance abuse all of which may be accormpanied by an initial deniai
of depression. Suicidal thoughts and attempts ar¢ more common in depressed youth, but may occur
with any emotional disturbance.

Nilum is a 12 year old girl. Her teacher noticed that her school performance recently declined
and that she was frequently absent from class, She also experienced increased fighting with her group
of friends and seemed withdrawn in class, When asked about this by her teacher, Nilum said only that
she often has headaches. When asked about recent stresses, Nilum related that her parents are
divorcing. Nilum’'s teacher consulted with the school mental health professional and suggested a
referral for family counselling to her parents, With her teacher’s encouragement, Nilum also became
involved in school drama which has helped her express her emotions, find support from others, and feel
beter about herseif.

Attention problems:

Youngsters who are excessively impulsive, have serious trouble paying antention, and find it
difficult to focus on a task, may be suffering from what is known as attention deficit hyperactivity
disorder (ADHD), They are easily distracted and often cannot organize work or cooperate in spons.

Gerard is a 7 year old boy who was noted by his teacher 10 have trouble paying
attention, controlling his impulses and siuing still. Due to his impuisive, active nature, he has
poor peer relationships and his inability to pay auention inierferes with his acadernic
performance. Gerard’s teacher worked with the mental health consultant and Gerard's parents
to design a structured programme at school and & home which decreases the distractions in
Gerard’s environment when he is trying to learn, provides praise for desired behaviour when
it occurs and avoids emphasizing negative aspects of his behaviour.

Psychosis:

A psychotic disorder is a severe mental disorder characterized by an extreme impairment in
the person’s ability to think, respond emotionally, remember, communicate, or understand reality.
Individuals who are psychotic often have hallucinations (seeing or heaning things that do not exist) or
they may regress into behaviour appropriate for a younger child.
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Mohammed is a 15 year old boy. He is known at his school as a loner who has poor
social and communication skills. Although he has always had touble paying attention, at timeg
he became even more distant in class and often did not seem o know what was happening.
When asked 10 speak, he at times gave bizarre and unselated responses. OQther adolescents
stayed away from Mohammed and called him "crazy”. Mohammed’s teacher helped arrange
4 mental health evaluation through the school health clinjc. In addition w psychiatric
treatment, the consultant at the clinic helped design a special school programme to increase
Mohammed’s social skills and 1o decrease the stress he experiences,

Anxiety Disorders:

Anxiety in young people may be expressed by reluctance to be apart from parents resulting
in school refusal, extreme shyness around strangers, or excessive worrying and fearful behaviour that
does not have a specific focus which may be associated with physical complaints such as headaches
or stomach aches,

Patricia is an 8 year oid shy girl who refused to attend school over a period of §
months. As a result of her absences, she was a risk of failing the school year, Patricia’s
mother says Patricia has frequent physical complainis that keep her home, although no medical
disorder has been found. A special programme was designed by Patricia’s teacher and the
mental health consultant to have Patricia’s molher work in several classrooms at the school as
4 part-time aid. Since this has been wnstituted, Patricia attends school regularly and her
physical complaints have not interfered with her attendance, ‘ ‘

Eating Disorders:

The condition called anorexia nervosa involves a refusal to eat an adequate diet resulting in
significant weight loss. This is agsociated with a fear of becoming fat and is mainly limited to
adolescent girls in developed countries. Without treatment, the self-induced starvation can lead to
death. Bulimia nervosa is characterized by the compulsion to consume large quantities of food and
then, fearing fatness, to get nid of the food by self-induced vomiting or laxatives, This disorder is
accompanied by depression and also has serious physical consequences,

Annaz is a 16 year old girl who has been noted by her teacher to be quite moody. She is very
interested in the approval of others especially boys. Anna was slightly overweight at the beginning of
the school year, then lost a great deal of weight, and now is slightly ynderweight. One of Anna’s
friends told the weacher that Anna makes herself throw up after meals, Anna’s teacher discussed this
information with Anna's mother, and with the help of the mental health consuitant, a referral for
counseiling was arranged, A team of school staff arranged for Anna to participate in school exercise
activities, and  increase her involvement in the social skills programme where she leamns o identify
and express her feelings.




