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Abstract

The purpose of this research was to obtain a profile of the
state of prevention in mental hcalth in Canada. In all the
provinces and territories, we obtained information from
the departments of children’s mental health, adult mental
hcalth, and health promaotion regarding administrative
supports, personnel, policies, budgets, inter-tninisterial
collaboration, training, and programus allocated for preven-
tion. The findings indicate that the rhetoric of prevention
is present in many government policy documents and
there arc many interesting prevention projects that have
been implemented. However, there bas not been a reallo-
cation of funding in the health field from treatment and
rchabilitation services to prevention programs, and fund-
ing for prevention remains at a very low level. Recommen-
dations to improve the state of prevention arc made.

There is abundant epidemiological information to
suggest that psychosocial problems will never be brought
under control by treating the affected individuals one at
a time. As Offord recently put it, “the burden of suffering
from child psychiatric disorders is cxtremely high, and
onc-to-one clinical interventions can never make a large
dent in reducing this burden” (1995, p. 287). Kramer
(1992) recently documented what he called the “pan-
demic” of mental and emotional disorders, demonstrating
that prevalent global social trends such as population
growth, poverty and family breakdown are resulting in
exorbitant numbers of children and adults sulfering from
one psychosocial problem or another. Using a conserva-
tive estimate ol prevalence rate of 12% for mental,
behavioural and developmental disorders in children
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around the world, Kramer reports that “the total number
of cases of mental disorders in children under 18 years ol
age would increasc from 237.8 million in 1990 to 261.5 in
the year 2000, an increase of 10%. In the more developed
regions the number of cases would mcrease from 37.8
million to 38.2 million” (Kramer, 1992, p. 15). In his
review of epidemiological studies for child psychiatric
disorders, Offord (1995) states that based on DSM-1II
criteria, five community studies reported prevalence rates
of 17.6% 10 22%. A Canadian study estimated that
approximately 26% of schoolage children expericnce
mental health problems (Offord, Boyle, & Szatman,
1987). Although prevalence rates for psychological
problems vary depending on informanis, instrumenta-
tion, and definitions of disorders, Offord cstimates that
“a1 the very least, 12% of children and adolescents have
clinically important mental disorders, and at least half of
them are deemed severely disordered or handicapped by
their mental illness™ (1995, p. 285). This figure is congru-
ent with the onc reported by the Institute of Medicine
(1om) (1994), according 10 which at least 12% of children
in the u.S. “suffer from one or more mental disorders —
including autsim, attention deficit hyperactivity disorder,
scvere conduct disorder, depression, and alcohol and
psychoactive substance abuse and dependence” (p. 487).
The same report states that 20% of adults in the U,
actively suffer from a psychiatric impairment, and 32%
can be expected to develop such an illness during their
life timc.

Even in a utopian scenario in which therapeutic
interventions would be successtful 100% of the timne, there
would ncver be cnough mental hcalth professionals to
reach all those in need (Albee, 1990). Moreover, as Albee
(1990, p. 370) has noted: “ ... as the history of public
hecalth methods (that emphasize social change) has
clearly established, no mass diseasc or disorder afllicting
humankind has ever been eliminated by attcmpts at
reating affecied individuals.” This realization, coupled
with the simple yet powerful notion that “an ounce of
prevention is worth a pound of cure,” has led govern-
ments and mental health professionals to develop preven-
tion and mental health promotion programs.

In spite of this clear nced to shift to a more preventive
orientation, governments have not provided the infra-
structurcs that arc needed for the advancement of
primary prevention in mental health (Goldsion, 1991;
10M, 1994). Often there is a diffusion of responsibility
across organizations and government bodies so that no
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onc has a clear mandate for prevention. Blanchet,
Laurendean, Paul, and Saucier (1993) have argued that
for prevention wwd promotion programs in mental health
to be integrated into scrvice systems, governments mnust
provide: the following: a formal policy and clear mandate
for prevention, guaranteed and ongoing {inancial sup-
port, an action plan, standards for quality prevention
programs, political and admiuistrative support, strong
leadership and coordination across diverse scrvice sectors,
cducation, consultation, and technical support for
interventionists, and the development of programs in
steps  (from  demonstration to institutionalization).
Sirnilarly, the 10M identifics the infrastructures needed for
prevention as falling into the categorics of funding,
personnel, and coordination. South of the border, there
are about 30 different centres and/or offices across
several federal departnents which conduct some type of
preventive activity. Like here, coordination of thesc
cfforts is lacking.

