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PREFACE

We just want what everyone else wants ... we want to pursue our wellness as
much as you do. We are more than our illness and want to be recognized for who
we are. We just need extra help.
—JVS, consumer from NAMI focus group

If you have ever been asked by a client, family member, student, or policy maker, if
there is more to treatment for mental illness than just symptom reduction, this book is
for you. This question first emerges from the idea that the pursuit of health is a common,
human goal, intrinsic to all individuals in all societies. This is not a new phenomenon.
However, there are certain groups who suffer greatly from the dual challenge of physi-
cal illness and mental health conditions. In their case, health has been less of a goal and
more of a byproduct following treatment for distressing symptoms. Up to this point,
most health and mental health practice operated under the assumption that patient
health is achieved primarily through the treatment of a specific illness and the elimina-
tion of symptoms. Minimal thought was given to notions of client and family wellness,
choice, recovery, empowerment and quality of life—all concepts that are known to
influence health status. However, there is a paradigm shift occurring in the field of
mental health policy and practice, actually in all of health practice. This shift is toward
a more integrative approach to mental health care in which health and wellness are
increasingly considered a desirable core clinical goal, community outcome and policy
strategy. This approach has a name and it is called Health Promotion. While health pro-
motion is not a new concept, the idea of formally pairing it with mental health treat-
ment is. The primary goal of this book is to illustrate how the field of health promotion
can be mainstreamed into all aspects of community mental health care, including
policy, practice, research, evaluation, and organizational structure. It contains an array
of clinical cases, historical analyses, assessment models, evidence-based interventions
and evaluation tools, and strategies for administrative and policy reform.

The purpose of this book is to help practitioners, students, administrators and
policy makers from a variety of disciplines—public health, social work, nursing, health
psychology, public psychiatry, psychiatric rehabilitation, health care administration,
and health policy—work effectively with and on behalf of individuals who present with
co-occurring health and mental health conditions, their families, and community and
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PREFACE

policy makers. Effective practice, in this sense, means integrating health promotion
into mental health practice at three levels: policy, clinical and community level.

At its broadest level, the integration of health promotion and mental health can be
seen in policy reports which include the New Freedom Commission Report on Mental
Health- Achieving the Promise: Transforming Mental Health Care in America (2003)
www.mentalhealthcommission.gov and its companion report; The Federal Health
Action Agenda (2005) www.samhsa.gov. and in lead articles in respected journals like
Psychiatric Rehabilitation—Special Issues: Health Promotion (Spring, 2006, Vol.29, 4).

David Satcher, former Surgeon General for the U.S. Public Health Service, boldly
challenged “mental health systems to flow in the mainstream of health.” (Preface, 1999;
U.S. Department of Health and Human Services) and to “confront the attitudes, fear
and misunderstanding that remain as barriers.” In the seminal document entitled
Mental Health: A Report of the Surgeon General (1999; U.S. Department of Health and
Human Services), he asserts that we know more about treatment for mental illness
than we know how to promote mental health. He calls for societal resolve to address
issues of stigma and hopelessness and to promote opportunities for recovery. As we
fast forward nearly a decade later, another Surgeon General’s report (i.e., Richard
Carmona) echoes this same call with a report entitled A Call to Action to Improve the
Health and Wellness of Persons with Disabilities. (http://www.surgeongeneral.gov//
library/disabilities).

At the clinical and community level, health promotion recognizes and incorpo-
rates cross-cutting linkages among members of various populations and community
groups. Israel and colleagues (1994) point out that health promotion has a uniquely
empowering orientation that enables individuals with mental health conditions and
communities to increase their control and choice about decisions affecting personal
and societal wellness. All three of these levels of health promotion strategies parallel
recent initiatives among mental health consumer and family groups who, in their own
right, have taken up the call for mental health reform, part of which looks at what
health and wellness means to individuals, families and communities and working
forward from that understanding.

In support of this paradigm shift, this book has several unique features: person-
first language, focus group material, and extensive figures and tables.

Person-first language. 'When referring to individuals with mental health conditions,
the language used in this book adheres as closely as possible to the use of person-
centered language, or person-first, as endorsed by the psychiatric rehabilitation and
disability literature (www.iapsrs.org). This means that the reader will see the following
terms used interchangeably: consumer, client, patient, individual. With a mental health
condition or person with a diagnosis of schizophrenia. The choice of term is deter-
mined more by the context of the discussion rather than any allegiance to a particular
label or politically correct term. Similarly, when referring to mental health workers,
the following terms will be used interchangeably: provider, prescriber, clinician, case
manager, and staff.
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Focus group material. Each chapter begins with a quote derived from either a mental
health consumer or a family member who participated in focus groups specifically
designed to provide input for this book. Similarly, at the end of each chapter, the reader
will find a summary of qualitative data taken from these focus groups. Information is
presented both in direct quotes and in categorical themes and subsequently ranked in
priority as determined by the participants. Questions were matched with the topic of
each chapter of this book and were solicited for the purpose of helping guide content
development. Interpretation of this information on the part of the author is kept to a
minimum. Instead the reader is encouraged to draw his or her own conclusions.

The focus group section at the end of each chapter represents the end result of a
research project sponsored by the Multnomah County National Alliance of Mentally
Ill—Portland chapter and Portland State University—School of Social Work. Informed
consent was obtained for all participants; the project was reviewed and received
approval through the Institutional Review Board (IRB). The idea for consumer and
family input for this book emerged from the recognition that these groups are seeking
more participation and say-so in the design and delivery of mental health treatment
services. Today, more than ever before, mental health clients and their families are
better informed of their political, civil and clinical rights, medical options and effective
treatment interventions. One of the goals of this portion of the book was to increase
public and mental health provider awareness of the issues and concerns from the per-
spective of consumers and family members, thus the title for each section: “In Our
Own Words ..

Figures and tables. The reader is encouraged to refer to the many figures and tables
provided in each chapter. These are designed to provide a heuristic overview of the
organization and concepts described in each chapter. Although some chapters are free
standing (e.g., Chapter 9, Health Promotion Strategies for Women with Co-Morbid
Health and Mental Health Conditions), others are designed to link with the previous
chapter in terms of conceptual and descriptive content. For example, Chapter 5
(Principles, Policies and Programs) introduces the reader to key health promotion
principles which are, in turn, used in subsequent chapters. The idea is that health pro-
motion should be a seamless concept that can be cross-listed across multiple domains
and woven into all aspects of mental health work—and the task of each chapter is to
visually illustrate these ideas and concepts.

B Structure and Content

This book reflects the belief that health promotion is a philosophy, practice and an
approach that is compatible with all aspects of community mental health care, which
includes treatment, administration, and policy development. The following section
describes the structure and content of each section and chapter. The book is divided
into five parts: Part I, Fundamental Concepts; Part 11, Theory, Principles and Policies;
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Part III, Integration and Application; Part IV, Special Populations; and Part V,
Organizational Leadership, Readiness and Cultural Competence. One structural point
worth noting is that readers will notice that most chapters have a section on principles.
Depending on the topic or the design of each chapter, principles are used throughout
this book as a way to provide a conceptual anchor to the methods and strategies of the
approaches described. It is this author’s belief that any approach that makes a human
connection be driven and shaped by principle rather than personal ideology.

Part I—Fundamental Concepts. This section provides the groundwork for under-
standing why mental health reform is necessary and provides a review of the concept of
health promotion and need for evidence based research for health promotion practice.

+ Chapter 1—Pursuing Wellness through Mental Health System Reform explores the
need for mental health system reform based on the viewpoints of five stakeholder
groups (e.g., mental health consumers and family members, mental health
clinicians, administrators and policy makers). The chapter concludes with
strategies for mental health reform using health promotion strategies.

Chapter 2—Health Promotion provides an in-depth discussion of the field of
health promotion including various definitions of health promotion, differences

between prevention and health promotion, early principles, contemporary
approaches, objectives, funding, limitations, and critical issues for implementing
health promotion; lest we not get too discouraged, a final section is added on why
things will get better.

Chapter 3—Evidence-based Mental Health for Health Promotion Practice is an
overview of the concepts of evidence-based practice (ebp) beginning with an

discussion on the various definitions of “evidence” with examples ranging from
evidence-based medicine to general definitions that describe ebp as process to
integrative; two core principles of ebp and related strategies are discussed; namely
assessment driven intervention and right to informed and effective treatment. An
extensive aspect of the chapter is devoted to describing various models and
methods that undergird ebp, including systematic reviews, randomized
controlled trials, practice guidelines, resources. A final review is given to the role
that state and national policies play in enforcing ebp; strengths and limitations
for health promotion are discussed with a concluding section on the challenges of
ebp and health promotion.

Part II—Theory, Principles and Policies. This section provides an in-depth analysis of
health promotion from the perspective of linking mental health theories to health pro-
motion practice, reviewing core health promotion principles and their influence on
mental health policies and programs.

* Chapter 4—Health Promotion and Theories for Mental Health Practice examines
the role of mental health theory and how to select the appropriate theory for
health promotion practice; theory and conceptual framework are defined using
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three examples: conceptual (e.g., recovery model), perspectives (e.g., strengths)
and explanatory theory (e.g., stages of change). A lengthy discussion is given to
various change theories (individual—health beliefs model to community—
community empowerment theory) and their relationship to health promotion
practice

Chapter 5—Connecting Health Promotion Principles to Mental Health Policies and
Programs is the chapter with the most extensive review of health promotion
principles and their relationship to shaping mental health policies and programs.
At the beginning of the chapter, principles are linked to policy formation which is
followed by a review of nine health promotion principles and a history of public
mental health and health promotion policies for the last fifty years. The final
section provides the reader with five strategies for integrating health promotion
principles into mental health policies and concludes with ideas for conducting

health promotion policy advocacy.

Part IIl—Integration and Application. This section emphasizes various methods for
pursuing wellness. Using practical terms, the chapters describe the linkage of assess-
ment to intervention to evaluation using health promotion strategies with mental
health interventions—all of which are guided by core health promotion principles,
particularly the concept of empowerment.

