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Abstract

Research of internalized problems during school years shows their stability and tendency
of enhancement during the period of growing up. There are many challenges children and
adolescents have to face: greater academic expectations, changes in relationships with par-
ents and peers, physical changes, and transitions. Given the context and their background,
students’ feelings such as shy or withdrawn behavior, frequent worrying, sadness, loneli-
ness, and low sense of self-worth are unavoidable part of every classroom. Childhood and
adolescence seem to be a critical age for prevention of internalized problems, and schools
seem as a natural setting to support the accumulation of positive experiences that outweigh
risks. When thinking about general evidence-based approach to internalized problems,
findings show that is crucial to educate youth how to develop active coping strategies and
to cope with negative thoughts. Schools can be good environments to do that. The aim of
this chapter is to offer an overview of critical epidemiological data on internalized dis-
orders of children and youth as well as a summary of evidence-based practices focused
on their prevention in schools, going from universal to targeted programs and highlight-
ing mindfulness-based interventions. Finally, Croatian example of investments in socio-
emotional learning is presented, examining its effects on students’ internalizing symptoms.

Keywords: internalized problems, prevention, school prevention programs, mental
health

1. Introduction

1.1. Internalized problems of children and youth

Internalized problems are defined as group of emotional symptoms turned toward individual
that reveals more prevalent effortful control of behavior, feelings of sadness, low self-esteem,
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behavioral inhibition, and fears. A substantive body of research indicates that although chil-
dren and youth are a healthy subpopulation group, 20% of them could experience mental
health issue until early twenties, anxiety and depression being the most prevalent [1-3].
That statement is not so surprising if we are aware of the fact that puberty and adolescence
bring more sensitivity to social clues, seeking approval from important others, immaturity of
neurobiological system connected with emotions, progressive reduction of parental control,
and greater importance of peers. Half of all lifetime mental disorders begin before the age
of 14, anxiety even before between age 6 and puberty [4]. That being said, school setting is
unavoidable when talking about factors that support children and youth to thrive. It seems
that students’ feelings such as shy or withdrawn behavior, frequent worrying, fears, sadness,
loneliness, hopelessness, and low sense of self-worth are unavoidable part of every classroom.

Newer American epidemiological studies state [4] that there is a prevalence of 32% of anxiety
disorders and 14.3% mood disorders in the group of youth from 13 to 18 years old, while
around 8% of American youth had a major depressive disorder. A British study included
younger children, from 5 to 15, and found a prevalence of 3.7% for any anxiety disorder [4].
1-year incidence rate for the first onset of major depression in adolescents is between 5.6 and
10%, while 17.9% of adolescents have a recurrent episode within a year [5-7]. Adolescent
depression is associated with high rates of comorbid anxiety disorders, disruptive behavior
disorders, and suicide attempts. It predicts future adjustment problems including marital dif-
ficulties, unemployment, and attachment problems in offspring [5-7]. By late adolescence,
twice as many girls are depressed as boys, and 40% of those who experienced depression
during youth end up with a diagnosis of major depression in adulthood [7]. After the first
major depressive episode, the chance of recurrence and chronicity is very high [8]. Worldwide
data shows that depression is a major public health problem that requires the development,
implementation, and evaluation of interventions preventing its onset. The World Health
Organization estimates that depression is the third leading cause of global disease with pro-
jections that it will rank first until 2030 [9]. There is also a great impact of depression on physi-
cal health: 40-60% of people who have experienced depression die prematurely [9], often
show greater rates of smoking, and, as an aftermath of various circumstances affecting the
quality of life, deal with heart disease [10]. When talking about the costs for adults, compre-
hensive European study estimates annual cost of mood disorders on 113. 4 billion Euros for
33.3 million affected people [11]. Burden is not only personal but also economic, affecting
families, communities, and governments.

All this evidence shows that it is crucial to tackle emotional health problems early and shift
focus from treatment to prevention and early intervention [4], enabling full potential for future
adults. Emotional well-being has implications on children’s and adolescent’s self-esteem, pro-
social behavior, school attendance, and success and increases risk of suicidal behavior, smok-
ing, substance abuse, and delinquency [1, 12, 13] as well as choices of profession, directly
leading to circumstances for adulthood [6] and future life chances [9]. Good sense of self in
childhood is transferred to adulthood, together with good problem-solving skills, social com-
petence, and feeling of purpose [13]. These resources vouch for good outcomes, serving as
buffers in times of risks, stress, and hardship, and they are not only dependent upon child or a
teen but also upon family characteristics and various environments in which they live [13, 14].
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Many authors suggest that research of interventions for children and adolescents should be a
priority since the first signs of disorder often happen in adolescence. Adolescence seems to be
a crucial window for preventive interventions given the fact that rates of emotional ill health
increase during this developmental stage. The 2009 Institute of Medicine report on prevention
of mental, emotional, and behavioral disorders presented evidence that anxiety and mood dis-
orders can be prevented [14]. Leaders in the field of mental health recommend further research
on prevention and interventions for mental disorders of children and adolescents [1, 9, 15].

1.2. Risk and protective factors for internalized disorder trajectories

Risk and protective factors on individual, family, school, and community level help to under-
stand the possibilities of organized support for sustaining a state of mental well-being and
buffering possible adverse circumstances. Offering opportunities that support strengths
should be planned within regular, already existent settings and systems supporting develop-
ment of children and youth [13]. Program activities and interventions should be theory driven
and science based, addressing well-known factors.

It is not surprising that research of developmental cascades implies crucial importance of
family influences, early attachment, and parent-child relationship [16]. Transfer of emotional
problems from parents to offspring is related both with shared genetic factors and vulnerabil-
ity as well as with inadequate parenting [17]. It seems that maternal depression or existence
of parental anxiety symptoms is a risk factor for elevated internalizing problems [17]. Parents’
negative emotional expressiveness, including hostility and irritability, affect child’s feeling
of security [17, 18]: depressed mothers are less responsive to child’s needs, more authori-
tarian, and rejecting, while anxious parents tend to be controlling and express less warmth.
Additionally, internalized problems are related with family dynamics where emotion expres-
sion is quite restricted, i.e., both positive and negative emotions are suppressed, leading to
heightened negativity and avoidance as a mean of regulation [17]. Children in such family
context show less emotion recognition and lower emotion regulation strategies. Same authors
explain risks specific to child’s temperament, such as inhibition, fearfulness, shyness, and
avoidance of new situations. Additionally, cognitive style characterized with pessimistic attri-
butions, negative expectations, external locus of control, and rigidity is also a contributor.

