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Abstract
The purpose of this research was lo obtain a profile of the
state of prevention in mental health in Canada. In all the
provinces and territories, we obtained information from
the departments of children's mental health, adult mental
health, and health promotion regarding administrative
supports, personnel, policies, budgets, inter-ministerial
collaboration, training, and programs allocated for prevention. The findings indicate that the rhetoric of prevention
is present in many government policy documents and
there arc many interesting prevention projects that have
been implemented. However, there has not been a reallocation of funding in the health field from treatment and
rehabilitation services to prevention programs, and funding for prevention remains at a very low level. Recommendations to improve the state of prevention arc made.

There is abundant epidcmiological information to
suggest that psychosocinl problems will never be brought
under control by treating the affected individuals one at
a lime. As Offord recently put it, "the burden of suffering
from child psychiatric disorders is extremely high, and
one-to-one clinical interventions can never make a large
dent in reducing this burden" (1995, p. 287). Kramer
(1992) recently documented what he called the "pandemic" of mental and emotional disorders, demonstrating
that prevalent global social trends such as population
growth, poverty and family breakdown are resulting in
exorbitant numbers of children and adults suffering from
one psychosocial problem or another. Using a conservative estimate of prevalence rate of 12% for mental,
behavioural and developmental disorders in children
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around the world, Kramer reports that "the total number
of cases of mental disorders in children under 18 years of
age would increase from 237.8 million in 1990 to 261.5 in
the year 2000, an increase of 10%. In the more developed
regions the number of cases would increase from 37.8
million to 38.2 million" (Kramer, 1992, p. 15). In his
review of epidcmiological studies for child psychiatric
disorders, OH'ord (1995) stales that based on lXSM-iil
criteria, five community studies reported prevalence rates
of 17.6% to 22%. A Canadian study estimated that
approximately 26% of school-age children experience
menial health problems (Offord, Boyle, & Szatmari,
1987). Although prevalence rates for psychological
problems vary depending on informants, instrumentation, and definitions of disorders, OH'ord estimates that
"at the very least, 12% of children and adolescents have
clinically important mental disorders, and at least half of
them are deemed severely disordered or handicapped by
their mental illness" (1995, p. 285). This ligurc is congruent with the one reported by the Institute of Medicine
(IOM) (1994), according to which at least 12% of children
in the U.S. "suffer from one or more mental disorders —
including autsim, attention deficit hyperactivity disorder,
severe conduct disorder, depression, and alcohol and
psychoactivc substance abuse and dependence" (p. 487).
The same report states that 20% of adults in the U.S.
actively suffer from a psychiatric impairment, and 32%
can be expected to develop such an illness during their
life time.
Even in a Utopian scenario in which therapeutic
interventions would be successful 100% of the lime, there
would never be enough mental health professionals to
reach all those in need (Albee, 1990). Moreover, as Albee
(1990, p. 370) has noted: " . . . as the history of public
health methods (that emphasize social change) has
clearly established, no mass disease or disorder afflicting
humankind has ever been eliminated by attempts at
treating affected individuals." This realization, coupled
with the simple yet powerful notion that "an ounce of
prevention is worth a pound of cure," has led governments and mental health professionals to develop prevention and mental health promotion programs.
In spite of tins clear need to shift to a more preventive
orientation, governments have not provided the infrastructures that arc needed for the advancement of
primary prevention in mental health (Goldston, 1991;
IOM, 1994). Often there is a diffusion of responsibility
across organizations and government bodies so diat no
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one has a clear mandate for prevention. Blanchct,
Laurcndeau, Paul, and Saucier (1993) have argued that
for prevention and promotion programs in mental healih
to be integrated into service systems, governments must
provide the following: a formal policy and clear mandate
for prevention, guaranteed and ongoing financial support, an action plan, standards for quality prevention
programs, political and administrative support, strong
leadership and coordination across diverse service sectors,
education, consultation, and technical support for
interventionists, and the development of programs in
steps (from demonstration to institutionali/.ation).
Similarly, the IOM identifies the infrastructures needed for
prevention as falling into the categories of funding,
personnel, and coordination. South of the hordcr, there
are about 30 different centres and/or offices across
several federal departments which conduct some type of
preventive activity. Like here, coordination of these
efforts is lacking.
There arc now many effective, well-documented
primary prevention programs (e.g., Price, Cowen, Loriou,
& Ramos-McKay, 1988; 1OM, 1994). In a summary chart
(pp. 506-511), the IOM study describes 39 illustrative
effective preventive interventions programs addressing
the needs of infants, young children, elementary
school-age children, adolescents, adults, and the elderly.
Unfortunately, many of these initiatives are researcher-driven, highly dependent on research grants,
and, consequently, .short-lived. In short, there is little
information on the extent to which primary prevention
programs arc supported and/or implemented, in spite of
a growing knowledge base and conceptual appeal. The
purpose of this paper is to report the range and scope of
policies, funding, and programs in prevention in mental
health in the Canadian provinces and territories. This is
the first survey of its kind in Canada. The information
from the survey should be useful in at least two ways. First,
as Goldston (1991) suggested, this type of survey can
provide baseline information on prevention and promolion activities for future planning. Unless we know the
current level of prevention activities, we will not be able
to determine if there are shifts in resource allocation
from treatment to prevention in the future. Second, this
survey can identify initiatives in prevention and promotion that may serve as models for planners and policy-makers in other provinces. Thus, the results of the
survey could lead to information sharing and networking.
All of these goals are congruent with the recommendations of the IOM report for progress in prevention in the
U.S.
In Canada, health, education, and social services are
the domain of the provincial governments, while the
federal role is to provide transfer payments, national

