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Introduction
There is an urgent need to address mental health issues 
among children and adolescents. Approximately 1 in 5 
children globally (1) and 90% of children living in low- and 
middle-income countries (LMICs) struggle with a mental 
illness (2). The World Health Organization (WHO) Eastern 
Mediterranean Region (EMR), comprising 22 countries, 
has a large portion of its population under the age of 18 
years. Several countries in the EMR have experienced 
complex humanitarian emergencies including wars, 
displacement and political unrest. Children exposed to 
such conflicts have been known to experience higher 
rates of mental health problems. Investing in the mental 
health of children should therefore be a national priority 
with long-term implications for these countries. Despite 
this reality, the EMR has a striking deficit of mental 
health resources for young people (3) and regional 
collaboration among countries on child and adolescent 
mental health has been challenging (4). Therefore, 
innovative implementation strategies are necessary to 
scale-up mental health services in LMICs (5).  

In the face of these challenges, the WHO Regional 
Office for the Eastern Mediterranean (WHO EMRO) 
has proposed a regional framework to scale-up action 

on mental health in the Region (6). This framework was 
adopted by Member States at the 62nd Session of the 
WHO Regional Committee for the Eastern Mediterranean 
held in Kuwait, 5–8 October 2015. The framework 
identified high impact, cost-effective, affordable and 
feasible strategic actions supported by a set of indicators 
to monitor implementation. As part of this framework, 
school mental health services were identified as a priority 
area for mental health promotion and practice (7). 

There is strong evidence to support investment 
in mental health in schools. School experiences are 
critical for children’s development and mental health. 
Emotional health and academic achievement have been 
strongly associated (8). Schools can enhance academic 
achievement by addressing issues such as self-esteem and 
social well-being (9). Children with emotional problems 
are more prone to poor academic performance and for 
dropping out of school, making them more vulnerable to a 
variety of problems including substance abuse, criminal/
legal involvement and exploitation (10). Addressing mental 
health in schools has important implications for teachers as 
well as students (11).     

Comprehensive school mental health systems encourage 
school and community staff, including educators and health 
and mental health professionals, to offer multitiered systems of 
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supports (MTSSs), from mental health promotion to treatment 
in schools (12). We recognize the wide variation in the EMR 
in terms of resources and capacity for such systems. As a 
consequence of the dearth of child mental health specialists 
such as psychiatrists and psychologists, schools in LMICs 
often task-shift mental health support to educators (13, 14). The 
purpose of this paper is to describe the development of a WHO 
programme for mental health in schools, catering to the needs 
of a wide variety of school systems in the EMR, including a 
review of implementation challenges and opportunities. 

Methods
WHO EMRO mental health in schools 
programme development
Child mental health was highlighted as a priority in 
the WHO EMRO Framework for Mental Health (6) and 
mental health in schools was identified as an attractive, 
feasible, cost-effective option. In response to this direc-
tive, WHO EMRO commissioned a systematic review of 
school mental health interventions to inform the devel-
opment of a WHO mental health in schools programme. 
The development process, initially led by a child and ad-
olescent psychiatrist working in partnership with the 
WHO EMRO, involved a review of literature on school 
mental health frameworks and interventions, and con-
sultation with international school mental health lead-
ers. The goal was to identify core features of effective 
and culturally sensitive school mental health and specif-
ic interventions that could feasibly be implemented with 
available resources in EMR schools. 

Based on a review of the literature and expert 
consultation, 2 tenets guided WHO development 
of the mental health in schools programme: (1) the 
WHO mental health in schools programme should be 
implemented using an MTSS framework including 3 tiers 
of interventions (universal mental health promotion, 
early intervention, and targeted intervention); and (2) 
interventions must be easy to implement by non-mental 
health professionals, including educators, given the 
limited number of child mental health specialists in the 
region.

