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WITNESS STATEMENT OF PROFESSOR HELEN HERRMAN AO
I, Helen Edith Herrman, say as follows:
1

I make this statement on the basis of my own knowledge, save where otherwise stated.
Where I make statements based on information provided by others, I believe such
information to be true.

2

In preparing this statement, I have drawn on a variety of sources including articles I
have published and evidence I am aware of by reason of my career as an academic
researcher. As a result, I may have not always cited the precise source of that
knowledge, but I have endeavoured to include within the bundle of documents within
attachments to this statement certain articles which support certain of the matters I set
out in this statement.

Introduction
3

I am currently President of the World Psychiatric Association (WPA). The WPA is
responsible for representing national psychiatric associations. I am in the middle of a
three year term as President. I am also the Head of Vulnerable and Disengaged Youth
Research at Orygen. In that role, I lead the Vulnerable and Disengaged Youth research
area, funded through the National Health and Medical Research Council. Our research
is designed to improve the mental health of young people in out of home care. My other
research programs include youth, technology and mental health, depression in primary
health care, and supported decision making in mental health care. My work at Orygen
overlaps with activities conducted with the WPA related to the mental health of young
women and young men living in adversity, and supporting best practice in relationships
between service users, family carers and practitioners.

4

I currently hold a range of other appointments. By way of example, I am director of the
World Health Organization (WHO) Collaborating Centre in mental health, Melbourne,
and a practitioner fellow of the Australian National Health and Medical Research
Council. I was a member of The Lancet Commission on Global Mental Health and
Sustainable Development that reported in 2018. I currently chair The Lancet-WPA
Commission on depression. I am a member of the editorial board of several
international journals in mental health and psychiatry including World Psychiatry,
Psychiatric Research, Archives of Women's Mental Health, Indian Journal of Psychiatry,
African Journal of Psychiatry. I am appointed as an Officer of the Order of Australia
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(AO) and Doctor of Medical Science (honoris causa) by The University of Melbourne. I
have been inducted to the Victorian Honour Roll of Women.
5

I attained a Bachelor of Medical Science from Monash University in 1967 and I
completed a Bachelor of Medicine Bachelor of Surgery in 1970, also at Monash
University. I completed a Doctor of Medicine in 1982 at the University of Melbourne. I
have been a Fellow of the Royal Australian and New Zealand College of Psychiatrists
since 1987, a Foundation Fellow of the Australasian Faculty of Public Health Medicine
since 1990, and a Fellow of the Faculty of Public Health, Royal Colleges of Physicians
(UK) since 1982.

6

I completed medical training at Prince Henry's Hospital in Melbourne and the Royal
Women's Hospital in Melbourne. I completed work in Oxford, England with the Oxford
Regional Health Centre. I was also a specialist medical officer in the planning and
research division at the Health Commission of Victoria between 1979 and 1980 before I
commenced my psychiatric training. I have been a psychiatrist since 1987. As Professor
and Director of Psychiatry in St. Vincent's Health Melbourne (1992-2007), I had a
leadership role in the development of an integrated area mental health service under
Australia's national reform of mental health care in the 1990s. For one year (2000-01) I
acted as regional adviser in mental health for the WHO Western Pacific Region, based
in Manila.

7

I commenced my academic career in or around 1979 at the University of Melbourne as
a lecturer in the Department of Community Health. I have held a range of academic
appointments since that time and I am currently a Professor at the University of
Melbourne. My main fields of scholarship include psychiatric epidemiology including
mental disorders in homeless people and prisoners, clinical service development
including community mental health and mental health in primary care, and mental health
promotion. I am currently involved in research programmes on improving mental health
for young people in out-of-home care, on violence, gender and mental health, on youth,
technology and wellbeing, and on depression in primary health care. My publications
include 220 peer-reviewed scientific papers, 7 edited books, 28 book chapters, and 23
monographs and reports.