+ Chapter 6—Using Health Promotion Principles to Guide Clinical and Community
Based Mental Health Assessment picks up on the principles described in Chapter 5
and links them to the assessment process. This chapter begins with an overview
of assessment—what it is, how it is defined, what makes for an evidence-based
assessment, and what are the different kinds of assessments—from individual to
community oriented assessments. A more detailed discussion is provided on the
rationale for using health promotion principles, such as multiple methods and
feedback for selecting assessment models; six health promotion principles, are
described and illustrated with corresponding assessment models, including goal
assessment using stages of change, health beliefs model, and others.

Chapter 7—Integrating Health Promotion Strategies into Traditional Mental
Health Interventions describes the application of evidence-based interventions at
three levels—intrapersonal, interpersonal and intergroup; these interventions
reflect commonly recognized evidence-based mental health interventions such as
illness management and recovery and family psychoeducation. These standard
evidence-based mental health interventions are paired with corresponding health
promotion strategies (e.g., like Wellness Recovery Action Plan and Coaching)
under the umbrellas of an empowerment based philosophy.

Chapter 8—Evaluating and Measuring Health Promotion Strategies for Mental
Health Interventions overviews standard evaluation procedures necessary for
evaluating health promotion efforts. Beginning with a review of evaluation
approaches (e.g., from qualitative to experimental designs), the reader is guided
through a series of topics on measurement and design issues (e.g., snap shot

xiii
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measurement), challenges of health promotion measurement (e.g., from multiple
[mis]understandings to multiple perspectives), measures for health promotion
strategies (e.g., adherence determinants questionnaire to empowerment
evaluation), using examples carried over from chapter 7 and concluding with
examples of recommendations for evaluation (e.g., culturally competent
evaluation).

Part IV—Special Populations. Even within mental health populations, there are co-
populations that seem to warrant even closer attention due to the complexity of health
and mental health conditions or issues associated with developmental stage. This sec-
tion reviews two such population groups: women with co-existing medical and mental
health conditions and children diagnosed with a combination of health and mental
health conditions and their family members.

+ Chapter 9—Health Promotion Strategies for Women with Co-Morbid Health and
Mental Health Conditions begins with an overview of the terms morbidity and
co-morbidity followed by discussion of four health related concerns:
psychosocial/personal history, medication induced weight gain, pregnancy, and
substance use. A final section identifies health promotion strategies for these
conditions which range from health and family planning classes to fitness
programs and concludes with barriers and recommendations for integrating
health promotion strategies into mental health services.

Chapter 10—Health Promotion Strategies for Mental Health Needs of Children and
Families explores key clinical and diagnostic categories associated with children

who have mental health and health needs. These categories range from anxiety
disorders due to a general medical condition to health related disorders such as
anorexia nervosa. The chapter provides a review of ecological systems theory,
multiple assessment measures for client and family functioning, and concludes
with five evidence-based health promotion strategies (e.g., medical family
therapy, educational self-management, psychoeducation, family therapy, and
community visitation program) for use with family, children, and community.

Part V—Organizational Leadership, Readiness and Cultural Competence. Our final
chapter ends where the first chapter began, by examining the role of administrators as
stakeholders and the important role they play in setting the stage for mental health
reform using health promotion strategies. In this final chapter, mental health adminis-
trators are identified as key stakeholders who can make or break the successful main-
streaming, or integration, of health promotion into community mental health
organizations. The success of any new community mental health service initiative, like
health promotion, is as much dependent on the leadership, their level of cultural com-
petence and organizational readiness as it is workforce preparedness. In this respect,
this chapter is dedicated to all the current students, administrators and future leaders
in the field of health promotion and mental health who wish to make a difference in the
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lives of their clients, families, and communities, by creating health enhancing policies
and organizations—may your own health and wellness be promoted by your bold
efforts.

+ Chapter 11—Moving Health Promotion Forward: Culturally Competent
Leadership, Strategic Planning and Organizational Readiness is our final chapter
and concludes with a review of mental health and health promotion from the
time frame of yesterday, today, and tomorrow. Extensive discussion is given to the
role of culturally competent leadership, vision, strategic planning, action plans,
and reasons for organizations to move forward (or not). Borrowing from the
clinical world of motivational readiness, a final challenge is issued to leaders
regarding their organizations readiness to change to a health promotion model of
care.
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FOREWORD

In the surgeon general’s report on mental health which we released in December 1999,
mental health was defined as:

The successful performance of mental function, resulting in productive activities,
fulfilling relationships with others, and the ability to adapt to change and to
successfully cope with adversity.

The major findings of the first ever surgeon general’s report on mental health were
that (1) mental disorders are common—mental health is critical to overall health and
well being; (2) mental disorders are disabling, in fact, mental disorders are second only
to cardiovascular disease as a cause of disability-adjusted life years.

The good news in our report was that mental disorders are treatable and that 80—
90 percent of the time we have the ability to return people with mental disorders to
productive lives and positive relationships with the appropriate range of therapy. The
bad news in the report was that fewer than half of persons who suffer from mental
disorders each year seek treatment and less than one-third of children receive the treat-
ment that they need. According to our assessment of the barriers to access, mental
health care stigma was a major factor for individuals, families, and policy makers.
Perhaps what is clear from our report on mental health is that we know more about
mental disorders and how to treat them than we know about mental health and how to
promote it; therefore this book on the integration of health promotion and mental
health is long overdue.

Before becoming surgeon general in 1998 I served for almost five years as director
of the Centers for Disease Control and Prevention (CDC). It became clear to me early
in my tenure that even though the CDC was the nation’s prevention agency, there was
no program of mental health promotion or mental illness prevention. So we appointed
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the first associate director for behavioral science, which led to the CDC-wide coming
together of behavioral scientists to begin to deal with the mental health aspects of pro-
grams in chronic and infectious diseases. However, until this day there is still no desig-
nated program for mental health promotion.

It is clearly time to focus more attention on mental health and how to promote it,
and the role of mental health promotion in dealing with an ever increasing challenge of
mental disorders in our environment. While biology plays a significant role in mental
disorders, as with other health problems, it is ultimately the interaction between envi-
ronment and biology that determines the magnitude and nature of mental health
problems. In this book, Vandiver has thoroughly examined the components of mental
health and health promotion that need to be brought together in a system of healthcare
that is today clearly missing. Not only does she thoroughly examine health promotion
in mental health, but also the role of leadership, the role of culture, and, in general, the
role of community.

David Satcher, M.D., Ph.D.

Director, Center of Excellence on Health Disparities and
The Satcher Health Leadership Institute
Poussaint-Satcher-Cosby Chair in Mental Health
Morehouse School of Medicine

16th Surgeon General of the United States
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1. PURSUING WELLNESS THROUGH
MENTAL HEALTH SYSTEMS REFORM

The public mental health system does not address health even though we are
trying to keep ourselves healthy. We want to pursue wellness just like you—we
just need more help.
—]J.V.S., consumer

B Chapter Overview

The pursuit of individual wellness and the responsibility of caring for individuals with
mental health conditions and their families has been an aspect of every society for mil-
lennia. For just as long, societies have struggled to get it right—resulting in various
levels of policies, systems, and interventions ranging from publicly shackling mentally
ill people in stocks to the creation of nationally recognized consumer advocacy organi-
zations. Currently, mental health systems in countries across the industrialized world
are in transition—some in response to geopolitical forces, others in response to declin-
ing health care systems, and yet others through enlightened leadership and policy ini-
tiatives. Despite the various reasons for transition, most governments echo the same
message: mental health systems are in need of reform to reflect contemporary
approaches of care that support the pursuit of individual, community, and societal
health and wellness; promote the concepts of recovery and hope; and provide sustain-
able outcomes. Health promotion is one such approach and the focus of this book.

The first section of this chapter begins the discussion of health promotion by iden-
tifying national and international initiatives that call for mental health system reform
using public health approaches: namely health promotion. The next section introduces
the reader to key issues in the mental health field as viewed through the eyes of five key
stakeholder groups—namely clients, clients’ family members, clinicians, administra-
tors, and policy makers—all of whom are proving to be the driving force behind mental
health system reform. The remainder of the chapter describes four health promotion
strategies useful for addressing stakeholder concerns: (1) a multidimensional health
promotion framework, (2) a philosophical shift, (3) an integrated practice model, and
(4) a policy level call for reform. Last, this chapter (as well as subsequent chapters) con-
cludes with a section entitled “In Our Own Words,” which is a summary description of
qualitative information obtained from consumer and family focus-group interviews
on a topic derived from the focus of each chapter. For this chapter, participants discuss
the following focus group statement: “Describe your experiences with the mental health
system when you have a health problem.”
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Learning Objectives

When you have finished reading this chapter, you should be able to:

1. Discuss concerns of five stakeholder groups based on their experiences with the
mental health care delivery system

2. Describe four strategies for mental health reform based on health promotion
concepts

3. Identify core themes expressed through consumer and family focus groups when
asked to describe their experiences with the mental health system when they had
a health problem.

B Introduction

Over the last decade, the mental health care system in the United States has been under
scrutiny by prominent governmental agencies, policy institutes, and research centers.
Three recently published federal reports [ Transforming Mental Health Care in America:
The Federal Action Agenda (2005), Achieving the Promise: Transforming Mental Health
Care in America (2003), and A Call to Action to Improve the Health and Wellness of
Persons with Disabilities—Surgeon General’s Report (2005)] drew similar conclusions:
the mental health system, in general, is fragmented, leaving many vulnerable persons to
fend for themselves in bureaucracies characterized as overburdened, unresponsive,
provider-driven, inaccessible, punitive, consumer- and family-unfriendly, and plagued
by treatment approaches that are outdated and deficit-oriented, consisting mostly of
symptom management and accepting of long-term disability (Substance Abuse and
Mental Health Services Administration, 2005; New Freedom Commission on Mental
Health, 2003; U.S. Department of Health and Human Services, 2005).

Despite this grim appraisal of the U.S. mental health system, encouragement is
found in recent initiatives of the World Health Organization (WHO, 2004a; WHO,
2004b), World Federation for Mental Health (2007), and Healthy People 2010 (U.S.
Department of Health & Human Services, 2000). Together, these organizations call for
the inclusion of public health strategies such as health promotion to guide mental
health system reform and redesign.

