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About the Canadian Population Health Initiative

The Canadian Population Health Initiative (CPHI), a part of the Canadian Institute for
Health Information (CIHI), was created in 1999. CPHI’s mission is twofold:

e to foster a better understanding of factors that affect the health of individuals and
communities; and

¢ to contribute to the development of policies that reduce inequities and improve the
health and well-being of Canadians.

As a key actor in population health, CPHI:

e provides analysis of Canadian and international population health evidence to inform
policies that improve the health of Canadians;

e commissions research and builds research partnerships to enhance understanding of
research findings and to promote analysis of strategies that improve population health;

¢ synthesizes evidence about policy experiences, analyzes evidence on the effectiveness
of policy initiatives and develops policy options;

e works to improve public knowledge and understanding of the determinants that affect
individual and community health and well-being; and

e works within CIHI to contribute to improvements in Canada’s health system and the
health of Canadians.

About the Canadian Institute for Health Information

The Canadian Institute for Health Information (CIHI) collects and analyzes information
on health and health care in Canada and makes it publicly available. Canada’s federal,
provincial and territorial governments created CIHI as a not-for-profit, independent
organization dedicated to forging a common approach to Canadian health information.
CIHI’s goal: to provide timely, accurate and comparable information. CIHI's data and
reports inform health policies, support the effective delivery of health services and raise
awareness among Canadians of the factors that contribute to good health.
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Introduction

The purpose of the current collection of short papers and reviews is to add to the
literature on investing upstream in mental health promotion in community settings.

A definition of “community” that serves as a starting point for discussion is “a group of
people with diverse characteristics who are linked by social ties, share common
perspectives, and engage in joint action in geographical locations or settings.”! (p. 1936)
Neighbourhoods and workplaces are some types of communities that are discussed in
this collection.

CPHI commissioned eight experts to share their thoughts on the following questions:
e What are mentally healthy communities?

e What makes some communities more mentally healthy or resilient than others?

The resulting contributions in this collection are original, opinion-oriented pieces that
examine key concepts, outline the current state of research and policy and suggest
potential directions for future research on mental health and resilience at the community
level.! A number of the authors were asked to address specific topics where the available
literature was quite limited. This collection complements CPHI’'s work in two of its
theme areas for 2007 to 2010: Determinants of Mental Health and Resilience; and Place
and Health.2 The collection will be followed by a supplement on Aboriginal perspectives
on mentally healthy communities.

In this collection, the authors explore many factors that may contribute to mentally
healthy communities. Lakaski examines how issues that affect community mental health
may be interlinked and related to various levels of government policy and larger socio-
economic contexts. Crossman urges readers to consider the value attributed to mental
well-being as compared to mental illness. He suggests that investments in mental well-
being may contribute to increased social capital and thereby to more resilient
communities. Hawe describes interventions that aim to promote mental health in
communities. In addition, she describes how people may help to create mentally healthy
communities through mutual trust, respect and acts of service that affirm people’s
interdependence. Pérez describes research on the links between spirituality and health
and explores potential mechanisms that may explain these connections. Shain defines the
“mentally safe workplace” and describes some potential ways for employers to invest in
mental health and safety. Lau and Monro focus on strategies that may be used to
improve both individual and organizational health and resilience in the workplace, citing
the Canadian company Dofasco as an example of innovation and success.

i. The views expressed in this report do not necessarily represent the views of the Canadian
Population Health Initiative or the Canadian Institute for Health Information.
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Two authors focus on concepts, research and policy related to population subgroups in
Canada. Waddell and colleagues describe an integrated population health strategy to
enhance the mental health of communities by investing in children’s social and emotional
development. Malach and her co-authors explore how determinants of health such as
social support networks and aspects of the physical environment contribute to mentally
healthy communities for seniors.

The current collection brings together a number of diverse perspectives that contribute
to our understanding of what makes a community mentally healthy. One theme that
appeared in several contributions was the role of social networks. Social networks may
operate through four pathways: “1) provision of social support; 2) social influence;

3) on social engagement and attachment; and 4) access to resources and material
goods.”? (p. 144) Social networks appear to be relevant to individuals” mental health,
for example, coping ability.?

Another crosscutting theme was the potential benefit of investing in social and
emotional learning, which has been defined elsewhere as “the capacity to recognize and
manage emotions, solve problems effectively, and establish positive relationships with
others.”* (p. 1) This theme was most apparent in the paper by Waddell and colleagues,
who describe research on parent and child programs that have potential to reduce the
prevalence of children’s emotional and behavioural problems. In a similar vein,
Crossman suggests that increased investments in social and emotional learning may be
appropriate in school settings. Social and emotional learning may be valuable for adults
as well. In regard to workplaces, Lau and Monro note the relevance of “promoting
positive interpersonal relationships” and empowering small teams. Finally, the legal
landscape described by Shain is such that investing in social and emotional skills may be
one feasible approach to promoting employee mental health and creating a mentally
healthy workplace community.

Several of the authors mention indicators that may be relevant to assessing community
mental health (see Hawe and Lakaski in particular). Social networks, norms of trust and
cooperation, participation in community activities and sense of collective self-efficacy
appear to be important. Level of socio-economic inequality within a community may also
be relevant. Additionally, a mentally healthy community is likely to have adequate
housing?® and employment.

Measures of resources that are available to people may also be indicators of community
mental health. These might include mental health services (such as those provided
through schools and employers), socially shared spaces (for example, playgrounds and
community centres) and financial security. From an evaluation perspective, examining
the availability of resources would ideally encompass not simply counting the number of
programs and rates of participation, but also conducting surveys on perceived access to
and satisfaction with resources.
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Community consultations, such as those used in the development of community health
indicators,® could be used to identify issues specific to each community that would then
be included in measures of community mental health. One community may have a
particular interest in programs for adolescents; another may be dealing with rising rates
of violent crime.

The current collection illustrates that many voices can contribute to the discussion of
mentally healthy communities and ways of shifting investments upstream. As our
understanding of mentally healthy communities grows, a range of actors will continue to
play a role: policy-makers in areas relevant to determinants of health, community
planners, human resources professionals, educators, the private sector and the general
public. It is hoped that this collection will serve as a starting point for discussion of new
ways of thinking about mental health and mental health promotion.
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Mentally Healthy Communities: An Exploration

Carl Lakaski
Mental Health Promotion Unit, Healthy Communities Division, Centre for Health
Promotion, Public Health Agency of Canada

Carl Lakaski is a senior policy analyst in the Mental Health Promotion Unit of the
Healthy Communities Division of the Public Health Agency of Canada.

Introduction

This brief paper will cover a number of issues that are important to answering a
deceptively simple question: “What is a mentally healthy community?” In responding to
this question, I will suggest that the mental health of a community cannot be fully
understood only by addressing individual-level factors (biology and genetic endowment,
personal health practices and coping, etc.). As McCubbin and colleagues state,
“Population mental health goes beyond adding up the ‘sum of individual parts.’

We cannot explain why some communities . . . are healthier than others just by looking at
the individuals in them”? (see also Rose [1992]? and Huppert [2004]%). Communities have
unique characteristics and dynamics that enable, constrain and condition the mental
health of people. As such, when considering the conditions that define a mentally healthy
community, it is to these features we must look.

There are a number of conceptual approaches to public health that can be used as a
resource to guide our thinking with respect to communities. I will focus on social capital
and the determinants of health. However, since these approaches are inclusive of
important public health issues, such as inequalities in mental health status* and social
justice,5¢ I will also be mining their respective literatures.

What Is a Community?

First, however, I have to define what I mean by community. Kathleen MacQueen and
colleagues provide an evidence-based definition which consists of five core elements of
community: 1) locus, described as “a sense of place”; 2) sharing, described as “common
interests and perspectives”; 3) joint action, described as “a source of cohesion and
identity”; 4) social ties, described as “interpersonal relations”; and 5) diversity, described
as “social complexity.”” Grouped together, these features characterize a community as “a
group of people with diverse characteristics who are linked by social ties, share common
perspectives, and engage in joint action in geographic locations or settings.””
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What Is Mental Health?

I also need to specify what I mean by mental health, which I define as:

. . . the capacity of each and all of us to feel, think and act in ways that enhance
our ability to enjoy life and deal with the challenges we face. It is a positive sense
of emotional and spiritual well-being that respects the importance of culture,
equity, social justice, interconnections and personal dignity.8

This definition has a number of features that are particularly important to our concern
with mentally healthy communities. For one, it shifts the focus of so much of the current
work on mental health in communities from mental illness to positive mental health by
maintaining that mental health is more than the absence of mental illness. Mental health
refers to characteristics that are independent of mental illness and exist as a resource in
their own right for individuals, groups and the environment. Echoing current concerns
made visible with the determinants of health approach, it makes social justice and
conditions of fundamental equality integral to mental health. As well, it registers the
importance of not only subjective experience but external social factors that constrain,
enable and inform mental health.

The 1988 paper Mental Health for Canadians: Striking a Balance rejected the traditional
notion that mental health and mental illness were opposite endpoints on a single
continuum by advancing a two-continua model of mental health and mental disorder.°
The two-continua model asserts that mental health and mental illness reside on their own
continua, with minimal and maximal degrees of mental health and mental illness
represented at the ends of each of their respective continua. The two-continua model has
gained empirical support in recent years.! 11

The development of a definition of mental health without reference to mental illness,
coupled with a two-continua model of mental health and mental illness, helps establish
the justification for research, policy and programs focusing on positive mental health
independent of mental illness. This has the potential to shift attention away from intra-
individual characteristics for mental illness, which had dominated mental health
research, to inter-individual and societal conditions (equity, social justice, housing, etc.)
connected to positive mental health of populations.

Determinants of Health

The determinants of health framework anchors much of the current thinking on assessing
the health status of populations and strategies to improve that status. The framework
also provides instrumental points of reference for other perspectives on public health.
Socio-economic determinants that are supported in the research literature as affecting
mental health include 1) income and social status; 2) social support networks; 3)
education; 4) employment and working conditions; 5) physical environments; and 6)
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medical services.!? For example, with each increase in level of education, there is an
improvement in mental health status. Education increases opportunities for income and
job security and contributes to a sense of control over one’s life circumstances —key
factors that may influence mental health.’2

Caution should be taken, however, in considering these determinants alone as single-
factor explanations or as descriptions of a mentally healthy community. It is equally
important to understand that they are part of the larger and local social structures.’
As such, the determinants stand in relation to each other in terms of degrees of
inter-relatedness and the extent of influence they have on each other and on the mental
health of a community.

Furthermore, the importance of these determinants at the community level for action is
dependent on how they are configured and their point of origin. The locus for many of
these determinants resides in social formations and socio-economic forces beyond the
community. For example, employment at a population level is determined by the state of
the economy, business cycles, government fiscal policy and, increasingly, adaptation to
the effects of globalization. As such, these determinants shape and mould community
development and character but do not fall within the community’s ambit to significantly
modify. Indeed, though each of these determinants is manifest in all communities, and
hence can be seen to contribute to the mental health of a community, they cannot be said
to be open to modification. As a unit not only of analysis but of intervention, it would be
difficult to assess or improve the mental health of a community by focusing only on the
community manifestation of these determinants. The role of various levels of
government in providing, for example, affordable housing, funding for education and
regulations and incentives for community economic development would ideally be
considered in any robust consideration of mentally healthy communities.