6.3 Instruments for identification of Psychosocial Problems and Mental
Disorders

Schools may at times wish to obtain a general measure of the psychosocial and mental health
problems in their classroom. Several screening instruments are available for use to determine if
children have (or are at risk of having) significant mental heaith problems. A danger from using
screening instruments however, is that some children will be falsely identified as "mentally disturbed”
with all the dangers that this brings of "labelling” and stigma. Nevertheless, the following instruments
might be used with extreme care.

The Children’s Behaviour Questionnaires are designed for completion by teachers (52) and
parents (53). The teacher version (Scale B) is a 26 item questionnaire covering a variety of behavioral
problems that can be completed quickly. It has been used reliably in a diversity of settings including
Jamaica (27), Italy (75), Uganda (39), Mauritius (63), Beijing, China (58), and New Zealand (38),

The AML Behaviour Rating Scale is an 11 item screening scale designed for teachers 1 use
in identifying young children experiencing early school adjustment problems (23). It is designed to
provide a measure of acting out (A), moodiness (M), and leaming difficulty (L). It requires only about
30 seconds per child to complete,

The Classroom Adjustment Rating Scale (CARS) is a behaviourally oriented scale designed
to provide in-depth informarion about a child’s school adjustment problems (36). It provides detailed
data regarding the severity of a child's adjustment problems.

The Health Resources Inventories (HRI) is a 54 item rating scale designed to measure a variety
of school-related competencies of primary grade children (28). The HRI's emphasis is on children’s
positive adaptive functioning, -

The Chiid Behaviour Checklist (CBCL) is a 113 item questionnaire that can be completed by
a parent, teacher, or adolescent (1). It provides a scaled score based on chiidren’s behiaviour, but
requires some training in scoring, and requires about 15-20 minutes to complete,

The Brief Pupil Evaluation Inventory consists of 9 items and involves students” identification
of other students who have characteristics that are predictive of aggression, likability, and withdrawal
(35).

6.4 Deciding on an Intervention

Persistent and serious problems such as aggressive and antisocial behaviour, psychotic
reactions, poor relationships with classmates, depression and suicidal feelings all require prompt
intervention. A decision process for deciding on the nature and extent of an intervention needed is
as follows:

Step 1. Student Identification

Identification of a student in need of help and the severity of the need through the observations
of the teacher or school personnel, the concemns expressed by the student and possibly the use of
screening ingruments is the first step.
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Step 2; Identifying and Understanding the Problem

Further information about the nature of the psychosocial problem should be evaluated and
possibly discussed with a mental health consultant, if available. If the smdent/family is judged to
warrant specialized evaluation, the counsellor makes contact with the student’s parents and informs
them of the nature of the problem and the recommendation for further evaluation, Whenever possible
the entire family should be engaged in the consultation and a treatment plan devised based on the
child’s and the family's strengths and needs. S

Step 3. Intervention

The corrective intervention may include school-based psychosocial intervention or out-of-
school professional treatment such as family therapy, individual therapy, group therapy, medication,
residential treatment or a combination of these, Whatever the method of intervention chosen, the
people in the school with whom the child has contact should be appropriately involved in the treatment
plan.

Step 4: Follow-Up

To insure that the evaluation occurred and that the school is appropriately invoived in the
comprehensive treatment plan, follow-up by the teacher and/or appropriate school personnel is
essential.