But what is health promotion and why should it be a part of mental health system
reform? Public health literature defines “health promotion” as any planned combination
of educational, political, regulatory, and or organizational approaches that supports the
actions and conditions of living conducive to the health of individuals, groups, and com-
munities (Green & Kreuter, 1999). A more detailed definition and description is discussed
in Chapter 2. However, what makes health promotion such a promising public health
strategy to guide mental health system reform is the focus placed on the concepts of
wellness, recovery, hope, and the inclusion of multiple perspectives from diverse groups
(e.g., individuals, families, providers, and communities). In other words, those who have
“been there” or have experienced the system in a variety of ways are considered the best
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voices to guide system change. As one may imagine, there is much diversity of perspectives
among these groups about what the issues are, how a mental health system should be
reformed, what it should look like, who should set the agenda, and how it will be paid for.
Although gathering these diverse perspectives may prove the to be most challenging first
step in planning for mental health system reform, it clearly is the most informative. A core
health promotion principle is that system change occurs most successfully when it is
informed and guided by those most affected—the stakeholders. Let’s see what they say.

B Stakeholders for Mental Health Reform

In this section, the reader is introduced to key issues in the mental health field as viewed
through the eyes of five key stakeholder groups: clients and family members, clinicians,
administrators, and policy makers—all of whom are proving to be the driving force
behind mental health system reform. For purposes of our discussion, “stakeholders” are
defined as “people who are affected by or can affect the activities of the system” (Lewis,
Goodman, & Fandt, 2004, p.79). These stakeholders, despite their diverse perspectives,
do share common ground on one view: that the current mental health treatment system
is in need of change from a deficits model of care to one of wellness and recovery and
that the current approach of separate services for health, mental health, and substance
use is no longer feasible or desirable.

Increasingly, mental health consumers and their families are requesting services that
are more culturally compatible, more user-friendly, and incorporate broader and more
holistic approaches to care that embrace wellness, partnership, quality of life, and recov-
ery. Clinicians are experiencing an unprecedented increase in complex psychiatric cases in
which serious co-occurring physical, mental, and substance use conditions challenge the
effectiveness of traditional, office-based approaches to mental health care. Administrators
of mental health agencies face an array of obstacles related to the human and economic
costs associated with trying to coordinate integrated care in a health and mental health
care system that is itself considerably fragmented and lacks parity between mental health
conditions and physical health conditions. Mental health policy makers are frequently
scanning national and international epidemiologic reports in search of scientifically sup-
ported population health trends data that can be used to advocate for reform. Taken
together, the experiences and perspectives of each of these stakeholders is central to
informing a new vision for mental health system reform using health promotion strat-
egies. Let’s now look more closely at the experiences of each of these stakeholder groups.

B Stakeholder Experiences
Consumers and Family Members as Stakeholders

Consumers—also referred to as clients, patients, survivors, and/or users of mental health
services—represent the primary stakeholders in that they are the target audience or focus
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of services. Regardless of the terms, mental health consumers are the reason services exist
in the first place. Yet because families can be intimately involved in mental health services,
they too are coupled with the “identified” consumer. Involvement of family members in
mental health settings will vary according to agency policy, structure, and client—family
member relationship. Although substantial documentation exists regarding the distinct
issues of consumers separate from family members, our discussion focuses on their shared
experiences. Research has identified key areas of concern expressed by both consumers of
mental health services and their family members: stigma, health-related quality of life,
provider respect and competence, and organizational cultural competence.

Stigma. Stigma is described as a cluster of negative attitudes and prejudicial beliefs
(World Health Organization, 2001), is a pervasive reality for people with mental illness and
their families and is a leading factor in discouraging both from getting the services they
need (Warner, 2005). Just the perception of stigma by people with mental illness is associ-
ated with enduring negative effects on self-esteem, well-being, mental status and income.

For consumers and family members, a shared concern regarding the mental health
system is feeling fearful of a negative evaluation or criticism (e.g., stigma) by providers.
Research reports that consumers often feel like outcasts in society because of the symp-
toms of their mental illness, and this leads to hesitancy or unwillingness to access phys-
ical or mental health care (Magana, Ramirez, Garcia, Hernandez & Cortez, 2007;
Angermeyer, 2003). Consequently they are less likely to receive needed treatment,
including social interventions like peer support groups, psychosocial rehabilitation
services, and health interventions like medication education groups.

Similarly, family members report difficulties with accessing mental health services,
either on behalf of their family member who has a mental illness or because of their own
need, such as respite from the freedom of care giving for a parent, child, or sibling with a
mental illness. Some parents, for example, report having been forced to relinquish custody
to obtain needed mental health services for their children (SAMHSA, 2005). Others
describe experiences in which they perceive mental health workers as blaming them for
family problems and refuse to deal with their grief issues (New Freedom Commission on
Mental Health, 2003).

Stigma also plays a role in the underutilization of mental health services by con-
sumers and family members from ethnic communities. Corin (1994) points out that
recent immigrants are often reluctant to use mainstream health, mental health, or social
services due to stigma-related concerns. These include feelings of personal shame about
mental illness and social embarrassment for one’s family or community.

Health-Related Quality of Life. 'When consumers receiving mental health services are
prescribed medications, many express concerns about their quality of life in relation to
weight gain and other side effects of medication. For our discussion, quality of life is
defined as “an individual’s perception of his/her position in life in the context of the
culture and value systems in which he/she lives, and in relation to his/her goals, expec-
tations, standards and concerns” (WHO, 2004a; p.21). Allison and colleagues (1999)
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found that weight gain due to psychiatric medication was related to poorer quality of
life as well as reduced well-being and vitality for individuals diagnosed with schizo-
phrenia.

Provider Respect and Organizational Cultural Competence. An additional concern
identified by consumers and family members has to do with the cultural competence
of providers and organizations. Consumers and family members who present from
ethnically diverse communities are being referred to mainstream mental health settings
by health care and social services providers. However, many of the available services are
perceived as inadequate or inappropriate.

Consumers from ethnically diverse communities express concern that mainstream
mental health providers do not understand their community or respect their use of
traditional methods of treatment and thus may not fully disclose to providers the vari-
ous methods of self-treatment they are using. These methods may involve the use of
potions, applications of poultices, and or consultations with a spiritual healer (Spector,
2000)—none of which is reimbursable under most insurance plans or federal and state
programs.

Family members often play a dominant role in health-seeking behaviors and com-
pliance with treatment. Despite providing information and playing a pivotal role in
guiding their ill family members’ health care decisions, family members describe feel-
ing disrespected when providers exclude them from “sessions” that involve the family
member who has the mental illness (Vandiver, Jordan, Keopraseuth, & Yu, 1995).

Organizational cultural competence is just as important as provider respect and
competence. The following example shows why. In one outpatient psychosocial reha-
bilitation program specifically designed for refugees diagnosed with trauma-related
mental health conditions, six women clients who had recently immigrated from Somalia
politely told the staff they would not participate in an annual fund-raising meal-
preparation activity because it was held in the kitchen of the neighborhood church. At
first, staff thought the clients were being “resistant” to the treatment program. After a
group meeting in which the issue was discussed, the women explained that their Muslim
tradition did not permit women to enter a religious center. This cultural prohibition
had not been considered by staff; once they understood this important sociocultural
fact, the meal-preparation activity was moved to a different location and the women
were able to be involved in all aspects of subsequent community-building activities.

Consumers and families from non-English-speaking communities express diffi-
culty with mental health organizations that rely heavily on English-only versions of
health care information. Since a great deal of health and mental health information
is organized around the assumption of literacy in the English language, some
non-English-speaking clients and family members express concern that they cannot
participate or even comprehend important treatment information presented in
English-only pamphlets, manuals, or—worse—prescription directions (Institute of
Medicine, 2002).
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Each of these examples illustrates the shared concerns that consumers and family
members have when it comes to their experiences with the mental health system. As
stakeholders in mental health system reform, consumers and family members are call-
ing for a new system of mental health care that is holistic in approach and embraces
notions of health, wellness and cultural competence. Let’s now turn to another key
stakeholder group who has a vested interest in mental health system reform.

Clinicians as Stakeholders

Mental health clinicians, or providers, represent a second group of stakeholders in the
mental health service system. As the designated frontline providers of mental health
care, they are responsible for delivering and coordinating a wide range of services for
the diverse needs of their mental health clients. In the last decade, clinicians have raised
concerns about the increasing severity of symptoms and complexity of their client’s
health and mental health problems. They describe clinical scenarios in which clients
present to hospital emergency departments and public mental health clinics with seri-
ous health problems (e.g., untreated hypertension) combined with psychiatric condi-
tions (e.g., depression) mixed with substance abuse issues. If clients even manage to
engage in treatment services, given their compromised health and mental health status,
clinicians find that they must then address issues related to medication nonadherence,
which is understandable given the variety of severe side effects (e.g., weight gain) of
most psychiatric medications. Clinicians often find themselves scrambling to piece
together treatment plans for their clients that incorporate numerous health and mental
health providers from various agencies with varying levels of expertise or understand-
ing about complicated mental health and health conditions. These efforts at multilevel
triaging may be both daunting and frustrating to clinicians trained in traditional psy-
chodynamic methods, who are more familiar with practices that are office-based and
delivered within a 50-minute hour.

This professional frustration is further exacerbated when agency policies do not
consider health issues to be within the purview of mental health clinicians’ work expec-
tations and thus do not support such outreach efforts. A brief examination of the lit-
erature highlights the extent of disconnect between agency policy and the clinical
reality for clinicians. Specifically, we’ll look at two issues that clinicians identify as the
most challenging part of their work. These are treating co-morbid conditions (e.g.,
medical condition combined with psychiatric condition) and monitoring medication
adherence complicated by side effects (e.g., sexual dysfunction and weight gain).