There arc now many cffective, well<locumented
primary prevention programs (e.g., Price, Cowen, Lorion,
& Ramos-McKay, 1988; 10M, 1994). In a suynmary chart
(pp- 506-511), the 10M study describes 39 illustrative
effective preventive interventions programs addressing
the nceds of infants, young children, clementary
schoolage children, adolescents, adults, and the elderly.
Unfortunately, many ol these initiatives are re-
searcher-driven, highly dependent on rescarch grants,
and, consequently, shortlived. In short, there is little
information on the extent to which primary prevention
programs arc supportcd and/or implemented, in spitc of
a growing knowledge basc and conceptual appeal. The
purpose of this paper is to report the range and scope of
policies, funding, and programs in prevention in mental
health in the Canadian provinces and territories. This is
the first survey of its kind in Canada. The information
from the survey should be useful in at least two ways. First,
as Goldston (1991) suggested, this type of survey can
provide baseline information on prevention and promo-
tion activities for futurc planning. Unless we know the
current level of prevention activities, we will not be able
1o determine if therc are shifts in resource allocation
from treatment to prevention in the future. Second, this
survey can identify initiatives in prevention and promo-
tion that may serve as models for planners and pol-
icy-makers in other provinces. Thus, the results of the
survey could lead to information sharing and nctworking.
All of these goals are congruent with the recommenda-
tions of the IOM report for progress in prevention in the
.S,

In Canada, health, education, and social services arc
the domain of the provincial governments, while the
fedcral role is to provide transfer paymcents, national

demonstiration projects, and policy recommendations.
The federal government does have a dircct service
responsibility for social programs {or First Nations pcople.
Two federal reports on health in the past 20 years (Epp,
1986; Lalonde, 1974) have reccived international acclaim
for recommending a shift. away from disease treatment to
prevention and health promotion (Bloom, 1982; Long,
1986). In the context of these gencral trends in the
health field, the federal report Mental Lealth Jor Canadi-
ans: Striking a Balance (Epp, 1988) indicated the nced to
increase prevention as a challenge in the area of mental
health. Critics have argued that these documents have
had little impact on policy and practice (Hancock, 1986;
Wharf, 1989). While Canadian publications have docu-
mented numerous examples of primary prevention
programs at the local level (Lumsden, 1984; Prilleltensky
& Laurendeaun, 1994; Randall, 1981), little s known about
provincial support for such programs.

In the U.S., Goldston (1991) conducted a survey of the
extent of primary prevention activities of the mental
health departments of the 50 states. He found that scven
states had designated prevention nnits and funding
specifically for prevention programs, while another seven
states had some funding for prevention. The states with
the more developed prevention programs also tended to
have fall-time prevention directors, prevention policies,
dcfinitions, and standards, more prevention programs
and training, and a wider range of populations served and
prevention strategics cmployed, compared with states
with less well-developed prevention programs. Only four
states allocated more than $1 million for primary preven-
tion, and no state allocated more than 1% of its mental
health budget for prevention. Also, prevention units in
seven states were terminated between 1975 and 1989
(during thc Reagan-Bush era). Finally, a follow-up survey
of the scven states with prevention units conducted in
May, 1992 by the U.S. Mental Health Association showed
that only three siates have maintained prevention offices
in their mental health departments (McElhaney, 1992).
Only the states of Michigan (Tableman & Hess, 1985),
Virginia (Reppucci & Haugaard, 1990), and Ohio provide
a modicum of administrative and financial support to
prevention programs in memal health.

The main focus of ihis research is on provincial
support for programs aimed at the primary prevention of
mental health problems and the promotion of mental
hcalth. While some writecrs have made distinctions
between prevention and promotion at a conceptual level
(Blanchet et al., 1993; Dunsi, Irivette, & Thompson,
1990; Epp, 1988), in practice there is a great deal of
overlap between primary prevention and promotion.
Both primary prevention and promotion programs focus
on the reduction of risk factors and the development of



TABLE 1

Structural Characteristics of Prevention in the Provinces and ‘Territorics

Province

{ Newfound-
land

Nova Scotia

Prince
Edward
Island
New
Brunswick

Ministrics/
Departments

Health

Health

Health and
Sucial Services

Health and
Community
Services

Branches/
Divisions/ Units

Mental [lealth,
Health Promaoation
(both part of
Community Health

Branch)
Health Promotion
{part of
Community Health

Services)

Mental Health

Mental Health
Commission,
Health Promotion
and Diseasc

Administrat-
ive unit for

prevention

No

Yes
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Prevention Division

protective/growth promotion factors; both use a proac-
tive approach; and both have a population-wide locus.
Our rescarch examined both primary prevention and
mental health promotion activitics.

Like Goldston (1991}, we decided to survey provincial
government planners and administrators responsible for
adult and children’s mental health. We decided also to
stirvey government bodies dealing with health promotion,
as some of the programs that they fund focus on the
promotion of healthy infant development and parenting
skills, which arc relevant to mental health,

METHOD

Questionnaztre

A detailed five-page survey was based on a similar Ameri-
can survey (Goldston, 1991). 'T'o encompass both primary
prevention and promotion activities, we employed a
broad dcfinition of primary prevention “... as an active
process of creating social conditions and personal attrib-
utes that promote the well-being of people.” Moreover,
the questions in the survey instrument made it clear that
our focus was on primary prevention, not. treatmeut or
rehabilitation services. For example, respondents werc
given a checklist of prevention programs and asked to
indicate which of these programs were provided in their

- , |
Finaneial Staff Collaboration | Prevention | Demonstration |
support for specifically with other training projects or
prevention of | designated for | ministrics/ special
mental/ prevention departments initiatives in
cmononal prevention
disorder
(amount)
Yes* No Yes Yes ! -
Yes Yes Yes Yes Parcnting skills
($3.1 million, (Nobody's
2% of total Perfect)
[ealth budget)
Yoes* Yes Yes Yes -
Yes Yes Yes Suicide
($4.3 million, prevention,
<.1% of 1014} self- esteem and
[Tealth budget) social skills
] huilding for
i children
i ..