demonstration projects, and policy recommendations.
The federal government does have a direct service
responsibility for social programs lor First Nations people.
Two federal reports on healih in the pasi 20 years (Epp,
1986; Lalonde, 1974) have received international acclaim
for recommending a shift away from disease treatment to
prevention and health promotion (Bloom, 1982; Long,
1986). In the context of these general trends in the
health field, the federal report Menial Health firr Canadians: Striking a Balance (Epp, 1988) indicated the need to
increase prevention as a challenge in the area of mental
health. Critics have argued that these documents have
bad little impact on policy and practice (Hancock, 1986;
Wharf, 1989). While Canadian publications have documented numerous examples of primary prevention
programs at the local level (Lumsden, 1984; Prilleltcnsky
& Laurendeau, 1994; Randall, 1981), little is known about
provincial support for such programs.
In the U.S., Goldston (1991) conducted a survey of the
extent of primary prevention activities of the mental
health departments of the 50 states. He found that seven
states had designated prevention units and funding
specifically for prevention programs, while another seven
states had some funding for prevention. The states with
the more developed prevention programs also tended to
have full-time prevention directors, prevention policies,
definitions, and standards, more prevention programs
and training, and a wider range of populations served and
prevention strategies employed, compared with states
with less well-developed prevention programs. Only four
states allocated more than $1 million for primary prevention, and no state allocated more than 1% of its mental
health budget for prevention. Also, prevention units in
seven slates were terminated between 1975 and 1989
(during the Reagan-Bush era). Finally, a follow-up survey
of the seven states with prevention units conducted in
May, 1092 by the U.S. Mental Health Association showed
that only diree states have maintained prevention offices
in their mental health departments (McElhaney, 1992).
Only the states of Michigan (Tableman & Hess, 1985),
Virginia (Rcppucci & Haugaard, 1990), and Ohio provide
a modicum of administrative and financial support to
prevention programs in mental health.
The main focus of this research is on provincial
support for programs aimed at the primary prevention of
menial health problems and the promotion of mental
health. While some writers have made distinctions
between prevention and promotion at a conceptual level
(Blanche! et al., 1993; Dunsi, Trivette, & Thompson,
1990; F.pp, 1988), in practice there is a great deal of
overlap between primary prevention and promotion.
Both primary prevention and promotion programs focus
on the reduction of risk factors and the development of
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TABI.F. l
Structural Characteristics of Prevention in the Provinces and Territories
Province

Ministries/
Departments

Branches/
Divisions/ Units

Administrative unit for
prevention

Financial
support, for
prevention of
MKlll.ll/

Staff
Collaboration
specifically
with other
designated for I ministries/
prevention
> departments

emotional
disorder
(amount)

Prevention j Demonstration I
training i projects or I
special
uitiatives in
prevention

Newfoundland

Health

Mental Health,
Health Promotion
(both part of
Community Health
Branch)

No

Yes*

No

Yes

Yes

Nova Scotia

Health

I lealth Promotion
(part of
Community Health
Services)

No

Yes
($3.1 million,
.2% ol total
1 leallh budget

Yes

Yes

Yes

Health and
Soi-ial Services

Mental Health

Yes

Yes*

Yes

Yes

Yes

I lealth and
Community
Services

Mental Health
Commission,
Health Promotion
and Disease
Prevention Division

Yes

Yes
($4.3 million,
< l % of total
I leallh budget)

Yes

Yes

Prince
Edward
Island
New

Brunswick

Parenting skills
(Nobody's
Perfect)

Suicide
prevention,
self- esteem and
social skills
I building for
j children

(.See next fiagc, Trilik I amtmncd)

protective/growth promotion factors; both use a proactive approach; and both have a population-wide locus.
Our rescarcli examined both primary prevention and
mental health promotion activities.
Like Goldston (1991), we decided to survey provincial
government planners and administrators responsible for
adult and children's mental health. We decided also to
survey government bodies dealing with health promotion,
as some of the programs that they fund focus on the
promotion of healthy infant development and parenting
skills, which arc relevant, to mental health.
METHOD
Queslurnnaire

A detailed five-page survey was based on a similar American survey (GolcLsion, 1991). To encompass both primary
prevention and promotion activities, we employed a
broad definition of primary prevention "... as an active
process of creating social conditions and personal attributes that promote the well-being of people." Moreover,
the questions in the survey instrument made it clear that
our focus was on primary prevention, not treatment or
rehabilitation services. For example, respondents were
given a checklist of prevention programs and asked to
indicate which of these programs were provided in their

province. All of the programs listed were considered to be
illustrations of some of the most, widely used primary
prevention and mental health promotion programs,
based on either community-wide or high-risk approaches.
It is possible that respondents could have included
secondary prevention programs in some of their responses, as there is a gray area between high-risk primary
prevention and early identification and treatment (secondary prevention). However, given our stated focus and
the questions we asked, it is very unlikely that respondents
would include treatment or rehabilitation programs
(tertiary prevention) in any of dicir responses.
The survey addressed a broad range of organizational
and prevention program issues (administrative units for
prevention, staffing patterns, policies, definitions, and
standards, prevention budgets, inter-ministerial collaboration, prevention training activities, targeted populations,
and type of prevention program activities conducted).
Most of the questions used a fixed response format, (e.g.,
"Docs your provincial ministry conduct or provide
financial support for activities on the primary prevention
of mental and emotional disorder and the promotion of
mental health?" is answered either "Yes" or "No"), although there were a few open-ended questions (e.g.,
"Please give examples of either demonstration projects in
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TABLE 1 (CONTINUED)
Structural Characteristics of Prevention in the Provinces and Territories
Quebec

I lealf h arid
Social Services

Health
Promotion,
Youth and

Yes

Yes $
(Total=
$16.0 million,
<.1% of total
health budget)