8

Attached to this statement and marked ‘HEH-1’ is a copy of my curriculum vitae. That
document details the various appointments, consultancies and other roles in which I
have been engaged in the mental health field during my career in psychiatry.

What is meant by the term “public health”?
9

Public health is a discipline in itself; university degrees are offered on the topic. In my
experience, the term 'public health' typically refers to what a community can do in an
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organised and collective way to improve health in communities and reduce inequalities
in health status. The public health approach encompasses support for the promotion of
health, the prevention of illnesses and disability, and the treatment, rehabilitation and
recovery of those already suffering. These activities are all needed and complementary,
for mental health as well as for other fields of health.
10

I have been working and researching in what I consider the field of public health for
several decades. Until recently, it was not generally considered that mental health
formed a part of public health. Historically, in most countries around the world, mental
health services were alienated from health services and mental health was not
considered seriously when public health actions were planned. Asylums were built
outside towns and the predecessors of psychiatrists often had weak links with the
medical profession. The idea that positive mental health outcomes later in life could be
generated through public health actions with children and families for example, or that
health professionals could advocate for intervening positively by way of parenting or
schooling, was considered to be unrealistic and outside the realm of public health.

11

The mental health reforms in Victoria in the 1990s, which formed part of the national
reforms, included the idea and practice of mainstreaming psychiatry and mental health
within general health. Victoria was regarded a world leader in this work and in the
development of community mental health services. In the meantime there has been a
lot of work internationally to improve the understanding and evidence that mental health
is part of health and public health. An example of the global recognition of mental health
as a part of public health is the 2018 report of the World Health Organization
commission on non-communicable diseases which included mental health along with
the other non-communicable diseases including heart health, diabetes and cancer.
Mental health was included for a number of reasons. Important among them was the
evidence for a number of common risk factors between mental and physical ill-health.
By way of example, experiences of physical and sexual abuse and other forms of
maltreatment of a child, especially when combined with a lack of support from a family
member or equivalent, have long term adverse consequences for mental and physical
health throughout life.

Mental health has also been included explicitly in the UN

Sustainable Development Goals (within Goal 3, health and wellbeing), a collection of 17
goals set by the United Nations General Assembly in 2015 for all countries for the year
2030.
12

The notion that mental health is part of public health is as well accepted in Victoria as it
is anywhere.
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What is meant by “mental health promotion”?
13

Mental health promotion has been a part of my scholarship for several years. It is a
large topic and I provide only a summary here. To that end, I typically refer to the term
‘mental health promotion’ as referring to a concept which is akin to action and advocacy
designed to address the full range of potentially modifiable determinants of mental
health. These determinants include in my experience not only those related to the action
of individuals, such as their behaviours and lifestyles, but also factors in the social and
physical environment that allow healthy choices. These include the levels of income and
social advantage, education, employment and working conditions, safety and security, a
physical environment that supports mobility and interaction, and access to appropriate
health services.

14

Health promotion and prevention are necessarily related and overlapping activities.
Because the former is concerned with the determinants of health and the latter focuses
on the causes of disease, promotion is sometimes used as an umbrella concept
covering also the more specific activities of prevention. In this respect, I am aware of,
and can provide to the Commission if needed, a strong body of evidence which
identifies the personal, social and environmental factors promoting mental health and
protecting against ill health. I have in the past clustered these factors conceptually
around three themes, namely:
(a)

the development and maintenance of healthy communities which then provide a
safe and secure environment, good housing, positive educational experiences,
employment and good working conditions, a supportive political infrastructure, a
reduction to conflict and violence, self-determination and control of one’s life,
and community validation, social support, positive role models, and the basic
needs of food, warmth and shelter;

(b)

each person’s ability to deal with the social world through skills such as
participating, tolerating diversity and mutual responsibility. This is associated
with positive experiences of early bonding, attachment, relationships,
communication and feelings of acceptance;

(c)

each person’s ability to deal with thoughts and feelings, the management of life
and emotional resilience. This is associated with physical health, self-esteem,
the ability to manage conflict and the ability to learn.