One of few longitudinal studies [19] assessing internalized disorders has shown that academic
problems, elevated parental stress, serious health issues, and social isolation strongly predict
internalized symptomatology that lasts until early adulthood. Specifically, children with three
or more negative life events were almost nine times likely to exhibit internalized problems.
Such experiences were neglect, maltreatment, family violence, or sexual abuse, rarely found in
sample, but also parental conflict and divorce which happen considerably more. Substantive
influence on internalized problem development is reported upon peer victimization, rejec-
tion, and bullying [20] what stresses the need of school interventions once again.

The more opportunities young people have to accumulate protective factors that outweigh
the influence of risks, the more likely they are to preserve their mental health well-being. Key
protective factors for stable emotional development include a sense of family belonging as
well as school attachment, i.e., caring and warm environments where both adults and peers
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are supportive [14]. Research shows that children who have a close emotional relationship
with at least one peer have smaller chances to develop internalized problems than children
who do not have such experience. Relationships with others are significant protective asset
since they buffer negative experiences and low mood, symptoms often seen within children
isolated by friends or by their own choice [20]. Active methods of coping such as problem-
solving lessen the amount of negative feelings and improve functioning and regulation.

2. Interventions for prevention of internalized problems of children
and youth

2.1. Changing role of schools in modern era

In the age of information, schools really have a duty to revise their mission: knowledge is
available almost everywhere, but quality relationships are becoming quite rare. In order to
prepare future adults for challenges in full scale, schools have to provide critical skills for
future education, work, and life in general. Besides cognitive skills, to develop positively and
be empowered and participating member of society, young people need social and emotional
skills. Modern school has holistic focus and has to incorporate care for emotional and social
well-being in their curricula [21-25]. Reduction of subjective distress as well as behavior prob-
lems is possible by implementing interventions and specific classroom-management practices
that develop understanding of emotions, positive goal achievement, maintenance of posi-
tive relationships with others, and responsible decision-making. From preschool to middle
school, those competencies are being taught within the process of socio-emotional learning
and universal programs. International evidence strongly confirms that school interventions
teaching socio-emotional learning advance mental health, social functioning, positive health
behaviors, as well as academic success [21-25]. Cost benefit studies are also supporting the
case: data from 2011 demonstrates that for every dollar invested in socio-emotional learning,
average return is 11$ [26]. It is important to determine if universal evidence-based programs
can respond to the needs of young people with different characteristics and if enhancement of
young people’s social and emotional skills and resilience building is sufficient strategy [24].

2.2. Evidence-based prevention programs for internalized problems

Since lots of evidence suggests that large proportion of children and young people with anxi-
ety disorders and depression are not included in the treatment, universal prevention programs
that promote well-being and preventative interventions are even more essential [27, 28]. Lack
of effective treatment probably has a lot to do with problems in the provision of care and poor
access to services but also has a cause in low symptom awareness, stigma, inadequate treat-
ment, and available funding [29]. Comprehensive answer to the issue of internalized problems
is slowly directing its aims to prevention since it could relieve the burden on health care and
social services. When thinking about general evidence-based approach to internalized prob-
lems, findings from literature review [30] propose that effective strategy is using cognitive-
behavioral therapy model, educating adolescents how to cope with negative thoughts, to solve
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problems more effectively and develop active coping strategies, as well as to support caring
relationships and quality interactions with important others.

Terzian and colleagues have reviewed 37 programs [30] aiming at internalized problems
in general, from depressive symptoms, suicidal thoughts or behaviors, anxious symptoms,
PTSD, and shy/withdrawn behavior. Twenty-four out of thirty-seven programs had positive
impact, three had mixed findings, and ten were not effective. Programs that were found to
work were from either therapeutic approach (individual, family, and group) or skills train-
ing approach. Evidence suggest that good programs should teach children and youth to cope
with negative thoughts and feelings through (1) building cognitive-behavioral skills such as
thought monitoring, identification of triggers, and reframing of negative thoughts and (2)
investment in coping skills such as relaxation, seeking help from others, and teaching par-
ticipants to react adaptively on stress. When focusing only on prevention programs in this
review: 10 out of 19 were found to have positive impact on at least one internalizing problem.

After 2010, several reviews and meta-analytic studies have considered effectiveness of vari-
ous types of interventions, being universal or focused on specific populations in various levels
of risk as well as for those with already diagnosable internalized problems [29-34]. Within
Cochrane review [29], prevention studies were grouped in universal and targeted; targeted
included both selective populations in higher risk and indicated programs focusing on signs
suggesting the onset of disorder. Examples of population in higher risk are related with chil-
dren of parents with diagnosable mental health issue; children with elevated family risks such
as violence, neglect, and disputes; as well as children and youth with experience of trauma
or bullying. Issue was raised [29] about the inclusion of secondary prevention studies, i.e.,
those that included children and youth with a history of anxiety or depression, but typi-
cally previous history is not described well. Preventive interventions aimed at internalized
symptoms, especially those in school settings, need to be researched more thoroughly in the
future. Findings are mixed or small to moderate, and it seems that the most problematic issue
is that effects easily fade after the program completion. Universal prevention programs last
for between 3 to 9 months. Evidence is promising in ways of reducing levels of depressive
symptoms and only in some cases episodes of clinically significant depression [29].

Conclusions for internalized problems in general are even more difficult since studies are usu-
ally focused on specific problem, depression being most often nowadays, and not the whole
group of issues. For example, Cochrane review of programs aiming at depression included
53 studies and more than 14,000 participants and concluded that both targeted and universal
interventions are effective for prevention of depression although effects of selective interven-
tions last longer. Also, it has been shown that psychological interventions are more effective
than educational interventions since they do more than teach; they really change thinking
strategies and skills. Secondary analysis of Cochrane trials [31] aimed at investigation whether
specific therapeutic approach was more effective, indicating variation in outcomes across tri-
als. There is some evidence that more consideration should be given to specific therapeutic
approach since cognitive-behavioral interventions were more often proven effective. Also,
that additional review showed that results were not moderated by the type of prevention. On
the other hand, meta-analysis conducted by Horowitz and Garber [32] included 30 studies
where prevention of depression of children and youth was in focus and their conclusion was
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that regarding depressive symptoms, selective and indicated interventions have larger effects
than universal. Nevertheless, universal approach should not be neglected [33]: Australian
examples show that universal programs involved less stigma and less attrition of participants.