Yes

Yes

Yes

Prevention of
suicide, violence and
substance abuse,
Family support and
parenting skills,
SeK^tslecm and
social skills building
lor children

No

$.4 million

No

Yes

No

Family support,
promotion of
children and
adolescents
ilevelopment and
well-being,
prevention of
violence

Yes

Yes ($10.-1 million,
. 1 % of K.lal Health
budget)

Yes

Yes

Yes

Best Start (Program
to promote infant
well-being)

Yes ($3.2 million,
<.1% of lolal
budget)

Yes

Yes

Yes

Better Beginnings,
Better Futures
(program to prevent
children's menial
health problems)

Yes

Suicide prevention

Family
Programs,
Substance
Abuse
Programs,
Continuing
Education,
Menial Health
Secretarial lor
Family Aifairs

Health

Health
Promotion
Branch

Community
and Social
Services

Children's
Services
Division

Manitoba

I Iealth

Health and
Wellness,
Mental Health

Yes

Yes*

Yes

Yes

Saskatchewan

1 Iealth

Wellness and
Health
Promotion
Branch

Yes

Yes ($l.!i million.
. 1 % local Health
budget)

Yes

Yes

No

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

In Process

Yes

Yes

Preschool
prevention projects

Ontario

Social Services Child & Family
Services
Branch
Iberia

Health

I Iealth
Promotion,
Mental Health
Promotion and
Public
Relations,
Suicide
Prevention

Yes

Yes*

Yes

Yes

Yes

Suicide prevention

British

I Iealth

Child and
Youih Mental
I Iealth

No

Yes*

Yes

Yes

Yes

Suicide prevention

i'ukoii

I Iealth and
Social Services

I Iealth
Programs

Northwest
erriforics

Social Services Alcohol, Drug,
and

No

Yes

No

School curriculum
for drug and alcohol
awareness

Community
Mental Health
* Detailed funding information was not available

No*

No

Yes*
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prevention or ongoing prcvcnlion programs which your
ministry has developed and/or 1'undcd"). Respondents
were asked to check which primary prevention programs
their ministry/department provided from a checklist of
various program types for children, youth, families, and
adults. A French version of the questionnaire was piepared in order to address the same organizational and
programming issues in Quebec.
Locating and (Contacting Respondents

In August of 1992, an initial letter was sent to various
contact people in each of the provinces and territories.
The purpose of the letter was to ask respondents to help
identify key individuals who would be able to provide
pertinent information on the prevention of mentalemotional problems and the promotion of mental health.
Respondents were asked to identify individuals in the
health ministries/departments, or other appropriate
ministries, responsible for children and adult mental
health and health promotion. The list of respondents was
supplemented by personnel listings recorded in the 1992
Coqms Almanac and Canadian Soarccbook. Finally, due
to Quebec's distinctive organizational structure of health
care and education, we obtained information from more
varied sources there. However, for the sake of consistency
across provinces, these data will be published separately.
In January 1993, a list of respondents was compiled
and each respondent was sent a cover letter and a copy of
the survey. The cover letter outlined the purpose of the
survey, assured respondents that they would not be
personally identified with their responses, and stated that
a report on the findings of the survey would lie submitted
for publication. Respondents were followed up by phone,
mail, and fax until December 1993 to complete surveys
and to clarify responses. Additional respondents were
identified through follow-up and referral. Respondents
included branch directors, assistant deputy ministers, and
program managers. Through this process, 17 potential
respondents in mental health and 15 potential respondents in health promotion were identified. A total of 25
(14 in mental health and 11 in health promotion) of
these 32 people completed the survey, for a response rate
of 78%. The reader should note that we went through a
lengthy process of identifying and contacting diose
people in each of the provinces and territories who were
in the best position to provide us with information about
prevention activities in their ministry/department.
A draft provincial summary based on the survey results
was distributed to respondents and non-respondents from
each province to check for accuracy and omissions. The
feedback to the drafts was included in a final report,
which was sent i.o all respondents and non-respondents.

RESULTS

Summary data on the structural characteristics of prevention in the provinces and territories are presented in
Table 1.
Administrative Units for Prevention

All of the provinces have a health promotion or health
education office within the health ministries/departments, and all but one who responded indicated that
they conduct or fund activities directed at. the primary
prevention of mental and emotional problems. However,
the health promotion units tend to emphasize the
promotion of physical health and the prevention of
diseases. Three provinces indicated that they have a
mental health promotion or prevention unit within the
mental health branch of the health ministries: Prince
Edward Island, New Brunswick, and Alberta. Also, Saskatchewan is in the process of hiring a prevention coordinator for the Child and Family Services Branch of Social
Services.
Staffing
All of the health promotion branches and the other
prevention units mentioned above listed staff directors or
coordinators. In some cases, the director or coordinator
(cither part-time or full-time) is the only staff member
designated for prevention; while in other cases there are
several stall'who work on some facet of prevention. Some
respondents also noted that there are stall" at the local-level who devote some or all of their time to prevention activities.
Formal Written Policies, Definitions, Standards

Five of the eight health promotion branches have policies, definitions, or standards pertaining to prevention.
On the other hand, only two of the nine mental health
branches that responded have developed such policies.
Funding
Information on funding was difficult, to obtain. Only live
of the 10 provinces provided information on prevention
budgets (see Table 1). Funding earmarked for specific
provincial prevention initiatives and for health promotion
units was easier to obtain than funding for prevention in
the mental health branches. Some respondents were
reluctant to provide information on budgets for prevention and/or indicated that they did not keep accounts of
local level prevention activities. Local level prevention
activities arc often integrated widi treatment services,
according to some respondents. From those instances in
which we were able to obtain figures for prevention
funding, it appears thai, the amounts allocated to preven-

166 Nelson, Prillcltcusky, Laurcudeau and Powell
lion or promotion arc very small (less than 1% of the
total ministry budget). The largest allocations for prevention tended to be to health promotion units, of which
mental health promotion is only a small part.