15

The fostering of individual, social and environmental qualities, and the avoidance of the
converse, are the objectives of mental health promotion and prevention. The avoidance
or prevention of illness has been further categorised by reference to the stages of
intervention in an assumed causal chain, namely:
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(a)

primary (to prevent onset of illness);

(b)

secondary (to reduce the duration and associated disability by early treatment);
or

(c)

tertiary (to reduce sequelae).
When causal pathways to illness can be identified (for example, as in some cases of
depression), the concept of stages of illness development can be useful in the
planning of appropriately staged interventions to prevent mental illness and
intervene as early as possible in the course of illness.

16

Another approach to health promotion and prevention of illness categorises
interventions according to the levels of risk of illness or scope for health promotion, in
various population groups, and makes it clearer what type of collective action is
required, namely:
(a)

universal (directed to the whole population eg good prenatal care);

(b)

selected (targeted to subgroups of the population with risks significantly above
average eg family support for young, poor, first pregnancy mothers); or

(c)

indicated (targeted at high risk individuals with minimal but detectable
symptoms eg screening and early treatment for symptoms of depression and
dementia).

17

Attached to this statement and marked ‘HEH-2’ are three articles I authored titled ‘The
need for mental health promotion’ published in the Australian and New Zealand Journal
of Psychiatry 2001, “The status of mental health promotion’ in Public Health Reviews
2012, and ‘Mental health promotion’ in the Encyclopedia of Public Health 2018. These
papers provide further detail concerning the matters addressed in paragraphs 13 to 17
of this statement.

How important is mental health promotion in the context of public health?
18

In my view, the importance of mental health promotion in the context of public health
cannot be overstated. There are a range of reasons for this position. However, by way
of summary, 8 aspects are of particular importance.

19

First, experience has shown that many adverse outcomes can be avoided with early
recognition and treatment, or with appropriate and sustained support for people and
families living with long-term illness. However, most people with potentially remediable
disorders are not treated. There is a continuing failure to recognise and treat mental
illness, particularly anxiety and depression, in people attending general practitioners or
general hospitals. Approximately 20% of these patients suffer from a well-defined
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mental illness, often associated with a physical illness. In a high proportion, this is
chronic with substantial disability and increased use of health care. The cost to the
community is very high.
20

Second, there is a temptation for services, governments and non-government
organisations in the face of the overwhelming distress and disability related to mental
illnesses to concentrate almost exclusively on those with established illnesses and
neglected needs for treatment. Experience from the rest of medicine, however, along
with emerging evidence for early intervention, suggest that the effective and efficient
response to mental health needs is seen to include additional components – for
example, attention to the needs for early intervention, as well as health promotion and
prevention of illness, and support for rehabilitation and recovery.

21

Third,

for

many

professionals

and

non-professionals

whose

experience

is

institutionalised care for people living with potentially entrenched illnesses and
disabilities, early intervention, prevention of illnesses and the promotion of mental health
are seen as removed from the most urgent problems and even as diverting resources
from these. However, early intervention, along with prevention and health promotion,
are based on the need to avert episodes of illness as well as avoid the losses in health
and productivity that accompany poor mental health for patients and families.
22

Fourth, early case identification and intensive treatment of a first episode of illness was
first proposed as a preventive strategy for the psychotic illnesses in the 1990s. Since
then, evidence has accumulated demonstrating that early intervention not only leads to
better clinical and functional outcomes for patients, at least while this model of care is
maintained, but is also more cost-effective than standard care. By way of example, the
early psychosis model has created a paradigm shift in today’s psychiatry – ie the move
to a preventive, rather than largely palliative, psychiatry. This has led to an increasing
focus on the mental health needs of our young people: the age group at highest risk of
developing a mental illness, and those who have the greatest potential to benefit from
early intervention with a preventive or, at least, pre-emptive focus. Indeed, in my area of
scholarship, youth mental health is now considered a global public health challenge,
particularly in the light of the shift of the burden of disease in the developing world
towards the non-communicable diseases.