Since the focus of this chapter is related to school context, choice of school preventive interven-
tion programs is presented in Table 1. Current literature suggests those programs are either
promising since they have mixed results in various evaluations or are still being adapted from
more clinical interventions to preventive approach and school settings [30, 33-36]. Brunwasser,
Gillham and Kim [34] looked at various studies of Penn Resiliency Program and highlighted
promising results for more than eight-session program of longer duration, delivered by a
healthcare professional. Generally, many school prevention programs for internalized prob-
lems tend to have cognitive-behavioral foundations, and it is notable that they incorporate
optimism and hope as their values. Besides school, partners in prevention have to be parents,
especially if parental style and parent—child relationship have its difficulties but also if they
have anxiety or depression disorder as well. Parental part of the program is adjunct to pro-
gram activities with youth, and it is implemented simultaneously [33-35].

It is important to emphasize that the use of online and computer delivery of interventions
for internalized problems and their prevention is rapidly growing. For new generations of
children and adolescents, usage of the Internet or their computer and cellphone seems easy
and cost-effective, increases uptake, and secures anonymity that is often being an issue in help
seeking. Description of new technology wave interventions is out of the scope of this chap-
ter, but it is necessary to address numerous benefits such as instant availability (especially
for mobile phones and apps) and less need for face-to-face professional or time-consuming

Name of the program. Short description of the program
Mindfulness in Schools Universal, a set of nine scripted lessons tailored to secondary schools, supported by
Programme (MISP)! tailored teacher training; it involves learning to direct attention to immediate experience,

moment by moment, with open-minded curiosity and acceptance

Learning to Breathe Universal and selective, for adolescents, consists of six themes that may be delivered in
Mindfulness Curriculum? 6, 12, 18, or more sessions; the six core lessons are body, reflection, emotions, attention,
tenderness, and healthy mind habits

Mindfulness Group Universal, for students aged 13-20, includes eight weekly delivered 100-min sessions;
Program [53] it integrates elements of MBSR and mindfulness-based cognitive therapy (MBCT) [54];
students develop specific skills in their capacity to become nonjudgmentally aware
of thoughts, feelings, and sensations and increase their capacity to replace automatic,
habitual, and often judgmental reactions with more conscious and skillful responses

Mindfulness Training [42] Universal, modified MBSR program, students aged 14-15, four 40-min group trainings one
per week; training covers the concepts of awareness and acceptance, and practices include
bodily awareness of contact points, mindfulness of breathing and finding an anchor
point, awareness of sounds, understanding the transient nature of thoughts, and walking
meditation

thttps://mindfulnessinschools.org/what-is-b/b-curriculum/
*https://learning2breathe.org/

Table 1. Mindfulness school-based programs found promising/effective for internalized problem prevention.
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teacher training [37]. There are several examples of promising interventions using the Internet,
applied game or gamification interface for mental health, and meta-analysis shows a moder-
ate effect of d = .55, favoring serious games over no intervention controls. Regarding the fact
that this topic requires new chapter, just one illustration —excellent New Zealand example
program, SPARX, interactive fantasy game using CBT approach—aims adolescents from 12
to 19 years with elevated depression symptoms, and it is goal-oriented and problem-solving.
Each level module lasts 30 min and can be available online or at home computer [38]. Findings
show positive impact on emotion regulation and depressive symptoms reduction, and there
are several other international examples [37, 38].

2.3. Mindfulness interventions for internalized problem prevention

When thinking about new wave of approaches, mindfulness practice also enhances the
very qualities and goals of education in the twenty-first century and is usually seen hand in
hand with socio-emotional learning approach. Since of it focuses on the body and different
approaches to mind, it is a good choice when addressing internalized problems. The applica-
tion of mindfulness with children and adolescents has increased more recently. Regarding
changing lifestyles and risks, it would be helpful if children could learn to stop their mind
wandering and regulate attention and emotions, to deal with feelings of frustration, and to
self-motivate. A review of the emerging body of research on mindfulness-based interven-
tions with children and adolescents reveals that such interventions might be beneficial in
many different ways [39]. Mindfulness is considered one of many contemplative practices
and has become a very popular practice due to its various mental and physical health ben-
efits [40]. It is said to have originated two and a half thousand years ago from the religious
traditions of Buddhism. Around the late 1970s, Jon Kabat-Zinn introduced mindfulness to
Western cultures as a secular health practice [41]. It is defined as the practice of “paying atten-
tion on purpose, in the present moment, and nonjudgmentally to the unfolding of experience
moment by moment” ([42], p. 145). Mindfulness is considered as “the self-regulation of atten-
tion so that it is maintained on immediate experience... characterized by curiosity, openness,
and acceptance” [43]. From this perspective, mindfulness practice can be understood as the
foundation and basic precondition for education [44]. Modern education abilities embrace
not only good attention skills and emotional competence but also prosocial abilities such as
responsiveness, kindness, high ethics standards, sensitivity, imagination, and as well as good
problem-solving. They allow children to face forthcoming challenges of the progressing envi-
ronment, preferably becoming thoughtful, kind, and dedicated people [45, 46].

There are clear indications now that mindfulness-based programs with children and youth
within school setting are feasible and acceptable [39]. Many of the existing school-based
mindfulness programs for mental health have been adapted from Mindfulness Based Stress
Reduction (MBSR) to meet children’s and adolescents’ developmental needs and shorter
attention spans [47, 48]. These programs include a number of mindfulness-based activities
such as breath awareness, psycho-education components, body scans, sitting meditations,
and mindful movement, among others [44, 49]. Lately, scientists have initiated studies of vari-
ous short mindfulness-based interventions, from 1 to 4 weeks long, including mindful eating,
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walking contemplation, and coloring, as well as combination of mindfulness and yoga activi-
ties. Findings suggest this is effective in diminishing emotional problems and problem behav-
iors in school settings [50-52]. Some of the promising/effective mindfulness school-based
programs for internalized problems are presented in Table 1.