The relation of inequalities in population health status illustrates this point further.
Wilkinson and Pickett reviewed 155 research reports on the association between income
distribution and population health and determined that a large majority (70%) support
the idea that population health status is worse in societies with greater income
differentials."* The authors suggested that the “health of people in deprived
neighbourhoods is poorer not because of the inequality within their neighbourhoods,
but because they are deprived in relation to the wider society.”* Once again, even with
community income inequality, it is the broader relation to the rest of society that is a
determinant of health.

The socio-economic determinants (income and social status, social support networks,
education, and employment and working conditions) do contribute to our
characterization of a mentally healthy community. However, whether there are any
features of communities relatively independent of external social and economic forces
that can contribute to their mental health remains a question for mental health research,
policy and programming. Referring back to our definition of community, these features
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would have to contribute to processes that maintain or improve inhabitants” sense of
place, common interests and perspectives, cohesion and identity, and interpersonal
relations, and deal fairly with issues arising from the social complexity of communities.
In this regard, I will now turn to social capital.

Social Capital

Though not the originator of the concept of social capital, Robert D. Putnam is credited
with much of the recent upsurge in interest in this concept for public health. For Putnam,
social capital has five principle characteristics: 1) community networks; 2) civic
engagement; 3) local civic identity; 4) reciprocity and norms of cooperation; and 5) trust
in community.’> Social networks are structural phenomena, that is, properties of groups,
and hence not reducible to the characteristics of individuals; norms of reciprocity and
trustworthiness are cultural in nature.¢ Initially, social capital appears to be ideally
applicable to communities and capable of reflecting their level of mental health. Indeed,
Putnam seeks to explain differences in the quality of community life by reference to the
internal characteristics of communities. Although Putnam does not address health issues,
his work on civic community is of interest because civic community may potentially be
related to both health status and income distribution.*

Putnam and colleagues contrast regions with high and low levels of civic community."”
Those with high levels of civic community have the following characteristics: a) they are
engaged in issues of public importance; b) trust is widespread, with an emphasis on acting
fairly and obeying the law; c) honesty among leaders is common; d) there is a strong belief
in democratic government; e) equality is favoured by citizens and civic leaders; f) there are
strong, horizontally organized social and political networks; and g) the community places
a high value on solidarity, civic engagement, cooperation and honesty.

Those regions with low civic community have these characteristics: a) organized
hierarchically; b) the concept of citizen is stunted; c) public affairs is not considered to be
the business of everyone; d) the common good of the community receives little attention;
e) political participation is about private greed with no relation to collective purpose;

f) participation in social and cultural associations is seriously deficient; g) democratic
principles are not highly regarded; and h) law and order issues are high on the agenda,
as people demand harsher forms of punishment.

According to Putnam, people living in regions with high levels of civic community are
content and more satisfied with their lives and their place in the community, while those
living in low civic community regions feel powerless and unhappy. Consequently,
Putnam’s characterization of social capital would seem to provide (in addition to that of
the determinants of health) a checklist of what a mentally healthy community would
look like.
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Harvey Whiteford and colleagues add to this optimism about social capital’s relation to
mental health:

High levels of social capital are conducive for the development of an individual’s
psychosocial processes that are needed to cope with life’s stressors and
protective of ill health. These psychosocial processes in part arise from social
interaction within an individual’s community. Interaction with others is
enhanced if it is based on trust and reciprocity, which provide protective actors
against the initiation of any psychosocial processes that are known to be
determinants of ill health.'¢

Empirical research completed after Putnam’s work and focusing explicitly on mental
health issues challenges this optimism about social capital by revealing a more
complicated picture. The relation of social capital to mental health has been explored in
community and national studies.'® The preponderance of such studies have focused on
the relation between social capital and mental illness, not mental health, assuming that
mental health is merely the absence of mental illness (contra Striking a Balance, 1988).
Given that limitation, after reviewing a number of these studies, Kwame McKenzie and
colleagues concluded, “It cannot be assumed that elevated rates of psychopathology in
neighbourhoods are due to a lack of social capital.”’ However, a series of later studies
edited by the same author on this issue offers more tentative findings.'s In some cases,
features of social capital increase stress and the potential for mental illness, and in others
they appear to act in a protective manner.

Despite its promise, social capital may not be the panacea for societal ills. Richard A.
Couto provides some insight as to why this might be the case. He develops a notion of
social capital that includes “the public and social provision of economic goods and
human services, such as housing, education, cultural expression, environmental quality,
children’s services and other policies.”?0 These issues relate to various levels of
government policy and the larger socio-economic context that communities reside
within. It may be, as with the determinants of health, that many of the levers for creating
more social capital are outside the communities’ reach. However, it is also evident from
the conflicting research findings that more research is needed before abandoning the idea
that community action on social capital is futile.

Conclusion

I have examined key features of what I feel would define a mentally healthy community.
From the determinants of health approach I listed six key features: income and social
status; social support networks; education; employment and working conditions;
physical environments; and medical services. The social capital literature provided
additional features, including engagement in issues of public importance, widespread
community trust based on popularly held notions of fairness and lawful behaviour,
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honest community leaders, strong democratic governments, equality as a highly placed
value among citizens and civic leaders, strong horizontally organized social and political
networks and a high value on solidarity, civic engagement, cooperation and honesty.

Although these features may be combined to provide a starting point for describing
mentally healthy communities, there is still room for much more research and conceptual
development on this topic. For example, the relationship between the determinants of
mental health and social capital could be productively pursued. In research on the
determinants and social capital, a focus on mental health as a positive attribute distinct
from mental illness merits much more attention. As Geoffrey Rose (1992) has reasoned,
the conditions that cause mental illness in individuals might be entirely different from
those conditions responsible for the mental health status of a population? (see also
Herrman et al., 2005%"). The relationship to the determinants of health and building social
capital of local and national social structures, including the political and economic
systems, needs to be spelled out conceptually and supported by research. A more
theoretically informed approach to mentally healthy communities has the potential to tie
together disparate empirical findings and provide directions for future research. Finally,
there are growing literatures on subjective well-being, human rights, quality of life,
human capabilities?* 2 and social justice as they relate to mental health that could be
productively interrogated with respect to constituents of mentally healthy communities.

Following Sen’s logic regarding constitutive and instrumental values,? I would like to
end by suggesting that it would be valuable to consider a mentally healthy community
as a public good worth striving for in itself, as well as something that contributes to
other goods and functions. Consequently, mentally healthy communities may be
conceived as not only a means to other societal goals (such as economic prosperity, good
government, reduction of violence and civilized discourse), but also as an intrinsic end of
political and societal activity itself. Mentally healthy communities may be considered as
both ends in themselves and as key means to achieving other highly valued ends, such as
economic prosperity.

The views expressed in this paper do not necessarily reflect the views of the author’s
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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Mental Health as Social Capital: Changing Perceptions
in Canada

Doug Crossman
Doug Crossman is the manager, South Shore District Health Authority (DHA #1) of the
Health Services Association of the South Shore, Nova Scotia.

Is Mental lliness an Indicator of a Nation’s Mental Health?

The “health” of Canadians is frequently a picture painted by the prevalence rates and
costs of illness, disability and death. In this context, most descriptions of the “mental
health of the population” are framed by the presentation of statistics describing the
prevalence as well as the social-economic impact of mental illnesses. “Mental health”
issues in our communities, such as the rates of depression, anxiety and schizophrenia,
and/or the presence of risk factors or negative social determinants (poverty and
homelessness) frequently dominate the popular media as well as drive public health
policy and funding. A recent example was the release of the Senate committee report on
mental health,’ where the focus of the report was mental illness rather than mental
health. Few of us would dispute the need to address the many challenges facing
Canadians with mental illnesses. Should the evolution of public awareness of mental
illnesses not be balanced, however, with equal attention to the “causes” of mental health
and how mental well-being can influence the health and productivity of a community?

What are the indicators of mental health and mentally healthy communities? Apropos to
the above, if you think mental health is the absence of mental illness, you are partially
correct. Given that most Canadians, depending on where they live, self-rate their general
mental health and well-being as “very good” or “excellent,” on what basis have they come
to that conclusion?? Why do Newfoundlanders, for example, rate their mental well-being
higher than Albertans when the obvious economic indicators suggest that the opposite
should be true?> Why do Nova Scotia’s residents report more depressive episodes than the
residents of New Brunswick?® Why does the anxiety and fearfulness of our children
appear to be a growing issue for parents and schools alike? Why are a good education,
above-average intelligence, wealth and youth all trumped by marriage, age/experience,
family ties and religious affiliation as reliable predictors of life satisfaction?*

Simplifying the Idea of Mental Health

If Canadians were suddenly subjected to a mental health pandemic (that is, a wave of
positive mental health affected a large proportion of the population), how would we
begin to track the source of the outbreak as well as understand how the “virus” spreads
and infects the population? Traditionally we would begin by creating a working
definition of “the problem” such as:
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Mental Health is the capacity of the individual, the group and the environment
to interact with one another in ways that promote subjective well-being, the
optimal development and use of mental abilities, the achievement of individual
and collective goals consistent with justice, and the attainment and preservation
of fundamental equality.5

Notwithstanding the value of traditions, I would strongly suggest that we not include
this definition in our mental health glossary of useful terms. If the above describes a
population’s “mental health,” no wonder identifying the eight key symptoms of
depression or describing a range of mental illnesses seems so straightforward by
comparison! It is safe for us to assume that most Newfoundlanders did not reference this
definition of mental health when responding to the Canadian Community Health Survey
questions regarding mental well-being. On the contrary, we could speculate that
Newfoundlanders are frequent flyers to the country of Bhutan, where the king has
replaced gross domestic product as a measure of the country’s prosperity with gross
national happiness as a measure of the population’s well-being. Interestingly, the
populations of several developing countries and territories (Nigeria, Puerto Rico

and Venezuela) score in the top five on their rated “happiness” while wealthy,
technologically sophisticated nations such as the U.S. and Canada do not.6 This may be
easier to understand given that the U.S. and Canada have some of the highest depression
and anxiety rates in the world. More perplexing, however, given that both of these
nations spend billions on health services, is why we are not very happy.

Creating the Value of Mental Well-Being

From this example perhaps we should question the time and energy investment in crafting
a universally accepted definition of mental health. It actually may be more important to
understand those indicators that make for and sustain critical levels of human happiness,
subjective well-being and productive activity. As suggested above, “indicators” are
powerful tools and do influence the policy development responsibilities of governments
as well as the allocation of public resources to meet those responsibilities. Simply put,
what we measure is a sign of what we value as a society. How do we increase the
perceived value of mental health and make it a sustainable resource across Canada?