23

Fifth, screening, or the pursuit of earlier diagnosis, and treating defined high risk groups,
are two strategies used in several areas of health care. These strategies are important
in preventing and treating a number of defined disorders such as breast cancer and
depression. In primary health care, for example, preventive interventions are likely to be
effective with groups at high risk of depression, such as people who are bereaved,
mothers with a previous episode of postnatal depression, and those who drink harmful
levels of alcohol. Counselling, education and support by members of the health and
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social service teams can be crucial in preventing or intervening early in episodes of illhealth.
24

Sixth, and by way of example, the evidence is now strong that child abuse and neglect
are powerful risk factors for a number of psychiatric disorders, including substance
abuse, for physical ill health, and for adult homelessness. Interventions (such as
teaching parenting in secondary schools, and supporting families) that can reduce the
occurrence of child abuse and neglect may ultimately yield a large dividend by
preventing social and mental health problems. However, more efforts are currently
made now in the form of tertiary prevention in child protection services than in the above
interventions.

25

Seventh, early detection and treatment of illness and effective management of
disabilities can make a profound difference to outcomes for people with depression,
anxiety and psychotic disorders. This requires primary health and community-based
mental health services which are linked with each other and with social, housing and
employment services. The victims of abuse and young homeless people with mental
illness, among others, often fail to get access to the required types of help.
Collaboration and shared training between youth workers, welfare and accommodation
workers, and mental health and drug service workers are vital, as is the voice of
consumers.

26

Eighth, bearing in mind the intimate connection between physical and mental health,
many of the interventions designed to improve mental health will also promote physical
health, and vice versa. Mental health promotion in this sense is broader than currently
understood given I am aware of literature which indicates it can be effective in the
prevention of mental disorders as well as in the prevention of a whole range of
behaviour-related diseases and risks such as smoking, unprotected sex, AIDS or
teenage pregnancy. Especially in those cases where resources are scarce for mental
health promotion, multi-component interventions that tackle generic determinants of
mental and physical health can lead to multiple outcomes including the reduction of
negative consequences such as unemployment and the increase of mental well-being
and quality of life. An efficient strategy is to embed mental health promotion
components in existing health promotion programmes, such as those already
implemented in the community. Combining mental and physical health strategies
potentially can lead to positive health, social and economic outcomes and large savings
on resources.

27

Attached to this statement and marked ‘HEH-3’ and ‘HEH-4’ are two papers I authored
which provide further detail as to the importance of mental health promotion in the
context of public health. ‘HEH-3’ is a paper titled ‘Early intervention in psychiatry for
poorly resourced countries’ published in the journal ‘Early Intervention in Psychiatry’.
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‘HEH-4’ is a paper titled ‘Early intervention as a priority for world psychiatry’ published in
the same journal.
What are the aims and expected outcomes of mental health promotion?
28

The aims and expected outcome of mental health promotion is necessarily dictated by
the group leading the relevant promotion. In my research, I typically describe the aim of
mental health promotion as raising the position of mental health in the scale of values of
individuals, families and societies, so that decisions taken by government and business
improve rather than compromise the population’s mental health, and people can make
informed choices about their behaviour.

29

In addition to its specific interventions, the aims of mental health promotion can be
achieved when policy-makers in different sectors, such as education, welfare, housing,
employment and health sectors make decisions resulting, for example, in improved
social connection, reductions in discrimination on grounds of race, age, gender or
health, and improved economic participation. In this context, mental health promotion is
more than the prevention of mental disorders although these are necessarily related
and overlapping activities (the former being concerned with the determinants of health
and the latter focused on the causes of disease). The aims of improving mental health
and lowering the personal and social costs of mental ill health require a comprehensive
public health approach that encompasses support for the promotion of health, the
prevention of illnesses and disability, and the treatment, rehabilitation and recovery of
those already suffering. Just as mental health is part of health, so the promotion of
mental health is integral to health promotion and public health.