Co-morbid Conditions.  For clinicians working in public mental health settings, schizo-
phrenia and depression represent two of the more persistent mental health conditions
that bring clients and their families in for treatment. These diagnoses also represent
two diagnostic categories with high rates of co-occurring disorders (e.g., substance
abuse and mental health condition) and comorbid health conditions (e.g., hypertension
and depression). Before treatment begins, clinicians must first provide a primary



Pursuing Wellness: Mental Health Systems Reform

diagnosis using the Diagnostic and Statistical Manual of Mental Disorders—IV-TR; or
DSM for short (APA, 2000).

The DSM lists schizophrenia under psychotic disorders and depression under
mood disorders. The diagnosis of schizophrenia is made if the symptoms of delusions,
hallucinations, disorganized speech, and/or disorganized behavior are present for at
least 6 months. The diagnosis of depression is more complicated, depending on the
type of depression, but it may be considered if the person’s mood is depressed, elevated,
expansive, or irritable during a particular time period, such as 4 days (hypomanic), 1
week (manic), 2 weeks (major depressive), or every day for at least 1 week (mixed epi-
sode), or 2 years with more depressed days than nondepressed days (dysthymia) (APA,
2000). Both conditions have complex health-related issues.

For individuals diagnosed with schizophrenia, poor physical health seems to be
related to poorer mental health. In a survey of 719 persons diagnosed with schizophre-
nia, Dixon and colleagues (1999) found that individuals who had a greater number of
medical problems were at higher risk for increased depression, psychotic episodes, and
suicide attempts. In a Veterans Administration study of nearly 40,000 individuals diag-
nosed with schizophrenia, researchers found significantly higher rates of diabetes among
those under age 4o if they were taking one of the newer drugs. This emerging research
suggests that medications may create even greater side effects than originally intended
to alleviate (Dixon et al., 1999).

For individuals diagnosed with depression, research in the last decade has consist-
ently shown that depressed people are more vulnerable to coronary artery disease,
ischemia (lowered blood supply to the heart muscle), and coronary events—heart
attacks or cardiac arrest (Murray & Lopez, 1996). These associations hold even after
many other risk factors for heart disease are accounted for, including age, gender,
tobacco use, cholesterol levels, blood pressure, weight—height ratio, and other chronic
illnesses (Rugulies, 2002). Meta-analyses of 11 studies covering more than 36,000 par-
ticipants reveal clinical profiles of at risk groups. For example, men in their fifties with
high levels of depression and anxiety were over three times more likely than the general
population to have a fatal stroke during the next 14 years. In a 6-year study of 5000
people of age 65 and above, those who had frequent depressive symptoms were 40%
more likely to develop coronary artery disease and 60% more likely to die. The impact
of depression is exponential. That is, for every 5% increase in the score on a standard
rating scale for depression, the risk of developing coronary artery disease within 6 years
rose by 13% and the risk for dying by 11% (Sadock & Sadock, 2007).

Medication Adherence and Side Effects. For clients with a diagnosis of a major
mental disorder, such as schizophrenia or depression, multiple treatment approaches
almost consistently involve the use of medications. Research has consistently shown
that medication adherence, which refers to a willingness to follow a medication
plan, is influenced by two critical variables: clients’ subjective reports of how the
medication made them feel and the disabling side effects—both of which may contrib-
ute to medication refusal or nonadherence (Sadock & Sadock, 2007; Bentley & Walsh, 2001).
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Clinicians may find themselves conflicted with the practice of encouraging medica-
tion adherence while at the same time observing the negative side effects of certain
medications. For example, the known side effects of the older or conventional med-
ications (e.g., haldol and thorazine) included constipation, dry mouth, blurred
vision, and severe movement disorders, such as tardive dyskinesia. It is hard to say
to a person with a mental illness who adheres to medical treatment but has severely
trembling arms, hands, and legs “Aren’t you glad you're on your meds?” The newer
medications are also problematic if not more so. In particular, two notable side
effects account for most of medication discontinuation: sexual dysfunction and
weight gain.

In terms of sexual dysfunction, medication side effects have been shown to pro-
duce the following physiologic changes: rise in the level of the hormone prolactin,
which can cause breast development in men, disturbances of the menstrual cycle and
inappropriate production of breast milk in women as well as a dramatic decrease in sex
drive for both men and women (Perese & Perese, 2003; Sadock & Sadock, 2007). In
terms of weight gain, the new or novel antipsychotic medications—such as clozapine,
risperidone, olanzapine and quetipine—have been implicated as causes of side effects,
with the most far-reaching biopsychosocial implications. For example, clients taking
clozapine, olanzapine, or risperidone may put on as much as a pound a week for the
first 2 months—the equivalent of consuming 500 extra calories a day, but without the
enjoyment or nutrition of eating food. For more than half the people who continue to
take psychiatric medications, obesity is inevitable, which is conservatively defined as
20% or more above the healthy weight range.

The problem is not simply a matter of gaining a few pounds or even several. Being
overweight, and especially if one is obese, carries other health consequences, including
diabetes, arthritis, high blood pressure, coronary artery disease, and stroke (Vania et al.,
2002; Kramer, 2002). The research is quite clear: these conditions further the likelihood
of a shorter life span, with even more distress and discomfort.

As the above discussion highlights, more than ever before, clinicians are called
upon to understand and address their clients’ complex health and mental health condi-
tions regardless of their agencies” willingness to let them do so. As stakeholders in
mental health system reform, mental health clinicians recognize that for their clients to
become well and treatment to be effective, there must first be a shift in the way they
define, appraise, and treat their clients’ problems—moving from a primary focus on
illness to incorporating a focus on health and wellness. Administrators of mental health
systems also face challenges to the tradition of doing business as usual. Let’s review
their experiences with the mental health system.

Administrators as Stakeholders

Mental health administrators represent a fourth group of stakeholders. Their role is
immense. They are responsible for the structural and fiscal health of their organiza-
tions, without which there would be no mental health services. Key concerns expressed
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by mental health administrators are the human and economic costs associated with a
fragmented mental health system.

Like our clinician stakeholders, mental health administrators are recognizing the
human and economic costs of treating individuals who require care in both the physi-
cal health and mental health care systems (New Freedom Commission on Mental
Health, 2003). The human cost refers to clients who are vulnerable, experience poverty,
and do not feel welcome in either care settings. Economic cost refers to cost upswings
and cost-containment strategies associated with clients who require a combination of
medical (i.e., primary care or emergency room) and mental health services. Although
each of these costs can be significant in its own right, the real issue is not as simple as
whether clients need both medical and psychiatric services—they often do, but the
issue is whether the two systems can be better coordinated and welcoming and at what
cost. It is this systems dilemma—fragmented care and its associated human and eco-
nomic costs—that mental health administrators acknowledge as a pressing concern in
their ability to cost-effectively manage their agencies. The intricacies of these costs are
described below.

Human Costs. Increasingly, mental health administrators recognize that untreated
mental illness will send numerous individuals in search of more expensive medical care
many years before they would naturally need it. In a study by Miller and Martinez
(2003), individuals with a psychiatric diagnosis (e.g., posttraumatic stress disorder,
substance abuse, or schizophrenia) report having been turned away at some point from
primary care clinics. When they were treated, they reported feeling a general lack of
respect along with the implication that their medical problems were psychiatric in
origin.

Over time, these kinds of frustrating experiences affected the person’s willingness
to seek medical care. In a study of 220 individuals diagnosed with severe mental illness
and receiving Medicaid, Berren and colleagues (1999) found higher rates of emergency
room visits for them than for those without mental illness. These individuals sought
treatment at a later time, when emergency services were needed, or they used the emer-
gency room as their point of entry into the health care system.

Even when clients with mental illness are able to access early care, a different set of
challenges occur through the use of multiple systems over time. Fleishman (2003) pro-
vides a unique perspective on the human costs of receiving multiagency care for mental
illness. He makes the point that the benefits of early treatment for symptom manage-
ment (e.g., medication) actually increase the lifetime costs associated with maintaining
that stability over time.

Drug therapy for schizophrenia has complex effects on the global burden of
disease. Currently, the savings attributable to drug therapy results from the
reduction in direct hospitalization costs. However, people with schizophrenia are
now living longer because of decreased suicide rates and better psychiatric care
and many will continue to live in economic dependency. As a result, they will

11
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incur the increased costs of medical illnesses associated with advancing age, such
as heart disease, diabetes, chronic obstructive pulmonary disease, osteoporosis
and arthritis. Given the high costs of atypical antipsychotic medications, it
appears to be safe to say that even if some people who have chronic schizophrenia
improve sufficiently to be less than totally disabled, many will continue to be
dependent on public subsidies because they cannot afford the medication that
produced the improvement (p.143).

Overall, mental health administrators recognize a flaw in their systems when, more
often that not, individuals with mental illness and physical conditions seek the most
expensive kinds of services, such as emergency departments, because existing commu-
nity services are perceived as unfriendly and less accessible.

Economic Costs.  All mental health administrators are required to practice some form
of fiscal accountability. Different health systems have different mechanisms, but most
rely on data sources such as client service utilization patterns to determine the appro-
priate cost-containment strategies. Cost containment is one mechanism that is used to
monitor and control health care costs (Vandiver, 2007). It is also cited as the most con-
troversial aspect of an administrator’s responsibilities. Also known as capitated care,
the term cost containment refers to a fiscal arrangement in which the distribution of
mental health services is restricted to a capitated budget. In other words, those services
are managed, thus “managed care.” Supported by early research, managed care was
found to have achieved cost savings as much as 30% to 40% through the cost-control
strategy of substituting less expensive outpatient care for inpatient care (Zuvekas, Rupp,
& Norquist, 2007). Armed with these data, mental health administrators adopted serv-
ice rationing measures; that is, providing only the most necessary services. In practice,
service rationing may have assured fiscal solvency, but it created ethical dilemmas in
sometimes discouraging clients from seeking needed hospital care.

For mental health clients who need access to both physical health and mental
health services, mental health administrators recognized that cost-containment prac-
tices could interfere with client’s ability to access care in either setting. When clients do
access care, usually through separate systems that have little to do with each other, costs
may be so prohibitive that they may not receive adequate care in either area.