Some of you might argue that sustainable mental well-being is beyond our control given
our susceptibility to the trials of daily demands, unanticipated negative life events,
volatile social-economic trends and inherited bio-genetic characteristics. You might also
believe that the “startle response,” which is an involuntary physiological reaction to a
loud noise or unexpected event, is part of the human genetic code and is a phenomenon
beyond our control. Except if you are a Buddhist monk! Several studies have shown that
monks, in a deep state of meditation, show no startle response and/or physiological
changes that would be common to the average Canadian. These studies suggested that it
was not only the monk’s ability to reach a deep state of meditation which offset the
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startle response but, more importantly, the monk’s perception of what is to be feared. So
if we think beyond what causes mental illness and think in terms of what affects mental
health, some important indicators are within our control.

Research attempts to find the “happy personality” have discovered that happy people
have a high degree of self-respect and self-esteem; know themselves well; have a high
degree of insight into their personality; are optimistic but seem to have more realistic
ambitions; have a strong sense of purpose and chart their own independent direction;
and tend to be more satisfied with what they have rather than dwell on what they lack.
It appears that people with these happy characteristics seem to enjoy a high degree of
mental health with fewer tensions and emotional difficulties. Simply put, these people
handle everyday problems well, are not fearful and feel less guilty; do not dwell on the
past; and are not preoccupied with psychosomatic symptoms and worry.”

Early happiness theories indicated that we are born with a “set point of happiness.”
Whether you won the lottery or experienced a sudden loss of a loved one, over a period of
time the extreme “up” or extreme “low” would return to a pre-determined set point.
Interestingly, this notion of pre-destined mental health also permeated the literature until
we began to discover the complexity of changeable personal, social, environmental and
spiritual influences for creating poor mental health. More recent research indicates that
“sustainable happiness” is possible. However, circumstantial changes such as moving or
changing jobs or lovers are not the answer. “Intentional activity,” however, can override a
tendency to return to a “set point” by practising certain “virtues” (gratitude, forgiveness
and thoughtful self-reflection); by motivational factors (choosing goals which are
consistent with a person’s values and are more intrinsic); and cognitive factors (choosing a
sense of efficacy/optimism regarding one’s life).” So, can we extrapolate from the lives of
“happy people” certain cognitive and behaviour characteristics that create resources for a
population mental health pandemic? It appears the answer is a cautious yes!

Creating Resources for Mental Health

In terms of indicators for mental health, what might the above examples suggest? It may
mean that our anxiety about the low math and science achievement scores of Canadian
high school students compared to our Chinese counterparts could be allayed by making
public education investments in the development of emotional and social competencies
in our young population. Perhaps the value we place on math-science intelligence as the
preferred asset for future economic growth could be further augmented by the
development of emotional and social intelligence. For example, several clinical trials over
20 years, across a variety of school settings and populations, have demonstrated that
young children (preschool through grade 6) who were taught to recognize, communicate
and manage their emotions, to calm themselves when upset, to engage in cooperative
problem-solving and to think critically had much lower rates of behaviour problems,
anxiety and sadness, and social-relationship conflict, as well as improved academic
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achievement, compared to the control groups.? So, it appears that we can learn emotional
and social competencies as individuals and develop strong, supportive relationships and
critical thinking skills.

It is reasonable to argue that we could spend millions attempting to create emotionally
competent and happy people, which would do little to offset the significant negative
social factors which affect the well-being of people and communities across Canada.

As suggested above, just as wealth cannot be used as an indicator/predictor of sustained
personal happiness, the national gross domestic product (GDP) should also not be used
as an indicator/measure of social progress. Basically, the GDP is merely the total of
goods/services bought and sold, with no distinction between transactions that add to
well-being and those that do not. An example would be an investment of public money
in the construction of prisons across Canada, which would influence the GDP but also
would reflect a growth in crime rates and/or changes to corrections policy, which are
indicators of social malaise.

In contrast, the genuine progress index (GPI)° presents a different perspective on a
country’s economic activity by recognizing that long-term prosperity and well-being are
dependent on the protection and strengthening of our social and environmental assets.
GP1 is directly related to measuring a society’s social capital, or the features of social
organization such as civic participation, norms of reciprocity and trust in others that
facilitate cooperation for mutual benefit. If we look at the relationship between mental
illnesses and the social determinants of health, we know that 1) persons with serious
mental disorders can experience a “downward drift” into poverty, imprisonment,
drug/alcohol addiction and homelessness; while 2) persons who are socially
disadvantaged are exposed to more psychosocial stressors (adverse life events) than
those in more advantaged environments, which can result in mental ill-health.! In the
context of generating mental health capital as a part of social capital, we can address
determinants of mental disorders in an integrated way that brings an understanding of
population mental health beyond the aggregation of individual health characteristics or
risk factors. It is speculated that by focusing on the cognitive aspects of social capital (that
is, emotional/social competencies), social supports and local amenities, we could prevent
mental health problems as well as create buffers that allow persons with mental illnesses
greater support for recovery and social stability.

Fuelling a Pandemic of Mental Health

Unlike most pandemics, we want this one to spread. To the extent that a society increases
the value that it places on mental health, it will likely also increase its investment in
mental health programs and policies. A genuine progress index® for mental health would
assess the personal, societal and public policy costs related to mental health and illness.
This could potentially be done through the development and sustainability of mental
health indicators. For example, two possible indicators might be investment by the public
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sector in the development of emotionally and socially competent children, and
investment by the private sector in creating healthy workplaces to combat worker
dissatisfaction. Policies that invest in the development of social capital could have
promise for more connected and resilient communities. Measuring the right preventive
dose for enhancing a nation’s “mental health capital” (which, as suggested above, would
include emotional and social competencies, civic participation, strengthening social
networks, valuing reciprocity and trust as components of happiness, etc. in balance with
the needed capacity to provide the services and supports for citizens with a mental
illness) requires a constructive debate. Such a debate would ideally include stakeholders
in the mental health field, but also Buddhist monks, Newfoundlanders, kings, employers
and average Canadians who believe that controlling the startle response is possible. What
do we have to fear?

Incidentally, a round trip ticket to Bhutan is $2,200, all happiness taxes included.

The views expressed in this paper do not necessarily reflect the views of the author’s
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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What Makes for a Mentally Healthy Community?

Penelope Hawe, PhD
Population Health Intervention Research Centre
University of Calgary

Penelope Hawe, Health Scientist of the Alberta Heritage Foundation for Medical
Research and the Markin Chair in Health and Society at the University of Calgary

Ordinary people commit suicide.! It is true that a person with a major mental disorder,
like schizophrenia, has a high suicide risk. But people with a diagnosed major mental
disorder make up only a small proportion of the population. Worldwide, it's been
estimated that optimal treatment for clinical depression would make only a minimal
reduction in suicide rates.2 This is because the largest number of cases of suicide comes
from seemingly ordinary people in life situations which become too much, where hope
disappears and despair sets in. That is why population health research is about
understanding the contexts of everyday lives and designing interventions to enrich,
protect and promote health so that everyone benefits. It is where the long-term answers
for prevention must lie.!

These words reflect the wisdom of Geoffrey Rose, whose book The Strategy of Preventive
Medicine? invited a generation of researchers to better understand the dynamics and
significance of the ordinary, the population as a whole, instead of thinking that all the
answers will come from studying pathology and “working backwards.”

This invites new ways of thinking about health and health promotion and ushers in some
perhaps unlikely new “health professionals” —sociologists, urban planners, architects,
artists, economists and educators —whose thoughts and actions influence public policy
and/or the way we construct everyday life.

What Makes Us Tick? What Makes Us Thrive?

Maslow’s hierarchy of human needs* has probably appeared on the examination paper of
every undergraduate psychology student for decades. Maslow argued that at the very
basic level people are motivated by the need to fulfill physiological needs (like food,
clothing and shelter); after this follow needs like safety, belongingness, esteem and self-
actualization.* The idea was built upon in 2002 to help researchers explain why
neighbourhoods seem to have an independent effect on people’s health. Researchers
suggested that different neighbourhoods provided different opportunities for fulfillment
of needs, including things like information, personal relationships, places of worship,
involvement in group activities and play.’ Inability to meet basic needs is directly
associated with poor mental health.*-® Inability to meet the higher needs is more
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insidious. It possibly starts to create the type of disengagement and alienation that is
linked to depression being a leading cause of disability worldwide, a situation that has
been described as the “depressogenic conditions of modernity.”?

What is very clear is that contexts matter. For example, the interpersonal processes that
make us decide if some people are “in” our group while others are “out” are directly
affected by whether we feel like we are in a competitive setting or a cooperative setting.
That is, we are more apt to resort to negative discriminatory stereotypes about other
people when we feel that we compete with them to fulfill our own goals.!

Contexts determine whether we help each other, too. It is already well known that the
number of bystanders on hand determines willingness to get involved with an
emergency. The image people have about the local community also matters. Social
psychologist Susan Wagner and her colleagues showed us this 25 years ago when they
arranged for a package, seemingly destined for the United States Postal Service, to be
dropped “accidentally” on repeated occasions near a New York subway station.! To do
the good turn for the stranger who had dropped the package by posting it to its
destination, the person picking it up had to delve inside for more information. Among
other things, they discovered that the package contained a small money order as a
donation to a medical research institute from the person who had dropped the package
along with results of a “local” neighbourhood quality-of-life survey. The researchers
found that significantly more packages were sealed up and posted back to the medical
research charity when positive information about the local community appeared as the
“survey results” (for example, text saying that school achievement scores were up, crime
rates were down, housing quality had improved or neighbourhood business failures
were decreasing) than when local issues in the accompanying text were depicted as
backsliding. In other words, positive social context has far-reaching effects.

All this points towards a community-based way of thinking about mental health and
mental health promotion that focuses on creating contexts for mutual support and well-
being. It means that to promote health, we should look to the properties of the contexts
into which people are placed.

So What Does a Mentally Healthy Community Look Like?

In the first instance, this seems obvious. A mentally healthy community is a place where
people report low levels of depression, suicidal thoughts, substance abuse, violence,
discrimination and stress and high levels of quality of life, work satisfaction, economic
security, social support, self-esteem and well-being. But it is more than that. It is a place
where people’s interdependence and mutuality is recognized, protected and valued.

Interventions that use these principles have had impressive results. Recently the
American Journal of Public Health reported the results of a cluster randomized controlled
trial in Australia of an intervention designed to make schools more welcoming and

20
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socially inclusive.’? It involved students, teachers and parents completing surveys to
assess adolescents” experience of and connection to school and then a series of actions to
devise classroom, school and community-based strategies to promote participation and
social inclusion. The results were extraordinary: bigger effects on reducing binge
drinking, smoking and marijuana use than state-of-the-art cognitive behavioural
interventions in schools have ever achieved.’? And all this without a single lecture or
discussion about smoking or drugs. As evidence that this was most likely a true change
in the contexts—in the practices, culture and “ethic” of the schools—effects tended to be
bigger in the next cohort of students in intervention schools, compared to control schools.
This seems to indicate that the intervention may have increased its potency as it became
more ingrained in the system. The foundation work for a Canadian adaptation of this
intervention trial is currently under way.i

Implications for Mental Health Promotion Interventions and
Mental Health Research

First, mental health promotion should address some very basic needs and rights:
employment, housing, economic security and freedom from discrimination and violence.'?