(See next page, Table | continued)

province. All of the programs listed were considered to be
illustrations of some of the most widely used primary
prevention and mental health promotion programs,
bascd on either community-wide or high-risk approaches.
It is possible that respondents could have included
secondary prevention programs in some ol their re-
sponses, as there is a gray arca between high-risk primary
prevention and early identification and treatment (sec-
ondary prevention). llowever, given our stated focus and
the questions we asked, it is very unlikely that respondents
would include treatment or rehabilitation programs
(tertiary prevention) in any ol their responses.

The survey addressed a broad range of organizational
and prevention program issucs (administrative units for
prevention, staffing patterns, policies, definitions, and
standards, prevention budgets, inter-ministerial collabora-
lion, prevention training activilics, targeted populations,
and type of prevention program activitics conducted).
Most of the questions used a fixed response formar (c.g.,
“Does your provincial ministry conduct or provide
financial support for activities on the primary prevention
of mental and emotional disorder and the promotion of
menial health?” is answered either “Yes” or “No”), al-
though there were a few open-ended questions (e.g.,
“Please give examples of either demonstration projects in
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TABLE 1 (CONTINUED)
Structural Characteristics of Prevention in the Provinees and Tervitories

Quchee

Ountario

Manitoha

Saskatchewan

Alberta

British
Columbia

Yukon

Northwest
Territorics

Health and
Social Scrvices

Secretariat for
Family Affairs

Health

Community
and Social
Services

ITealth

Health

Social Scrvices

Health

11ealth

Tealth and
Social Scrvices

Social Scrvices

Health
Promotion,
Youth and

Family

Programs,
Substance
Abuse
Programs,
Continuing
Education,
Mcntal Health

Health
Promotion
Biranch

Children’s
Services
Division

Health and
Wellness,
Mental Health

Wellness and
Ilealth
Promotion
Branch

Child & Family
Services
Branch

Healch
Promotion,
Mental Health
Promaotion and
Public
Relations,
Suicide

Prevention

Child and
Youth Mental
Health

Tlealth
Programs

Alcohol, Drug,
anc
Comrnunity
Mental Health

* Detailed funding informution was not available

Yes

No

Yes

N()

Yes $
(Total=
$16.0 nillion,
<.1% of tolal
health budget)

$.4 million

Yes ($19.4 million,
1% of total Health
budget)

Yes ($3.2 million,

<.1% of tot)
buclyget)

Yos*

Yes ($1.5 million,

1% total Health
budget)

Yes (3.1 million,
<.1% total budget)

Yes*

Yes*

No*

Yes*

Yes

Yes

Yes

In Process

Yes

Yes

Yes

Yex

Yes

Yes

Yes

Yues

No

Yes

Yes

Prevention of
suicide, violence and
substance abuse,
Family support and
parcnting skills,
Sclf«esteem and
socjal skills building
for children

Family support,
promotion of
children and

adolescents
development and
well-being,
prevention of
violence

Best Start (Program
to promote infant
well-being)

Better Beginnings,
Better Futures
{program to prevent
children’s mental
health problems)

Suicide prevention

Preschool
prevention projects

Snicide prevention

Suicide prevention

School curriculum
for drug and alcohol

AWATCNUsS




prevention or ongoing prevention programs which your
ministry has developed and/or funded”). Respondents
were asked to check which primary prevention programs
their ministry/department provided from a checklist of
various program types for children, youth, lamilics, and
adults. A French version of the questionnaire was pre-
pared in order to address the smne organizational and
programming issucs in Québcec.

Locating and Contacting Respondents

In August of 1992, an initial leuer was sent o various
contact people in each of the provinces and territorics.
The purposc of the letter was to ask respondents to help
identify key individuals who would be able to provide
pertinent information on the prevention of mental-
emotional problems and the promotion of mental health.
Respondents were asked to identfy individuals in the
health minisirics/departments, or other appropriate
ministries, responsible for children and adult mental
health and health promotion. The list of respondents was
supplemented by personnel listings recorded in the 1992
Corpus Almanac and Canadian Sourccbook. Finally, due
to Québec’s distingtive organizational structurce of health
care and education, we obtained information from more
varicd sources there. However, for the sake of consistency
across provinces, these data will be published scparately.

In January 1993, a list of respondents was compiled
and each respondent was sent a cover letter and a copy of
the survey. ‘The cover letter outlined the purposc of the
survey, assured respondents that they would not be
personally identified with their responses, and stated that
a report on the findings of the survey would be submited
for publication. Respondents were followed up by phone,
mail, and fax until December 1993 to complete surveys
and to clanily responses. Additional respondents were
identified through follow-up and referral. Respondents
included branch directors, assistant deputy ministers, and
program managers. Through this process, 17 potential
respondents in mental health and 15 potential respon-
dents in health promotion were identified. A total of 26
(14 in mental health and 11 in health promotion) of
these 32 people completed the survey, for a response rate
of 78%. The reader should note that we went through a
lengthy process of idenifying and contacting those
people in cach of the provinees and territories who were
in the best position to provide us with information about
prevention activitics in their ministry/department.