6.5 Psychosocial and Mental Health Interventions

Psychosocial and mental health interventions may take place in or out of the classroom,
Classroom interventions include health promotion, primary prevention (health education) and early
probiem identification. As mentioned in Section 2, the intervention may be directed toward the entire
classroom or school environment or it may be directed toward an individual child. It is usually
desirable to make use of interventions that affect both the school environment and the child,

Assessment, secondary prevention (identification, reduction of risk and early intervention), and
referral for psychiatric treatment take place out of the classroom, but should be coordinated with the
teacher, school nurse and school administration. When teachers and other school personnel understand
the nature of a child’s problem., they can work effectively with mental health professionals in designing
¢lassroom and school programmes that provide support and enhance the coping abilities of vulnerable
children. A valuable resource in this respect is a WHO manual on child mental heaith and
psychosocial development, produced by the WHO Regional Office for South East Asia. Parts I and
IT are aimed at health professionals, Part I is for teachers and Part IV is for workers in children’s
homes. The information for teachers and workers in children’s homes is presented in a way that
ensures that it is compatible with the instructions for health professionals (72).

Psychological treatment programmes for children needing additional help in the classroom have
been shown to be of benefit. Shorter term treatments such as group therapy, play groups, and
behaviour modification have given promising results in children with psychosocial disorders by
enabling them to remain in regular classrooms and advance educationally (34). Peer counselling, often
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done by older children or adolescents, has also been found to be helpful both for those who give it
and for those who receive it. The positive role modelling, problem solving strategies and prosocial
behaviour are often accepted more readily when they come from peers rather than authority figures.

School-based Health Centres

Health centres located within the school have an important role in supporting better health care
and social services for children and adolescents since they utilize a community-based model for health
care. School-based health clinics usually provide primary health care services needed by young people
including health maintenance examinations, assessments, diagnosis, and treatment of acute and chronic
illness, screening for infectious diseases, immunizations, family planning, and mental health and
substance abuse counselling.

The clinics are accessible to the students and the students are accessible to the clinics.
Because they are located within the daily environment of most youth, they offer particular benefit to
young people who might not otherwise receive assistance, by decreasing the economic and
psychologicat barriers. Clinics can facilitate and support positive relationships among students, their
families, the schools, and other community services (56).

At least 20 percent, and at times as high as 60 percent of young people seeking health services
at school-based clinics have mental health problems needing aftention. Users of clinics are found to
be at high risk for a variety of psychosocial problems including drug use, depression and school drop
out {6).

Professionals at school-based mental health clinics should reach out to develop a working
relationship with school staff both to coordinate psychosocial programmes and to increase the number
of children they reach, Ways to expand the scope of student impact include providing teachers with
mental health consultation and in-service education, and giving mental health presentations to students
and parenis.

Clinic-based mental health professionals may have time to offer only a limited amount of
direct intervention (e.g. group and brief individual counselling, including student support groups and
peer counselling). Because school-based programmes cannot meet all student needs, referral patterns
to community services must also be established and maintained (2).

Crisis Intervention

Mental health problems can result from intense and/or prolonged stress associated with vanous
traumatic occurrences at home, in the community or at school and may include a natural disaster, war,
or the death of a family member, a classmate or community member. Symptoms include anxiety,
depression, flashbacks of horrifying experiences, recurring nightimares, and sleep disorders.

Schools can be enlisted in crisis management. Parents, teachers and children can be involved
in preventively oriented trauma recognition and response (49). The school is an optimal site both
because of its convenience to parents and children and because the stigma of using a mental health
service i avoided.
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Elements of crisis intervention include consultation with school administrators, training of
teachers, and education of parents and children. Identifying and addressing rumours, misconceptions,
and fears helps minimize anxiety in the school community, Classroom drawing exercises and
symbolic reconsiruction of the crisis can be effective initial interventions with younger children i
Special procedures are needed to reintegrate hospitalized or severely traumatized children into the
classroom, to deal with bereaved children, and to monitor school behaviour and performance.

Referral Resources

Schools need ready access to supportive mental health resources in the community, if there
are any available, A clearing house of infomnation should be established, This might include (2):

* diagnostic protocols and at risk surveys (e.g. for suicide or substance abuse) 1o screen
children who may need referral '
* descriptions of existing or possible interventions (e.g. crisis intervention, coping with

gangs, teen parenting)
curriculum and mental health education aids
b regional mental health phone numbers and contact persons
* memal health professionals who can assist with school mentat health problems

The development of collaborative relationships with community agencies and service providers
is essential. It is also important to have health, education, and social services coordinated by a lead
agency that could be based at the school.