In terms of school-based mindfulness intervention effectiveness, these programs have been
associated with decreases in stress levels [55-58], rumination, intrusive thoughts, emotional
arousal [59, 60], and depression symptoms [53, 55, 57, 58, 61] along with increases in emo-
tional well-being [62] and self-compassion among participants [57]. A study conducted by
Britton et al. [47] on a sample of 100 elementary school students involved into Integrative
Contemplative Pedagogy program has shown reduced suicidal ideations and affective dis-
turbance among students after 6 weeks of everyday short meditation training (3-12 min per
day). Studies have also confirmed that mindfulness-based interventions in schools lead to a
reduction in symptoms of depression in minority children [63] and to a reduction in anxiety
and increase of social skills in students with learning disorders [64].

Zenner and colleagues [44] have conducted a systematic review and meta-analysis to sum-
marize data available on the effects of 24 studies of mindfulness-based trainings for children
and youth in a school setting and report a significant medium effect size of d = .40 across all
controlled studies and domains. In 2017, big meta-analysis of 24 studies (n = 3977) was led
to examine specific moderators contributing to school-based mindfulness interventions for
mental health in youth [65]. Overall, mindfulness interventions were found to be helpful,
with small to moderate significant effects pre-post intervention compared to control groups;
however, interventions that were delivered during late adolescence (15-18) and that consisted
of combinations of various mindfulness activities had the largest effects on mental health and
well-being outcomes.

3. Croatian example: Effects of socio-emotional learning on
internalized problems

3.1. Research studies

The aim of this part of the chapter is to present two studies of empirical evaluation of social-
emotional learning curriculum, Promoting Alternative Thinking Strategies (PATHS) [66],
conducted in Croatian kindergartens [67] and elementary schools [68] in order to examine
the effects on the level of internalized problems such as emotional withdrawal, depressive
symptoms, and worry.

3.1.1. Preschool study

The preschool PATHS study involved a quasi-experimental design, evaluating the short-term
outcomes of the preschool PATHS curriculum implemented in six buildings across three
Croatian sites (Zagreb, the capital city of Rijeka, and the Region of Istria, Croatia). Within
each building two groups were chosen, and twelve kindergarten groups were included in the
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study. The impact of the PATHS program was tested within the sample of 443 children (aged
3-6) for whom their preschool teachers collected data during three time points within a 2-year
period. The first measurement was within the usual practices, before implementation, while
second was at the start of the program and third in the end. Forty-five percent of children in
the sample were girls.

3.1.2. School study

Thestudy relied onarandomized controlled design to evaluate theimpact of PATHS. Originally,
30 schools were recruited with the help of local authorities in three abovementioned imple-
mentation sites in Croatia. Within each region, equivalent pairs of schools were coordinated
according to area features, household financial status, and proportion of pupils getting free-
of-charge meals, number of pupils in school and classroom, as well as overall marks. Within
each pair, one school was intervention and other continued typical program. Within each
building, two first classrooms were chosen for the program. Only ten children from whole
classroom were randomly nominated for assessment. Since some teachers failed to complete
assessments, final sample consisted of 568 children and 546 children (96% of the sample) had
complete post-intervention assessments. Forty-seven percent of the school children partici-
pants were girls. At the beginning of this study, all children were 7 years old in average and
in the middle of the first grade. At the end of the study, children were near the end of the
second grade.

3.1.3. Measures

Both preschool and schoolteachers were assessing children with the same battery. Among
nine rated child behaviors, two of them are related with internalized symptoms:

3.1.3.1. Emotion regulation

Emotion regulation was measured with seven items from the Social Competence Scale from
Fast Track Project (http://www. fasttrackproject.org/techrept/s/sct/). Sample item was “accepts
things not going her/his way.” All items were rated on a 6-point Likert scale with response
options ranging from almost never to usually (a = .89) [68, 69].

3.1.3.2. Withdrawn/depressed behavior

Withdrawn/depressed behavior was assessed with six commonly used items compiled for
Head Start REDI [28-30]. Sample items were “avoids playing with other children” and “sad,
unhappy.” All items were rated on a 6-point Likert scale, with response options ranging from
almost never to usually (a = .81).

3.2. Paths

PATHS is one of the most effective socio-emotional learning programs for children from pre-
school to middle school worldwide. It has been tested in multiple randomized controlled
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trials and implemented in many different contexts with children of various backgrounds.
Various research and independent studies show that PATHS program is a successful example
of whole-school generalization, enhances classroom climate and significantly contributes to
children’s emotion recognition and self-regulation, improves relationships with others, and
diminishes externalizing problems [70, 71].

3.3. Results in Croatia: effects of PATHS on internalized symptomatology

To test intervention effects, hierarchical linear models were estimated, nesting children within
classrooms. In school study, analyses were conducted for subgroups of children within the
sample. Each of the child behaviors included in this study was dichotomized to specify
whether a child was above or below average in terms of her/his functioning at the pre-inter-
vention assessment. Latent class analysis was applied to nine indicators to determine whether
children were relatively high or low risk. In this analysis, 223 children had the highest prob-
ability of being in the most elevated risk group. Those children had highest likelihood for
lower scores on prosocial behavior, control of emotions, and school-related performance. In
the same time, the same kids had a highest chance for high results on problem list (inat-
tentiveness, hyperactivity, opposition, aggression, difficulties with peers, and inhibited/sad
behavior). Analysis showed that 335 children had maximum chance of being in the low-risk
subclass, which was characterized by above average scores on the positive behaviors and
below average scores on the negative behaviors.

In preschool study, analyses were done in two stages: the first stage aiming to see changes
in intervention sample across time and the second stage to compare scores with comparison
condition. The first stage of preschool analyses shows insignificant change score for emo-
tional symptoms of —.14, p <.0001, d = .41; ICC = .02, p = ns. Second-stage analyses show differ-
ences among children who were in comparison and PATHS condition: there was statistically
significant difference in rates of change for emotional symptoms, 3 = -.33, p = < .05, d = .56;
ICC = .27, p <.05. The magnitude of this difference in rates of change was over one-half of one
standard deviation. Results for school study are shown in Table 2.