A draft provincial summary based on the survey results
was distributed to respondents and non-respondents from
cach province to check for accuracy and omissions. The
feedback 1o the drafts was included in a final report,
which was sent 1o all respondents and non-respondents.

Prevention in Canada 165

RESULTS

Summary data on the siructural characteristics of preven-
tion n the provinces and territories are presented in
‘Table 1.

Administrative Units for Prevention

All of the provinces have a health promotion or health
cducation ollicc within the health ministries/ depar-
tments, and all but one who responded indicated that
they conduct or fund activitics dirccted at the primary
prevention of mental and cimotional problems. However,
the hcalth promotion units tend to cmphasize the
promotion ol physical health and the prevention of
discases. Three provinces indicated that they have a
meital health promotion or prevention unit within the
mental health branch of the health ministries: Prince
Edward Island, New Brunswick, and Alberta. Also, Sas-
katchewan is in the process of hiring a prevention coordi-
nator lor the Child and Family Services Branch of Social
Services.

Staffing

All of 1he health promotion branches and the other
prevention units mentoned above listed staff directors or
coordinators. In some cases, the dircctor or coordinator
(cither part-time or fullime) is the only stallf member
designated [or prevention; while in other cascs there are
scveral stall who work on some facet of prevention. Some
rcspondents also noted that there are siall at the lo-
cal-level who devote some or all of their time to preven-
Hon activitics.

Formal Written. Policies, Definitions, Standards

Five of the eight health promotion branches have poli-
cics, definitions, or standards pertaining 10 prevention.
On the other hand, only wwo of the nine mental health
branches that responded have developed such policies.

Funding

Information on funding was difficult to obtain. Only five
of the 10 provinces provided information on prevention
budgets (see Table 1). Funding carmarked for specilic
provincial prevention initiatives and for health promotion
units was easicer to obtain than funding for prevention in
the memal hcalth branches. Some respondents were
rcluctant to provide information on budgets for preven-
tion ind/or indicated that they did not keep acconnts of
local level prevention activities. Local level prevention
activities arc often integrated with trecatment secrvices,
according to some respondents. From those instances in
which we were able to obtain figures for prevention
funding, it appcars that the amounis allocated to preven-
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tion or promotion arc very small (less than 1% of the
total ministry budget). The largest allocations for preven-
tion tended 1o be to health promotion units, of which
mental health promotion is only a small part.

Tnter-manasterial Collaboration

All of those surveyed indicated that their ninis-
try/department collaborates with other ministries in
tenns ol planning, rescarch, or funding prevention
initiatives.  British Columbia bas a mechanism for
inter-ministerial collaboration in its Child and Youth
Sceretariat, which coordinates the work of five ministries
(Hicalth, Education, Social Services, Attorney General,
and Women’s Equality) rclated to policy and program
development for children and youth, The Scerctariat has
staff seconded from the participating ministries, and it
has developed a continuum of care model, which de-
scribes scrvices ranging [rom prevention and early
intervention to treatment and rchabilitation. The Secre-
tariat for Family Allairs in Québec and the inter-depart-
mental steering commitiee responsible for an action plan
for children in Saskatchewan serve similar functions. In
Omniario, three ministries (Health, Education, and Com-
munity and Social Services) and the federal government
(Indian and Northern Affairs and Sceretary of State) are
jointly funding, managing, and evaluating a large-scale
(11 demonstration sites), longitudinal (25 year) demon-
stration project aimed at the primary prevention of
mental health problems of children, which is called Better
Beginnings, Better Futares (Gottlieb & Russcll, 1989;
Pcters, 1994). Québcec’s Ministries of Education and
Health and Social Services have joint program funding
initiatives for the prevention of substance abuse in youth,

Prevention Training Activittes

Most of the respondents indicated that their branch
provides some training in prevention. In Québcec, the
Minisiry of Health and Social Services has a Continuing
Education Branch with a specific mandate and budget
line for training in prevention for the health systems’
practitioners. Between 1992 and 1995, training prograws
were developed and offered in the arcas of prevention of
violence and substance abuse and of reduction of
socio-economic inequities. In Omario, two ministries
(ITealth and Community and Social Services) jointly fund
the Ontanio Prevention Clearinghouse (OPC), a prov-
ince-wide, bilingual resource whose core services include
consultation, training, education, resource development,
and information management (Nelson & Hayday, 1995;
Pancer, Nelson, & Hayday, 1990). orC coordinates a
serics of Prevention Congresses, which are funded by
government ministries and other sponsors. In Saskatche-
wan, the Institute for the Prevention of IHandicaps

provides information through print and audio-visual
materials, seminars, and workshops, and it coordinates
the promotion of Nobody’s Perfect, a parenting skills
program, for the province.