For example, in South Australia, a mechanism for integrating health, education, and welfare
services to school-aged populations with serious social and behavioral difficulties is known as the
Interagency Referral Process (77). The goals of this process are to provide an integrated, holistic
approach to case management and review through: 1.) referral by the interagency referral manager;
2.) assessment; 3.) case planning and management; and 4.) case review. The Education Department
of South Australia allocates salaries for the interagency referral managers. This whole process
involves experimental research design and evaluation.

In many regions of the world, however, referral resources are not available. Establishing a
consultative link to the nearest health centre may provide guidelines and training for crisis intervention,
support and triage.
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7.  Steps For Programme Development and Implementation

The approach or combination of methods chosen to develop a mental health programme is
likely to vary from country to country and must be tailored to the needs and strengths of the particular
region where they will be implemented. Recognizing that there will be individual variations, the
following sieps for programme development and implementation are suggested:

Step 1: Establishment of a team

Planning for a comprehensive school mental health programme begins with the collaboration
of school personnel, family members, community members, mental health professionals,and
students who work together 1o create an environment that is productive, positive and supportive.

Family Members

The fundamental unit of all societies is the family, Thus, the key factor in the success of any
school mental health programme is the degree of family commitment to the programme (11). The
importance of the family environment in children’s school performance and menta! health has been
recognized in many regions and increasing efforts are being made to involve family members as active
parmers with the school.

The most important place for children’s development is in the home, under the guidance of
their family. It is important that parents and other family members are appreciated for the powerfil
influence they have with their children in the adoption of attitudes, values and beliefs related to health
behaviour and lifestyle. Parents and families then may have a fuller understanding of their
complimentary role with the school in the mental health education and promotion of their children
(74). Paremt-Teacher Associations, for example, offer the potential of creating an environment of
collaboration and cooperation,

School and the Community

A healthy school is an important part of the community that surrounds it. Community
members should feel that their neighbourhood school is open and receptive to their ideas and
participation.  Schools, in tum, should be supporied by community members through their
participation in school programme development and through their suppont for adequate financial
backing to carry out the school’s mission. It is very importani that any school mental heatth
programme has the support of the governing board of the school and the headteacher,

Teachers

Teachers, with family support, are the key to the successful implementation of a
comprehensive school mental health programme. Teacher's perceptions are essential in planning and
implementing life skills education, mental health education, psychosocial interventions, and
professionat referral when necessary. It is important to understand their perspectives and support their
needs (30).
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Mental Health Professionals

Mental health professionals can have a variety of environment-centred and child-centred roles
in a comprehensive school mental health team and in many cases, may have more than one role.

The mental health professional may serve as a consultant for teachers in programme
development and implementation and for parents regarding their relationships with their child and their
child’s teacher. The role of the consuitant focuses not only on providing mental health expertise
during the direct evaluation of the student and the family, but also on serving as a resource person to
the teacher, the counsellors, the disciplinarians and the parents to establish procedures for dealing with
potential problems (9).

The mental health professional can be of benefit as a consultant to a school, a school district,
educational administrators, and educational commissions. This consultation ¢an help schools provide
the best mental health programmes within their budget, help the interpersonal relationships within the
school system to function the most effectively, and increase the awareness of the mental health issues
of children, families and teachers among people who may be removed from daily contact with these
Eroups, ' :

The mental health professional can 2also serve as an outside consultant member of the school
team where the needs of individeal children, families and teachers are met by mental health staff
members within the system. The outside mental health professional is available for individual
consultation, group discussions, or in-service teaching sessions. For example, providing seminars in
behavioral management to school staff, rather than working directly with referred children provides
the staff with skills they can use with subsequent groups of children,

Step 2: Assessment of school and community environment

Basic information regarding regional demographics, health risks, and resources should be
available for the team to consider. When possible, an assessment focusing on community strengths
and available resources, as well as needs should be done to provide the planning team with the
information they require to develop objectives.

