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Mental health disorders are prevalent in children in all societies. The onset of 
most mental disorders is in youth (12–24 years of age), but most of the time they 
are first detected later in life. Poor mental health is strongly related to other health 
and development concerns so it is common to show high grade of stress, substance 
use, violence, and depression. The effectiveness of some interventions has been 
strongly established, although more researches are needed to improve the range of 
affordable and feasible interventions. The shortage of educational and fiscal policies 
and the fairly low attention to this subject is the main challenge addressing mental-
health needs. Therefore, universal or early intervention programs are needed to 
develop protective factors by increasing competence or skills, to reduce existing 
negative behaviors. Moreover child discipline problems can be reduced by school 
multicomponent intervention strategies and as a result promotion in student’s 
achievement becomes evident.
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Introduction
Mental disorders in children have a high preva-

lence(1). The reported rates of ranged from 8% 
(in the Netherlands) to 57% (for young people 
receiving services in five sectors of care in San 
Diego, California, USA). Reports in the Australian 
National Survey of Mental Health and Well Being 
indicate that at least 14% of adolescents younger 
than 18 years were diagnosed with a mental or 
substance use disorder in 12 months and this fig-
ure went up to 27% in the 18–24 year age-group 
(2). It is estimated that about one in five young 
people suffers from an emotional or behavioral 
problem in any given year. Five of the ten lead-
ing causes of years living with disability in people 
aged 15–44 years are neuropsychiatric disorders 

such as unipolar depressive disorders, alcohol 
use disorders, self-inflicted injuries, schizophre-
nia, and bipolar affective disorder (3).

In many cases mental health problems fail to be 
diagnosed or are misdiagnosed, so various types 
of care for children have been provided by many 
funded and uncoordinated agencies in the health, 
education, social services, and recreation and cor-
rections sectors but they still lack the appropriate 
care that would be achieved by a more comprehen-
sive view of their problems. Undiagnosed and un-
treated mental health problems can be costly both 
for themselves and their families and also for the 
society (such as, the costs of lost potential, school 
dropout rates, unemployment, and crime)(1).
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Evidence is available that an increasing rate of 
young people meets the criteria for conducting 
disorders. This evidence comes from two stud-
ied populations; each of them included young 
people aged 15–16 years(4,5). Apart from dis-
ability, mental disorders might also increase the 
mortality rate in young people. In many societies 
youth is a period of increased risk of suicide (6). 
The failure to identify and treat depression can 
result in suicide which is a leading cause of death 
among young people in countries such as China 
(7) and India (8). During10 years from 1992 to 
2001 common causes of death in a rural commu-
nity of 108,000 people in South India were dem-
onstrated in an Indian study. The researchers 
have reported that suicide accounted for a quar-
ter of deaths in boys and between half and three-
quarters of deaths in girls aged 10–19 years (8). 
For this problem some substantial progress has 
been made in developing effective interventions. 
Yet, most mental-health-service needs are not 
dealt with properly, even in wealthier societ-
ies, and the rate of unmet need is nearly 100% 
in many developing countries. Furthermore, lack 
of interventions to prevent mental disorders and 
promote mental health is felt (9).

There exists a huge gap between the mental 
health needs of children and adolescents and as a 
result serious differences in resources and effec-
tive programs available to meet these needs (10). 
Prevention (actually early intervention–treatment 
and developing a full range of care is the primary 
goal of the collaboration between the education 
and mental health systems. While success depends 
on effective collaboration at many levels but this 
joint effort lessens the burdens on and liabilities of 
education systems. However sustained collabora-
tion in many levels is needed (11).

A youth-focused model for development of ser-
vices and integration of mental health with oth-
er youth health and welfare concerns has been 
proposed; so this paper examine the effective-
ness and efficiency of mental health services for 
school-aged children by providing an overview, 
drawn from literature reviews , and addresses the 
policy implications of its findings.

Risk Factors
There are a number of known risk factors such 

as inherited traits and predispositions physical 
health, cultural norms, parental education, par-
enting style, income and family stability for de-
veloping emotional disorders.

However poverty is known as an indirect risk 
factor but evidences have proved that growing up 
in poor household increases the risk of exposure 
to adversities such as scarcity of food, poor nutri-

tion, violence, inadequate education, and living in a 
neighborhood characterized by absence of social net-
works increase the risk of mental disorder (12-14).

Mental disorder contributes to educational 
under achievement, loss of employment, and in-
creased health-care costs. Some researches on 
children with emotional disturbance demonstrat-
ed that violence and child abuse are major risk 
factors for developing mental disorder and young 
people living in families with parental mental or 
substance abuse, discord between parents, mari-
tal violence, and breakdown, are at greater risk of 
mental disorders (15).