Children with mental health conditions represent one client group that is sensitive
to fragmented service systems and cost-containment practices. As a group, these chil-
dren have multiple needs across multiple service providers and tend to use the more
expensive forms of care. For example, children diagnosed with depression were more
likely to use emergency and ambulatory care services and to have higher expenditures
associated with almost every type of service than children without depression. Whereas
children diagnosed with attention-deficit hyperactivity disorder (ADHD) have been
found to use more medical services, with associated costs approximately twice those
of other children; they have significantly more pharmacy fills and mental health and
primary care visits, with costs comparable to those associated with asthma (Sadock
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& Sadock, 2007). When a child uses such expensive emergency and medical services, his
or her insurance or benefits plan may be quickly exhausted, thereby eliminating cover-
age for mental health services that could have been used for stabilization and ongoing
care. The fragmentation of services comes into play when administrators of both health
and mental health agencies attempt to bill for the services incurred by the client, often
the same service (e.g., assessment/evaluation). It is this duplicate service that is denied
by the insurer, and the whole process starts over again, with the child and family making
a crisis trip to the emergency room because they cannot be seen in outpatient services,
having reached the maximum amount of care allowable under the agencies’ or insurer’s
capitated amount. For the mental health administrator, the fiscal issues are obvious; the
economic solutions are more elusive. Let’s now turn to a review of our final stake-
holder: the policy maker.

Policy Makers as Stakeholders

Mental health policy makers represent a fifth group of stakeholders who have an invest-
ment in mental health system reform. Mental health policy is defined as “an organized
set of values, principles, and objectives for improving mental health and reducing the
burden of mental disorders in a population” (WHO, 2004b, p. 49). Public mental health
policy has been shaped as much by historical and scientific developments of our under-
standing of mental illness as by the efforts of policy makers and or politicians working
on behalf of individuals, families, and communities that have experienced mental ill-
ness at first hand (Mechanic, 2001). Some of the most progressive mental health poli-
cies to date have come about because these same policy makers have considered
themselves stakeholders in the success of mental health initiatives as guided by their
respective constituients and communities. For example, Building on Strengths (Ministry
of Health, 2002; www.moh.govt.nz) is a national policy initiative spearheaded by the
Ministry of Health of New Zealand in coordination with local, state, and governmental
entities. Its aim is to provide guidance and education to health and mental health sector
providers on what they can do to contribute to the positive mental health and well-
being of New Zealanders. However, these progressive kinds of policy initiatives come
with a sizable degree of background evidence for need and effectiveness. One key con-
cern voiced by state policy makers is not knowing what the evidence or science or level
of effectiveness is behind mental health proposals that their constitutients, voters, and
or interest groups present to them.

Evidence and Economic Data. Most policy makers feel that in order to advocate for
mental health reform, it is critical to be able to access accurate and sophisticated sources
of health information and to understand the level of effectiveness a particular policy
will have in terms of the larger population. To paraphrase a popular film caption: “Show
me the evidence!” Yet most policy makers acknowledge that they do not have the time
or even the training to sleuth through scientific journals to gather evidence and infor-
mation that would support their constituents’ concerns.

13
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As stakeholders, mental health policy makers are in the unique position of speak-
ing in dual voices, to their constituents (consumers, families, providers, and adminis-
trators) on the one hand and governmental entities on the other. The success of mental
health reform initiatives is often contingent upon policy makers’ abilities to authenti-
cally persuade legislative budget groups of the need of specific areas of reform. And in
the age of political showdowns, of “Show me the evidence and I'll show you some
money,” mental health policy makers are indeed critical stakeholders for mental health
policy reform.

B Strategies for Mental Health Reform: The Tenets of Health Promotion

So far, this chapter has identified five primary groups or stakeholders—consumers and
family members, clinicians, administrators, and policy makers—who have described in
various ways their concerns, experiences, and needs relative to mental health and health
systems. These are summarized as, respectively, stigma, health-related quality of life,
provider and agency cultural competence, co-morbid health conditions, medication
adherence and side effects, human and economic costs of fragmented systems, and
need for reliable scientific and economic data for policy development. These issues give
rise to four strategies, which are based on health promotion concepts and practices.
They are (1) the use of the multidimensional health promotion framework for optimal
health, (2) a philosophical shift from an orientation based on illness and deficits to one
of health and wellness, (3) an integrated practice model—where health and mental
health are seen as a mutual goal, and (4) a policy-level call for reform.

Let’s return to our definition of health promotion and illustrate how these strate-
gies are a natural fit within the definition. Health promotion is defined as any planned
approach that can be educational (e.g., philosophical shift), political (i.e., policy
reform), or organizational (i.e., integrated practice model) and supports the actions
and conditions of living conducive to the health of individuals, groups, and communi-
ties (e.g., a multidimensional health promotion framework). These strategies are illus-
trated in Figure 1.1.

Multidimensional Health Promotion Framework

Based on the concerns that consumers and families have identified, successful mental
health system reform begins with addressing the issues of stigma, health-related quality
of life, and provider and agency cultural competence. One way to accomplish this task is
for providers, consumers, and family members to work together to create user-friendly,
holistic approaches of care that embrace notions of wellness, partnership, quality of life,
and recovery. O’'Donnel (1989) understood the importance of this alliance when he
developed a multidimensional, health promotion framework using five concepts con-
sidered necessary for wellness, holistic care, and optimal health. These concepts are
emotional, social, physical, intellectual, and spiritual (p. 5). O’'Donnel (1989) describes
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FIGURE 1.1.  Conceptual model for mental health reform using health promotion strategies to
address stakeholder concerns.

these health promotion aspects accordingly. The emotional aspect refers to the caring for
emotional crises and the management of stress. For example, a health promotion strat-
egy would identify areas/aspects of consumers’ and family members’ lives that are mean-
ingful and emotionally supportive (e.g., close relationship with partner or friends at
school or work) and to identify comfort strategies that can be put in place during times
of distress—like phone outreach.

The social aspect refers to communities, neighbors, families, and friends. For exam-
ple, a health promotion strategy would be to encourage consumers and family members
to explore naturally existing social support systems or connections (e.g., bingo group,
church family, or coffee group) that can be accessed on a regular basis—not just during
times of illness. Ideally, these supportive connections are separate from the formal
mental health system. The mental health care provider seeking to support the coordina-
tion of these connections will need to be prepared to consult with all levels of familial
and social support: nuclear, extended, adopted, and possible foster families as well as
friends, acquaintances, and community people—such as pastors and landlords.

The physical aspect refers to fitness, nutrition, medical self-care, and control of sub-
stance abuse. For example, a health promotion strategy would be to develop a personal
wellness plan that incorporates physical activities, health education, nutrition, and fun.
A wellness-oriented approach to physical care can promote treatment adherence through
an awareness of the benefits and liabilities of certain health and lifestyle practices
(e.g., nutrition, exercise, and medication use).
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The intellectual aspect refers to education, achievement, and career development.
For example, a health promotion strategy would be to develop agency and community-
wide public service announcements (a common public health approach) that showcase
the successes of people with mental health conditions. By working together, providers,
consumers, and family members can be successful in their efforts to combat professional
and community stigma, enhance provider and organizational competence; and illustrate
the vital role that recovery plays in the lives of consumers and their family members.

Finally, the spiritual aspect refers to love, hope, and charity. For example, a health
promotion strategy would explore belief systems which include faith, its meaning,
associated religious or spiritual practices and impact on well-being and coping. Part of
being a respectful, culturally competent clinician is to acknowledge and honor con-
sumers and family members belief systems given that religious or spiritual beliefs are
often associated with mature and active coping methods (Sadock & Sadock, 2007).
A health promotion approach would support the consumer’s and family members’
choice of spiritual guide.

While seemingly simplistic in its design, the multidimensional health promotion
framework offers providers a whole new approach to conversing with consumers and
families. If used as part of the initial intake or assessment, critical information can be
exchanged about what is meaningful and working well in the lives of consumers and
family members. The multidimensional framework offers a radical departure from
most assessment methods that tend to be deficits and problem oriented. This holistic
approach to recognizing the mind/body/spiritual/social connection ensures a more
comprehensive approach to health and mental health care and is essential for under-
standing what is valued by consumers and their family members.

Philosophical Shift

Based on clinician concerns about their ability to respond effectively to the increase
in complex health issues and medication-related side effects that their clients are
presenting, successful mental health system reform can begin right at home—start-
ing with a philosophical shift in how clinicians (re)define the focus of their work.
For example, Anthony (2000) and colleagues describe how, in the past, mental
health treatment was based on the belief that people with mental illness did not
recover, that the course of the illness was essentially deteriorative, particularly
without medication, and that the prognosis was poor at best. The practitioner’s
orientation was based on a deficits model, and treatment services were provider-
driven rather than consumer-driven. Further, most mental health clinicians have
not been trained to recognize health conditions despite high rates of co-morbid
health conditions in psychiatric populations. Fortunately, practitioners are now
beginning to participate in a philosophical shift away from a primary focus on a
deficits model of assessment and practice to one that is strengths-based, wellness-
oriented, and recovery-focused—or in other words, a health-promoting focus that
embraces the concepts of health and mental health.
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Cognitive theorists tell us that how we appraise or define a situation determines
the course of action we choose and or how we respond. That is, how we define the
problem influences the solutions we seek. Let’s look at some of the various definitions
of the term mental illness from three perspectives: legal, professional, and individual/
personal.

* Legal: “Mental illness is determined by a state statute: an illness which so lessons
the capacity of the person to use self-control, judgment, and discretion in the
conduct of his affairs and social relations as to make it necessary or advisable for
him to be under treatment, care, supervision, guidance or control.” (North
Carolina Gen. Stat. (1991) 122C-3(21) (Weiner & Wettstein, 1993, p. 48)

* Professional: “Mental illness collectively refers to all diagnosable mental
disorders—which are in turn defined as health conditions that are characterized by
alterations in thinking, mood or behavior or some combination—which are
associated with distress or impaired functioning, disability, pain or death.”
(Healthy People 2010; U.S.Department of Health and Human Services, 2000)

* Focus Group Participant: “Mental illness is the fear of being out of control and
nobody will listen.” (In Our Own Words: Focus Group Participant, 2005)

In most academic training programs and some agency staff development workshops,
the topic of mental illness is usually covered in terms of individualistic diagnostic catego-
ries (sometimes referred to as “labels”), level of functioning (or lack thereof), symp-
tom expression and management, needs, biological treatment, hospital treatment
history, risk factors, and disability—all of which are absolutely necessary kinds of
information to have in order to understand the pain and distress experienced by a
person. However, this focus is mostly on what is not working with a person. In some
settings, the person may actually be defined by his or her diagnosis (e.g., “Sandy the
schizophrenic”). While part of the emphasis on the deficits model of assessment and
practice can be attributed to the insurance industry, which requires “medical necessity
as determined by a diagnosis and active symptoms” in order to pay for services, clini-
cians still share some responsibility in limiting the assessment process to these narrow
categories.