In school study, the pre-intervention level of functioning on the outcome and child sex were
included as covariates. Among the children who were relatively high risk, there were no sta-
tistically significant differences between intervention and control group children.

Among the children who were relatively low risk, there was a small to moderate effect
for emotion regulation and a marginally statistically significant difference in withdrawn/
depressed behavior but no changes for high-risk group. To examine the robustness of effects
among the low-risk children, latent class analysis was used again to determine whether chil-
dren exhibited any problems. In this analysis, 81 children had the highest probability of
being in the low risk with social difficulties subgroup, which was characterized by below
average scores on prosocial behavior and emotion regulation and above average scores
on withdrawn/depressed behavior. The other 254 children had the highest probability of
being in the low risk without social difficulties subgroup, which was characterized by above
average scores on all the positive behaviors and below average scores on all the negative
behaviors.
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School study Complete High-risk All low-risk Low-risk children = Low-risk children
sample children children with social without social
(N =568) (n=223) (n =335) difficulties (n=81)  difficulties (n = 254)
Emotion 18+ .06 .38** .65** .32%
regulation
Withdrawn -.09 .06 =26+ -.52% =19
behavior

Legend:*level of significance p = <.05;

**level of significance p = <.01.

Table 2. School PATHS effects on emotion regulation and withdrawn behavior for the complete sample and subgroups
of schoolchildren.

Problem in focus = Found to work Short description of program
Depressive Adolescents coping With  Fifteen sessions for group from three to ten participants, adapted
symptoms stress from Coping with Depression Course!, group CBT preventive

Problem-solving for life intervention for adolescents in risk, managed by educated therapist

Universal, teacher-implemented classroom program?, for 12-14 year
olds, 8 sessions, focusing on life problem-solving skills, positive
problem-solving orientation, and optimistic-thinking styles

Penn Prevention Program/
Penn Resiliency Program

School based, facilitated by school counselor?, 12 sessions, aimed

at depression and anxiety symptom reduction, special accent on
optimism, coping strategies and perspective taking, one of the most
widely disseminated

Anxiety symptoms FRIENDS Program/Friends Cognitive-behavioral approach for adolescents, delivered by school
for Life Program staff supported by trained graduate psychology student, 10 one and
half hour sessions, teaching coping skills and problem-solving +
parallel parent intervention, four sessions

Suicidal thoughts  Signs of Suicide Prevention Universal, school-based program for middle school and high school;
or behaviors Program central activities are raising awareness for depression and suicide
signs and help seeking behavior*

thttps://www.childtrends.org/programs/adolescent-coping-with-stress/
*https://www.childtrends.org/programs/problem-solving-for-life/
*https://ppc.sas.upenn.edu/research/resilience-children

*https://nrepp.samhsa.gov/ProgramProfile.aspx?id=85

Table 3. Prevention programs found promising/effective for internalized problems prevention.

Among the children who were relatively low risk with social difficulties, there were statis-
tically significant differences on emotion regulation and withdrawn/depressed behavior.
Intervention effects of this magnitude shown in Table 3 would be considered moderate to
large. Among the children who were low risk without social difficulties, there was a small
effect on emotion regulation but no effect on withdrawn behavior.

3.4. Discussion of results

Both of the presented studies of PATHS curriculum in Croatia indicate participation of
children in universal, social-emotional curriculum that promotes emotion recognition and
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relationships with others and self-esteem and self-control can diminish emotional symp-
toms, withdrawal, depressed symptoms, and worry, even for young children from 3 to 6.
Also, data clearly shows that the decrease of risks for development of internalized problems
is not uniform for all children: benefits vary depending upon sets of negative behaviors or
lack in social or learning skills.

Analyses conducted for subgroups of children show that effectiveness depends upon child’s
capacity and needs. For children that are low risk but seem to have smaller issues in relating
to others and lower social skills as well as lower learning behaviors, it is plausible to conclude
that mental health promotion intervention like PATHS is very useful. For that group of children
that need additional but not clinical support, improvement of classroom climate, boost of social
competencies, and focus on feelings, such classroom intervention gives promising results. For
that subgroup, improvement of emotion regulation and decline in withdrawal happened
within a year of program implementation. Our results for high-risk children subsample show
that they need additional care and support, probably more attention within indicated preven-
tion approach or even clinical support. Nevertheless, within comprehensive policy addressing
mental and emotional well-being of children, Croatian example shows that universal strategies
are helpful and should be considered when planning prevention of internalized symptoms.

4, Conclusion

This chapter focused on internalized problem prevention in academic setting, since they are
integral part of every classroom. Teachers and even parents do not recognize them in exact
amount; children and youth tend to hide them and avoid reporting they need help. Findings
from literature clearly accent that schools have an important role in reducing internalized
problems, starting early on with emotional well-being promotion and responding to first
symptoms. Comprehensive whole-school approach to mental health and internalized prob-
lems could serve as a climate change since research shows that besides supporting relation-
ships, skill-building approach is most promising. Effects of school prevention programs are
small to moderate, but thinking strategically, comprehensive planning of interventions on all
levels could relieve the burden on health care and social services.

More research is needed to identify effectiveness of various types of programs, but it seems
that universal school prevention programs have small to moderate effects and there is evi-
dence that mindfulness programs also reduce internalizing symptoms. Conclusions for inter-
nalized problem selective and indicated prevention are still mixed, some studies showing
effects in reducing depressive symptoms and enhancing emotional regulation and coping
skills, but other studies show effect only for some measures. Making general conclusions is
hard since studies are usually focused on specific internalized problem, depression being most
often nowadays. Answer to a public health problem has to be comprehensive. Combination
of investments from early years, coming from universal approach such as socio-emotional
learning and mindfulness-based programs, and then being followed with selective programs
for those in elevated risk and indicated interventions for those showing first symptoms, seems
promising public health strategy and a way forward.



Prevention of Internalized Problems of Children and Youth in Academic Setting
http://dx.doi.org/10.5772/intechopen.75590

Acknowledgements

Studies mentioned in this chapter were financed by the Unity through Knowledge Fund,
Republic of Croatia, and the local authorities of three Croatian regions. Josipa Basic, retired full
professor of Faculty of Education and Rehabilitation Sciences, University of Zagreb, Croatia,
was the project leader; Celene Domitrovich, now at Department of Psychiatry, Georgetown
University, USA, was the coleader. Robert L. Nix, University of Wisconsin, Madison, USA,
contributed to the chapter by conducting analyses.