Three-tiered MTSS 
The WHO has historically advocated a 3-tier mod-
el for school mental health (15). Global evidence from 
programmes such as positive behavior interventions 
and supports that use a 3-tiered prevention model has 
demonstrated success in improving academic achieve-
ment and successful management of school culture (16, 
17), with strong evidence of a positive impact over time 
(17). Several evidence-based programmes have been suc-
cessfully implemented in schools across the 3 tiers of 
support (16). Universal interventions (Tier 1) for all stu-
dents, regardless of whether at risk for mental health 
problems, have been shown to promote positive social, 
emotional and behavioural skills (18, 19). Social emotional 
learning (SEL) programming has been widely adopted in 

schools, with results demonstrating significantly better 
SEL competencies and academic performance, and fewer 
conduct problems, and less emotional distress and sub-
stance use problems than students not engaged in SEL 
(20,21). Secondary interventions (Tier 2), or early inter-
ventions, are designed to address mental health concerns 
for students experiencing mild distress or functional 
impairment or being at risk for a given problem or con-
cern. Tier 2 interventions in schools, including small 
group therapies and brief individualized counselling (e.g. 
motivational interview and problem solving), have been 
shown to increase student resilience, and decrease the 
likelihood of engaging in conduct problems and risk be-
haviours like substance abuse (22). Tertiary interventions 
(Tier 3) in schools have been shown to treat a variety of 
mental health problems, including anxiety, depression, 
post-traumatic stress, disruptive behaviour disorders and 
substance abuse problems (23,24). 

Implementation by non-mental health 
professionals
Mental health providers are in short supply worldwide. 
The EMR similarly has few mental health resources for 
young people, including a lack of mental health provid-
ers, facilities, training and awareness programmes, and 
many countries lack adequate mental health policies and 
laws (25). This underlies the need for integration of men-
tal health across other child service sectors beyond exist-
ing health services (26). Schools are among the most fea-
sible and important sites to promote child mental health. 
While approximately 15% of children experience men-
tal health problems (27), less than half actually receive 
treatment even in the most-well-resourced countries. Of 
those children receiving mental health treatment,  > 75% 
receive it at schools, since obtaining mental health treat-
ment outside of schools is often expensive, not available 
in some areas, and can overwhelm families (28). 

Based on these 2 guiding principles, and the review 
of core school mental health features and MTSS 
interventions in schools, an initial draft of the WHO 
mental health in schools programme manual was 
developed via an international, multisectoral, iterative 
process. The manual development team included 
perspectives from regional and international experts 
as well as expertise from the healthcare and education 
sectors. Experts involved in the development and review 
process included the directors of leading international 
centres on mental health in schools like the National 
Center for School Mental Health at the University of 
Maryland School of Medicine (www.schoolmentalhealth.
org) and the School Psychiatry Program at Massachusetts 
General Hospital, as well as school mental health leaders 
from several EMR countries. There were 6 developers 
and reviewers from the United States of America (USA), 
4 from WHO, 2 each from Oman, Bahrain, Canada and 
the United Kingdom of Great Britain and Northern 
Ireland (UK), and 1 each from Egypt, Palestine, Saudi 
Arabia and Ethiopia. These experts came from multiple 
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disciplines: 14 were experts in school mental health, 
school health, public health and implementation science; 
4 WHO staff; 3 experts in education; and 1 person from 
a nongovernmental organization. The manual was 
presented to a consultative meeting involving experts at 
WHO EMRO in December 2014 for review and scale-up 
plans. Following the first regional WHO mental health 
in schools programme training conducted in Amman 
in May 2016, further revisions were made based on 
participant feedback. 

Results
WHO mental health in schools programme
Review of existing school mental health literature, iter-
ative expert input, and participant feedback from the pi-
lot training of education and behavioural health leaders 
from EMR countries informed the development of the 
WHO mental health in schools programme. The result-
ing document focuses on prevention and promotion, fos-
tering a positive culture in schools, early identification 
and referral, as well as tiered interventions that can be 
applied by teachers within a classroom setting. Interven-
tions are grouped under 3 tiers for primary, secondary 
and tertiary interventions. The programme includes a 
103-page reference manual, training materials and hand-
outs, as well as adaptation, implementation, evaluation 
and monitoring guidance.