If practitioners are to shift their practice philosophy from a focus on a deficits
orientation to incorporate a wellness orientation, let’s first begin with shifting the lan-
guage of assessment from mental “illness” to mental “health.” Using the same categories
of legal, professional, and individual definitions, let’s review how mental “health” is
defined.

* Legal: It is worth mentioning that there is no “legal” definition of mental health.
* Professional: “Mental health is both an outcome and a state of being which has
numerous dimensions: self-esteem, realization of one’s potential, the ability to
maintain fulfilling, meaningful relationships and psychological well-being; it
is not a statistical norm but a goal toward which to strive.” (Horwitz & Scheid,
1999, p. 2)
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= Individual: “Mental health involves feelings and beliefs; a feeling that one can
control and influence their life experiences; a belief that one has the right as an
individual who is worthy; involves understanding and accepting that psychological
and or emotional problems can occur in ourselves and others and that this is
normal for most people at some state of their lives.” (Society of Health Education
and Promotion Specialists, 1997, p. 4)

While both terms, mental illness and mental health, are necessary in clinical work, each
carries its own set of assumptions and actions. DiNitto (2000) notes that “mental health
professionals have long debated the best way to apply these terms, although it is gener-
ally agreed that these concepts exist as two ends of a continuum” (p. 324). Taken more
broadly, most societies see these concepts as interrelated and would not even attempt to
separate them into distinct categories. Nor do many societies have the mind-body dual-
ism that western societies have when it comes to defining these terms.

The objective of presenting the distinctions in the definitions of mental health and
mental illness is to illustrate how the profession is being pushed to pay more attention
to the more positive definitions of mental health; yet most clinical practice is still
focused on the illness orientation. This is not to say that all it takes is a change of mind
on the part of the clinician to make all those complex issues go away. Rather, the empha-
sis is on encouraging clinicians to see their clients in a broader light, in which health
and mental health become the focus of the assessment and the goals of treatment rather
than a by-product of symptom remission. A true philosophical shift will have occurred
when clinicians are able to draw their professional philosophies from both definitions.
The importance of possessing this dual perspective is captured in the poignant com-
ments made to this author by the mother of an adult son diagnosed with schizophre-
nia. See Box 1.1—Of Mother and Son: “We Need to Know.”

Integrated Treatment Services

Administrators of mental health agencies face an array of obstacles related to the
human and economic costs associated with trying to coordinate care in a fragmented
health and mental health care system. Numerous governmental (Department of
Health and Human Services) and nongovernmental organizations (World Health
Organization) have all produced consensus reports that essentially recommend a
common strategy to address this fragmentation: integrated treatment services—also
referred to as integrated practice model. Integrated care is now seen as a priority for
individuals with severe and persistent mental illness. The term integrated originally
emphasized the relationship between models of treatment for mental illness and addic-
tions in a residential setting. However, during the last decade, integrated treatment has
evolved to refer to “any mechanism by which treatment interventions for co-occurring
disorders are combined within the context of a primary treatment relationship or
service setting; this means the coordinating of substance abuse, mental health and
health treatment systems in a manner in which the client is treated as a whole person,
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Box 1.1.  Of Mother and Son: We Need to Know

Several years ago I was invited to speak at the annual conference of the
Schizophrenia Society of Nova Scotia held in Halifax, Nova Scotia, Canada. [ was
a newly minted doctoral graduate from a public health program in the United
States and was excited about sharing my new-found brilliance on the topic of
health promotion. The organization was a family advocacy group, similar to the
U.S. National Alliance of the Mentally Ill. Audience members were a collection of
family members, consumers, and professionals. My talk was titled “Finding
Common Ground in Diverse Settings: Strengths-Based Case Management,”—a
fairly radical notion, I thought at the time. At the end of my lecture, audience
members applauded politely and I was sure I had swooned them with my lilting
southern accent and brilliant notions about how to focus on the good and healthy
parts of clients—as opposed to the typical problem-oriented focus so typical of
mental health practices of the 1980s and 1990s. At the back of the room, a woman
stood up, thanked me for coming to the meeting, and then, speaking in a soft
voice, taught me an important lesson. Her words were brief and heartfelt. “T am
the mother of a son diagnosed with schizophrenia. I agree with part of what you
say . .. we must remember the healthy parts of our family members who are ill
with this dreadful disease. However, as family members, that’s all we have to hold
onto . . . tiny glimpses of their strengths, and it doesn’t always help. We need to
know what’s wrong, we need to know what’s not working, and, when possible,
why things are the way they are. So you can say all you want about being focused
on the strengths of people, but if we don’t know what’s wrong, how can we help
them make it right? So please, miss, don’t forget to do both. We need the hard
information . . . and so do they.” Clearly, she gave the author information she
needed to know too.

Source: Presentation delivered at Ninth Annual Provincial Conference on Schizophrenia.
Sponsored by Schizophrenia Society of Nova Scotia, Halifax, Nova Scotia, Canada, 1996.

not just a diagnostic category” (DHHS, 2005, p. 12). In other words, an integrated
practice model will support the delivery of specialized assessment and treatment
wherever the client enters the treatment system, link the individual to appropriate
referrals when a provider or agency does not have in-house expertise, and promote the
cross-training of all counselors and staff to develop competencies to treat individuals
with co-occurring mental health and health conditions as well as work as interdiscipli-
nary teams both internal and external to the agency.

The focus on an integrated practice model can be a combination of attention to
co-occurring disorders (e.g., substance use and mental illness), comorbid conditions
(e.g., schizophrenia, HIV, and diabetes), family, employment, and health care. The types
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of interventions offered in an integrated service model will comprise an array of evi-
dence-based interventions including cognitive-behavioral therapy, motivational inter-
viewing, contingency management, mutual self-help groups, psychoeducation, and
family support. Research on services for clients with severe mental illness over the last
decade has found that integrated treatment models that provided services on site and
for at least 18 months resulted in significant reductions in substance abuse, relapse, and
hospital use (DHHS, 2005, p. 13)—all of which address administrators’ concerns over
the human and economic costs of a fragmented system of care.

Administrators who are invested in mental health system reform need not look far
for examples. Miller and colleagues (2003) describe an integrated treatment system of
care involving primary care for veterans with major psychiatric disorders. Like mental
health clinics, the primary care clinic offered treatment for patients with co-occurring
disorders—which in this case involved medical patients who also had serious mental
illnesses. Although the initial focus was different—medical versus psychiatric, the pro-
gram design was similar. The Veterans Administration integrated treatment model had
the following components: on-site primary medical care, medical case management,
and active collaboration and communication between primary medical care and mental
health providers.

Policy-Level Call for Reform

Mental health policy makers frequently scan international and national reports for
population data trends that can be used to advocate for specific policy reform. The
most reliable source of population-based health information is generally derived from a
field of public health research known as epidemiology, defined as “the study of the distri-
bution and determinants of health-related conditions or events in defined populations
and application of this study to control health problems” (Green & Kreuter, 2005; p. 86).
Policy makers can reliably determine from epidemiologic data if there are trends, or pat-
terns, in particular mental health and health conditions that impact their communities,
which, in turn, can guide policy development for resource allocation and or reform.

Mental health policy makers find epidemiologic data informative because they
describe the health status of populations (perhaps even of constitutients or voters) and
can be used to track global trends in illness rather than individual cases. Standard
measures to track health status are usually incidence and prevalence. Incidence refers
to a measure of the frequency of occurrence of a health problem in a population based
on the number of new cases over a given period of time—usually a year. Prevalence
refers to a measure of the extent of a health problem in a population based on the
number of cases (old and new) existing in the population at a given time (Green &
Kreuter, 2005).

For example, state mental health policy makers may be asked by local public health
officials to fund more homeless shelters for individuals with mental illness and human
immunodeficiency virus (HIV) infection. Policy makers would then turn to data
reports derived from epidemiologic research to determine the need for this service
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based on the incidence of new cases of HIV among homeless individuals with mental
illness compared to the existing number of cases of people already being served. If the
incidence of new HIV cases exceeds an already established low prevalence rate, then a
case can be made for designing policies that can jump start funding for the develop-
ment of new resources.

Three seminal sources of epidemiologic data reports that mental health policy
makers may turn to are the World Health Report 2001 (2001), Healthy People 2010 (2001)
and the Institute of Medicine Report—The Future of the Public’s Health in the 21st
Century (2003). For example, epidemiologic research has shown that mental illness
occurs in all regions of the world and is considered an immense public health burden of
disability (WHO, 2001). Epidemiologic data from the World Health Report identify the
top 10 global health risks in terms of the amount of disease, disability, and death. Many
are directly related to mental health. These are unsafe sex, high blood pressure, tobacco
consumption, alcohol consumption, high cholesterol, and obesity. The report’s admo-
nition is that even with modest changes in health behaviors, risk levels may net major
benefits in the health of peoples and costs to countries (WHO, 2001).

A second document, Healthy People 2010, notes that in established market econo-
mies, such as that of the United States, mental illness is on par with heart disease and
cancer as a cause of disability (U.S. Department of Health and Human Services, 2000).
Further, approximately 40 million people aged 18 to 64 years, or 22% of the U.S. popula-
tion, had a diagnosis of mental disorder, and suicide was found to occur most frequently
as a consequence of a mental disorder.