Second, successful programs have focused on attitudes and skills known to promote
resilience in specific kinds of life transitions and situations, such as being out of work,*
adolescent parenting'® and family breakup.'¢ Successful programs have involved whole
community approaches in substance abuse prevention'” as well as campaigns to increase
what has become called “mental health literacy,” meaning people’s capacity to recognize
mental health problems and seek help.!® Taking into account some of the points made
earlier, successful programs also change the way communities feel about themselves:
they increase sense of community, collective problem-solving and the sense that
“ordinary people can make a difference to things around here.”?

Investigating mental health and vitality at a community level means investment in the
type of research that characterizes communities not just by the individual well-being of
its residents but by the social networks that offer reciprocal help and support,’ the degree
of inter-organizational collaboration among agencies addressing community problems?!
and events in the community to bring people together for fun, sharing, encountering
diverse ideas and new opportunities to stretch the human imagination.?

Careful program research, planning and ongoing evaluation are essential to the success of
preventive interventions. This is particularly important because some efforts in the past
have done more harm than good, that is, particular types of programs led to higher rates
of suicide and substance abuse.? 24

ii. Further information about the Canadian program in Alberta is available from the author
(phawe@ucalgary.ca).
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Community-level thinking also behooves us to see some of the simplest programs in new,
more appreciative ways. For example, the City of Calgary, like some others in Canada, has
a snow angel program. Volunteers clear snow on the sidewalks in front of the houses of
people who can’t do it for themselves.? The City wants to evaluate the program in terms
of its contribution to keeping seniors in their homes. That’s important. But there is
probably a wider benefit: fostering a community where people care and look out for each
other. Researchers are setting out to see if they can capture that benefit. This is an example
of the type of “diligent, unspectacular work in the population” that psychiatrists are now
saying is where the answer to the prevention of multi-causal problems must reside.!

Thousands of ordinary Canadians look forward to it.

The views expressed in this paper do not necessarily reflect the views of the author’s
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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Spirituality in Mentally Healthy Communities

John E. Pérez, PhD
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John E. Pérez is an assistant professor in the Department of Psychology at the University
of Massachusetts in Boston.

Organized religion appears to be making a comeback in Canada. A recent Gallup poll
reported that 37% of Canadians are attending religious services at least once a month.!
This represents the first increase in religious attendance since a gradual decline was
documented over the past several decades. Sociologist Reginald Bibby suggests that this
renaissance of religion is due to religious groups finally doing a better job of responding
to the spiritual, personal and relational needs of their communities.! Beyond those
involved in religious communities, many individuals maintain spiritual beliefs and
practices that transcend organized religion. How do spiritual beliefs and practices impact
the mental health and well-being of individuals? Moreover, how might religious
institutions influence the mental health and well-being of their communities?

Spirituality touches upon the core of human experience. Spirituality offers a framework
for experiencing life’s fullness, making meaning and connecting to other human beings.
Spirituality is often defined as a relationship to something sacred, a higher power—
however that power is understood (a deity, nature, etc.). While spirituality is difficult to
define, it is often defined by what it is not—the material. An associated construct,
religiousness, is typically defined as a set of beliefs, values and practices circumscribed
by an institution. Most social scientists today recognize that religiousness and spirituality
are multidimensional constructs.>® Advancement in the conceptualization of
religiousness and spirituality helps us to examine whether different dimensions of these
constructs are related to different mental health outcomes. For the discussion that
follows, I will use the term spirituality to refer to the multiple constructs that are included
in both religious and spiritual domains. In addition, while the focus of the current
collection is on mental health, I will also discuss the links between spirituality and
physical health, as these pathways are intimately connected to mental health and well-
being.> 4 [ will briefly highlight three areas of research on spirituality and health that have
implications for mentally healthy communities: depression, chronic illness and mortality.
Finally, I mention research on negative effects of religion on mental health and discuss
potential mechanisms for the link between spirituality and mental health.

25



Mentally Healthy Communities: A Collection of Papers

Spirituality and Depression

Major depression is the leading cause of disability worldwide.>¢ It is a chronic and
recurrent illness across the lifespan with highly detrimental effects on mental and physical
functioning.” Numerous empirical studies have shown that spirituality is associated with
lower levels of depressive symptoms.># A recent meta-analysis found a small but reliable
association, indicating that greater levels of spirituality (defined primarily as religious
involvement or spiritual coping) were associated with fewer depressive symptoms.?

This association was moderated by levels of stress; that is, the association between
spirituality and lower levels of depressive symptoms was stronger for people who
experienced higher levels of life stress. For example, individuals suffering from the loss
of a loved one, terminal illness such as cancer, chronic illness such as HIV/AIDS,
homelessness and severe psychiatric illness showed a stronger inverse association
between spirituality and depressive symptoms. Such results support the hypothesis that
spirituality acts as a buffer against depression. Social support is one mechanism by which
spirituality may buffer individuals against depression. Indeed, there is a large body of
literature linking social support to lower levels of depression.’® It is reasonable to expect
that the social support provided by a religious community helps buffer its members
against the negative effects of stress and depression. However, most of the research to
date on the spirituality—depression connection is cross-sectional and relies primarily on
self-report methodology. Consequently, this restricts our ability to examine causal
relationships and mechanisms. This limitation could be addressed by more sophisticated
research methods to explore potential mechanisms such as social support.

Spirituality and Well-Being in Chronic lliness

Spirituality is an important resource for many individuals coping with chronic illness.
For the sake of parsimony, I will focus on two medical conditions in which spirituality is
salient for mental health and well-being—cancer and HIV/AIDS. Many cancer patients
turn to religious or spiritual resources to cope with their illness. While there is
inadequate evidence to support the hypotheses that religion or spirituality slows cancer
progression or reduces cancer mortality,'® there is good evidence that spirituality
contributes positively to the mental health and well-being of cancer patients. Studies
show that spirituality among persons with cancer is associated with greater hope, less
emotional distress, more positive affect and higher quality of life.> ' In fact, many cancer
patients indicate that having cancer contributed to their emotional and spiritual growth.!?

Spirituality is also an important resource for many individuals living with and dying of
HIV/AIDS. Data generally suggest that spiritual beliefs and practices are frequently
employed as a coping mechanism and are often associated with the emotional well-being of
individuals with HIV/AIDS.13 14 Spirituality may allow for a greater benefit-finding in the
process of having HIV/AIDS by promoting acceptance and more direct engagement with
the illness through meaning-making. Moreover, there is some evidence to suggest that
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spirituality may be associated with better immune functioning among individuals with
HIV/AIDS.15 16 Among caregivers of persons with HIV/AIDS, spirituality provides a
framework for experiencing positive affect and meaning-making in the midst of chronic
stress, particularly during the progressive health decline and loss of a loved one.” As
mentioned above, social support from religious communities appears to be an important
resource to enhance the quality of life of people with chronic illnesses and their families.? 4

Spirituality and Mortality

One of the most intriguing findings in the spirituality and health literature is the
association between religious involvement and mortality. A meta-analytic review found
that people high in religious involvement (for example, attendance at religious services)
are likely to live longer than people lower in religious involvement.!® The big question is
why? Some potential mechanisms are reductions in risky health behaviours,
improvements in social support and family stability, and positive emotions that are
associated with better physical health. For example, one study found that frequent
religious attendance was associated with improved health practices such as stopping
smoking and increasing exercise, increased social contacts and more stable marriages."”
Because factors such as health status can limit people’s ability to engage in religious
activity, it is important to control for such factors. Studies that adjust for potential
confounds such as socio-demographic variables (such as age, gender, race, income and
education) and physical health have shown that the association between religious
involvement and mortality remains, even when controlling for such variables.!8 20
Nevertheless, we know little about the potential mechanisms by which religious
involvement may be associated with mortality rates.

Negative Effects of Religion on Mental Health

Although the majority of studies have focused on the positive effects of spirituality on
mental health and well-being, some studies have found that certain beliefs and practices
are associated with higher levels of distress and poorer mental health. For example,
extrinsic religious orientation, defined as using religion instrumentally for personal
needs (security, comfort, sociability, social status, etc.), is associated with higher levels of
depressive symptoms.? Kenneth Pargament and his colleagues have identified different
types of religious coping that people use to manage stressful situations.?"- 22 Redefining
the stressor as a punishment from God, expressing confusion or dissatisfaction with
God’s relationship to the individual in the stressful situation and redefining God’s power
to influence the stressful situation (for example, questioning the power of God) are
associated with greater emotional distress. On the other hand, seeking comfort and
support from clergy and members of one’s congregation and providing spiritual support
and comfort to others are associated with less emotional distress. Thus, it is important to
consider that spiritual beliefs and practices can contribute to either the well-being or
distress of individuals.
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Potential Mechanisms

Several mechanisms have been proposed to explain the link between spirituality and
mental health.> 8 Among potential mediators are better health practices prescribed by
particular religions, lower levels of substance use that contribute to negative affect,
positive reappraisal of stressful life events, more hopeful and positive expectancies and
better social support. I have already mentioned social support as a potential mechanism
in the link between spirituality and three important health outcomes—depression,
chronic illnesses such as cancer and HIV/AIDS, and mortality. One important question is
whether social support offered by a religious or spiritual community provides something
uniquely beneficial above and beyond secular social support. I believe that it does, but
this remains an empirical question. It is an important question, particularly for low-
income, ethnically diverse populations for whom spirituality appears to be a particularly
powerful resource.??

Conclusion

The empirical study of the spirituality—health connection has primarily focused on
individual-level variables. In other words, existing research informs us about how factors
such as religious affiliation, beliefs, values and practices impact the health and well-being
of individuals. A potential area for future research would be the impact of macro-level
factors on public health. For example, how do religious institutions impact the well-being
of their communities? What are the mechanisms by which these institutions buffer
communities against stress and mental illness and promote well-being? Based on the
current body of literature, we are restricted in the conclusions we can make about the
link between spirituality and well-being because of methodological limitations. Cross-
sectional designs, reliance on self-report questionnaires, use of global non-validated
measures of spirituality/religiousness (often measured by one or two items), failure to
control for potential confounds (including social desirability) and samples that focus
primarily on white, North American populations are among several weaknesses of the
literature. Nonetheless, there is a growing body of literature that points to the role of
spirituality in enhancing (and sometimes hindering) mental health and well-being.
Future research will continue to explore the ways that religious institutions address the
spiritual needs of our multicultural communities as well as the ways that individuals use
their spirituality to shape their communities.

The views expressed in this paper do not necessarily reflect the views of the author’s
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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The Mentally Safe Workplace: What It Means and
Why We Need It

Martin Shain, SJD

Martin Shain is the director and founder of The Neighbour@Work Centre, has an
appointment with the University of Toronto in the Department of Public Health Sciences
and is a mental health consultant with the Centre for Addiction and Mental Health.

A mentally safe workplace is one that does not permit harm to employee mental health
in careless, negligent, reckless or intentional ways.!

What Is the Problem? A Social Perspective

We can begin to obtain a picture of how the problem of mental health deficits in the
workplace manifests itself by examining nationally available statistics and by reference to
other high-level observations. For example:

* Between one-fifth and one-third of all employee claims for short- and long-term
disability in Canada are related to impaired mental health directly or indirectly,
depending on which industry or sector is involved.?3

¢ Debilitating depression, anxiety and burnout are the three most common sources of
mental distress leading to these claims.**¢

e Mental health problems are silent contributors to many physical disorders.?