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

TnUrr-ministerial Collaljoration

Populations Served

All of those surveyed indicated lhai their ministry/department collaborates with other ministries in
terms of planning, research, or funding prevention
initiatives. British Columbia has a mechanism for
inter-ministerial collaboration in its Child and Youth
Secretarial, which coordinates the work of five ministries
(Health, Education, Social Services, Attorney General,
and Women's Equality) related to policy and program
development for children and youth. The Secretariat has
staff seconded from the participating ministries, and it
has developed a continuum of care model, which describes services ranging from prevention and early
intervention to treatment, and rehabilitation. The Secretariat for Family Affairs in Quebec and the inter-departmental steering committee responsible for an action plan
for children in Saskatchewan serve similar functions. In
Ontario, three ministries (Health, Education, and Community and Social Services) and the federal government
(Indian and Northern Affairs and Secretary of State) arc
jointly funding, managing, ami evaluating a large-scale
(11 demonstration sites), longitudinal (25 year) demonstration project aimed at the primary prevention of
mental health problems of children, which is called Better
Beginnings, Better Futures (Gottlieb & Russell, 1989;
Peters, 1994). Quebec's Ministries of Education and
Health and Social Services have joint program funding
initiatives for the prevention of substance abuse in youth.

The various health promotion and mental health
branches indicated that they provide prevention programs for infants and pre-school children, children and
youth, adults, seniors, and special initiatives for women
and First Nations people. Thus, prevention programs in
the provinces cover the entire life-span.

Prevention Training Activities

Most of the respondents indicated that their branch
provides some training in prevention. In Quebec, the
Ministry of Health and Social Services has a Continuing
Education Branch with a specific mandate and budget
line for training in prevention for the health systems'
practitioners. Between 1992 and 1995, training programs
were developed and offered in the areas of prevention of
violence and substance abuse and of reduction of
socio-economic inequities. In Ontario, two ministries
(Health and Community and Social Services) jointly fund
die Ontario Prevention Clearinghouse (OI'C). a province-wide, bilingual resource whose core services include
consultation, training, education, resource development,
and information management (Nelson & Hayday, 1995;
Panccr, Nelson, & Hayday, 1990). oi'C coordinates a
series of Prevention Congresses, which arc funded by
government, ministries and other sponsors. In Saskatchewan, the Institute for the Prevention of Handicaps

Demonstration Projects and Ongoing Programs
Respondents indicated a number of different types of
demonstration projects in the prevention of mental
health problems, including parenting skills programs,
suicide prevention, and school-based social skills training
(see Table 1). We also asked respondents to indicate from
a checklist which types of prevention programs their
ministries/departments provided. These results arc
displayed in Table 2. For children, youth, and families,
programs to prevent abuse of children, youth suicide
prevention programs, programs to prevent pregnancy
a n d / o r sexually transmitted disease, support programs
for teen moms, programs to improve parenting skills and
family relations, support programs for first time parents,
family support/home visitor programs for high-risk
parents, programs for premature or high-risk infants, and
school-based social skills ii-iiiiing or self-esteem building
were most frequently mentioned. Programs to prevent
violence against women, suicide prevention programs,
support programs for seniors, programs for adults
experiencing bereavement, workplace stress management
and mental health promotion, community economic
development activities, and parent education were most
often mentioned for adults.
DISCUSSION
In Canada, the logic of prevention has been upheld in
Mental Health for Canadians: Striking a Balance, a report

released by Jake Epp, the former minister of I lealth and
Welfare (Epp, 1988). The report states that "we must
facililaV and encourage initiatives aimed at promoting
mental health and preventing mental illness" (p. 5).
Several provincial reports we reviewed for this study also
endorse prevention as a viable means of addressing
mental and emotional disorders. Our research was
conducted in order to document prevention efforts in
Canada. For the promise of prevention to be fulfilled, it
is important to find out whether the rhetoric of prevention is being translated into action. Unless we kuovv the
type and magnitude of prevention activities being cur-
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TABLE 2
Types of Prevention Programs in Mental Health Provided by the Provinces and Territories
Child, youth, mid family

Cliild, youth, and family

Adults

Types of Programs

Number of Provinces
Territories offering the
Program

Programs to prevent physical or sexual abuse of children
Youth suicide prevention programs
Programs to prevent pregnancy and/or sexually
transmitted diseases
Support programs for teen mothers
Support for first time parents
Programs to improve parenting skills and family relations
Family support/home visitor programs for high-risk parents
Programs for premature or high-risk infants
School-hased social skills training or self-esteem building
Programs to improve school climate and promote
student participation
Programs to prevent datc/ac(|ua'mtanrc rape
Programs for children who have witnessed battering
of their mothers
Adolescent stress management programs
Programs for children of divorce or bereavement
Preschool enrichment programs for high-risk children
Job/life skills training lor adolescents
Genetic counselling for parents
Programs for children who have a parent with a menial health,
substance/alcohol, or criminal history
Programs to improve home-school communication
Programs to promote race relations and appreciation of cultural
diversity in schools
Programs to promote healthy gender relations
Programs to promote cooperation and to prevent violence in schools
Programs to prevent violence against women
Suicide prevention programs
Support programs for seniors
Programs for adults experiencing bereavement
Workplace stress management and mental health promotion
Community economic development activities
Parent education
Self-help groups for adults under stress
Family resource centres for parents at home with children
Programs to improve the climate of the: workplace
and promote worker participation
Retirement planning programs
Workplace conflict resolution
Support programs for new Canadians
Programs to prevent sexual harassment in the workplace
Programs for adults experiencing separation/divorce
Life skills/assertivencss training for adults
Programs for transition to marriage
Job search programs for the unemployed