WHO mental health in schools programme tiers 
were defined as follows: Tier 1: focus on mental health 
promotion or primary prevention and applied to whole 
populations (e.g. all of the students in a classroom). Tier 2: 
interventions targeting specific vulnerable populations 
(e.g. children who have experienced potentially traumatic 
events). They can also be applied when Tier 1 interventions 
have not been effective. Tier 3: interventions aimed at 
supporting children with diagnosed disorders or when 
Tier 2 interventions have been ineffective. Realizing that 
mental health is an inseparable part of overall health, 
topics like nutrition, physical activity in schools, vision, 
hearing and speech are covered. The programme also 
addresses contemporary topics like screen time, internet 
addiction and cyberbullying. 

The mental health in schools programme emphasizes 
evidence-based strategies that can be implemented at 
low-cost and at scale, incorporating key principles of 
task-shifting for non-specialists. Included are guidelines 
for universal and targeted strategies addressing common 
emotional and behavioural problems, including sadness, 
anxiety, suicidal thoughts, attention problems and 
post-traumatic reactions. The manual is designed 
for use by non-mental health specialists including 
teachers, administrators, school nurses, social workers, 
and school counsellors. The manual is intended for a 
nonclinical audience and avoids using specific diagnostic 
classifications such as major depressive disorders or post-
traumatic stress disorder, and instead uses terms like 
depression/sadness problems and post-trauma problems. 
All materials were supplemented with illustrations, to 

ensure that they reflected the diversity that exists in the 
EMR. 

The WHO mental health in schools programme 
is organized into a background section conveying the 
importance of mental health in schools, followed by three 
modules: social–emotional childhood development, 
mental health promoting schools (promotion and 
prevention), and addressing student mental health 
problems in your classroom (and when to refer for 
additional help), and a set of appendices with supple-
mental materials (Table 1). The course includes specific 
classroom strategies and case examples to reinforce skill 
application to common classroom scenarios. 

WHO SMHP feasibility and acceptability
At its launch, 38 master trainers in the mental health in 
schools programme were trained from Bahrain, Egypt, 
Islamic Republic of Iran, Jordan, Morocco, Oman, 
Pakistan, Qatar and Saudi Arabia. Beyond the first cohort 
of trainees, further cascade training has been conducted 
in Bahrain, Egypt, Islamic Republic of Iran, Jordan, 
Pakistan and United Arab Emirates, and has included 
2139 master trainers (see Table 2 for further information). 
Besides being available in English, the programme has 
been translated into several regional languages including 
Arabic, Farsi and Urdu.

In 2016, the School Mental Health Implementation 
Network in the EMR (SHINE) was formed with the aim 
of scaling up the WHO EMRO mental health in schools 
programme in the Region by enhancing collaboration 
among practitioners, researchers and policy-makers 
(29). The network includes partners from academia, 
nongovernmental organizations, policy-makers, and 
implementation scientists from Egypt, Islamic Republic 
of Iran, Jordan and Pakistan, with support from 
international universities including Liverpool in the 
UK and Harvard, Johns Hopkins and the University of 
Washington in the USA. The SHINE network is funded 
by the US National Institute of Mental Health (NIMH).

Pilot studies have indicated that the WHO mental 
health in schools programme is acceptable and feasible.  
One study in an inner-city school setting in Lahore,  
Pakistan investigated teachers’ perceptions about 
students’ mental health. Teachers identified the most 
common problems they face as learning problems, 
inattention, disobedience, aggression, lying and 
disrespect, with few identifying emotional difficulties 
(30). Another study conducted in Al-Obour City, Egypt 
provided evidence that delivery of the school-based 
mental health programme was acceptable to key 
stakeholders if they were well trained and supported. 
In another pilot randomized controlled trial, the 
effectiveness of the mental health in schools programme 
in improving teachers’ mental health literacy as 
compared to a waitlist control group (not receiving 
training during the study period) is being examined (31). 