Populations Served

The various health promotion and menial health
branches indicated that they provide prevention pro-
grams for infants and preschool children, children and
youth, adults, seniors, and special injtiatives for women
and First Nations people. Thus, prevention programs in
the provinces cover the entire lifc-span.

Demonstration Projects and Ongoing Programs

Respondents indicated a number of different types of
demonstration projects in the prevention of mental
health problems, including parenting skills programs,
snicide prevention, and schoolbased social skills traiming
(see 'Table 1). We also asked respondents to indicate from
a cheeklist which types of prevention programs their
ministries/departments  provided. These results arc
displayed in "l'able 2. For children, youth, and familics,
programs (o prevent abusc of children, youth suicide
prevention programs, prograims to prevent preghancy
and/or sexually transmiued discase, support programs
for teen moms, programns to improve parenting skills and
family relations, support programs for first time parents,
family support/home visitor programs for high-risk
parents, programs for premature or high-risk infants, and
schoolbased social skills triining or sclf-esteem building
were most irequently mentioned. Programs to prevent
violence against womnen, suicide prevention programs,
support. programs for semiors, programs [or aduls
cxperiencing bereavement, workplace stress management
and mental health promotion, community cconomic
development activitics, and parent education were most
often mentioned for adulis,

DISCUSSION

In Canada, the logic of prevention bas been upheld in
Mental Health for Canadians: Striking a Balance, a report
released by Juke Epp, the former minister of Health and
Welfare (Epp, 1988). ‘The report states that “we must
facilnatc and enconrage initiatives aimed at promoting
mental health and preventing memial illness” (p. 5).
Several provincial reports we reviewed for this study also
cndorse prevention as a viable means of addressing
mental and emotional  disorders. Our research was
conducted in order to document prevention eflorts in
Canada. For the promise of prevention to be fulfilled, it
is imporiant to find out whether the rhetoric of preven-
tion is being translated into action. Unless we know the
type and magnitude of prevention activities being cur-



TABLE 2

Types of Prevention Programs in Mental Health Provided by the Provinees and Territories

Prevention in Canada 167

Child, youth, and fumily

Types of Programs

Nunmber of Provinces
Territories offering the

Program

Child, youth, and family

Adults

Programs to prevent physical or sexual abuse of children
Youth suicide prevention progrinns

Programs to prevent pregnancy and/or sexaally
transmitted discases

Support programs for teen mothers

Support (or first time parents

Programs to improve parenting skills and lamily relations
Family support/home visitor programs for high-risk parcnts
Programs for premacure or high-risk infints
School-hased social skills truining or self-esteem building
Programs to improve school climate and promote
student participation

Programs (o prevent date/acquaintance rape

Programs for children who have witnessed battering

ol their mothers

Adolescent stress management programs

Programs for children of divorce or bercavement
Preschool enrichment programs for high-risk children
Job/life skills training for adolescents

Genetic counselling for parenis

Programs for children who have i parent with a mental health,

substance/alcohol, or criminal history

Programs o improve home-school communication

Programns (o promote race relations and appreciation of cultural

diversity in schools

Programs to promote healthy gender relations

Programs to promote cooperation and to prevent violence in schools

Progrums (o prevent violence against women
Suicide prevention programs
Support. programs for scuiors
Programs for adults expericncing bereavement
Workplace stress management and mental health promotion
Community economic development activities
larent education
Selfthelp groups for adults under stress
Family resource centres for parents at home with children
Programs to improve the climate of the workplace
and promote worker participation
Retirement planning programs
Workplace conflict resolation
Support programs for new Canadians
Programs Lo prevent sexual harassment in the workplace
Programs for adults expc-n'chcing separation/divorce
Life skills/assertiveness training for adults
Programs for trunsition to marnage
Job scarch programs for the imemployed

11
10
10

10
10
10
9

9
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rently conducted, we would not have a bascline from
which to measure progress in the field. With this goal in
mind, we embarked on the ambitious project of providing
a profile of prevention in Canada. What we found is
helpful in creating a map for rescarch and action on
previously unchartered territory. Qur discussion begins
with a portrayal of prevention in Canada, followed by
recommendations for action and research.

The: State of Prevention in Canada

Prevention activitics in Canadian provinces and territorics
arc conducted by several branches/offices and, in some
cases, by different  ministries/departments. Within
ministrics/departments of health, the majority of preven-
tion initiatives is managed by health promotion units, of
which mental health represents only a small part of their
budget and personnel. In all of the ministries/depart-
ments we surveyed, funding for prevention of mental and
emotional problems was less than 1% of the total ministry
budget. This finding, comparable to U.S. statistics (The
Commission on the Prevention of Mental-ciuotional
Disabilitics, 1987), would scem to indicate that the
reactive medical model of health is still, by far, the
dominant one in Canada. Moreover, if 'r(-.spondcnts
included secondary prevention programs in their re-
sponscs to the guestionnaire, this means that even less
resources are currently being devoted to primary preven-
tion and health promotion.

Some proactive approaches to mental health could be
identificd in the Ministry of Community and Social
Services in Ontario, which cosponsors the innovative
Better Beginnings, Better Futures program and in the
decentralized health planning of Québec. Although there
is a degree of collaboration among different ministries
(c.g., health, education, and social services) in the various
provinces and territories, usually there s not an institu-
tionalized bocy which coordinates these inter-ministerial
ventures. Examples of emerging prevention maodcls of
interninisterial co-operation can be found in British
Colurnbia, Québec, and Saskatchewan.