Conflict of interest

Authors certify they have no financial or nonfinancial interest in the subject matter of this
manuscript.

Author details

Miranda Novak* and Josipa Mihi¢
*Address all correspondence to: miranda.novak@erf.hr

Department of Behavioral Disorders, Prevention Research Laboratory, Faculty of Education
and Rehabilitation Sciences, University of Zagreb, Croatia

References

[1] World Health Organization. Adolescent’s Mental Health: Mapping Actions of Non-
Governmental Organizations and Other International Development Organizations.
Geneva: World Health Organization; 2012

[2] Lack CW, Green AL. Mood disorders in children and adolescents. Journal of Pediatric
Nursing: Nursing Care of Children and Families. 2009;24(1):13-25. DOI: 10.1016/j.pedn.
2008.04.007

[3] Jane Costello E, Erkanli A, Angold A. Is there an epidemic of child or adolescent depres-
sion? Journal of Child Psychology and Psychiatry. 2006;47(12):1263-1271. DOI: 10.1111/;.
1469-7610.2006.01682.x

[4] Merikangas KR, He JP, Burstein M, Swanson SA, Avenevoli S, Cui L, Benjet C,
Georgiades K, Swendsen ]. Lifetime prevalence of mental disorders in US adolescents:
Results from the National Comorbidity Survey Replication—Adolescent Supplement
(NCS-A).Journal of the American Academy of Child & Adolescent Psychiatry.2010;49(10):
980-989. DOI: 10.1016/j.jaac.2010.05.017

135



136 Health and Academic Achievement

[5]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

Barrera AZ, Torres LD, Munoz RF. Prevention of depression: The state of the sci-
ence at the beginning of the 21st century. International Review of Psychiatry. 2007;19(6):
655-670. DOI: 10.1080/09540260701797894

Seeley JR, Rohde P, Lewinsohn PM, Clarke GN. Depression in youth: Epidemiology,
identification, and intervention. In: Interventions for Academic and Behavior Problems
II: Preventive and Remedial Approaches. Washington, DC, US: National Association of
School Psychologists; 2002. pp. 885-911

Lewinsohn PM, Hops H, Roberts RE, Seeley JR, Andrews JA. Adolescent psychopa-
thology: I. Prevalence and incidence of depression and other DSM-III—R disorders in
high school students. Journal of Abnormal Psychology. 1993;102(1):133. DOI: 10.1037/
0021-843X.102.1.133

Lewinsohn PM, Allen NB, Seeley JR, Gotlib IH. First onset versus recurrence of depres-
sion: Differential processes of psychosocial risk. Journal of Abnormal Psychology. 1999;
108(3):483. DOI: 10.1037/0021-843X.108.3.483

World Health Organization. Mental Health Action Plan 2013-2020. 2013. WHO web site:
http://scholar.google.com/scholar. 2017

Sher Y, Lolak S, Maldonado JR. The impact of depression in heart disease. Current
Psychiatry Reports. 2010;12(3):255-264. DOI: 10.1007/s11920-010-0116-8

Gustavsson A, Svensson M, Jacobi F, Allgulander C, Alonso ], Beghi E, Dodel R, Ekman M,
Faravelli C, Fratiglioni L, Gannon B. Cost of disorders of the brain in Europe 2010. European
Neuropsychopharmacology. 2011;21(10):718-779. DOI: 10.1016/j.euroneuro.2011.08.008

Ford T, Goodman R, Meltzer H. The British child and adolescent mental health survey
1999: The prevalence of DSM-1IV disorders. Journal of the American Academy of Child
and Adolescent Psychiatry. 2003;42(10):1203-1211. DOI: 10.1111/j.1469-7610.2006.01682.x

Morgan A, Currie C, Due P, Gabhain SN, Rasmussen M, Samdal O, Smith R. Mental well-
being in school-aged children in Europe: Associations with social cohesion and socioeco-

nomic circumstances. In: Social Cohesion for Mental Well-Being Among Adolescents.
WHO/HBSC Forum: Copenhagen; 2008

National Research Council. Preventing Mental, Emotional, and Behavioral Disorders
Among Young People: Progress and Possibilities. Washington DC: National Academies
Press; 2009

Wykes T, Haro JM, Belli SR, Obradors-Tarragé C, Arango C, Ayuso-Mateos JL, Bitter I,
Brunn M, Chevreul K, Demotes-Mainard ], Elfeddali I. Mental health research priorities
for Europe. The Lancet Psychiatry. 2015;2(11):1036-1042

Bornstein MH, Hahn CS, Haynes OM. Social competence, externalizing, and internalizing
behavioral adjustment from early childhood through early adolescence: Developmental
cascades. Development and Psychopathology. 2010;22(4):717-735

Marakovitz SE, Wagmiller RL, Mian ND, Briggs-Gowan M]J, Carter AS. Lost toy? Monsters
under the bed? Contributions of temperament and family factors to early internalizing



[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

Prevention of Internalized Problems of Children and Youth in Academic Setting
http://dx.doi.org/10.5772/intechopen.75590

problems in boys and girls. Journal of Clinical Child and Adolescent Psychology.
2011;40(2):233-244

Cummings EM, Cheung RY, Davies PT. Prospective relations between parental depres-
sion, negative expressiveness, emotional insecurity, and children’s internalizing symp-
toms. Child Psychiatry and Human Development. 2013;44(6):698-708

Melchior M, Touchette E, Prokofyeva E, Chollet A, Fombonne E, Elidemir G, Galéra C.
Negative events in childhood predict trajectories of internalizing symptoms up to young
adulthood: An 18-year longitudinal study. PLoS One. 2014;9(12):e114526

Yeung Thompson RS, Leadbeater B]. Peer victimization and internalizing symptoms
from adolescence into young adulthood: Building strength through emotional support.
Journal of Research on Adolescence. 2013;23(2):290-303

Durlak JA, Weissberg RP, Dymnicki AB, Taylor RD, Schellinger KB. Enhancing students’
social and emotional development promotes success in school: Results of a meta-analysis.
Child Development. 2011;82(1):405-432