30

Examples of the aims and expected outcomes of mental health promotion are:
(a)

social interventions aimed at improving mental health among unemployed
people;

(b)

altering school environments in ways shown and designed to avert the
antecedents of suicide (depression, harmful drinking and deliberate self-harm);

(c)

parenting support to reduce the chances of domestic violence and abuse, and
improving the nurturing of children; and

(d)

interventions (such as teaching parenting in secondary schools, and supporting
families) aimed at reducing the occurrence of child abuse and neglect.

What is the evidence base for the effectiveness and impact of mental health promotion?
31

In short, experience from medical fields outside of psychiatry, along with the growing
evidence for effective early intervention, suggests that the effective and efficient
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response to mental health needs in all countries will include attention to early
intervention, as well as health promotion and prevention of other types.
32

Evidence exists for the effectiveness of a wide range of exemplary mental health
promotion programmes and policies. Their outcomes show that mental health promotion
is a realistic option within a public health approach across settings such as perinatal
care, schools, work, and local communities. In many fields of life, well-designed
interventions can contribute to better mental health and well-being of the population. I
am aware of numerous studies over the last two decades in mental health promotion
and mental disorder prevention which have shown that such programmes can be
effective and lead to improved mental health, health, social, and economic
development. Attached to this statement and marked ‘HEH-5’ is a copy of the World
Health Organization’s Summary Report titled ‘Promoting Mental Health: Concepts,
Emerging Evidence and Practice’. Page 34 of this document provides citations to a
number of relevant studies.

33

Topic-specific literature overviews have also confirmed that programmes can be
effective to prevent behaviours such as child abuse, conduct problems, violence and
aggression, and substance use, and in different settings, including schools and
workplaces. Similarly, meta-analyses have been undertaken to assess programme
efficacy in the fields of harmful drug use for children and adolescents, mental health for
children, interventions for infants and children up to six years of age, prevention of child
sexual abuse and prevention of depression. Page 34 of attachment HEH-5 again
provides citations to publications that are a sample of relevant literature which supports
this proposition.

34

The World Health Organization (WHO) publication titled ‘Promoting Mental Health’
provided as attachment HEH-5 to this statement also provides examples of effective
mental health promotion based primarily on evidence from controlled trials, including
quasi-experimental studies, and studies using a time series design. The programmes
and policies illustrate the wide variety of strategies to promote mental health in the
population across different system levels and stages of the lifespan. The WHO report
provides examples of relevant evidence concerning, among other things, reducing the
misuse of addictive substances, intervening after disasters, preventing violence, and
interventions for mental health promotion – for example, interventions in the early
stages of life, pre-school educational and psychosocial interventions, reducing violence
and improving emotional well-being in the school setting, school-based interventions for
mental health, reducing the strain of unemployment, stress prevention programmes at
the workplace, and improving the mental health of the elderly.

35

Early intervention in clinical mental health practice is also well-developed, aiming to
promote early recovery and minimise and prevent psychosocial disability. Robust

79299823

page 9

WIT.0001.0020.0010

evidence now suggests that significant improvements in disability can occur after two
years post-diagnosis. The idea that people with severe mental health problems will
necessarily or even typically experience decline in function over time is now discredited
as in all fields of disability. The diagram below demonstrates the points where early
intervention can support psychosocial functioning. I have sourced this diagram from an
article I co-authored titled ‘Enabling choice, recovery and participation: evidence-based
early intervention support for psychosocial disability in the National Disability Insurance
Scheme’ in the journal titled Australasian Psychiatry, a copy of which is attached to this
statement and marked ‘HEH-6’.