Not surprisingly, the two largest provinces, Ontanio
ad Québec, seem 10 he imvesting more efforts in preven-
uon than the rest. However, while the absolute amounts
of funding are rclatively large, the proportion of ministry
funding for prevention is small (less than 1% of total
ministry budgets) and comparable to that of the other
provinces. We should point out, however, that in compan-
son to the US., Ontario and Québec scem to be investing
more in prevention than any of the states. For example,
Ontario is investing roughly $5 million per year to the
Better Beginnings, Better Futures project, which is
considerably more than the prevention budgets for any of
the states that have prevention funding (Goldston, 1991).

The types of prevention activities reported in our
survey range [rom problem, populationspecific, usually
a high-risk group, 10 community-wide cducational inter-
ventions. In terms ol age groups, the activities reported
cut across the entire [ifespan. Some areas that scem to
receive particular attention are the prevention of child
abuse, suicide prevention, family support, and the preven-
tion of violence against women.

While the language of prevention and health promo-
tion is present in many provincial and federal documents
and while many promising prevention and mental health
promotion programs have been implemented across the
country, the provinces have yet. to develop action plans o
reallocate funding and personnel from treatment and
rchabilitation services 1o primary prevention and health
promotion prograins. Unl'orl.un;ltcly, our assessmcent of
the Canadian scene concnrs with previous reports that
government rhctoric regarding primary prevention and
health promotion has not been accompanicd by actions
to shift the paradigmm in the health field from one of
treatment/rehabilitation to one of prevention/promo-
tion (cf. ITancock, 1986; Wharf, 1989).

As was noted carlier, tremment and rehabilitation
services, no matier how effective, cannot reduce the
incidence ol mental/emotional problerms; only primary
prevention and health promotion programs can stop
problems from ever occurring (Albee, 1990). Therefore,
goverminents that are serious about reducing the inci-
dence of mental/emotional problems must develop
action plans 1o rcallocate funding and resources [rom
treatment/rehabilitation to prevention/ promotion. With
minuscule budgets (less than 1% of the total health
budgets), what prevention branches can do is extremely
limited. In the U.S,, the Commission on the Prevention of
Mental-Emotional Disabilities (1987, p. 229) has recom-
mended thai: “Every memal health agency at every level
of government allocate a substantial share of its service,
education and rescarch budgets to prevention, increasing
the allocation 10 at Ieast 15% by 1995.” Provincial govern-
mcnts in Canada must set some goals for the reallocation
of funding and monitor progress towards thosc goals in
order 10 cstablish a sironger basis of support for primary
prevention and health promaotion.

Opposition to shifting rcsources hito primary prever-
tion comes [rom many corners (10M, 1994; Ryan-Finn &
Albee, 1994). The ahnost absolutist hegemonic power of
rcactive medicine in Western societies, the need to
cngage in major social change to improve mental health,
and the somewhat intangible nature of prevention are
some of the barriers (Albce, 1986). To them, we should
add an economic recession in which governments have
had to cut spending drastically and are hesitant 1o launch
new initiatives. In the province of Alberta, for imsiance, at



the time we collected the data all public scctors were
facing a 20% cut in spending. There have also been
scrious cuts in federal transfer payments to the provinces.
At the time of this writing, some provinces reported
major restructuring cfforts, somce of them dictated not by
health principles but by fiscal realiies. In sum, the
current economic situation may be a further impediment
to prevention. Ilowever, it is crucial 1o remember that
prevention has an economic ratonale as well. The
ITligh/Scope Perry preschool project, for instance, had
substantial documented [inancial rewwens. “For every
dollar invested, the 30-week program returncd six dollurs
to taxpayers and the 60-week program returned three
dollars” (Schweinhart & Weikart, 1990, p. 109).

Recommendations for Action
Based on our research, we are in a position to make a few
recommendations to improve the status of prevention in
Canada. They pertain primmarily to issues related to policy
and planning. We present suggestions for action at the
ministerial/departmental, provincial, and (edcral levels.
Ministerial/departmental level. Our first recommendation
pertains to the creation ol definitions, standards, and
policies for primary prevention, Only health promotion
branches seem to have clear guidelines as to what consti-
tutes primary prevention and health promotion. Only two
mental health branches currenily have such policics.
Consequently, it is difficult to account for prevention
activitics and monitor them. IHaving a mandate for
prevention with clear guidelines will do much to foster
the promotion of positive mental health. The mere
creation of such a document will send a message to
workers that prevention is being given the importance it
merits. Unless prevention is defined and distinguished
from other interventions, there is no way to tell what is
and what is not prevention. While definitions of primary
prevention vary among authors (Blair, 1992), we contend
that as a minimum requirement, prevention activities
should be proactive, population-wide interventions
designed to create social conditions and personal attrily-

utes that promote the mental and emotional well-being of

pcople.