11
10
10
10
10
10
9
9
9
8
7
7
7
7
7
7
G
(>
o
5
5
\
*)
K
8
7
7
7
7
(i
5
5
4
\
3
3
3
3
2
2
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rently conducted, we would not have a baseline from
which to measure progress in the field. With this goal in
mind, we embarked on llic ambitious project of providing
a profile ol" prevention in Canada. What we found is
helpful in creating a map for research and action on
previously uncharicrcd territory. Our discussion begins
with a portrayal of prevention in Canada, followed by
recommendations for action and research.
The Slate of Prevention in Canada
Prevention activities in Canadian provinces and territories
are conducted by several branches/offices and, in some
cases, by different ministries/departments. Within
ministries/departments of health, die majority of prevention initiatives is managed by health promotion units, of
which mental health represents only a small part of their
budget and personnel. In all of the ministries/departments we surveyed, funding for prevention of mental and
emotional problems was less than J % of the total iriinistiy
budget. This finding, comparable to U.S. statistics (The
Commission on the Prevention of Mental-emotional
Disabilities, 1987), would seem to indicate that the
reactive medical model of health is still, by far, die
dominant one in Canada. Moreover, if respondents
included secondary prevention programs in their responses to ilit: questionnaire, this means that even less
resources are currently being devoted to primary prevention and health promotion.
Some proactive approaches to mental health could be
identified in the Ministry of Community and Social
Services in Ontario, which co-sponsors (he innovative
Better Beginnings, Better Futures program and in the
decentralized health planning of Quebec. Although (here
is a degree of collaboration among different ministries
(e.g., health, education, and social services) in the various
provinces and territories, usually there is not an institutionalized body which coordinates these inter-ministerial
ventures. Examples of emerging prevention models of
inter-ministerial co-operation can be found in British
Columbia, Quebec, and1 Saskatchewan.
Not surprisingly, the two largest provinces, Ontario
and Quebec, seem to be investing more efforts in prevention than the rest. However, while the absolute amounts
of funding are relatively large, the proportion of ministry
funding for prevention is small (less than 1 % of total
ministry budgets) and comparable to that of the other
provinces. We should point out, however, that in comparison to the U.S., Ontario and Quebec seem to be investing
more in prevention than any of the states. For example,
Ontario is investing roughly $5 million per year to the
Better Beginnings, Better Futures project, which is
considerably more than the prevention budgets for any of
the states that have prevention funding (Goldstou, 1991).

The types of prevention activities reported in our
survey range from problem, population-specific, usually
a high-risk group, to community-wide educational interventions. In terms of age groups, the activities reported
cut across the entire lifespan. Some areas that, seem to
receive particular attention are the prevention of child
abuse, suicide prevention, family support, and the prevention of violence against women.
While the language of prevention and health promotion is present in many provincial and federal documents
and while many promising prevention and mental health
promotion programs have been implemented across the
country, the provinces have yet to develop action plans to
reallocate funding and personnel from treatment and
rehabilitation services to primary prevention and health
promotion programs. Unfortunately, our assessment of
the Canadian scene concurs with previous reports thai
government rhetoric: regarding primary prevention and
health promotion has not been accompanied by actions
to shift the paradigm in the health field from one of
treatment/rehabilitation to one of prevention/promotion (cf. Hancock, 1986; Wharf, 1989).
As was noted earlier, treatment and rehabilitation
services, no matter how effective, cannot reduce the
incidence of mental/emotional problems; only primary
prevention and health promotion programs can stop
problems from ever occurring (Albee, 1990). Therefore,
governments that arc serious about reducing the incidence of mental/emotional problems must develop
action plans to reallocate funding and resources from
treatment/rehabilitation to prevention/promotion. With
minuscule budgets (less than 1% of the total health
budgets), what prevention branches can do is extremely
limited. In the U.S., the Commission on the Prevention of
Mental-Emotional Disabilities (1987, p. 229) has recommended that: "Every mental health agency at every level
of government allocate a substantial share of its service,
education and research budgets to prevention, increasing
the allocation to at least 15% by 1995." Provincial governments in Canada must set some goals for the reallocation
of funding and monitor progress towards those goals in
order to establish a stronger basis of support for primary
prevention and health promotion.
Opposition to shifting resources into primary prevention comes from many corners (lOM, 1994; Ryan-Finn &
Albee, 1994). The almost absolutist hegemonic power of
reactive medicine in Western societies, the need to
engage in major social change to improve mental health,
and the somewhat intangible nature of prevention are
some of the barriers (Albcc, 198f>). To them, we should
add an economic recession in which governments have
had to cut spending drastically and are hesitant to launch
new initiatives. In the province ol Alberta, for instance, at
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the lime we collected the data all public sectors were
lacing a 20% cut in spending. There have also been
serious cuts in federal transfer payments to tin* provinces.
At the time of this writing, some provinces reported
major restructuring efforts, some of them dictated not by
health principles but by fiscal realities. In sum, the
current economic situation may be a further impediment
to prevention. Ilo.wever, it is crucial to remember thai
prevention has an economic rationale as well. The
High/Scope Perry preschool project, for instance, had
substantial documented financial returns. "r'or every
dollar invested, the 30-week program returned six dollars
to taxpayers and the (i(>-week program returned three
dollars" (Schweinhart & Wcikart, 1990, p. 109).
Recommendations for A ction