Weare K, Nind M. Mental health promotion and problem prevention in schools: What
does the evidence say? Health Promotion International. 2011;26(Suppl_1):i29-i69

Weissberg RP, Goren P, Domitrovich C, Dusenbury L. CASEL Guide Effective Social and
Emotional Learning Programs: Preschool and Elementary School Edition. Chicago, IL:
CASEL; 2013

Barry MM, Clarke AM, Dowling K. Promoting social and emotional well-being in
schools. Health Education. 2017;117(5):434-451

Clarke AM, Hussein Y, Morreale S, Field CA, Barry MM. What Works in Enhancing Social
and Emotional Skills Development During Childhood and Adolescence? A Review of
the Evidence on the Effectiveness of School-Based and Out-of-School Programmes in
the UK. National University of Ireland Galway: WHO Collaborating Centre for Health
Promotion Research; 2015

Belfield C, Bowden AB, Klapp A, Levin H, Shand R, Zander S. The economic value of
social and emotional learning. Journal of Benefit-Cost Analysis. 2015;6(3):508-544

Beardslee WR, Brent DA, Weersing VR, Clarke GN, Porta G, Hollon SD, Gladstone TR,
Gallop R, Lynch FL, Iyengar S, DeBar L. Prevention of depression in at-risk adoles-
cents: Longer-term effects. JAMA Psychiatry. 2013;70(11):1161-1170. DOI: 10.1001/
jamapsychiatry.2013.295

Pennant ME, Loucas CE, Whittington C, Creswell C, Fonagy P, Fuggle P, Kelvin R,
Nagqvi S, Stockton S, Kendall T. Computerised therapies for anxiety and depression in

children and young people: A systematic review and meta-analysis. Behaviour Research
and Therapy. 2015;67:1-8

Merry SN, Hetrick SE, Cox GR, Brudevold-Iversen T, Bir JJ, McDowell H. Cochrane review:
Psychological and educational interventions for preventing depression in children and ado-
lescents. Evidence-Based Child Health: A Cochrane Review Journal. 2012;7(5):1409-1685

137



138 Health and Academic Achievement

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

Terzian M, Hamilton K, Ericson S. What Works to Prevent or Reduce Internalizing
Problems or Socio-Emotional Difficulties in Adolescents: Lessons from Experimental
Evaluations of Social Interventions. Washington DC: Fact Sheet. Child Trends; 2011.
Publication# 2011-34

Hetrick SE, Cox GR, Merry SN. Where to go from here? An exploratory meta-analy-
sis of the most promising approaches to depression prevention programs for children
and adolescents. International Journal of Environmental Research and Public Health.
2015;12(5):4758-4795. DOI: 10.3390/ijerph120504758

Horowitz JL, Garber J. The prevention of depressive symptoms in children and ado-
lescents: A meta-analytic review. Journal of Consulting and Clinical Psychology. 2006;
74(3):401

Spence SH, Sheffield JK, Donovan CL. Preventing adolescent depression: An evaluation
of the problem solving for life program. Journal of Consulting and Clinical Psychology.
2003;71(1):3

Garber ], Clarke GN, Weersing VR, Beardslee WR, Brent DA, Gladstone TR, DeBar
LL, Lynch FL, D’Angelo E, Hollon SD, Shamseddeen W. Prevention of depression in

at-risk adolescents: A randomized controlled trial. Journal of the American Medical
Association. 2009;301(21):2215-2224

Brunwasser SM, Gillham JE, Kim ES. A meta-analytic review of the Penn resiliency
Program’s effect on depressive symptoms. Journal of Consulting and Clinical Psychol-
ogy. 2009;77(6):1042

Schilling EA, Aseltine RH, James A. The SOS suicide prevention program: Further evi-
dence of efficacy and effectiveness. Prevention Science. 2016;17(2):157-166

Lau HM, Smit JH, Fleming TM, Riper H. Serious games for mental health: Are they
accessible, feasible, and effective? A systematic review and meta-analysis. Frontiers in
Psychiatry. 2017;7:209. DOI: 10.3389/fpsyt.2016.00209

Merry SN, Stasiak K, Shepherd M, Frampton C, Fleming T, Lucassen MEF. The effec-
tiveness of SPARX, a computerised self help intervention for adolescents seeking help
for depression: Randomised controlled non-inferiority trial. BMJ. 2012;344:2598. DOI:
10.1136/bmj.e2598

Burke CA. Mindfulness-based approaches with children and adolescents: A preliminary
review of current research in an emergent field. Journal of Child and Family Studies.
2010;19(2):133-144. DOI: 10.1002/14651858.CD012518

Meiklejohn J, Phillips C, Freedman ML, Griffin ML, Biegel G, Roach A, Frank J, Burke
C, Pinger L, Soloway G, Isberg R. Integrating mindfulness training into K-12 education:
Fostering the resilience of teachers and students. Mindfulness. 2012;3(4):291-307. DOI:
10.1007/s12671-012-0094-5



[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

[53]

Prevention of Internalized Problems of Children and Youth in Academic Setting
http://dx.doi.org/10.5772/intechopen.75590

Burke AL, Hawkins K. Mindfulness in education: Wellness from the inside out. Encoun-
ter: Education for Meaning and Social Justice. 2012;25(4):36-40

Kabat-Zinn ]. Mindfulness-based interventions in context: Past, present, and future.
Clinical Psychology: Science and Practice. 2003;10(2):144-156. DOI: 10.1093/clipsy.bpg016

Bishop SR, Lau M, Shapiro S, Carlson L, Anderson ND, Carmody J, Segal ZV, Abbey S,
Speca M, Velting D, Devins G. Mindfulness: A proposed operational definition. Clinical
Psychology: Science and Practice. 2004;11(3):230-241

Zenner C, Herrnleben-Kurz S, Walach H. Mindfulness-based interventions in schools—
A systematic review and meta-analysis. Frontiers in Psychology. 2014;30(5):603. DOI:
10.3389/tpsyg.2014.00603

Shapiro SL, Brown KW, Astin JA. Toward the Integration of Meditation Into Higher
Education: A Review of Research. The Center for Contemplative Mind in Society. 2008.