A third document, the Institute of Medicine Report The Future of the Public’s
Health in the 219 Century (IOM, 2003), found that America is far from achieving its goal
of good health for all, despite 20 years of health initiatives. The report lists 20 areas of
continuing priority focus and, like the WHO report, includes many that are directly
related to mental health. These are care coordination, diabetes, hypertension, ischemic
heart disease, major depression, medication management, pregnancy and childbirth,
self-management and health literacy, severe and persistent mental illness, stroke,
tobacco-dependence treatment in adults, and obesity.

In combination, these reports call for much public mental health policy reform.
Their recommendations are based on health promotion principles and practices. These
include:

* Do more than just manage symptoms and actually help consumers move into
recovery with housing and employment assistance.

* Challenge the stigma of mental illness whenever and wherever possible so people
can seek treatment and can function without shame in society.

= Increase awareness of cultural diversity for practitioners.

= Improve sensitivity to the unique behavioral health care needs of both children
and older adults.

* Implement evidence-based treatments that traditionally take way too long to get
from researchers to the field.
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= Become more responsive to co-occurring disorders, since substance abuse and
mental health problems are extremely prevalent.
= Detect problems and intervene as early as possible.

The information contained in these documents clearly indicates a key trend in mental
health that is supported by epidemiologic evidence: a continuing rise in co-morbid
physical health and mental health conditions. If mental health system reform is to
occur, policy makers recognize that they need to be brought on board with the latest in
scientific knowledge on evidence-based mental health practices. One way is to use
epidemiologic data as a source of scientific data to spotlight trends in the presence of
disability, the plight of the individuals, families, and communities affected by these
trends and the lack of appropriate resources to address the residual issues brought on
by these trends (e.g., poverty and homelessness).

B Conclusion

One of the goals of mental health system reform is to enhance the growth of competencies
in both individual and social systems. It is anticipated that the mental health care system’s
current treatment orientation of pathology and disease will be replaced by an orientation
toward wellness, recovery, and hope using a health promotion framework. This shift will
require a change in philosophy and priorities of mental health care systems and an even
greater change in the roles and relationships of mental health care providers, consumers,
family members, policy makers, and members of the general community. As the systems
shift their focus from illness to wellness, consumers and their families simply must become
collaborative partners in the mutual effort to become healthy in the face of mental illness.

After all these decades of a disease-oriented approach, which has had variable
results in controlling symptoms, it seems that now is the time to approach mental
health system reform using the wellness-oriented approach known as health promo-
tion. True to the expressed desires of the various stakeholders—consumers and family
members, providers, administrators, and policy makers—a genuinely integrated system
of care will incorporate the very best of what is known about quality mental health care
and blend it with what is known about quality health care. As stated at the beginning of
this chapter, societies have had the responsibility for millennia to care for individuals
with mental illness, regardless of how it was defined. Let’s make sure that that responsi-
bility is carried out with the concerns of the stakeholders in mind and that strategies
reflect a health promotion framework. This framework must be multidimensional,
wellness-oriented, integrated with multiple systems, and be supported by policy that
makes a real difference in the lives of the stakeholders and their communities.

As Confucius says, “ The fully integrated person (jun zi) is calm and at ease, the
fragmented person is always stressed (sad, worried, anxious, sorrowful, distressed”
(Cleary, 1991, p. 33). Our challenge is to help both individual and system move from the
experience of fragmentation to one of calm and at ease—what is also referred to as
wellness. The remaining chapters explore the various ways in which mental health and
health promotion work together to facilitate the pursuit of wellness.
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In Our Own Words . . . Family and Consumer Perspectives on Mental Health
Treatment Services: Focus Group Feedback

Topic: Integration of Health and Mental Health Care—Part 1

Summary

As this chapter illustrates, current mental health delivery systems are poised to make
systemwide changes, with particular emphasis on the integration of health and
mental health care. Staying with this theme, consumers and family members were
asked to comment on their experiences with the mental health system when they had
a health concern. As noted below, both groups experienced positive and negative
aspects of the mental health system when a health need arose. Family members were
quick to praise the good efforts of providers who offer education on medication but
were critical of the lack of consistent providers and treatment for health conditions
and the crisis orientation of existing care. Similarly, consumers considered lack of
integrated care, stigma, and limited treatment to be serious concerns.

What Can We Learn?

Based on these perspectives, systemwide mental health reform initiatives can
continue to support client and family health education efforts, encourage provid-
ers to work together for optimal integrated care, and reduce the crisis orientation
of services.

The following sections details the results of the focus group meeting as
reported by family members and consumers.

Focus Group Statement: “Describe your experiences with the mental health
system when you have a health problem.”

Family Perspectives

Core Themes Summary of Experiences Comments

(Ranked in order of priority)

First. Education Good efforts at client and “Mental health caseworkers and
family education about doctors have been helpful at
physical effects of nicotine educating me and my son on the
and substance abuse with effects of mixing substances and
meds. how smoking and nicotine effect

medication.” (L., parent)

(continued)
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Focus Group Statement: “Describe your experiences with the mental health
system when you have a health problem.” (continued)

Second—Lack of
Integrated Care

Third—Crisis
Services

Multiple providers leads to

fragmented care.

Mental health services are
too crisis oriented.

“My daughter has two different
doctors and when first diagnosed
with a mental illness, no physical
exam was given for a well-rounded
diagnosis and care” (M., parent)

“Treatment is often offered as a
band aid approach, applied only
after a crisis and often after
repeated requests by family; and
even after that, family are not even
listened too.” (M., parent)

Consumer Perspectives

Core Themes

Summary of Experiences

Comments

(Ranked in order of priority)

First—Lack of
Integrated Care

Second—Stigma

Third—Treatment
Limited

Mental health system does
not address health issues.

Stigma about having a
mental health problem
exists even in mental
health clinics.

Treatment options are
limited.

“My psychiatrists have never asked
what medications I am taking for
physical problems; my case
manager has never asked me
about my physical health. The
public mental health system does
not address health even though we
are trying to keep ourselves
healthy. We want to pursue
wellness just like you—we just
need more help.” (J.V.S., consumer)

“I feel more like a label or a
number than a person with
complex needs—especially when
my worker sees my mental illness
above my physical illness.”

(R., consumer)

“Although my clinic used to offer a
health class, most of my
experiences with mental health
treatment are primarily focused on
psychiatric medications and
behavior in groups. Most frequent
advice was that I should socialize
more.” (]., consumer)




2. HEALTH PROMOTION

When I go to the emergency room for medical care, they turn my case over to the
social worker when they learn I take psychiatric meds for depression—and then
don’t get around to treating my heart problems; it’s as if we are not supposed to
have medical needs.
—J.V.S., consumer

B Chapter Overview

Health promotion is a field born out of an international movement calling for funda-
mental change in the way societies achieve and maintain health for all people, particu-
larly those with mental health conditions (WHO, 2004a). Considered the “new public
health,” health promotion reflects this movement and is considered an emerging field
of action and advocacy designed to address the full range of modifiable and interactive
determinants of health (Baum, 1998). This chapter begins with an overview of the vari-
ous definitions and applications of the term health promotion. This is followed by a
review of key public health concepts: prevention and promotion, risk and protective
factors, and their relationship with determinants of health. The remainder of the chapter
provides a chronological history of health promotion up to present day, reviews the
numerous ways in which health promotion is integrated into mental health services and
policies, outlines limitations, and identifies critical issues for the field. Last, the chapter
concludes with a section entitled “In Our Own Words,” a summary of focus group com-
ments from consumers and family members on the topic of integration of health and
mental health care. For this chapter, participants discuss the following focus group state-
ment: “Describe your experiences with the health system when you have a mental health
problem or need.”

Learning Objectives

When you have finished reading this chapter, you should be able to:

1. Describe the multiple definitions and activities that encompass the field of health
promotion

2. Discuss the differences between health promotion and prevention including risk
and protective factors

3. Describe the history of health promotion efforts and the numerous limitations
and barriers to incorporating this approach into the field of mental health
practice
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4. Identify core themes and concerns expressed through consumer and family
members when asked to describe their experiences with the health system when
they had a mental health problem.

B Introduction

Public health philosophy rests on the notion that the concepts of health and mental
health exist on a continuum and that public health models (e.g., health promotion and
prevention) attempt to do the greatest good for the greatest number of people (Denning,
2000). From these perspectives, it is health promotion that emerges as the most univer-
sal practice model. But what is health promotion? As noted in the previous chapter,
health promotion is defined as any planned combination of educational, political, reg-
ulatory, or organizational approach that supports actions and conditions of living con-
ducive to the health of individuals, groups, or communities (Green & Kreuter, 1999). In
essence, health promotion promotes action strategies that help individuals and com-
munities build healthy public policy, create supportive environments, strengthen com-
munity action, and build people’s capacity to manage their health and mental health
through lifestyle awareness (WHO, 1986). As suggested in the previous chapter, in this
millennium, it is anticipated that the mental health care system’s current treatment
orientation toward illness, pathology, disease, and risk will be modified to incorporate
an orientation toward health, wellness and recovery—the heart of health promotion.