¢ Mental health claims are the fastest growing category of disability in the workplace,
soon to rival the costs of cardiovascular diseases.t?

e Indirect costs related to mental health far exceed direct costs by a factor of about four
to one.®? These indirect costs now include legal liabilities as well as those associated
with lost productivity, replacement, retraining and various types of accommodation
on return to work.

It is important to note, however, that these costs vary greatly within industries depending
on how different businesses or services in a given sector are managed and run. This is the
clue to where a major problem lies, and to focus in on its real nature we need to look at
how it manifests itself in specific workplaces, as follows.

What Is the Problem? A Ground-Level Perspective

The following are some examples of how the problem manifests itself in practice. They
are derived from the experiences of employee and family assistance program providers
and from data extracted from surveys carried out under the auspices of Health Canada’s
Workplace Health System. 1
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1. Two nursing units providing identical services in the same hospital, both
overworked and under-resourced, where nonetheless we see big variations in
indicators of staff health and related insurance claims, patient satisfaction ratings,
conflicts and grievances.

2. Two branches of the same bank in similar areas of the same town, both of which have
been held up at gunpoint, where we see big variations in the incidence of
psychological trauma resulting from the hold-up and the speed and success of return
to work after such trauma.

3. Two sawmills in one valley operated by the same company, employing the same kind
of workforce, where we see big variations in reportable accidents, near misses, health
claims and grievances.

Why Do We See These Variations?

The above examples are like natural experiments where matching two cases means that
many possible sources of variation in health-related outcomes have been to a large extent
controlled. Thus, we are left with the explanatory value of variations in what I term the
mental safety levels of the units and branches. The concept of mental safety levels,
however, begs the question of what a mentally safe workplace is.

What Is a Mentally Safe Workplace?

Based on what we know and what we can reasonably predict will affect mental health
from research evidence, practical experience and legal decisions, a mentally safe
workplace is one in which relationships at work that are hostile to mental health are
identified and made harmless to the extent reasonably possible. Conversely, it is one in
which relationships at work that are conducive to mental health are promoted and
nurtured. The kinds of relationships in question here are those among and between
co-workers, supervisors, managers, directors, owners and others in governance roles.

A simpler definition of a mentally safe workplace, focusing on the employer’s
responsibilities, is “one that does not permit harm to employee mental health in careless,
negligent, reckless or intentional ways.”?

Scientific Support

There is sound scientific evidence that businesses and services managed and run as civil,
respectful workplaces incur between 15% and 33% fewer costs related to mental health
casualties; that is, less burnout, depression, anxiety, demoralization, disengagement, etc.
We can, therefore, make an equation between a civil, respectful workplace and a mentally safe
workplace and a further equation between a mentally safe workplace and a fair workplace.
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What Is Fairness? How Important Is Fairness?

Although it is more of a starting point than a definition of fairness, the following works
well to spark discussion: “the recognition and reasonable accommodation of the
legitimate needs, interests and rights of others within our circles of influence.”?? This
phrase reflects a view of fairness consistent with that of John Rawls in his 1971 classic,
A Theory of Justice.13

Assuming we could authentically change only perceptions of fairness and not the
underlying conditions of work, we could reduce the burden of work-related stress
symptoms by up to one-third. So, whatever we might estimate the costs of work-induced
stress to be, we could reduce that amount by up to one-third." Rolled up to a national
figure, this reduction could amount to between $3.5 and $11 billion per annum in Canada
alone. Compelling though it appears, the scientific and economic rationale for creating a
mentally safe workplace has engendered relatively little action on the part of employers.
However, important changes in the legal landscape are really beginning to get the
attention of employers, as noted below.

Legal Support for Mentally Healthy Workplaces

Legally enforceable standards for civility and respect at work are developing rapidly in
Canada and elsewhere. These standards require employers to develop comprehensive
policies and programs that will ensure a civil, respectful and mentally safe workplace. A
new duty of care is emerging in employment law that serves as a floor standard for
mental safety at work. This duty is to provide a mentally safe workplace or, to put it a bit
more legalistically, to provide a mentally safe system of work.

The new duty is appearing in a variety of legal arenas in Canadian law. These are the

most prominent:

e Treatment of employees by supervisors (for example, TTC [Toronto Transit Commission]
and Amalgamated Transit Union in 2004, Sulz v. Attorney General of Canada in 2006);

e Treatment of employees by fellow workers (for example, Rees v. RCMP in 2004);

e Management of employees returning to work (for example, Keays v. Honda in 2006
and 2007);

e Management of employees while on disability leave (for example, Zorn-Smith v. Bank
of Montreal in 2003); and

e Dismissal and how it is done (for example, Wallace v. United Grain Growers in 1997).

In just more than three years we saw damages go from $15,000 in Zorn-Smith v. Bank of
Montreal in 2003 to $950,000 in Sulz v. Attorney General of Canada in 2006.14 15
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Increasingly, cases involve employer conduct in the normal course of employment, not just
in connection with dismissal. The law is reaching deep into the course of the employment
relationship to define new codes of conduct that are enforceable. This has major
implications for the exercise of management rights that parallel the impact that human
rights legislation has had in the same area.

What Kind of Mental Harm Is Being Recognized by Canadian Courts
and Tribunals?

For employers or their agents to be found liable for harm to mental health there is usually
a requirement of a visible and provable illness as evidence of such harm (see, for example,
Prinzo v. Baycrest Centre for Geriatric Care, 200216). This can take many forms as far as the
law is concerned, and sometimes it may seem that the connection to mental health is
based on a very liberal notion of mind-body chemistry. For example, the following
conditions and states alone and in combination have been seen by courts and tribunals as
evidence of harm to mental health sufficient to meet the criterion of a visible and
provable illness:

e aggravation of existing conditions such as chronic fatigue syndrome;
¢ adjustment disorder with depressed and anxious mood (“burnout”);
e depression;

e anxiety;

¢ loss of appetite, exhaustion, mood swings and poor concentration;

e weight gain;

e Joss of self-esteem and self-worth;

¢ suicidal thinking;

¢ increased diabetic symptoms; and

e increased blood pressure.

What Is the Standard of Care to Which We Are Now Being
Held Accountable?

In other words, what is being expected of us in terms of our conduct in the workplace?

So far, the following comments appear to be warranted:

1. We are moving quickly toward a proactive standard, not just a reactive one. That is
to say, the law is prescribing what we should do as well as proscribing what we
should not do.
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2. The standard tends to be based on social rather than community-based norms. This
means, for example, that local norms associated with traditional conduct in specific
industrial or business settings are no longer benchmarks of acceptability.

3. The proscription of unacceptable conduct goes beyond intentional or reckless
infliction of mental suffering to include negligent infliction. The standard for
negligence is that a person fails to make him or herself aware of a risk or pay
attention to a known risk that other reasonable people in the circumstances would
have been aware of or paid attention to. This is generally known as the test of
reasonable foreseeability of harm.

4. Some arbitrators are now willing to make orders that influence the exercise of
management rights by requiring changes to the organization and design of work.
For example, in the TTC and Amalgamated Transit Union case, the arbitrator
ordered that if the griever and the defendant supervisor should ever find themselves
in the same work site, the supervisor, not the griever, should be moved.!” This type of
order resembles those made by human rights tribunals in requiring, for example, that
an employer reorganize work (up to a standard of reasonableness) to accommodate
employees with protected status, such as the disabled (see, for instance, Datt v.
McDonald’s Restaurants in 2007).18

Implications for Return on Investment (ROI)

The mainstream discourse around mental health in the workplace until recently has
implied that employers are benign and enlightened when they are careful of employees
who have developed mental disorders and of employees who are simply over-stressed
for a variety of reasons. The emphasis has not been on how workplace governance
policies can influence mental health or on employer responsibilities and duties to create
and maintain a mentally safe system of work. This is now changing, with the result that it
is not always appropriate for employers to think in terms of return on investment when
they use organizational resources to prevent or abate hazards to employee mental health.
Indeed, the nature of this emerging duty is identical to that which we have seen in the
area of occupational health and safety as it applies to the physical environment of the
workplace. In this area it is not appropriate to expect return on investment when in fact
there is a legal duty to make investments in occupational health and safety. Accordingly,
we need to start thinking more in terms of a “duty to invest” in a mentally safe
workplace than about “return on investment.”

ROl is still appropriate in other areas of workplace mental health care, such as provision
of services, programs and benefits, but not in the area of prevention. We do not talk
about ROl in the context of safety fences or masks, so why should we do so in the area of
predictable or reasonably foreseeable harm to mental health? While value for money is
an important criterion for selecting among alternative ways of approaching the
identification and abatement of hazards to mental health originating in the organization
and design of work, it is no longer appropriate to choose to do nothing.
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Policies and Programs

The legal requirements for a civil, respectful workplace are changing. Policies and
programs that support a mentally safe workplace need to be built around the fundamental
principle that defines a mentally safe system of work; namely, fairness. Such policies

and programs will reflect the two aspects of the new duty of care: identification
(measurement/assessment) of threats to mental health and abatement of such threats.

Although some organizations have worked to develop policies and programs to meet
changing requirements, such policies and programs are not widespread. Furthermore,
little is known about how to tailor policies and programs to different contexts. Thus,
there are many avenues of development related to investing in mentally safe workplaces.

The views expressed in this paper do not necessarily reflect the views of the author’s
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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Mental health is the ability to meet our obligations and challenges; adapt to change and
adversity; share, not hoard; give credit, not blame; relate well to others; lead by example.

—Michael Wilson, former Canadian minister of finance and member of the Global
Business and Economic Roundtable on Addiction and Mental Health

There is a growing recognition that the workplace has an important influence on
Canadians’ overall health and well-being and, in particular, their mental health.

This growing recognition has been fuelled by recent reports of the costs of absenteeism,
presenteeism (physically at work but not fully functioning) and extended health care in the
business community.'-* Moreover, the World Health Organization projects that depression
will be the second most important cause of disability in developed countries by 2020.4 These
trends reveal the potential value of promoting mentally healthy, or resilient, workplace
communities. Like a tree whose branches bend and sway in strong winds, a resilient
workplace allows the organization, as well as the individual employee, to grow and thrive
in the face of change and stressful situations. This article explores the individual and
organizational determinants that make for a mentally healthy or resilient workplace.

There are three broad categories of factors that influence the degree of resilience of a
particular setting: environmental context; internal, or individual, resiliency; and the
person—-environment transactional process.? Briefly, environmental context refers to how
demanding the workplace environment is. This depends in large part on the workplace
values of the organization along with the actual working conditions. The latter is
comprised of such factors as workload, employee recognition, the quality of
interpersonal relationships (with management, colleagues and clients) and the existence
of clearly defined performance expectations. Internal, or individual, resiliency depends
on the degree to which an individual takes care of him or herself via social support and
proper lifestyle management (stress management, nutrition and exercise). In terms of the
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person-environment interaction, it results from one’s appraisal that one’s available
coping resources outweigh the demands of the work situation and that the consequences
of not accomplishing the task are manageable.