A key focus of SHINE is to address challenges to scale 
up the mental health in schools programme especially 
in the lesser-resourced countries. Stakeholders have 
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identified training and supervision of teachers at scale, 
maintaining their motivation, and engaging parents 
as key hurdles. In Pakistan, the WHO mental health in 
schools programme has been enhanced by developing an 

interactive online training programme integrated into 
teachers’ continuing education platforms (32). Teachers’ 
wellness and parental engagement have been emphasized 
and operationalized. Teachers use an interactive chat-bot 

Table 1 Content summary of the mental health in schools programme manual

Background Topics covered

Importance of school mental health
Module 1 Social–Emotional Childhood Development   

1.1. Developmental tasks of preschoolers 
1.2. Developmental tasks of primary-school-age children     
  (6-12 years)
1.3. Developmental tasks of secondary-school-age     
  children (12-18 years) 
1.4. Moral development 
1.5. Brain development and schooling 

Module 2 Mental-Health-Promoting Schools (Promotion and Prevention) 
2.1  Core values of a mental-health-promoting school 
   2.1.1 Role of parents in their child’s education  
2.2 Behavioral management strategies for schools 
   2.2.1 Discipline and management of disruptive behavior 
   2.2.2 Counseling   
   2.2.3 Circle time 
2.3 Life skills education
2.4 Other Health-promoting efforts that impact mental 
  health
  2.4.1 Nutrition 
  2.4.2 Vision/hearing/speech 
  2.4.3 Physical exercise 
2.5 Media and mental health
  2.5.1 Screen time
  2.5.2 Internet addiction 
  2.5.3 Cyber bullying 
2.6 Suicide prevention  

Module 3 Addressing Student Mental Health Problems in Your Classroom (and when to refer for additional 
help) 
3.1  When to refer to a specialist for evaluation and 
  treatment?
3.2 Roles and responsibilities within the school in 
  regards to mental health
3.3 Behavioral manifestations of common mental health 
  problems and strategies to address them

Anxiety problems 
Case study (anxiety) 
Case study (separation anxiety/school refusal) 
Post-trauma problems 
Case study (post-trauma) 
Depression or sadness problems - mood stability problems 
Case study (depression) 
Case study (suicide) 
Hyperactivity,  impulsivity and inattention problems 
Case study (ADHD/disruptive behaviors) 
Developmental problems
Case study (autism) 
Psychosis 
Case Study (psychosis) 
Oppositional problems/conduct problems 
Case study (conduct disorders) 
Case study (bullying) 
Substance use problems 
Case study (substance abuse) 
References  

Appendix Appendix I - Teacher Wellness 
Appendix II - Risk and Protective Factors for Mental Illness 
Appendix III - Bullying Prevention and Intervention in Schools 
Appendix IV - Examples of School Intervention Programs from the Eastern Mediterranean Region 
Appendix V - Screening Tools That Can Be Used at Schools 
Appendix VI – Resources  



229

Report EMHJ – Vol. 28 No. 3 – 2022

on a smartphone to work with children in classroom 
settings. Didactic information can be taped and archived 
to be provided to school staff, because they can engage 
in the programme, so that consultation and supervision 
can more readily occur, and that monitoring impacts 
through simple data collection (attendance, disciplinary 
reports, etc.) may be enhanced. In addition, such online 
programmes are highly adaptable to meet emerging 
needs such as the COVID-19 pandemic (33). Currently, 
a cluster randomized trial is taking place in Pakistan 
where the mental health in schools programme is being 
evaluated in 80 schools and involving 960 students (34). 

Discussion 
Schools provide an exceptional opportunity for mental 
health promotion and interventions. In this study, we de-
scribed the process of developing a WHO mental health 
in schools programme in the EMR, including challenges 
and opportunities. 