Many with disorders had experienced physi-
cal or sexual violence, while most sexual violence 
takes place in the context of trusting relationships 
(for example, peers or relatives), generally most 
violence takes place in the school or community; 
in both instances, older peers are the most fre-
quent perpetrators (16). In married young peo-
ple, young women are most of the time harassed 
by the husbands or in-laws (17).

Among other pressures limited employment 
opportunities for out-of-school young people 
is a main risk factor for suicide and poor mental 
health (6). Indigenous people of many countries, 
migrants from rural to urban areas, internally dis-
placed people and refugees who may be historical-
ly disadvantaged are at the risk of suicide and poor 
mental health(18). Young people in these groups 
might have in their lives and the other is low self-
esteem and associations with deviant peers (19).

The prevalence of mental disorder varies 
greatly according to several cultural factors (20). 
Viewing young people as a major market and em-
phasis on certain body shapes, encouraged by the 
fashion industry is probably a factor in explain-
ing the anorexia fever in developed countries. 
There is considerable evidence which shows that 
the globalization of the media is connected with 
an increase in eating disorders in societies (21-
23). Although the final pathway for mental disor-
ders might involve a neural basis, discoveries in 
genetics and neuroscience have provided strong 
evidences for genetic and biological contribution 
in mental illnesses-particularly for depression, 
psychoses, and severe behavior disorders (24). A 
history of difficult and disruptive behaviors from 
childhood can be expected to lead to neurocogni-
tive impairments in adolescence. Developmental 
disorders such as learning disabilities and neuro-
logical disorders, such as epilepsy are considered 
as potential factors in increasing mental illnesses 
(25). Gene-environment interactions may explain 
the increased risk of behavior disorders in boys. 
Protective factors are essential to understand 
how the impact of risk factors can be modified or 
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even eliminated. Social support might be an im-
portant psychosocial safeguard in facing the risk 
factors. Enabling parents to provide adequate 
psychosocial stimulation during early childhood 
is perhaps the most important factor for building 
resilience in youth (26-28).

Primary prevention mental health programs 
for children and adolescents

However prevention is a priority and the ulti-
mate goal, intervention has an immediate posi-
tive impact.Within the spectrum of mental health, 
preventive interventions will enhance protective 
factors, which, in general, are positive behaviors 
or features of the environment that lessen the 
likelihood of negative outcomes or increase the 
possibility of positive outcomes (29,30). Some 
primary prevention programs emphasize more 
on mental health promotion or enhancement. 
The main focus of preventive programs is to de-
velop important competencies, that is, to pro-
mote wellness (31). In summary, over the past 
several years promotion of mental health range 
from a focus on preventing specific problems to 
prevention of emotional and behavioral dysfunc-
tion in general. Therefore, as currently practiced, 
primary prevention in mental health may be de-
fined as an intervention designed to lessen the 
future incidence of problems in currently normal 
populations as well as efforts aimed at the promo-
tion of mental health functioning (22). Two major 
aspects are the level of the intervention and the 
way populations are selected for intervention. In 
terms of the level of intervention, programs can 
be categorized as either individual or ecologi-
cal (person-centered or environment-centered 
respectively). The individual interventions offer 
services directly to the target population without 
attempting any major environmental change and 
the ecological interventions try to change individ-
uals indirectly by modifying the environment. The 
emphasis of both approaches is on prevention of 
specific problems or health promotion. Person-
centered programs work directly with children 
and often use or adapt change techniques drawn 
from the clinical and counseling literature (32).

Of all sectors, schools play the largest role in 
providing mental health services to children. While 
schools are by no means serving all children with 
mental disorders but so little attention has been 
given to the effectiveness of school programs. Until 
recently, it would have been impossible to describe 
in any detail school-based mental health services, 
because basic instruments were lacking (33).

Indeed, for the large number of the children, 
the school system provides the only source of 
mental health service (34). The conceptual mod-

el of community care includes school-based ser-
vices which typically preventive services have not 
been included in the concept of the system of care 
and there have been suggestions for their inclu-
sion (35). In this system of care many strategies 
have been designed to improve the services and 
outcomes for seriously emotionally disturbed 
children and adolescents (36,37).

 Services provided to the students should be 
child centered, family focused, community based, 
and culturally competent based on the notion of 
a system of care. Furthermore, in the system of 
care framework, children should receive a range 
of free services (e.g., outpatient treatment, home-
based services, day treatment, case management, 
crisis services, therapeutic foster care, residential 
treatment centers, health services, school ser-
vices, social services) based on their individual 
physical, emotional, social, and educational needs 
(33). The system of care works as the foundation 
for effective comprehensive mental health ser-
vices within communities. Schools and the health 
care sector are pivotal to these systems since 
schools can play each of these duties. Definition 
of school-based mental health services covers 
any program, intervention, or strategy applied in 
a school setting that was specifically designed to 
influence students’ emotional, behavioral, or so-
cial functioning (38).