Based on this understanding, more resilient workplace communities are ones that focus
their energy and resources in these areas in a systematic, integrated way. This depends
first and foremost on an organizational culture that fosters resilience. The organization’s
leadership (executives, managers and supervisors) must endorse the values necessary to
cultivate a mentally healthy workplace, recognize the benefits of this type of approach
and commit to support the necessary workplace conditions to nurture mental health.
Second, a more resilient workplace would have a comprehensive integrated strategy that
includes the implementation and evaluation of specific policies and activities to improve
employee and organizational health or resilience. These strategies can be divided into
two categories that address 1) the work environment and 2) the individual. Strategies
targeted at the environment include reducing sources of workplace stress (for example,
work demands, clarity of roles and promoting positive interpersonal relationships).
Strategies targeted at the individual include those that improve the individual’s ability to
deal with workplace stress (for example, learning stress management techniques,
nutrition, exercise and eliminating bad lifestyle habits) as well as training management to
recognize employees who aren’t coping well with stress. In addition, in order to help
employees recovering from mental illness, this should include policies and strategies that
facilitate their return to work and provide supportive follow-up to help keep them
healthy. Such improvements in the work environment and individual resiliency would
likely also improve the person—environment transactional process.

A number of recent case studies have shed light on how Canadian organizations have
become more resilient.® Dofasco Steel is an example of one such organization whose
impetus to change was precipitated by deterioration in the steel market and a growing
recognition of lost-time costs of ill/injured employees. In response to these conditions,
Dofasco Steel underwent a process of reinventing itself, making the business and the
workplace more resilient in large part through placing value in the people first. This
effort drew on strong leadership for a new way of conducting business by creating an
engaged team environment via strategies focused on improving the work environment
and individual resilience.® These efforts were rewarded with a National Quality Institute
Healthy Workplace Award for Dofasco’s leadership in the creation of a healthy
workplace and an innovative business.

In terms of the work environment, Dofasco restructured the organization of its personnel
by creating innovative and empowered cross-functional teams that operated as small
communities within a larger workplace. Dofasco provided the resources necessary to
empower the team environment to develop new valuable products and a more resilient
steel business and workforce. An individual employee at Dofasco works in an
environment where his or her ideas and skills are respected and sought after and where
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health and safety are explicitly shown to be important. In addition, the environment
provides flexible work and other supportive human resources strategies within a safe
work environment. Finally, variable compensation and profit-sharing plans encourage
employees to contribute to the business.

While supported by the team environment and the organization as a whole, the Dofasco
employee also has individual responsibility. Physical and mental health-promoting
activities and education are available along with family activities (such as sports on site).
In addition, supervisors and some employees are trained to recognize and respond to
signs and symptoms of mental illness in others, and the company provides early
intervention, treatment and return-to-work programs. Conversely, employees are also
expected to take responsibility for contributing to their workplace. Contributions range
from passive participation in quarterly surveys to actively participating on committees
(responding to ideas in the surveys), supporting another employee or teaching yoga to
colleagues. Finally, there is also an expectation that employees will take advantage of the
tools made available to them to improve their health (assessments, weight loss programs,
stress management, psychiatrist visits to the workplace, etc.), and some employees are
required to take courses such as anger management or addictions counselling if there are
issues affecting the workplace.

In sum, Dofasco undertook a comprehensive integrated strategy to improve workplace
health by addressing the organization and the individual. For Dofasco, workplace mental
health/resilience is measured in terms of the recruitment and retention of a skilled
workforce, engaged employees who want to come to work and contribute to the broader
workplace and a successful business selling innovative products in a globally competitive
market. In the end, creating a mentally healthy workplace community builds resiliency in
the individuals, the organization and the larger society. The culture of each workplace is
unique, however, and specific integrated strategies would need to be developed for each
(that is, business versus health services). For example, while in business the goal is, in part,
to improve the bottom line, the workplace mental health strategy developed by B.C.
Mental Health and Addiction Services for the Provincial Health Services Authority is
focused more on improving patient safety and quality of care.”

While there are preliminary indications that a comprehensive and integrated mental
health strategy containing the activities described in the example of Dofasco may help to
address workplace mental health issues and facilitate a shift toward a more resilient
community in the workplace, further research will help determine the optimum strategies
at the level of environmental context, individual resiliency and person—environment
transactional processes. One starting point is to operationally define and create detailed
models of a mentally healthy workplace and then evaluate programs based on these
models. Aspects that might be considered include a sense of community (that is, the
connection employees feel to their workplace); measures of employee recruitment and
retention and job satisfaction; and evaluating the outcomes of specific activities.
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According to the World Health Organization “[t]he development and implementation of
a workplace mental health policy and programme will benefit the health of employees,
increase productivity for the company and will contribute to the well-being of the

community at large.”*

A long, healthy, and happy life is the result of making contributions, of having meaningful
projects that are personally exciting and contribute to and bless the lives of others.

—Hans Selye

The views expressed in this paper do not necessarily reflect the views of the authors’
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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Creating Mentally Healthy Communities,
Starting With Children
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Introduction

In keeping with current definitions used by the World Health Organization (WHO),
mental health is a state of social and emotional well-being, not merely the absence of
disorder.! As such, mental health is a resource for living, essential for all children to
thrive and essential for optimal human development and functioning across the lifespan.
Addressing the determinants of mental health and disorder in childhood may be the
most effective way to improve the mental health of the population. Here, we consider
what is needed to create mentally healthy communities in Canada, starting with children.

We begin by describing the current state of children’s mental health in Canada, including
the high prevalence of disorders, the current public policy response and the need for a
new integrated population health strategy. This strategy suggests several complementary
approaches to creating mentally healthy communities. We then consider each of these
approaches in turn: promoting healthy development for all children; preventing
disorders in children at risk; providing treatment for children with disorders; and
monitoring outcomes for all children. We conclude by discussing the implications for
new investments to create mentally healthier communities in Canada.

The Current State of Children’s Mental Health in Canada
Prevalence and Impact of Mental Disorders in Children

Mental health is fundamental to human development. Yet at any given time an estimated
14% of children in Canada (or more than 800,000) experience mental disorders causing
significant symptoms and impaired functioning at home, at school and in the
community.? Approximately 50% of affected children experience more than one disorder,
adding greatly to their burden.? Table 1 depicts disorder-specific prevalence in children,
together with estimates of the population affected in Canada.?

Mental disorders are important, first and foremost, because they cause distress for
children and prevent them from thriving and reaching their potential. The impact of
these disorders is often underappreciated. For example, children who experience
maltreatment (such as overt abuse or neglect) suffer immediate consequences, including
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the lack of positive adult supports that every child needs. These children are then less
able to participate socially and academically compared to other children.? Without
intervention, they frequently go on to experience mental disorders such as conduct
disorder, anxiety and depression.* These disorders compound their distress and further
impede their social and academic development. Such children are then at high risk of not
being able to fully participate in school, work, family and community life over the long
term. Mental disorders are also important for more utilitarian reasons. They frequently
persist into adulthood and are now a leading cause of disability in the population, with
estimated costs to Canadians exceeding $14 billion annually.> ¢ Given the high prevalence
and the high costs for individual children over the life course, mental disorders are
arguably the leading health problems that Canadian children face after infancy.

Estimated Ase Range Estimated Estimated

Table 1 Disorder Prevalence %Years)g Population” Population
Prevalence of (Percent) P Affectedf
Children’s Mental | Any Anxiety Disorder 6.4 5-17 5,286,900 338,400
Disorders and Attention-Deficit/
Population Hyperactivity 4.8 4-17 5,642,600 270,800
Affected Disorder

Conduct Disorder 4.2 4-17 5,642,600 237,000

Any Depressive 3.5 517 5,286,900 185,000

Disorder

Substance Abuse 0.8 9-17 3,777,700 30,200

Autism Spectrum 0.3 5415 4,454,500 13,400

Disorders

Obsessive- 0.2 5-15 4,454,500 8,900

Compulsive Disorder

Any Eating Disorder 0.1 5-15 4,454 500 4,500

Schizophrenia 0.1 9-13 2,088,200 2,100

Bipolar Disorder <0.1 9-13 2,088,200 <2,100

Any Disorder 14.3 4-17 5,642,600 806,900

Notes

* Population estimates for children in each age range drawn from Statistics Canada, 2005.
t Estimated prevalence multiplied by estimated population.

Source
C. Waddell et al., “A Public Health Strategy to Improve the Mental Health of Canadian Children,” Canadian
Journal of Psychiatry 50, 4 (2005): pp. 226-233. Reproduced with permission.

The Current Public Policy Response

In children’s mental health, Canadian public policy-making has emphasized
“downstream” investments such as specialized treatment services for children after
disorders have developed.? This emphasis is consistent with Canada’s approach to health
investments overall. Collective health expenditures exceeded $141 billion in 2005, but
only 6% went toward public health programs, including prevention.” Yet despite the
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large treatment investments, an estimated 75% of children with mental disorders do not
receive specialized treatment services, according to well-designed epidemiological
surveys.? The Senate of Canada recently acknowledged that “greater investment in
children’s mental health is required if it is to shed its label as the ‘orphan’s orphan’
within the health care system.”s

Another possible response is to make new investments in “upstream” programs before
disorders can develop. Upstream investments have the potential to address the causal
determinants of mental health and disorder, thereby reaching more children in the
population than specialized treatment services.!® As awareness of the determinants of
health has grown, early child development (ECD) has risen on the Canadian public
policy agenda. However, few established ECD programs have a concerted focus on
mental health.? Other upstream investments include prevention programs such as
parent training for behavioural disorders or cognitive-behavioural programs for
emotional disorders. Such programs hold considerable potential to prevent new cases of
mental disorders by reducing risk and enhancing resilience, thereby alleviating the
impact of disorders across the lifespan." ! Yet prevention programs have not been
implemented in Canada, with few exceptions.!® Underlying these issues, there is no
systematic monitoring of indicators of children’s mental health outcomes in the
population as a whole.’? There is, therefore, no means of evaluating the impact of public
policy investments for children, or of balancing these investments over time.

A New Population Health Strategy for Children’s Mental Health

A new integrated population health strategy may improve children’s mental health by
promoting healthy development for all children, preventing disorders in children at risk
and monitoring outcomes for all children, in addition to providing effective treatment to
children with disorders, as depicted in Figure 1.21314 The strategy encompasses upstream
and downstream interventions, recognizing that both are essential. This strategy suggests
several complementary approaches to creating mentally healthy communities. We now
consider each of these approaches in turn.
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Figure 1

A Population
Health Strategy
for Children’s
Mental Health

Promote

Healthy Development Prevent Disorders Provide Treatment

All Children Children at Risk Children With Disorders

Monitor Outcomes

Source
C. Waddell et al., “A Public Health Strategy to Improve the Mental Health of Canadian Children,” Canadian
Journal of Psychiatry 50, 4 (2005): pp. 226-233. Reproduced with permission.