B Defining Health Promotion

Health promotion is a term with a wide range of definitions that have numerous appli-
cations. Its focus ranges from micro applications, such as individual awareness, to
macro applications, such as global risk reduction. Let’s look at some of the various
definitions and applications of health promotion as seen in the literature:

= Individual: At the individual level, health promotion is defined as “the art and
science of helping people change their lifestyle to move toward a state of optimal
health. Lifestyle change can be facilitated through a combination of health
promotion efforts to enhance awareness, change behavior, and create
environments that support good health practices. Of the three, supportive
environments will probably have the greatest impact on producing lasting
change.” (O’Donnell, 1989, p. 5)

Outcome: As an outcome, health promotion is “a process directed toward
achieving a goal or outcome. Although specific outcomes will differ, they nearly
always involve improvement in quality of life and individual change.”
(Mittlemark, 1999, p. 6)

Educational: As an educational approach, health promotion is “any educational
activity which promotes health related learning—i.e., some relatively permanent
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change in an individual’s capabilities or dispositions. It may produce changes
in belief or attitude and facilitate the acquisition of skills; or it may generate
changes in behavior and lifestyle.” (Green & Kreuter, 2005, p. 114)

Activity: As an activity, health promotion can be “any set of specific activities
directed at particular goals, with a strong focus on the rational management of
the population’s health. Much emphasis is placed in the health promotion
literature upon planning and coordination, assessing needs, consultation with
the appropriate individuals and groups, piloting and evaluating programs.”
(Lupton, 1995, p. 51)

General Philosophy: As a general philosophy, health promotion is “based on the
belief that individuals should be allowed to uncover their true state of health, to
reveal their moral standing and indeed shape their true selves by strategies of
personal management and social empowerment.” (WHO, 2004a)

Strategy: Considered a strategy, “mental health promotion activities imply the
creation of individual, social and environmental conditions that enable optimal
psychological and psychophysiological development; such initiatives involve
individuals in the process of achieving positive mental health, enhancing quality
of life and is an enabling process, done by, with and for people.” (Hosman &
Jane-Llopis, 1999, in WHO, 2004a, p. 16)

Environmental: As an environmental approach, health promotion is “the
combination of educational and environmental supports for actions and
conditions of living conducive to health.” (Green & Kreuter, 1991, p. 4)

Human Rights: Considered a human rights value, “mental health promotion
refers to positive mental health, considers mental health as a resource, as a value
on its own and as a basic human right essential to social and economic
development.” (WHO, 2004, p. 16).

Political: Tied to health policy, health promotion is “a process of enabling people
to exert control over the determinants of health and thereby improve their
health; it does so through the actions of building healthy public policy, creating
supportive environments, strengthening community action, developing personal
skills and reorienting health services.” (Ottawa Charter of 1986, WHO, 1986, in
Mittlemark, 1999, p. 6)

Global: As a macro approach to global issues, “key commitments of health
promotion globally are to make the promotion of health central to the global
development agenda, a core responsibility for all of government, a key focus

of communities and civil society and make the promotion of health a
requirement for good corporate practice; health promotion works to enable
people to increase control over their health and its determinants by developing
personal skills, embracing community action, and fostering appropriate

public policies, health services and supportive environments; health promotion
is currently guiding global, national and community health policies to reduce
health risks.” (Bangkok Charter of 2005 for Health Promotion, WHO, 20053,

p- 13 WHO, 2005b, p. 1)
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B Health Promotion and Prevention

Although the focus of this book is on integrating health promotion into mental health
practice, a question bound to arise is “What about prevention?” In deference to the
other half of this important public health duo (health promotion and disease preven-
tion), this section describes the key concepts of prevention, including a discussion on
risk and protective factors, determinants of mental health, and their relationship to
health promotion.

What's the Difference Between Health Promotion and Disease Prevention?

Although the terms health promotion and disease prevention are often used interchange-
ably, conceptually they are distinguishable. The distinction lies in their targeted outcomes
(WHO, 2004b). Health promotion is a much broader concept than disease prevention.
Specifically, health promotion differs from disease prevention in that disease prevention
starts with a particular target condition (e.g., depression related to hyperthyroidism) and
works back through a causal pathway to preventive actions that can reduce the risk of the
disease (e.g., low-fat diet and exercise). Health promotion, on the other hand, is directed
at facilitating and improving people’s general well-being. It aims to “promote positive
mental health by increasing psychological well-being, competence and resilience and by
creating supportive living conditions and environments” (WHO, 2004b, p. 17). Health
promotion is not diagnosis-specific, as is typical in prevention efforts. It transcends spe-
cific medical concerns and embraces less defined concepts of wellness, personal growth,
social betterment, and community enhancement. Prevention and promotion elements
are often present in the same programs and strategies, involving similar activities and
producing different but complimentary outcomes (WHO, 2004a; WHO, 2004b).

What Is Prevention?

The public health definition of prevention as applied to mental disorders is as follows:
“Mental disorder prevention aims at reducing incidence, prevalence, recurrence of mental
disorders, the time spent with symptoms, or the risk condition for a mental illness, pre-
venting or delaying recurrences and also decreasing the impact of illness in the affected
person, their families and the society” (IOM, 1994, p. 17). Prevention is typically about
actions that eliminate or minimize conditions known to contribute or cause different
diseases (Dhooper, 1997), such as salt intake for hypertension or stress in brief reactive
psychosis.

Levels of Prevention

Prevention can occur at various levels. The Institute of Medicine Report (1994) describes
the distinctions between three classic public health prevention levels for physical
illness: primary, secondary, and tertiary.
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Primary Prevention. Primary prevention refers to steps directed to susceptible persons
before they have developed a disease (Roberts & Yeager, 2004). Primary prevention
itself has three levels: universal, selective, and indicated.

Universal prevention refers to interventions that target an entire population, such
as the population in a state or province, city, community, and or the population overall.
As such, universal prevention focuses on a population group that has not been identi-
fied on the basis of increased risk. An example of universal prevention of tooth decay is
the fluoridation of drinking water.

Selective prevention targets individuals or subgroups of the population whose risk
of developing a physical or mental condition is significantly higher than average, as
evidenced by biological, psychological, or social risk factors (WHO, 2004b, p. 17).
Selective prevention is illustrated by steps targeting racial and ethnic minority groups
who bear a disproportionately high burden of mental and physical disability because
they receive less care and a poorer quality of care (U.S. Public Health Service Office of
the Surgeon General, 2001; IOM, 2000).

Indicated primary prevention “targets high risk people who are identified as having
minimal but detectable signs or symptoms foreshadowing mental disorder or biological
markers indicating predisposition for mental disorder but who do not meet diagnostic
criteria for disorder at that time” (WHO, 2004, p. 17). There are many examples of the
need for this type of primary prevention, such as daughters who bear a familial genetic
risk of developing bipolar disorder due to parents having a history of affective disorders
or a family history of any number of conditions from hypertension to colon cancer.

Secondary Prevention. Secondary prevention refers to efforts to lower the rate of estab-
lished cases of a mental or physical disorder in the population (prevalence) using early
detection and treatment of diagnosable diseases (WHO, 2004b, p. 17). An example of a
secondary prevention measure used in public mental health settings is blood work per-
formed to screen for agranulocytosis, a potentially fatal blood condition that can occur
in association with certain psychiatric medications, such as clozapine.

Tertiary Prevention. Tertiary prevention refers to interventions that reduce disability,
enhance rehabilitation, and prevent relapses and recurrences of an illness (WHO, 2004b,
p-17). It is clearly focused on people who already have a physical or mental health condi-
tion. An example is a person diagnosed with schizophrenia who participates in a
psychosocial day program designed to decrease or prevent social isolation and facilitate
the development of social skills.

The Role of Risk and Protective Factors

Prevention efforts are designed to reduce risks associated with a person’s physical or
mental health condition, while health promotion is designed to facilitate that which
protects a person from the condition. These are known as risk factors and protective
factors. The model comprising risk and protective factors has a long-standing history
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in public health and has more recently been applied to social problems, such as sub-
stance abuse, delinquency, and violence (Hawkins, Catalano, & Arthur, 2002).

Risk factors are typically associated with prevention efforts. The term risk factors refer
to factors that increase the probability of developing a disease, health condition, or social
problem. Risk factors may be associated with the increased probability of early onset,
greater severity, and longer duration of major health and mental health problems
(Dhooper, 1997). Mental health risk factors are usually a combination of social, environ-
mental (community or neighborhood), economic, individual, and family characteristics.
Examples include hunger and poor nutrition, poverty, discrimination and racism, lack of
adequate and safe housing, substance abuse, unemployment or underemployment, lack
of access to health care or medications, exposure to trauma, such as war, violence, inti-
mate partner violence, and family genetics (Green & Kreuter, 2005; WHO, 2004b).

Prevention interventions work by focusing on reducing risk factors associated with
mental illness. For example, the primary expression of conduct disorder and substance
abuse among juveniles is running away from home, where the runaway is nine times
more likely to do drugs and alcohol than the juvenile who does not run away (Tripodi,
Springer, & Corcoran, 2007). Substance abuse prevention, then, would do well to focus
on the youth and family at the time of the first incident of running away from home; a
family or school-based approach would be appropriate here to support the family given
findings suggesting that family discipline (actually defined by the likelihood of getting
caught for transgressions) and school failure are predictive of actually running away.
See Chapter 10 for a discussion on children and conduct disorder.

Protective factors are typically associated with health promotion approaches and
refer to variables that improve people’s resistance to risk factors and disorders and helps
protect the person from the onset of the condition or problem. Research finds that
protective factors, like risk factors, are distributed across individuals and family, envi-
ronmental (community), and social groups. Individual protective factors are embed-
ded in features of positive mental health, such as self-esteem, emotional resilience,
positive thinking, problem solving and social skills, stress management skills, and feel-
ings of mastery or self-efficacy (WHO, 2004b). Examples of family protective factors
include shared meals; environmental or community protective factors includes safe
housing; and social protective factors involve participation in community organiza-
tions or activities. Health promotion interventions work by focusing on enhancing
protective factors associated with health, mental health, wellness, and quality of life.
For example, wellness education is one health promotion intervention that focuses on
exercise and diet as protective factors against obesity.

In summary, we are considering prevention chiefly as that which attempts to alleviate
risk factors, while health promotion attempts to develop and enhance protective factors.
It is these distinctions in these two concepts that serve as the foundation for this book.

Prevention Meets Health Promotion: The Interface of Risk and Protective Factors

Traditional approaches to treating mental illness have been to first assess for symptoms
(e.g., presence of hallucinations for at least 6 months—schizophrenia), then to identify
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risk factors (e.g., substance abuse), and finally to provide a prevention-focused inter-
vention (e.g., a drug-free living program) to address those risk factors. These steps are
followed by a program evaluation to determine if an impact has occurred. A health
promotion approach would, in contrast, assess mental health (e.g., well-being), identify
protective factors (e.g., supportive family), and then provide a health promotion inter-
vention (e.g., family psychoeducation) to enhance the protective factors.

For example, it is established that substance abuse is a risk factor and has an adverse
impact on mental health symptoms for individuals diagnosed with schizophrenia
(Netski, Welsh, & Meye