Several reasons favour mental health promotion 
being implemented within EMR schools. First, schools 
provide the best opportunity to address the highest 
number of children, as most children attend school. 
Second, the programme focuses on using teachers to 
provide mental health support to children. Teachers are 
familiar with child development, and well positioned 
to promote positive mental health practices. Teachers 
are well respected and well received by most families, 
so instruction in health, including mental health, from 
teachers is often acceptable to families. Third, teachers 
recognize the importance of mental health in the 
classroom, and respond to programmes that empower 
them to recognize and address mental health concerns 
that affect children’s performance. The provision of 
mental health literacy for teachers in under-resourced 
areas increases teachers’ understanding and awareness 
of students’ mental health, while significantly decreasing 
stigma associated with mental illness (35). Fourth, 
teachers are positioned to continuously adapt relevant 
content to the changing concerns that emerge.

The development of mental health in schools 
programme revealed several opportunities for creating a 

viable mental health programme for diverse countries in 
the same region. 
1) While EMR countries share commonalities includ-

ing cultural heritage and religion, they also all have 
distinct identities and differences. There are mul-
tiple challenges in designing regional programmes 
to be implemented in settings that have variability 
in resources and sociodemographic realities. Some 
EMR countries are among the wealthiest in the world 
while others are among the poorest (e.g. the 2018 
GDP per capita in Qatar was $69 026 compared to 
$498 in Somalia). The WHO mental health in schools 
programme responded to this challenge by providing 
a list of interventions over multiple tiers that involve 
a wide range of resource utilization. In regard to 
variability in cultural and ethnographic realties, the 
programme has a framework to allow adaptations for 
different implementation settings. Engaging repre-
sentatives from many EMR countries helped clarify 
common priorities as well as different needs.   

2) EMR countries face different challenges (e.g. with 
some experiencing more trauma exposure). Some 
topics were included that may be higher in priority 
to specific countries than others, recognizing that in-
dividual tailoring is needed during implementation. 
With limited evidence of school mental health inter-
vention in LMICs (19), developers acknowledged that 
some of the recommended interventions may not be 
generalized to all EMR countries or schools. 

3) Content development presented unique challenges 
related to questions about what and how much to in-
clude, and how to generalize findings from non-EMR 
settings. For example, one challenge in developing 
the programme content was the tension between 
depth and breadth (i.e. should more topics be covered 
or should the focus be on having fewer topics covered 
in greater depth?). Consideration was also given to 
the balance between including necessary compo-
nents and not overburdening often overworked, 
stressed teachers.

4) The WHO mental health in schools programme 
recognizes the importance of parental support and 
participation. While the programme primarily tar-
gets educators and not students directly, interven-
tions highlighted parent participation, and the WHO 
EMRO has also developed a life skills programme for 
students. Programmes directly targeting teachers 
may be best complemented with those that also tar-
get students, such as life skills education and those 
targeting parents in supporting the emotional needs 
of children. 

5) Continued engagement across EMR countries re-
mains important for revising and enhancing the 
WHO mental health in schools programme. Mutually 
beneficial, cooperative agreements between coun-
tries to evaluate components of the programme and 
interventions will accelerate refinements and imple-
mentation factors important for the programme’s 

Table 2 Training on the mental health in schools programme 
in various countries

Country Number of trainees Number of schools
Bahrain 32 20

Egypt 356 68

Iran 270 18 

Jordan 150 104

Pakistana 368 90

UAE 963 353

Total 2,139 653
aA modified version of the program was used for trainings in some schools in Pakistan.
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success. The establishment of the SHINE network 
will contribute to evidence from LMICs and  provides 
a foundation and network for groups and countries 
from the EMR and beyond. SHINE provides a vehicle 
for countries to identify practices that have the great-
est impact and are aligned with available resources 
within these countries.