Based on our research, we are in a position to make a few
recommendations to improve the status of prevention in
Canada. They pertain primarily to issues related to policy
and planning. We present suggestions for action at the
ministerial/departmental, provincial, and federal levels.
Ministeruil/departmenUd level Our first recommendation
pertains to the creation of definitions, standards, and
policies for primary prevention. Only health promotion
branches seem to have clear guidelines as to what constitutes primary prevention and health promotion. Only two
mental health branches currently have such policies.
Consequently, it is difficult to account for prevention
activities and monitor them. Having a mandate for
prevention with clear guidelines will do much to foster
the promotion of positive mental health. The mere
creation of such a document, will send a message to
workers that prevention is being given the importance it
merits. Unless prevention is defined and distinguished
from other interventions, there is no way to tell what is
and what is not prevention. While definitions of primary
prevention vary among authors (Blair, 1992), we contend
thai as a minimum requirement, prevention activities
should he proactive, population-wide interventions
designed to create social conditions and personal atlril>uies that promote the mental and emotional well-being of
people.
Having standards of prevention will facilitate the
creation of accounting mechanisms and databases to
document prevention efforts in the various ministries/departments. The development of management
information systems is essential for the accounting,
monitoring, and evaluation of intervention programs.
Once criteria for what constitutes a prevention activity
have been formulated, recording systems can be put in
place to account for budgets, programs, and personnel
hours. The IOM (1994) report contains a similar recommendation, urging agencies to identify their funded programs for prevention, and having separate ac-

counts for the various types of interventions. With the
implementation of accounting systems for prevention, we
recommend the establishment of a baseline against which
progress in the field can be measured. Our findings
suggest that this baseline be set at about . 1 % of total
health spending.
But mandates and management information systems
arc not sufficient for fostering prevention. In addition to
forma) policies, various authors have pointed to the need
to have secure and continued financial support., specific
action plans with detailed goals, standards for quality
control, demonstration projects and implementation
plans, institutional support, leadership, iuter-iiiinislcrial/departmcnlal coordination, technical support and
training (Blanche!, et al., 1993; Goldston, 1991; Pransky,
1991; Tableman, 1980; The Commission on the Prevention of Menlal-Kmotional Disabilities, 1987). For all of the
above to occur, at the very least there should be an office
or person responsible for promotion and prevention
within each ministry/department and at the provincial
level. This leads us to the next level of recommendations.
Inler-minutmal/provindallnieL It became obvious to us
that prevention is not. the unique jurisdiction of one
branch in one ministry. Prevention in Canada is conducted by more than one branch and sometimes by more
lhaii one ministry/department- While there is merit in
having discrete prevention units within ministries/
departments, it is equally important to have a provincial
secretariat for prevention. This body could co-ordinate
iiiler-niinisterial prevention projects as well as initiate
some of its own. We strongly believe that unless the
prevention of mental and emotional disorders is identified as a priority area, with its unique office, budget and
personnel, prevention efforts will continue to be overshadowed by traditional reactive approaches. Kxperienced
prcveiitionists emphasize the need to institutionalize
prevention to avert its marginalizalion (Blair, 1992;
Bloom, 1982; Blanche!, et al., 1993; Goldsion, 1991;
Hosniau, 1992; IOM, 1994; Pransky, 1991; Tableman,
1986).
We envision a secretariat thai could operate either
within an established ministry or have independent status.
In either case, this secretariat would have to adopt, all the
policy, definition, information management, design,
implementation, and evaluation considerations recommended at the ministerial/departmental level. Ideally,
there should be concordance between the guidelines of
the secretariat and the collaborating ministries. A possible
model for this secretariat could emerge from the British
Columbia Child and Youth Secretariat or the Saskatchewan Inter-ministerial Committee on Children and Youth.
Federal kiwi. As Blair (1992) put it, "there is a need for
national policies on the: primary prevention of mental
health in order that there can be long-term planning
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aimed at long-term goals" (p. 87). It would seem thai in
(.Canada die £pp report provided ihe initial framework for
die development, of such concrete policies. Judging from
die litde progress on prevention across the nation, more
than a statement of desired directions is required. Following Bloom (1982), we agree that "it may be necessary to
develop an agency solely concerned with primary prevention" (1982, p. 143). A similar call has been made by
Hosman (1992) to advance prevention in Europe. Based
on the health promotion focus advanced by Healdi and
Welfare in this country, this federal ministry may be an
appropriate place to house such an agency. It should be
noted, however, that federal capacity to influence the
provinces is diminishing as federal transfer payments to
die provinces arc being reduced.
A federal office of primary prevention, similar to the
prevention office of the National Institute of Mental
Healih in the U.S. (Goldstoii, 1991), could be in charge of
developing definitions, standards and policies, funding
demonstration projects, providing technical support, and
convening annual meetings of government officials,
researchers and professionals to discuss progress in the
field. More specifically, this office could survey the various
provincial ministries to determine dicir needs for support
in the area of prevention, for such "centralisation of
planning and policy-making should...not be carried out
at the expense of die necessary decentralisation and
localisation of some of the planning functions and much
of primary preventive practice" (Blair, 1992, p. 87).
Evaluation of prevention efforts is crucial in the
creation of cost-effective interventions (IOM, 1994). A
research team that could offer consultation to the provinces could be a useful role the envisioned agency might
play. In addition, this office could fund or operate a
national prevention clearinghouse, modeled perhaps
after the one successfully implemented in Ontario, or
after the one run by the National Association of Mental
Health in the U.S.
Epidemiological studies demonstrate that the cost of
psychosocial problems is extremely high, both in human
and economic terms (Kramer, 1992; IOM, 1994; WHO,
1985). The reduction of human suffering and the
long-term financial savings may well justify the money and
energy expended on creating a federal office of promotion of mental health and prevention of mental and
emotional disorders.
Recommendations for Further Research