Having standards of prevention will facilitate the
creation of accounting mechanisms and databases to
document prevention cfforts in the various minis-
tries/departments. The development of management
information systcms is essential for the accounting,
monitoring, and c¢valuation of intcrvention programs.
Onuce criteria for what constitutes a prevention activity
have been formulated, recording systems can be put in
place to account for budgets, programs, and personnel
hours. The 10M (1994) report contains a similar recom-
mendation, urging agencies to identify their fund-
cd programs for prevention, and having separatc ac-
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counts for the various types of interventions. With the
implementation of accounting systemns for prevention, we
recommend the establishment of a baseline against which
progress in the field can be measured. Our findings
suggest that this baseline be sct at about 1% of total
health spending.

But mandates and management information systems
arc not sufficient lor fostering prevention. In addition to
formal policies, various authors luve pointed to the need
10 have secure and continued financial support, specific
action plans with detailed goals, standards for quality
control, demonstration projects and implementation
planis, institutional support, lcadership, inter-miuniste-
rial/departmental coordination, technical support and
trainmg (Blanchet et al,, 1993; Goldston, 1991; Pransky,
1991; Tableman, 1986; The Commission on the Preven-
tion of Mental-Emotional Disabilities, 1987). For all of the
above to occur, at the very least there should be an office
or person responsible for promotion and prevention
within each ministry/departiment and at the provincial
Ievel. This leads us to the next level of recommendations.

Inter-minasterial/provincial level. 1t became obvious to us
that prevention is not the unique junsdiction of one
branch in one minisury. Prevention in Canada is con-
ducied by more than one branch and somectimes by more
than onc ministry/department. While there is merit in
having  discrete  prevention units within  ministries/
depariments, it is equally importani. 1o have a provincial
secretariat for prevention. This body could co-ordinate
nter-ministerial prevention projects as well as initiate
some of its own. We strongly belicve that unless the
prevention of mental and emotional disorders is identi-
icd as a priority arca, with its nnique office, budget and
personnel, prevention efforts will continue 10 be over-
shadowed by traditional reactive approaches. Experienced
preventionists emphasize the need to institutionalize
prevention to avert s marginalizaton (Blair, 1992;
Bloom, 1982; Blanchel et al.,, 1993; Goldston, 1991;
Hosman, 1992; 10M, 1994; Pransky, 1991; Tablcman,
1986). .

We envision a secrctariat that could operate cither
within an established ministry or have independent status,
In either case, this secretariat would have to adopt all the
policy, delinition, information management, design,
implementation, and evaluation considerations recom-
mended at the minisierial/departmental level. Ideally,
there should be concordance between the guidelines of
the secretariat and the collaborating ministrics. A possible
maodel for this secretariat could emerge from the British
Columbia Child and Youth Secretariat or the Saskatche-
wan Inter-ministerial Comnmittee on Children and Youth.

Federal level. As Blair (1992) put it, “there is a need for
national policies on the primary prevention of mental
health in order that there can be long-term planning
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aimed at long-term goals” (p. 87). It would scem that in
Canada the Epp report provided the initial framework for
the development of such concrete policics, Judging (rom
the litde progress on prevention across the nation, more
than a statement of desired dircctious is required. Follow
ing Bloom (1982), we agrece that “it may be necessary 1o
develop an agency solcly concerned with primary preven-
tion” (1982, p. 143). A similar call has been made by
Hosman (1992) to advance prevention in Furope. Based
on the health promotion focus advanced by Health and
Welfare in this country, this federal ministry may be an
appropriate place 1o house such an agencey. It should be
noted, however, that federal capacity to influcnce the
provinces is dimninishing as federal trunsfer payments 1o
the provinces arc being reduced.

A federal office of primary prevention, similar to the
prevention office of the National Institute of Mcntal
Health in the 1.5, (Goldston, 1991), could be in charge of
developing definitions, standards and policies, funding
demonstration projects, providing technical support, and
convening annwval meetings of government officials,
rescarchers and professionals to discuss progress in the
field. More specifically, this office could survey the various
provincial ministries 10 detenmine their needs for support
in the arca of prevention, for such “centralisation of
planning and policy-making should...not be carried out
at the expense of the necessary decentralisation and
localisation of some of the planning functions and much
of primary preventive practice” (Blair, 1992, p. 87).

FEvaluation of prevention cfforts is crucial m the
creation of cost-clfcctive interventions (IoM, 1994). A
rescarch team that could ofler consultation to the prov-
inces could be a uscful role the envisioned agency might
play. In addition, this office could fund or operatc a
national prevention clearinghouse, modeled perhaps
afier the one successfully implemented in Ontario, or
alter the one run by the National Association of Mental
Iealth in the u.s.

Epidemiological studics demonstrate that the cost of
psychosocial problems is extremely high, both in human
and economic terms (Kramer, 1992; 10M, 1994; wHO,
1985). The reducton of human sulfering and the
long-tenn financial savings may well justify the money and
cuergy expended on creating a federal office of promo-
tion of mental health and prevention of mental and
cmotional disorders.