6) Building bridges of collaboration between the edu-
cation and healthcare systems is necessary for the 
success of the mental health in schools programme. 
Encouraging co-ownership of school mental health 
programmes allows both sectors to work collabora-
tively rather than alone. Adaptation of the programme 
to local needs will increase the sense of ownership. 

7) Scaling up a school-based mental health programme 
remains an important focus from its inception. Mul-
tiple challenges need to be anticipated so that viable 
solutions can be considered and configured as the 
programme is expanded.  Using simple available tech-
nology in digitalizing the program will helps in these 
scale-up efforts.    

Conclusions
For the foreseeable future, most countries will lack suf-
ficient resources to address their mental health needs. 
Mental health in schools programmes provide an im-
mediate opportunity for improving mental health and 
decreasing the many burdens of poor mental health. 
Development of an appropriate curriculum sensitive to 
the needs of individual countries requires involvement 
of those familiar with schooling, current mental health 
priorities, and which strategies and practices would be 
embraced to promote mental health, and bring together 
school staff, parents and community members in sup-
port of their children. Technological innovations are es-
sential in scale-up efforts for training and supervision. 
Finally, establishing monitoring and evaluation metrics 
and allowing learning among countries, as in the SHINE 
network, will help ensure sustainability. 
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إعداد برنامج منظمة الصحة العاملية للصحة النفسية املدرسية يف إقليم رشق املتوسط
هشام محودة، شارون هوفر، جيف بوستيك، عاطف الرمحن، خالد سعيد

اخلالصة
اخللفية: تتيح املدارس فرصة ممتازة لتعزيز الصحة النفسية وتدخالهتا.

األهداف: هدفت هذه الدراسة إىل وصف عملية إعداد برنامج منظمة الصحة العاملية للصحة النفسية املدرسية يف إقليم رشق املتوسط.
طرق البحث: اسرتشدت عملية إعداد برنامج الصحة النفسية املدرسية بمبدأين اثنني: )1( استخدم الربنامج نظاًما متعدد املستويات إلطار الدعم، 
رة، واملوجهة(؛ )2( جيب أن تكون التدخالت قابلة للتنفيذ بواسطة املهنيِّني غري املتخصصني يف  ن 3 مستويات من التدخالت )الشاملة، واملبكِّ تضمَّ

جمال الصحة النفسية.

Mise en place d'un Programme de l'Organisation mondiale de la Santé pour la santé 
mentale en milieu scolaire dans la Région de la Méditerranée orientale
Résumé
Contexte : Les écoles offrent une occasion exceptionnelle de promotion de la santé mentale et d'intervention dans ce 
domaine.
Objectifs : Décrire la mise en place d'un Programme de l'Organisation mondiale de la Santé (OMS) pour la santé 
mentale en milieu scolaire dans la Région de la Méditerranée orientale. 
Méthodes : Deux principes ont guidé l'élaboration d'un Programme de santé mentale en milieu scolaire : 1) Le 
programme a utilisé un système de cadre d'appui à plusieurs niveaux comprenant trois niveaux 
d'interventions (universel, précoce et ciblé) ; et 2) les interventions doivent pouvoir être mises en œuvre par des 
personnes qui ne sont pas des professionnels de la santé mentale.
Résultats : Le manuel du Programme OMS pour la santé mentale en milieu scolaire est organisé de la manière 
suivante : il comprend une section de base, suivie de trois modules : développement social et émotionnel de l'enfant ; 
promotion de la santé mentale dans les écoles (promotion et prévention) ; et résolution des problèmes de santé 
mentale des élèves dans la classe, y compris des stratégies spécifiques en classe et des exemples de cas.
Conclusion : L'élaboration d'un programme d'études approprié et adapté aux besoins de chaque pays nécessite 
l'implication de ceux qui connaissent bien la scolarité dans ces pays ; ce processus qui exige la mobilisation du 
personnel scolaire, des parents et des membres de la communauté au service de leurs enfants, devrait prendre en 
compte les pratiques qui favorisent la santé mentale et les priorités dans ce domaine.
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