When congidering the various options for implementation, an important consideration is that
the effectiveness of a preventive intervention requires a fit between it and the cultural, geographic, and
social-political characteristics of the region (3). The most appropriate choice within the model
framework presented in this monograph depends on the culture of the region, the resources available,
the educational system, the political will, the interests of the school administration and teachers, and
the point of entry available into the educational system.

Step 3: Development of a plan

Once the needs and potentials for school mental health programmes are appreciated and ideas
for the most suitable elements of the model framework are being discussed among parents, educators,
students, community members, and mental health professionals, the next task is to develop a specific
plan -of action including clearly stated objectives, assignment of responsibilities, a time-line and a
coordinating mechanism for agency (sectorial) linkages.
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To be successful, programmes must be based on the recognition of needs that are perceived
to be important to the people in charpe (for example, teachers, principles, public officials, community
leaders). Local leaders must develop and/or adapt a programme $0 that it fits with their own strengths
and needs. If a programme is adapted from another culture, it is imporntant 10 understand which
elemenis of the programme are not culturally limited and can remain unchanged, and which portons
must be changed 10 make it culturaily relevant (46),

The most accessible and appropriate point of entry into the educational system should be
determined in order to introduce, develop and maintain a comprehensive approach to mental heaith
programmes, Mental health interventions may be accepted most readily if they are:

Part of the general educational system,

Implemented through routine health care in the school;

Supported and developed by families and parent groups;

Brought in through the support of school counsellors and/teachers who recognize that
poor social functioning interferes with leaming; and

* Brought in through a Commission or Board of Education who recognize schools as
the best setting 10 improve the functioning of the children in their country and thus
10 improve their children's and their country’s future,

* X X ¥

The greatest task in developing a comprehensive school mental health programme often is
establishing stable financial support for such a programme. Collaboration with other community and
govemnmental agencies may lead to a pooling of resources directed toward the mental health of young
pecple. However, In many communities, additional financial resources may be necessary.

As an example, a comprehensive school health programme in the slums of Bangalore, India
is based on a "shoestring budget” and repons success through effons by voluntary agencies, teachers,
ang other health professionals (33). In this project, mental health is one component of a total school
bealth project.

Step 4: Monitoring and evaluation

All programmes require thoughtful evaluation including the measurement of outcome. This
is important not only to determine whether or not a particular programme is effective but also because
good research helps to improve already effective programmes and retain support for existing
programmes. In addition, it is imporant to disseminate those aspects of a programme that are
effective, 10 other communities. '

When designing a mental health programme, the evaluative outcome study should be designed
at the same time. Obtaining bascline data on the mental health of the children, the quality of schoot
health services, the environment of the school! and the health knowledge, skills and practices of
students, are all essential for evaluating the effectiveness of a planned intervention.

The methods used to measure the effectiveness of the intervention, the research design, and
the type of statistical analysis used, may influence the evaluation of a variable as a potential risk
factor, an important mediating factor, or a measure of outcome.




WHO/MNF/PSF/93.3 Rav.]

Fage 24
* Meaningful outcome research should look not only at changes in attitudes and values
as expressed pre- and post-intervention but at changes in actual behaviours.
* Programme objectives, interventions to be assessed, outcome measurements as well

as plans for data collection, analysis and dissemination should be specified during the

planning stage.

Rating scales chosen to evaluate outcome (for ¢xample, those listed in section 6.3)

must be easy to administer and score, and deal with relevant and important areas for

teachers, students, parents, and funding agencies,

* Descriptive indicators of outcome such as positive written and verbal feedback from
students shouid also be collected.