Recommendations for FPurther Research

We regard our rescarch as a first step in trying to portray
a profile of prevention activities in Canada. In order to
refine the picture provided in this article, several actions
may be taken. First, we recommend a more thorough and

in-depth survey of all ministries/departments  and
branches/units possibly involved in prevention in the
provinces and territories. This could include minis-
tries/departments of education and social services and
public biealth branches in the health ministrics/depart-
ments. A morc in-depth investigation of cach province
could have uncovered more prevention activitics than we
found.

This investigation was limited 10 provincial-level
inferventions, Many prevention projects occur at the
regional, rmmicipal, local, and grassroots level. School
boards, for instance, conduct many prevention projects,
as do the provincial ministries/ departments of education.
While such an investigation of preventive interventions at
the local level can be an enormous task, it can be very
helpfl in preparing a provincial audit or inventory of
proactive mental health initiatives.

In addition to the empirical undertakings described
above, the conceptual task of creating an analytical
framcwork for prevention interventions of different kinds
is also very important. This conceptual scheme would he
helpful in developing accounting systems for various
ministrics. The Ouawa charter for health promotion
offers a conceptual framework that may be applied 1o the
classitication of prevention programs. Such attempts have
already been undertaken by Perreault, Roy, and Renaud
(1992) and by Anderson and O’Donnell (1994) in the
area of health promotion. The charter offers clear health
paramcters that may be utilized to categorize preventive
interventions,

Another potentially useful classification system can be
dcerived from the 10M definitions of universal, sclective, or
indicated preventive mterventions. A universal preventive
measurce relers to an intervention “that is desirable for
cverybody in the eligible population” (p. 20), whereas a
seleclive preventive measure “is desirable only when the
individual is a member of a subgroup of the population
whose risk of becoming ill is above average” (p. 21).
Indicated preventive measures apply “to those persons
who, on examination, arc found to manifest a risk factor,
condiuon, or abnormality that identifies them, individu-
ally, as being at high nisk for the future development ol a
discase” (p. 21). Utilizing the chanter, the 10M, or another
suitably consistent classificarion system, we may be able 10
place different efforts at prevention in an analytical
framework that would make COMPArisou AMONg Programs
and evaluations easicr. For instance, efforts to develop
policies to enhance women'’s equality may count as éndzrect
policy prevention work, as opposcd maybe o programmatec
direct preventive interventions such as those dealing with
child abuse or preschool interventions. Other possible
conceptual dimensions can be  system-centred or per-



som-centred prevention (Cowen, 1986). Thesce are some of
the possible dimensions to be accounted for by a concep-
tual and analytical framework of prevention.

Summary and Conclusion
The purposc of this rescarch was to begin creating a
profile of prevention in Canada. To that end we surveyed
government bodics responsible for adult and children’s
mental health and health promotion. While most of these
bodies in the provinces and territorics report having
personnel and budgets for prevention, with some notable
exceptions, in comparison 1o morc traditional rcactive
approaches to mental health, prevention receives an
infinitesimal amount of total ministry/dcpartment
budgets, wsually in the neighbourhood of .1%. Our
conclusions are constrained by a few limitations, not the
lcast of which is the fact that most ministries/deparctiments
do not have a proper accounting system to docurment
cxpendilures on prevention, claiming that many preven-
tive activities arc embedded within other scrvices.
Innovative inter-ministerial /departmental ventures,
research and demonsiration projects and  resource
centres for prevention were identified. In order to
capitalize on the momentum gained by thesc initiatives
and scveral provincial and federal reports extolling the
virtues of prevention, we recommended the creation of
provincial and federal offices of prevention. We recom-
mend the creation of offices with clear mandates, persou-
ncl and budgets 1o carry out promotion and prevention
activities. While the language of prevention scems to be
taking a hold in the health care field, and many impres-
sive: projects were reported, much remains to be donc to
accord prevention the: place of promincence it deserves in
mental health care.

This research was funded by an Initatory Rescarch Grant
from Wilfrid Lauricr University, We thank the participants
for their time in completing the survey, the many people
who helped us to identify the participants, and Pamela
Johnson and Leslea Peirson for their assistance with daw
collection. Address correspondence regarding this article
to either of the first two anthors at the Department of
Psychology, Wilfrid Laurier University, Waterloo, ON

N2L 3C5.

Résumeé

Le¢ but de cette recherche était de dresser un portrait
de la prévention en matiére de santé mentale au Cana-
da. Tous lcs ministéres provinciaux ct territoriaux
responsables de la santé mentale pour enfants, de Ja
santé mentale pour adultes ct de la promotion de la
santé nous ont fouri des renseignements sur les res-
sources, le personnel, les politiques, les budgets, la
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collaboration inter-ministérielle, Ia formation ct les
programmcs consacrés i la prévention. Les résultats
indiquent que la rhélorique de la prévention se re-
trouve dans plusieurs documents de politiques gouver-
ncementales et que plusicurs projets intéressants sur la
prévention ont été mis sur pied. Toutclois, les crédits
consacrés aux scrvices de traitement ct de réhabilitation
n’ont pas é1¢ réaffectés aux programmes de prévention
et le financement de la prévention deincure trés faible.
L’article recommande des facons d’améliorer la situa-
uon.
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