36

Essentially, the case for investment in prevention requires a degree of specificity. We
need to examine the specific cross-sectoral interventions that are known to act on
modifiable influences on mental health. These interventions hence are likely to prevent
mental ill health of various types and reduce its immediate and later social and mental
health impacts. There is evidence that supports various cost-effective measures of this
type; and of effective ways to deploy existing resources to improve mental health while
also achieving other desired outcomes. By way of example, there is a case for
examining the best use of educational resources, in terms of outcomes for children,
including health, education and social outcomes. The impact on mental health (as well
as other educational and social outcomes) of changes in policies and practices in
schools (for example) can be assessed, but we do not currently conduct these
assessments often enough.

What difficulties are faced in the implementation of mental health promotion strategies?
37
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(a)

in my experience, confusion and vagueness about the concept of mental health
is a powerful reason for the low priority given to mental health programmes, and
the difficulty in mobilising all those concerned to support an overall strategy.
The understanding that mental health is integral to health is far from universal.
The belief that mental health and mental illness are mutually exclusive leaves
the focus for intervention on treatment. Information on effective public health
actions for mental health is not readily available to decision-makers or to
communities, making it difficult to engage those concerned with an overall
strategy for health. The lack of strategies to make efficient use of available
resources, and the difficulty of working in partnership across sectors, represent
missed opportunities for identifying and introducing mental health promoting
interventions;

(b)

I have had conveyed to me the belief that mental health or physical health can
exist in isolation. However, health includes mental, physical and social
functioning, which are interdependent. The WHO definition of health from the
founding of the Organization in 1948 conveys this idea – that is: ‘[h]ealth is a
state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity’. Likewise, mental and physical illnesses do not
exist on their own. Mental illness can accompany, follow, or precede physical
disorder;

(c)

difficulties in developing evidence-based capacity for early intervention include
stigma, unwarranted pessimism about the effectiveness of treatments and
capacity to deliver these, and exiguous resources dedicated to mental health.

Who are the key groups involved in mental health promotion?
38

The prevailing policy setting over the last two decades has meant that health
professionals have not been widely engaged in promoting mental health. As a result,
the WPA aims to encourage clinicians to see the win-win of promoting mental health:
they have an important role in advocacy, in training and supporting other health and
social workers, as well as their direct role in managing complex clinical problems for
those people referred to or presenting to them. This could best be facilitated in a
coordinated inter-sectoral system which has the ability to deal effectively with
determinants early in life as well as influences acting in later life.

39

Beyond clinicians, the activities or interventions in mental health promotion practice take
place at several levels. Some are distant from the individual and targeted at the whole
population, such as policies to tax alcohol products. Healthy policies aim to alter the
macroeconomic or cultural environment to reduce poverty and the wider adverse effects
of inequality on society. These include policies and regulations on legal and human
rights, promoting cultural values, encouraging equal opportunities, tax policies and
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incentives, and hazard control. Sufficient evidence now exists to support the local
application and evaluation of a range of policy and practice interventions to promote
mental health. A project known as the DataPrev project financed by the European
Commission summarises the evidence available about effective interventions for
promoting positive mental health through parenting, in schools, at work, and in older
ages, supported by economic analyses. The results show that a series of different types
of interventions—ranging from psychological support to taxation, for different target
groups and contexts—are promising in the promotion of mental health.
40

Other interventions are closer to the individual. Examples are home visiting and health
promotion programs. The interventions may be designed to strengthen individuals, with
an emphasis on vulnerable people such as displaced persons or malnourished children.
They may be designed to strengthen communities (as in community development and
neighbourhood renewal) or improve living and working conditions (eg adequate
housing, improving food security and nutritional value, and making work conditions
safer), with an emphasis on disadvantaged areas and specific sectors or settings
respectively.

How can resources from other sectors be harnessed to advance mental health
promotion?
41

Mental health programs often involve spheres of action beyond health care.