In this system even healthy child development 
through risk factor reduction or positive youth 
development is supported by recreational, edu-
cational, or social programs (39).

In this system they believe that universal or ear-
ly intervention programs may generate protec-
tive factors (generally by increasing competence 
or skills) and these programs are more effective 
than those programs that try to reduce existing 
negative behaviors (40). On the other hand, pro-
gram effectiveness can vary by age, gender, and 
ethnicity of children (39).

Preschool-age children or younger children ben-
efit more from the programs than older children. 
However one can not deny the efficacy of the pro-
grams for older children. Programs which target a 
specific problem or problems, which are sensitive 
to cultural or gender-based differences, are more 
effective than broad unfocussed interventions.

Programming that has multiple, integrated el-
ements involving more than the single domain 
of family, school, or community, is more likely to 
bring positive results than single focus, single do-
main interventions (41).

In this system it is proven that interventions 
that both decrease problems and increase 
competencies not only are more effective but also 
can lessen the probability of future dysfunction in 
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comparison with the programs that only reduce 
problems or symptoms. In summary, over the past 
several years promotion of mental health range 
from a focus on preventing specific problems to 
include the prevention of emotional and behavioral 
dysfunction in general (38). Since more attention 
has been given to pre-school research (Zoritch, 
Roberts, & Oakley, 1998), we focussed primarily 
on reviews of universal and early intervention 
services for older children. Programs providing 
clinical services were excluded.

This study is a narrative literature review. A 
Comprehensive computerized search of the sci-
entific literature was done to identify studies of 
school-based mental health services for children. 
Electronic databases (Proqust, Willey, google 
scholar, SID, Scopus, Web of Science, Science Di-
rect, Medline), were searched to obtain articles 
published between 1985 and 2011.

Schools, children, mental health, services, pre-
vention, outcomes, effectiveness and specific syn-
dromes were terms used as key words for identify-
ing the original pool of studies. Here a number of 
patterns and characteristics are presented.

 Mental disorders
Most mental disorders happen in youth and 

are often detected for the first time in later life. 
There exists a strong relation between poor men-
tal health and many other health development in 
young people, notably with educational achieve-
ments, substance use and abuse, violence, and re-
productive and sexual health. 

Intervention strategies for health promotion 
in schools includes making changes in school 
environment, community and family involvement, 
healthy eating and fitness, injury and abuse 
prevention(42), cognitive and emotional behavior 
control(43), violence prevention, curriculum-based 
teaching, conflict resolution, anger management, 
empathy skills , role playing (40), increase self-
esteem, (44) coping with negative feelings, social 
skills, positive peer relationships(45), decision 
making (refusal and resistance)(46).

Violence 
In a typical national study in 2003, more than 

1.56 million victimization events by perpetrators 
have been reported by adults estimated to be aged 
between 12 and 20 years old; demonstrating that 
violent crimes were committed at a rate of approx-
imately 4.2 for every 100 youths in that age group. 
Youth perpetrators commit violent acts at a higher 
rate than any other age group(47,48).

The school health policies and programs study 
(SHPPS) states that most schools in the US report 
having implemented programs to educate their 

students about violence and nonviolent behaviors. 
Funding or staff development for violence pre-

vention should be available in schools. 
Anger management, bullying, prosocial behavior 

(such as cooperation, praise, or support of others), 
communication skills, decision-making skills, goal-
setting skills, and other techniques for avoiding 
conflict and violence should be taught in schools 
(elementary, middle, junior, and senior high)(49). 
Supportive early childhood intervention for later 
antisocial behaviors should be performed for chil-
dren at risk(50).

Depression
Serious deficits in emotional, behavioral, social, 

and academic functioning are connected with de-
pression, and the risk for depressive episodes in 
adulthood is increased in depressed children (51). 
‘‘Early clinical intervention is critical to alleviate dis-
tress and to prevent further functional impairment, 
relapse, and potentially, suicide’’ based on what 
Hoagwood, and Mrazek (1999) concluded (35).

Success rate in cognitive–behavioral programs 
aimed to prevent the development of depressive 
symptoms and suicidal behaviors among youth 
were different(52,53). A 12-session education 
program of coping with distress and self-harm 
has taught adolescents about the nature and uni-
versality of distress, responses to distress, the 
role of cognitions and emotions, and strategies 
for reframing distress. 

Coping skills, such as positive self-talk, empathy, 
help seeking, and refuting irrational beliefs have 
also been taught. In addition, students were taught 
to identify peer distress and warning signs of sui-
cide. Skills were applied through behavioral home-
work assignments and inclass feedback.

Exercises such as doing role-play, learning to in-
crease self-esteem, and decrease anxiety and irra-
tional beliefs, learning the skill of conflict resolution, 
social skills self-concept reductions in children’s 
negative behavior, self-modeling cognitive and 
rational-emotional therapy and cognitive behavior 
have been more effective (54).