Promoting Healthy Development for All Children

Thinking about child development from a mental health perspective requires an
understanding of causal pathways. In the children’s mental health field, most research
has focused on understanding disorders (psychopathology) rather than well-being.
Research on causal pathways has articulated the interplay between genes and
environment, with mental disorders likely arising in individuals when adverse
experiences influence genetic expression over time.!> Much remains to be elucidated
about the role of genetics. Genes may be important in the causation of less-common
disorders such as autism and schizophrenia, but the social environment may be more
important for common problems such as conduct, anxiety and depressive disorders.'>-”
However, aside from the impact of the social environment on individual disorders,
research in children’s mental health has yet to incorporate emerging evidence on the
social determinants of health in populations.

In multiple longitudinal studies over the past 20 years, health outcomes such as child and
adult mortality have been associated with socio-economic factors such as income,
education and occupation.!2 In particular, socio-economic disadvantage relative to
others in the population—being at the lower end of a social gradient—is associated with
an array of poor health outcomes for children and adults, independent of factors such as
lifestyle or health care services.!$ 2.2 In Canada, socio-economic gradients have now
been established for child development in terms of emotional and behavioural
vulnerability and readiness to learn.? 2 Socio-economic adversity in childhood has also
been demonstrated to predict mental health problems in adulthood.? Socio-economic
adversity is postulated to “get inside the body” through the cumulative effects of
biological stress responses, consistent with hypotheses on the causation of mental

48



Mentally Healthy Communities: A Collection of Papers

disorders through gene-environment interactions.?> 26 The available research suggests
that childhood is the optimal time to intervene to reduce social gradients in order to have
maximum impact on health outcomes in the population.? 26

For children’s mental health, socio-economic adversity has yet to be firmly established as
a causal factor at the family, school and community levels.?” 26 However, relevant
research evidence is emerging from prospective epidemiological studies. For example,
improving socio-economic status for the most disadvantaged families in a community is
associated with reducing the incidence of behavioural disorders for children from those
families.'” Adversities such as child maltreatment and parental mental disorder are also
associated with socio-economic disadvantage.? Reducing child maltreatment or reducing
the impact of parental mental disorder can reduce the incidence of child behavioural and
emotional disorders.!

Important health benefits for children and for the population may derive from
addressing socio-economic disparities.? 3 Policy-makers are aware of emerging research
evidence on social gradients.’! However, policy-makers also require the articulation of
effective options for reducing gradients that they can implement and that the public can
debate and potentially support. Such options have yet to be articulated, as the case of
ECD illustrates.?® Canadians recently invested in an array of new (universal and targeted)
ECD programs, based on the research evidence around early learning disparities and
determined advocacy around the economic consequences of these disparities.?? These
new ECD investments constitute an important social experiment. Canadians now have a
crucial opportunity to carefully evaluate the impact of these investments on social
gradients. Ideally, this experiment will help articulate the options for policy-makers and
the implications for the public.

Regardless, the ECD emphasis on early learning means that little is known about the
potential impact of these programs on children’s social and emotional well-being.!° New
research is therefore needed to specifically inform policy options and public
conversations pertaining to social gradients and children’s mental health. Such research
could take the form of instituting public programs and carefully evaluating these, as with
ECD. Researchers could make useful contributions by working in partnership with
policy-makers to design and evaluate such programs and to raise public awareness of the
issues and options.

Preventing Disorders in Children at Risk

Considerable research evidence has accumulated on risk factors that specifically
predispose children to develop mental disorders and that may be the focus of prevention
programs. These factors appear to interact and to be common across the spectrum of
behavioural and emotional disorders.® Risk factors at the child, family, school and
community levels include negative temperament; learning difficulties; exposure to
parental conflict; harsh or inconsistent parenting; child maltreatment; negative school
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experiences; lack of positive, ongoing adult supports; and lack of a sense of personal
purpose or efficacy.'>?” % In keeping with the hypothesis that disorders arise through
gene—environment interactions over time, longitudinal studies are showing that
emotional and behavioural disorders are significantly more likely to develop when
children with genetic vulnerability also experience risk factors such as child

maltreatment.3 3

A related body of research evidence has developed on the topic of resilience, or the ability
to overcome adversity. Longitudinal studies have shown that there is considerable
individual variation in how children respond to adversities such as child maltreatment.
In particular, these studies have demonstrated that not all children who experience
significant adversity experience negative mental health outcomes.* The factors that
appear to be protective are the converse of risk factors, including positive temperament;
good learning abilities; warm and consistent parenting; safety and stability; positive
school experiences; positive, ongoing adult supports; and sense of personal purpose and
efficacy.’ Resilience is now being further characterized as a dynamic process, not merely
a set of traits or conditions, enabling children to overcome adversity and to thrive
differently in different contexts.?” For some children, the experience of overcoming
adversity may actually be beneficial, implying the goal would not be to eliminate all
adversity but rather to prevent or mitigate extremes of adversity.2 %

The research on risk and resilience has now informed well-designed randomized
controlled trials to evaluate prevention initiatives. For some of the most common mental
disorders in children, these trials have demonstrated significant reductions in incidence
or in early symptoms, in some cases over 20 years or more of follow-up. Most of these
programs have been targeted towards at-risk groups starting early in life. For preventing
conduct disorder, the most noteworthy programs include parent training (such as
Prenatal Nurse Home Visitation); early child education combined with parent training (for
example, Perry Preschool); and child social skills training (for example, Fast Track, Johns
Hopkins)."! For preventing anxiety and depression, school-based cognitive-behavioural
programs (such as Friends and Coping With Stress) show similar results for older
children.! Most programs reported modest effect sizes of approximately 10% reductions
in incidence (in addition to reductions in symptoms). These effects are not
inconsequential, given the number of children affected by mental disorders. If these
programs were widely implemented in Canada, preventing 10% of new cases could
significantly reduce the burden of conduct disorder, anxiety and depression.!!

Not all mental disorders may ultimately be preventable. However, the efficacy of these
programs suggests that emotional and behavioural problems can often be prevented. It is
important to note that prevention programs have the added benefit of addressing both
the causal risk factors (for example, significantly reducing child maltreatment in the case
of Prenatal Nurse Home Visitation) and the ensuing mental disorders (such as conduct
disorder). These programs therefore have potential to address what may be considered a
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double disadvantage —experiencing the causes and the consequences —that many
children face. It is also useful to consider the cost savings associated with prevention. For
example, programs such as Prenatal Nurse Home Visitation and Perry Preschool have been
estimated to pay for themselves.!! 3 Preventing just one case of conduct disorder may
save an estimated $1.5 million (U.S.) in cumulative lifetime costs.3

Canadians currently make almost no investments in programs specifically aimed at
preventing the most common mental disorders in children.!” New investments in these
interventions would therefore appear to be warranted. Researchers could make a
valuable contribution here, too, by working in partnership with policy-makers in
designing and evaluating prevention programs and in raising public awareness of the
importance of prevention.

Providing Treatment for Children With Disorders

Treatment is one component of an integrated population health strategy for children’s
mental health, essential when disorders cannot be prevented. An estimated 75% of
children with mental disorders do not receive specialized treatment services (although as
many as 50% receive limited services through primary care or schools).? It is unlikely that
Canadians would tolerate shortfalls of this magnitude for physical disorders requiring
specialized treatment, such as childhood cancer or adult cardiovascular disease.
However, there may be factors unique to children’s mental health that explain the
persistent shortfall: the stigma still associated with mental disorders, making it less likely
that children and families seek help; the relative “invisibility” of these disorders, making
it less likely that these children are detected; and the lack of widespread appreciation that
clinically significant mental disorders indeed exist in childhood.?

Treatment shortfalls are exacerbated by inefficiencies in the systems serving children.
Perhaps most importantly, effective and relatively inexpensive approaches remain
unavailable (such as parent training for conduct disorder or cognitive-behavioural
therapy for anxiety and depression), while potentially harmful and relatively expensive
approaches persist (such as incarceration for conduct disorder and inappropriate
psychotropic medication use for anxiety and depression).?* % As well, many practitioners
still emphasize seeing children in one-to-one encounters, limiting their reach compared
to other approaches such as seeing children in groups or consulting to primary care and
schools.*»#2 Compounding the situation, children’s services are uncoordinated and
fragmented across multiple sectors (including health, education and children’s
ministries) and multiple jurisdictions (including federal, provincial and municipal).*®

Given the inefficiencies it is highly unlikely that increasing investments in services as
currently configured —simply doing more of the same —will appreciably increase
children’s access to effective treatments.” Addressing existing inefficiencies in children’s
services would be the most expedient way to increase access to effective treatments for
children with disorders.** The WHO and others have also contended that simply
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expanding treatment services will never suffice given the large number of children
affected.!® Instead, these public health proponents advocate new investments in the
prevention of disorders, starting in childhood, as the only viable means of significantly
reducing the impact of mental disorders worldwide."?

Treatment for children with disorders is an essential component of an integrated strategy
to improve the mental health of Canadian children. Expanded treatment investments
would appear to be warranted, conditional on these increasing children’s access to
effective treatments, and conditional on these being balanced by simultaneous
investments in upstream efforts to promote healthy development and prevent disorders.

Monitoring Outcomes for All Children

Underlying the current state of children’s mental health, there has been no systematic
monitoring and reporting of indicators of children’s mental health outcomes in the
population.’? As a result, there has been no means of systematically evaluating the
impact of public policy investments, and therefore no means of balancing investments
over time.

The Canadian Institute for Health Information (CIHI) has developed a comprehensive
population health indicators framework that includes health determinants, health status
and health care service system outputs.* Such a framework could potentially be
populated with child outcome measures derived from the secondary analysis of publicly
available data that are collected on an ongoing basis.’? Such data may be available, for
example, through Statistics Canada’s National Longitudinal Survey of Children and
Youth (NLSCY) and through myriad provincial and territorial ministries of health,
education and children’s services.!?

There have been efforts that partially meet the needs. The NLSCY has included measures
of health determinants and health status pertinent to children’s social and emotional
well-being.?> While not used for systematic monitoring by any province or territory as
yet, these data have nevertheless enabled researchers to evaluate the impact of ECD
programs such as the federal government’s Community Action Program for Children and
Ontario’s Better Beginnings, Better Futures.!® Similar uses could apply for mental health
interventions. The Early Development Instrument (EDI) also includes measures of social
and emotional well-being, in addition to measures of readiness to learn in kindergarten
children.*> The EDI is now being used in preschool populations across Canada, making it
possible to map and compare social gradients and school readiness across
communities.?* 45 The EDI has unrealized potential for use in mental health monitoring
and evaluation.’? As well, two provinces (Ontario and Quebec) have conducted
epidemiological surveys in representative samples of children, establishing the
prevalence of mental disorders as well as the utilization of treatment services by children
with disorders.? These surveys provided highly informative cross-sectional data,
although they have yet to be repeated. Regarding the treatment service system itself,
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some provinces (Ontario and British Columbia) are attempting to systematically collect
data on outcomes for all children receiving mental health treatment services, using
instruments such as the Brief Child and Family Phone Interview.% + When analyzed
together with health care data (such as on the use of psychotropic medications), it should
be possible to assess outcomes for those children who do receive treatment.!? Finally,
econometric data are collected and reported by CIHI on federal and provincial/territorial
health expenditures.” To complete the monitoring picture, it would be useful to include
more specific analyses and reporting of children’s health spending.!?