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

in-depth survey of all ministries/departments and
branches/units possibly involved in prevention in the
provinces and territories. This could include rninisirics/dcparliiieiiLs of education and social services and
public health branches in the health ministries/departments. A more in-depth investigation of each province
could have uncovered more prevention activities than we
found.
This investigation was limited to provincial-level
interventions. Many prevention projects occur at the
regional, municipal, local, and grass-roots level. School
boards, for instance, conduct many prevention projects,
as do the provincial ministries/departments of education.
While such an investigation of preventive interventions at
the local level can be an enormous task, it can be very
helpful in preparing a provincial audit or inventory of
proactive mental health initiatives.
In addition to the empirical undertakings described
above, the conceptual task of creating an analytical
framework for prevention interventions of different kinds
is also veiy important. This conceptual scheme would he
helpful in developing accounting systems for various
ministries. The Ottawa charter for health promotion
offers a conceptual framework thai may be applied to the
classification of prevention programs. Such attempts have
already been undertaken by Perreanlt, Roy, and Renaud
(1992) and by Anderson and O'Donncll (1994) in the
area of health promotion. The charter offers clear health
parameters that may be utilized to categorize preventive
interventions.
Another potentially useful classification system can he
derived from die IOM definitions of universal, selective, or
indicated preventive interventions. A universal preventive
measure refers to an intervention "that is desirable for
everybody in the eligible population" (p. 20), whereas a
selective preventive measure "is desirable only when the
individual is a member of a subgroup of the population
whose risk of becoming ill is above average" (p. 21).
indicated preventive measures apply "to those persons
who, on examination, arc found to manifest a risk factor,
condition, or abnormality that identifies them, individually, as being at high risk for the future development, of a
disease" (p. 21). Utilizing the charter, the IOM, or another
suitably consistent classification system, we may be able to
place different efforts at prevention in an analytical
framework that, would make comparison among programs
and evaluations easier. For instance, efforts to develop
policies to enhance women's equality may count as indirect
polity prevention work, as opposed maybe to programmatic
direct preventive interventions such as those dealing with
child abuse or preschool interventions. Other possible
conceptual dimensions can be system-centred or per-
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son-centred prevention (Cowcn, 1980). These are some of
the possible dimensions to be accounted for by a conceptual and analytical framework of prevention.
Summary and Conclusion
The purpose of this research w;ts to begin creating a
profile of prevention in (iinada. To lhat end we surveyed
government, bodies responsible for adult and children's
mental health and health promotion. While most of these
bodies in the provinces and territories report having
personnel and budgets for prevention, with some notable
exceptions, in comparison to more traditional reactive
approaches to mental health, prevention receives an
infinitesimal amount of total ministry/department
budgets, usually in the neighbourhood of . 1 % . Our
conclusions are constrained by a few limitations, not the
least of which is the fact that most ministries/departments
do not have a proper accounting system to document
expenditures on prevention, claiming that many preventive activities arc embedded within other services.
Innovative inter-ministcrial/departmcntal ventures,
research and demonstration projects and resource
centres for prevention were identified. In order to
capitalize on the momentum gained by these initiatives
and several provincial and federal reports extolling the
virtues of prevention, we recommended the creation of
provincial and federal offices of prevention. We recommend the creation of offices with clear mandates, personnel and budgets to carry out promotion and prevention
activities. While the language of prevention seems to be
taking a hold in die health care field, and many impressive projects were reported, much remains to lie done to
accord prevention the place of prominence it deserves in
mental health care.
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for their lime in completing the survey, the many people
who helped us to identify the participants, and Pamela
Johnson arid Leslea I'eirson for their assistance with data
collection. Address correspondence regarding this article
to either of tin- first two authors at the Department of
Psychology, Wilfrid Laurier University, Waterloo, ON
N2L 3C5.

Resume
Lc but de cettc recherche ctait de dresser un portrait
de la prevention en inaucrc de sante men tale an Canada. Tons les iniiii.si.eres provinciaux ct tcrriioriaux
responsables tie la sante inentalc pour enfants, dc la
santc uieiiiale pour adultes ct de la promotion de la
sante nous ont foumi des rcuseigiiemcnts sur les ressources, le personnel, los politiques, les budgets, la

collaboration intcr-ministerielle, la formation el les
programmes consacres a la prevention. Les rcsultais
indiqucnt quc la rheloriquc dc la prevention se retrouve dans plusieurs documents de politiques gouverncmciiliiles el quc plusieurs projeLs interessants sur la
prevention ont etc mis sur pied. Toutefois, les credits
consacres aux services de traitemem ct dc rehabilitation
n'oiil pas etc reaffectes aux programmes dc prevention
el le financcment de la prevention demeure tres faiblc.
L'article rccommande ties facons d'amcliorcr la situation.

References
Anderson, D.R., & O'Donncll, M.P. (1994). Toward a
health promotion research agenda: "Slate of the science" reviews. American Journal of Health Promotion, 8,
462-465.
Albee, G.W. (1986). Advocates and adversaries of prevention. In M. Kessler & S. E. Goldslon (Eds.), A decade of
progess in primary prevention (pp. 309-332). I lanover, NH:
University Press of New England.
Albee, G.W. (J990). The futility of psychotherapy. Journal
of Mind and Behavior, i7(3/4), 369-384.
Blair, A. (1992). The role of primary prevention in mental
health services: A review and a critique. Journal of Community and Apjibed Social Psychology, 2, '77-94.
Blanchet, I.., Laurendeau, M.-C, Paul, D., & Saucier, J.-K.
(1993). I.a prevention et la promotion en sante mentale.
Bouchcrvillc, Quebec: Gaetan Morin Kditcur.
Bloom, B.L. (1982). Advances and obstacles in prevention
of mental disorders. In H. C. Schulherg & M. Killilea
(Kds.), The modern practice of community mental health
(pp. 126-147). San Francisco: Jossey-Bass.
Cowen, E.L. (1986). Primary prevention in mental health:
Ten years of retrospect and ten years of prospect. In M.
Kessler & S. E. Goldslon (Eds), A decade ofprocess in
primary pevention (pp. 3-45). Hanover, Nil: University
Press of New England.
Diinsl, C.J., Trivette, CM., & Thompson, R.B. (1990).
Supporting and strengthening family functioning:
Toward a congruence between principles and practice.
Prevention in Human Services, 9, 19-43.
Epp, J. (1986). Achieving health Inr all: A framework for
health promotion. Canadian Journal ofPublic Health , 77,
393-407.
Epp, J. (1988). Mental health for Canadians: Striking a balance. Ottawa: National Health and Welfare.
Goldslon, S.E. (1991). A survey of prevention activities in
state mental health authorities. 1'rofessional Psychology:
Research and fraclice, 22, 315-321.
Gottlieb, B.H., & Russell, C.C. (1989). Better Beginnings,
Belter Futures: Primary prevention in Ontario. Canar
dian Journal of Community Mental Health, 8(2), 151-152.