Retrieved from: http://www.contemplativemind.org/admin/wp-content/uploads/2012/
09/MedandHigherEd.pdf

Davidson R], Dunne], Eccles ]S, Engle A, Greenberg M, Jennings P, Vago D, Mind and Life
Education Research Network (MLERN). Contemplative practices and mental training;:
Prospects for American education. Child Development Perspectives. 2012;6(2):146-153

Britton WB, Lepp NE, Niles HF, Rocha T, Fisher NE, Gold JS. A randomized controlled
pilot trial of classroom-based mindfulness meditation compared to an active control
condition in sixth-grade children. Journal of School Psychology. 2014;52(3):263-278

Zoogman S, Goldberg SB, Hoyt WT, Miller L. Mindfulness interventions with youth: A
meta-analysis. Mindfulness. 2015;6(2):290-302

Kabat-Zinn J, Hanh TN. Full Catastrophe Living: Using the Wisdom of your Body and
Mind to Face Stress, Pain, and Illness. Delta Trade Paperbacks, New York: Delta; 2009

Atkinson MJ, Wade TD. Mindfulness-based prevention for eating disorders: A school-
based cluster randomized controlled study. International Journal of Eating Disorders.
2015;48(7):1024-1037

Parker AE, Kupersmidt JB, Mathis ET, Scull TM, Sims C. The impact of mindfulness
education on elementary school students: Evaluation of the master mind program.
Advances in School Mental Health Promotion. 2014;7(3):184-204

Carsley D, Heath NL, Fajnerova S. Effectiveness of a classroom mindfulness coloring
activity for test anxiety in children. Journal of Applied School Psychology. 2015;31(3):
239-255

Raes F, Griffith JW, Van der Gucht K, Williams JM. School-based prevention and reduc-
tion of depression in adolescents: A cluster-randomized controlled trial of a mindfulness
group program. Mindfulness. 2014;5(5):477-486

139



140 Health and Academic Achievement

[54]

[55]

[56]

[57]

[58]

[59]

[60]

[61]

[62]

[63]

[64]

[65]

[66]

Segal ZV, Williams JM, Teasdale JD. Mindfulness-Based Cognitive Therapy for Depression.
New York: Guilford Press; 2012

Bluth K, Campo RA, Pruteanu-Malinici S, Reams A, Mullarkey M, Broderick PC. A
school-based mindfulness pilot study for ethnically diverse at-risk adolescents. Mind-
fulness. 2016;7(1):90-104

Costello E, Lawler M. An exploratory study of the effects of mindfulness on perceived
levels of stress among school-children from lower socioeconomic backgrounds. The
International Journal of Emotional Education. 2014;6(2):21

Edwards M, Adams EM, Waldo M, Hadfield OD, Biegel GM. Effects of a mindfulness
group on Latino adolescent students: Examining levels of perceived stress, mindfulness,
self-compassion, and psychological symptoms. The Journal for Specialists in Group
Work. 2014;39(2):145-163

Kuyken W, Weare K, Ukoumunne OC, Vicary R, Motton N, Burnett R, Cullen C, Hennelly
S, Huppert F. Effectiveness of the Mindfulness in Schools Programme: Non-randomised
controlled feasibility study. The British Journal of Psychiatry. 2013;203(2):126-131

Mendelson T, Greenberg MT, Dariotis JK, Gould LF, Rhoades BL, Leaf PJ. Feasibility
and preliminary outcomes of a school-based mindfulness intervention for urban youth.
Journal of Abnormal Child Psychology. 2010;38(7):985-994

Sibinga EM, Perry-Parrish C, Chung SE, Johnson SB, Smith M, Ellen JM. School-based
mindfulness instruction for urban male youth: A small randomized controlled trial.
Preventive Medicine. 2013;57(6):799-801

Lau NS, Hue MT. Preliminary outcomes of a mindfulness-based programme for Hong
Kong adolescents in schools: Well-being, stress and depressive symptoms. International
Journal of Children's Spirituality. 2011;16(4):315-330

Viafora DP, Mathiesen SG, Unsworth SJ. Teaching mindfulness to middle school stu-
dents and homeless youth in school classrooms. Journal of Child and Family Studies.
2015;24(5):1179-1191

Liehr P, Diaz N. A pilot study examining the effect of mindfulness on depression and
anxiety for minority children. Archives of Psychiatric Nursing. 2010;24(1):69-71

Beauchemin ], Hutchins TL, Patterson F. Mindfulness meditation may lessen anxiety,
promote social skills, and improve academic performance among adolescents with
learning disabilities. Complementary Health Practice Review. 2008;13(1):34-45

Carsley D, Khoury B, Heath NL. Effectiveness of mindfulness interventions for mental
health in schools: A comprehensive meta-analysis. Mindfulness. 2017:1-5. DOI: 10.1007/
s12671-017-0839-2

Kusché CA, Greenberg MT. The PATHS Curriculum. Seattle: Developmental Research
and Programs; 1994



[67]

[68]

[69]

[70]

[71]

Prevention of Internalized Problems of Children and Youth in Academic Setting
http://dx.doi.org/10.5772/intechopen.75590

Mihic ], Novak M, Basic J, Nix RL. Promoting social and emotional competencies among
young children in Croatia with preschool PATHS. The International Journal of Emotional
Education. 2016;8(2):45

Novak M, Mihi¢ J, Basi¢ J, Nix RL. PATHS in Croatia: A school-based randomised-
controlled trial of a social and emotional learning curriculum. International Journal of
Psychology. 2017;52(2):87-95

Bierman KL, Coie JD, Dodge KA, Greenberg MT, Lochman JE, McMahon RJ,
Pinderhughes E. The effects of a multiyear universal social-emotional learning pro-

gram: The role of student and school characteristics. Journal of Consulting and Clinical
Psychology. 2010;78(2):156. DOI: 10.1037/a0018607

Crean HF, Johnson DB. Promoting alternative thinking strategies (PATHS) and elemen-
tary school aged children's aggression: Results from a cluster randomized trial. American
Journal of Community Psychology. 2013;52(1-2):56-72. DOI: 10.1007/s10464-013-9576-4

Greenberg MT, Kusche CA, Cook ET, Quamma JP. Promoting emotional competence in
school-aged children: The effects of the PATHS curriculum. Development and Psycho-
pathology. 1995;7(1):117-136. DOI: 10.1017/50954579400006374

141



ntechOpen

ntechOpen