It appears that requisite public data may exist for comprehensively monitoring and
reporting on children’s mental health outcomes in the population and, potentially, for
evaluating the impact of public policy investments over time. However, there is still no
systematic use of these data to track Canadians’ collective progress towards improving
children’s mental health outcomes over time. Developing an outcome monitoring system
would support other efforts to create mentally healthy communities.1? 4!

Implications for New Investments and Interventions

What is needed to create mentally healthy communities, starting with children?

An integrated population health strategy suggests several complementary approaches:
promoting healthy development for all children; preventing disorders in children at risk;
providing effective treatment to children with disorders; and monitoring outcomes for all
children over time. Given the unmet need in children’s mental health, researchers and
policy-makers in Canada could still make progress with all of these approaches.

Our review suggests several possible avenues of progress. One way to proceed is to
consider the expansion of current ECD programs to include concerted attention on
children’s social and emotional well-being in addition to early learning. Another way to
proceed is to encourage careful evaluations of public investments, particularly those that
address social gradients. Researchers and policy-makers could work in partnership on
such evaluations and on raising public awareness about social gradients. A third way to
proceed is through investment in interventions that have been shown to prevent common
mental disorders. Expanded treatment investments may also be warranted —provided
these actually improve children’s access to effective treatments and do not preclude

new investments in upstream interventions such as prevention programs. Finally,
comprehensive monitoring would track our collective progress towards improving the
mental health of all children. Such monitoring could have added benefits, not only of
placing the state of children’s mental health on the public agenda, but also of permitting
more careful consideration of the impact of public investments on children’s lives.

Ideally, researchers and policy-makers would work closely together to create mentally
healthy communities, starting with children. All children have the right to thrive and
meet their potential, yet many children unnecessarily experience the consequences of
mental disorders. Researchers and policy-makers in Canada could work towards
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mentally healthier communities for all children by addressing social gradients; by
attending to avoidable adversities and preventable mental disorders; by ensuring
effective treatment services; and by tracking collective progress on behalf of all children.
Investments in children’s mental health are among the most important investments that
any community and any society could make.

The views expressed in this paper do not necessarily reflect the views of the authors’
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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Mentally Healthy Communities: Responding to the
Needs of Seniors With Mental Health Issues

Faith Malach, Kimberley Wilson and Michelle Herman
Canadian Coalition for Seniors” Mental Health

Faith Malach is the director of stakeholders and strategy for the Canadian Partnership
Against Cancer. Kimberly Wilson is the executive director of the Canadian Coalition for
Seniors” Mental Health. Michelle Herman was an intern at the Canadian Coalition for
Seniors’ Mental Health.

Canadians want to live in a society where they are ensured that those over aged 65, including
their parents, grandparents, families and friends, live in a country where mental health is
enhanced and mental illness is treated with knowledge, compassion, respect and dignity.

—Canadian Coalition for Seniors” Mental Health

Seniors’ Mental Health in Canada

Canada is currently a “greying” society, with those aged 65 and older constituting one of
the fastest growing population groups. With the aging of the baby boom generation,
coupled with immigration and advances in technology, the number of seniors in Canada
will surge to 6.9 million people older than the age of 65 by 2021.! While there are many
beliefs and stereotypes about the aging process, many illnesses are attributed to growing
older. Seniors suffer from a wide array of mental illnesses, including mood, anxiety and
psychotic disorders and, in addition, the emotional, behavioural and cognitive
complications of a variety of brain diseases such as Alzheimer’s disease, stroke and
Parkinson’s disease. Some studies report that within nursing homes in Canada, 80% to
90% of residents live with mental illness or some form of cognitive impairment.2 And
among those caring for someone with Alzheimer’s disease, up to half will develop
significant psychological distress.? It has even been predicted that depression will
become the second leading contributor to the global burden of disease by 2020.*

In recognition of the facts noted above, the Canadian Coalition for Seniors” Mental
Health (CCSMH) was established in 2002, with the mission to “promote the mental
health of seniors by connecting people, ideas and resources.” The CCSMH strives to
ensure that Canadians understand that mental illness is not a normal consequence of
aging. Its position is that all seniors have the right to and deserve to receive services and
care that promote their mental health and respond to their mental illness needs.

Currently, while many seniors remain in the community and are resilient to the changes
associated with aging, others face challenges with physical, mental and social changes.
Their lives may be radically transformed as they face the loss of income, death of a spouse,
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diagnosis of a physical or mental illness, need for homecare, loss of the ability to drive or
the necessity to move into a long-term care home. In addition to understanding the
variation in the individual’s aging experience, it is essential that we remember that seniors
are a diverse group. They are broad in age range, culture, religion, ethnicity, socio-
economic status, ability and sexual orientation and they live in a variety of community,
institutional, rural and urban settings. Furthermore, when it comes to mental health, they
may have experienced lifelong mental illness or may have developed mental illness after
age 65. Finally, while many seniors respond to medical models of care, others respond to
both medical and/or psychosocial models of prevention and care. When considering
mentally healthy communities the above-noted diversities are relevant.

The World Health Organization (WHO) defines mental health as “a state of well-being in
which the individual realizes his or her own abilities, can cope with the normal stresses
of life, can work productively and fruitfully, and is able to make a contribution to his or
her community.”5 This definition of mental health is aligned with the values of CCSMH
and suitably falls within a framework for a mentally healthy community for seniors.

Mentally Healthy Communities for Seniors

The CCSMH uses a population health approach in its strategic initiatives, as the model
considers a variety of factors which may contribute to the health of seniors with mental
health issues. In discussing what makes a mentally healthy community, this same model
will be applied. In addition, the CCSMH reflects on the WHO Age-Friendly Cities
Projectt and the WHO policy framework on active aging.” The policy framework on
active aging’ is defined as “optimizing opportunities for health, participation and
security in order to enhance quality of life as people age” and is grounded in the United
Nations principles of participation, dignity, care, independence and self-fulfillment.”
With the above considerations in mind, the following chart illustrates a sample of
determinants of health, how they may be applied to aging and mental health, and
examples of suggested programs or policies that may be applied to facilitate the creation
of a mentally healthy community.
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Determinant
of Health

Income and
social status

Social support
networks

Social environments

Physical environment

Personal health
practices and
coping skills

Health services
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Creating Mentally Healthy Communities for Seniors

Background

Research indicates that better health is related
to higher income.® Many seniors have a decline
in their income once they retire. As well,
women are more likely than men to report
financial strain after the death of a partner.’

Community- or institution-based programs
that provide social support to seniors may help
to ensure maintenance of mental health and
prevent caregiver burnout.

A safe, accessible social environment allows
seniors to feel valued and safe. Programs
designed for seniors who relocate to long-
term care facilities may enhance mental health
and self-esteem. '® Seniors with a mental illness
face a double stigma: that of aging and that
associated with a mental illness.

Physical environment is inclusive of both
outdoor and indoor environments. For
seniors, age-related sensory declines and
potential cognitive impairments would be
relevant to community design.

Personal health practices of individuals and the
ability to cope with stressors can be
compromised in situations where seniors are
living with a mental illness. Providing public
health campaigns that are relevant and
accessible to seniors may assist in maintaining
the well-being of 2 community.

Access to and coordination of health services,
including specific mental health services, is
important in maintaining health and well-being.

Suggested Policies and Programs

Maintenance of age-related income
programs (Old Age Security, Guaranteed
Income Supplement, Canada Pension Plan)

Health programs based on age
versus income

Universal drug benefits and coverage
Optional retirement

Friendly visiting programs

Telephone support programs

Caregiver tax credits and financial support
Emotional support for caregivers

Inclusive opportunities in decision-
making processes

Active leisure and socialization opportunities
for engagement

Community-wide aging and mental health
anti-stigma programs and campaigns
Relocation programs

Supportive neighbourhoods

Barrier-free environments

Environmental design that addresses age-
related needs

Adequate transportation

Mental health services in the home
Subsidies for home renovations required for
health and well-being of seniors living in
their homes

Safety from abuse

Inclusion of seniors in public health
campaigns, such as influenza vaccinations

at long-term care facilities and in retirement
communities

Offering counselling and support in personal
coping during transitional phases (upon
disease diagnosis, after the death of a
spouse, etc.)

Regular geriatric assessments provided
by physicians

Increased funding for those specializing in
geriatric health services

Inclusion of mental health in the list of
funded home care services

Access to primary care physicians

6l



Mentally Healthy Communities: A Collection of Papers

While there is no prescriptive model for creating a mentally healthy community,
considering the determinants of health may help to ensure that individuals are
considered from a holistic perspective. In addition, a mentally healthy community would
ideally attempt to integrate concepts of flexibility, independence, dignity, participation
and security into its approach as seniors engage in programs and services within their
communities. It is important to note that individuals are diverse and communities are

heterogeneous when developing programs and policies that affect seniors.

Mentally Healthy Communities for Seniors: Potential Areas
for Development

Identifying the concept of mentally healthy communities is a first step to improving
population health for seniors. Currently, groups such as the CCSMH recognize the value
of mentally healthy communities for seniors. In order to further identify the value and
necessity of age-friendly and mentally healthy communities, commitment to and creation
of partnerships between key stakeholders would be key. These stakeholders would
include the following:

e seniors, families and caregivers (paid and unpaid);

¢ policy planners and government decision-makers (local, provincial, territorial
and federal);

e administrators of voluntary, community and health care organizations;

e psychiatrists, physicians, mental health professionals, health care practitioners, and
community, educational and research institutions (such as the Institute of Aging and
Institute of Neurosciences, Mental Health and Addiction of the Canadian Institutes of
Health Research); and

¢ non-governmental organizations, advocacy groups, seniors’ groups, mental health

groups and the media.

With the establishment of partnerships, further exploration or studies specific to seniors
and mentally healthy communities with identified outcomes would be of benefit. Some
potential topics include:

e projects focused on the lived experiences of seniors;

e factors contributing to creating a mentally healthy community for seniors living with
or without mental health issues;

e impacts and effects of mental health policies on the health of seniors in Canada; and

e an examination of the growing number of seniors in Canada and Canada’s plan to
promote mentally healthy communities and age-friendly cities.
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Conclusion

Mental illness is not a normal consequence of aging. The position of the CCSMH is that
all seniors deserve and have the right to receive services and care that promote their
mental health and respond to their mental illness needs. A model that encompasses and
recognizes diversity among older persons, promotes inclusion and anticipates and
responds to the social, environmental, physical, health and income-based needs of
seniors appears to serve as a logical foundation for developing a mentally healthy
community. With the projected increase in the number of seniors and mental health
issues, Canada has the opportunity to respond to these issues with enthusiasm,
innovation and energy to support communities that recognize and respond to seniors’
mental health and wellness needs.

With more than 90 organizational and 900 individual members, the Canadian Coalition
for Seniors” Mental Health (CCSMH) was established in 2002, with the mission to
“promote the mental health of seniors by connecting people, ideas and resources.”

For more information, please contact Kimberley Wilson, Executive Director,
Canadian Coalition for Seniors’ Mental Health, at 416-785-2500 ext. 6331 or
kwilson@baycrest.org.
www.ccsmh.ca

The views expressed in this paper do not necessarily reflect the views of the authors’
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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