172 Nelson, Prillelltmsky, Laurendcau and Powell
Hancock, T. (198G). Lalonde and beyond: Looking back at
"A New Perspective on the Health of Canadians." Health
Promotion, I, 93-100.
Hosman, CM.II. (1992). Primary prevention of mental
disorders and mental health promotion in Knrope:
Developments and possibilities for innovation. In C. W.
Albee, L. Bond, & T.V. Cook Mousey (Eds), Improving
children 's lives: Global perspectives on prevention
(pp. 151-167). London: Sage.
Institute of Medicine (1994). Reducing risks for m/m/al disorders: Frontiers for' frreventive intervention research. Washington, D.C.: National Academy of Sciences.
Kramer, M. (1992). Barriers to the primary prevention of
mental, neurological, and psychosocial disorders of
children: A global perspective. In C. W. Albee, L. A.
Bond, & T.V. Cook Monsey (Eds.), Improving children's
lixws: Global perspectives on prevention (pp. 3-30). London:
Sage.
Lalonde, M. (1974). A new perspective on the liealth ojCanadians. Ottawa: National Health and Welfare.
Long, B.B. (1986). The view from the top: National prevention policy. In M. Kessler & S.E. Goldston (Eds), A
decade of progress in primary prevention (pp. 316-362).
Hanover, Nil: University Press of New England.
Lnmsden, II.P. (Ed.). (1984). Community mental health
action: Primary prevention programming in Canada. Ottawa:
Canadian Public Health Association.
McElhancy, S. (1992). From bad to worse ... and the light
at the end of the tunnel. The. Community Psychologist, 26
(I), 7-8.
Nelson, C , & Ilayday, B. (1995). Advancing prevention in
Ontario, Canada: Follow-up to a utilization-focused
evaluation. Prexienlion in Human Services, 12{\), 43-68.
Offord, D.R. (1995). Child psychiatric epidemiology: Current status and future prospects. Canadian Journal of
Psychiatry, 40, 284-288.
Offord, DR., Boyle, M.H., & Szatmari, P. (1987). Ontario
Child Health Study, II: Six month prevalence of disorder and rates of service utilization. Archives of General
Psychiatry, 44, 832-836.
Panrer, S.M., Nelson, C , & Ilayday, B. (1990). The Ontario Prevention Clearinghouse: Part I - History and
program description. Journal of l'rimary Prevention, 10,
241-250.
Perreault, R., Roy, I)., & Keuaud, L. (1992). Promotion tie

la same: tin exercise de mise en application de la Charle
d'Oltawa. CanadianJournal of Public Health, 83, 34-37.
Peters, R.D. (1994). Better Beginnings, Better Futures: A
community-based approach lo primary prevention.
Canadian Journal of Community Menial Health, 13(2),
183-188.
Pransky, J. (1991). Prevention: 'Hie critical need. Springfield,
Ml): The Burrell Foundation.
Price, R.TI., Cowen, E.L., Lorion, K.P., & Ramos-McKay, J.
(Eds.). (1988). Fourteen ounces ofprevention. Washington,
n . c : American Psychological Association.
Prilleltensky, I., & Iaurendeau, M.C. (KcLs.). (1994). Prevention: Focus on children and youth [Special issue].
Canadian Journal of Community Menial Health, 13(2).
Randall, D. (Ed.). (1981). Contributions to primary frrevention
in mental liealth: Working papers. Toronto: Canadian
Mental 1 leallh Association/National.
Kcppucci, NIX, & Haugaard.JJ. (Eds.).(1990). The Virginia experience in prevention |Special issue]. Journal of
Ihimary Prevention, 10(4).
Ryan-Finn, K.D., & Albee, G.W. (1994). Empowerment as
primary prevention: A commentary. Canadian Psychology,
35, 382-387.
Schwcinharl, L.J., & Wcikart, D P . (1990). The
1 ligh/Scopc Perry Preschool Study: Implications for
early childhood care and education. In R. P. I-orion
(Kd.), Protecting the. children: Strategies for optimizing emotional and behavioral development (pp. 109-132). New
York: The 1 lawoi th Press.
Tableman, tt., & Hess, R. (1985). Prevention: The Michigan experience |Special issue). Prevention in Human
Scnrices, 3(4).
Tableman, B. (1980). Statewide prevention programs: The
politics of the possible. In M. Kessler & S. E. Goldston
(Eds.), A decade ofprogess in primary prevention (pp.
333-345). I lanover, NH: University Press of New England.
The Commission on the Prevention of Mental-Emotional
Disabilities (1987). Report of major findings [Special
issue]. Journal of Primary Prevention, 7(4).
Wharf, B. (1989). Implementing "Achieving Health for
All." Canadian Review of Social Policy, 24, 42-48.
World Health Organization (1985). Prevention of mental,
neurological and psychosocial disorders. Author.