Stress
Coping with an increasingly complex set of envi-

ronmental and social issues place children and ado-
lescents at risk for the development of emotional, 
behavioral, and health difficulties (55).

Exercises in this category include: the coping 
with kids program (56) , a cognitive–behavioral 
stress control and relaxation training program. Also 
a program consisted of nine 45-minute sessions in 
which students were taught methods for coping 
with stress, anger management, friendship devel-
opment, and problem solving was performed (38). 
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Substance Use
Abuse of alcohol and other substances among 

youth continues to be one of the most serious 
public health problem associated with a range of 
immediate and long-term health and social con-
sequences(57). The main intervention compo-
nents in this class include cognitive–behavioral 
techniques and social skills trainings (58).

Increased information and social support, skills-
building in coping and social competence, prob-
lem/emotion focused, social/emotional function, 
effective programs can build a safety-valve for 
safe expression of feelings and emotional sup-
port(59); knowledge and attitudes concerning 
drug use, normative expectations, and skills for 
resisting drug use influences from peers and the 
media is of utmost importance. Many psychosocial 
drug abuse prevention programs that focus on the 
teaching of social resistance skills are the same but 
focusing on the short-term consequences of drug 
use, knowledge about the actual levels of drug use 
among adolescents and adults in order to correct 
normative expectations about drug use, informa-
tion about the declining social acceptability of 
cigarette smoking and other drug use, information 
and class exercises demonstrating the immedi-
ate physiological effects of cigarette smoking, and 
material concerning peer and media pressures to 
smoke, drink, are among the most popular strate-
gies used to intervene substance abuse(58).

School-based services and psychosocial inter-
ventions by teachers and counselors may prevent 
depression, aggressive behaviors, and substance 
abuse among students, yet risk breaches of con-
fidentiality and labeling of participants are unde-
niable. On the other hand programs operated out 
of community centers may provide confidential-
ity and serve a larger catchment area, but reach 
a smaller proportion of population than school-
based programming. 

Furthermore the inclusion of families in com-
munity-centre-based interventions when chil-
dren are showing symptoms is an important 
factor for accomplishment. A comprehensive so-
lution would include services in both venues(60).

Conclusion
For a number of reasons the amount of 

research on the prevention of emotional, 
mental, or behavioral disorders and promotion 
of mental health in children and youth has risen 
dramatically during the past decade. 

Prevention programs can promote mental 
health and reduce problem behaviors effectively, 
and also can enhance youth competence based on 
the obtained results of different studies (61). 

Successful implementation of evidence-based 

practices needs more examination under natu-
rally occurring conditions. Therefore to achieve 
such success, prevention-oriented, evidence-
based researches are growing quickly(62).

Schools as not the only (and in some cases are 
not even the tertiary) social agency responsible for 
addressing these significant issues but as the larg-
est source of mental health services for children 
are not negligible to fulfill this format subjects(63).

Of all sectors, schools have become one of the 
most prominent settings in which to conduct pre-
ventive and wellness-promotion interventions. In 
addition to their central role in fostering academ-
ic development, schools are a prominent source 
of care and responsible for social-emotional de-
velopment of students(61).

So, students by using school programs can 
take advantage of healthy strategies and coping 
mechanisms (46). Being risk free and being 
prepared are two distinct subjects(64). Since 
children usually have a collection of emotional/
behavioral problems, interrelated with one 
another and with external factors, addressing the 
whole child rather than focusing only on a single 
problem behavior is more effective. 

Both risk and protective factors interact to help 
determine child development. yet protective fac-
tors lessen the effect of risk factors as long as-
some degree of balance is maintained(46).

However, between the implementation of well-
designed interventions in controlled prevention 
trials and the typical implementation of preven-
tion programs in schools and communities, there 
is a huge gap.

Even in the implementation of empirically 
supported programs by schools, achieving the same 
levels of technical assistance, support, resources, 
and prevention expertise available in well-funded, 
controlled prevention research trials is difficult. A 
more systematic process is warranted to guarantee 
program effectiveness in a variety of school settings 
under naturally occurring conditions (65).

There is a strategy to smooth effective program 
delivery guided by both the conceptual model and 
the contextual factors that can influence imple-
mentation in school-based programs Pre-adop-
tion phase. Administrators, teachers, parents, 
and students should be involved early on, when 
selecting a program and planning its implemen-
tation. Selected programs should be assessed for 
their fit to the needs of the school and its students, 
the available resources, and the goals, philosophy, 
and organizational capacity of the school. Appoint-
ing a project coordinator who will ensure the suc-
cessful implementation and evaluation of the pro-
gram in the school setting and allocating sufficient 
resources to sustain the program with fidelity are 
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