One approach 10 measuring outcomes which may be particularly applicable to school-based
mental health programmes, utilizes goal attainment changes as the unit of measurement (37). Initiaily
the team of school professionals, students, parents and community members meet with a professional
skilled in outcome research, to define how successful outcomes will be defined in a way that ¢an be
measured reliably, The evaluation process is then planned, implemented and the cutcome data analyzed
and disseminated. The initial planning team meets again and discusses whether or not the goals were
met and makes appropriate modifications. '

A well designed outcome study is not possible in every community. However, it is possible
to coilect information that will help in the evaluation of programme effectiveness such as parent, pupil
and teacher satisfaction questionnaires, testimonials, criticisms from people involved, and a careful
recording of the process of implementation for later review.

Step 5: Coordination and modification of programmes

Developing a comprehensive, integrated mental health programme in the school is an ongoing
process that requires constant attention, evaluation, and adaptation, Successful programmes are
rewarding for all who are involved with them, as they lead to healthier and more productive children
and adults,

Schools should work together with families, other community-based organizations, health care
agencies, public service groups, the media and governments to develop coordinated health promoting
activities for young people. The initial planning team may become a permanent coordinating body or
may meet intermittently with a coordinating team composed of the key providers in the school mental
health programme,
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Ag the team proceeds through these steps it is useful 10 monitor whether the following
characteristics have been developed or are planned for the programme.

*

Characteristics of Effective School Mental Health Programmes

Takes into account the relationship between the school and the
community environment as weil as any unique cultural values and
identites

Identifies the socio-political conditions and processes likely to be
associated with the establishment and survival of a comprehensive mental
health programme in the school

Involves families and community members as active parmers in planning,
implementation, and ongoing evaluation

Utilizes the skills of school and community mental health professionals
Intervenes at multiple levels

Has a coordinating mechanism

Focuses on teacher training and parent training

Evaluates its effectiveness and utilizes this information in programme
modification
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8. Recommendations

Now 13 the ideal time for families, communities, and young people to rally around their
schools to develop and support a comprehensive school-based mental health programme. Schools
recognize that mental health and well being go hand-in-hand with learning, Communities recognize
that many young people today need additional assistance in managing the stress in their lives. Family
members realize that they can benefit from additional support from the schools and want to be
involved as partners in their children’s development. Young people are looking for additional
guidance and support and find that school is the most accessibie place to find it. Input and suppont
from all potential resources arc essential in the development of a comprehensive mental health
programme for young people. The greatest resources in the development of healthy children are the
young people themselves along with their families, teachers and communities,

The authors of the document, having consulted with a broad range of expents regarding this
lopic, would like to reiterate the following recommendations are for countries, governments, ministries
of health and education and others with an interest in the well-being of their youth put forward at a
WHO consultation on this topic (71):

Recommendation 1: All countries should develop school mental health programmes as part of their
current national health/mental health plans. The school mental health programmes should be
multisectorial involving health, education, and other related departments (sectors).

Recommendation 2: In countries where some school mental health programmes already exist, efforts
should be made o expand these programmes to reach wider geographic regions and to include
additional components of school mental health programmes.

Recommendation 3: A comprehensive school mental health programme should be concemned not only
with the prevention and management of emotional and psychological problems of children, but also
with the promotion of the value of healthy lifestyle and improvement of the "ethos” of the school and
of the educational atmosphere,

Recommendation 4: Mental health iraining should be arranged for individuals working in schools
(school health professionals. teachers, social workers, counsellors, ete.) and should be included in
teacher training courses.

Recommendation 5: Memtal health education should be included in the school health education
programmes at the regional and couniry levels.

Recommendation 6; Resource centres should be developed for mental health services for young
people, training, consultation, and research to support emerging school mental health PIOETAMIMES.

Recommendation 7: Any national mental health programme should extend school mental health
programmes to include activities for children not attending schoot (the neglected, drop-outs, those in
remote areas, the poor, etc.)

Recommendation 8: Nongovemmental organizations with an interest in youth at the community,
country, and regional levels should be involved in school mental health programmes.
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