42

A number of important interventions relate to public information and policy change – for
example, efforts to create a more tolerant society and reduce stigma and discrimination
generally, including that related to race, gender or people with disabilities. The attention
to violence and its causes and consequences, including the critical links between
violence and alcohol use in young men, is an example of cross-discipline coordination
to develop community policies and programs designed to improve family and
community safety and hence promote mental health. In individualistic societies,
strategies which require collective endeavour need to be well articulated and justified. In
societies with a stronger collective orientation, some programs such as improving
antenatal care seem obvious and are readily organised.

43

Public health action is most effective when experts and policy-makers work in
partnership with communities. In community development programs for example,
including those directed to improving public safety and reducing youth crime, or those
focused on improving social connections (associated with better mental health) people
directly affected make a joint decision on priorities for action and then decide on how to
achieve the desired outcomes.
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44

Mental health may be promoted through the work of education, employment, urban
planning and other community sectors; by sharpening the capacity of primary health
care systems and schools for example to be more attentive to mental health. Improved
mental health can in turn assist them with their own education, health or employment
outcomes. Mental health and public health experts can recommend strategies for
promoting mental health in the work of these sectors; and support the development of
partnerships needed to accomplish the work and its evaluation. A whole-of-government
approach is ideal. Though it is difficult to find examples of this being fully achieved.
However, we should not be satisfied with the sub-optimal results of poor coordination
between sectors.

45

There are practical initiatives that need to be encouraged from a system design
perspective. It is necessary to engage closely with the people who have a relevant lived
experience. We also need to recognise that integration takes time and resources. It is
not simply a realignment of responsibilities.

46

Several actions are needed. By way of example, promoting community understanding
about the nature of mental health and its value and about mental illness is key to
changing the policies and practices in education, employment, law and health which are
critical to mental health. Respect for the human rights of those with mental illness is an
important initial step to improving treatment and care services.

47

There should be developed a set of priorities for mental health promotion and programs
for prevention of mental illness which are institutionalised yet flexible, based on
evidence, and ‘mainstreamed’ with health promotion where relevant. There is a need for
coordinated efforts by politicians, governments, educators and health professionals to
develop plans and evaluate programs and policies. There is also a need to develop
integrated programs of research and health promotion which add to the evidence base
and change in response to its implications. The WHO Mental Health Action Plan 20132020 has as one of its four principal goals the promotion of mental health and the
prevention of mental ill-health and suicide. One of the targets relates to the
implementation of functioning multisectoral mental health promotion and prevention
programs.

48

There is a need to develop and maintain best practice in services to people with mental
illnesses. This requires services research to establish:
(a)

adequate access to services and early intervention for those that need it, as in
the early detection and treatment of depression, anxiety and psychosis; most of
those needing this help are young people as the peak age of onset of these
conditions is between 15 and 25 years of age;
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(b)

the needs of those with longstanding and severe disabilities, and ensuring that
they are not overlooked;

(c)

how best to include consumers and families in service planning and monitoring;

(d)

effective approaches to interagency working: how best to facilitate work
between the many agencies, including health, housing, employment, social
services and the voluntary sector, which are needed to provide comprehensive
services and support;

(e)

how to facilitate cooperation and communication between general practitioners,
community health and specialist mental health services; and how to provide
community-based care for those with a range of illnesses across the life course,
in a balanced hospital and community service;

(f)

the staffing and training requirements of successful community care. The
training, support and attitudes of service providers, whether health, mental
health, housing or police, need as much continuing attention as community
attitudes;

(g)

how to support the informal carers of people with severe illnesses and
disabilities;

(h)

assessing disability and quality of life as well as symptoms is important to
understanding the illness burden and the cost effectiveness of services and
supports for people with mental illness.

49

In the treatment sphere, there is a need for integrated services. However, we are no
further ahead than many other countries. By way of example:
(a)

we are yet to fully integrate the housing system, mental health and drug and
alcohol services, and the primary health care system;

(b)

some of my earliest work was on homelessness and mental illness and, just as
a program titled ‘Housing First’ has been a successful initiative in North
America, investment in housing is an important foundation. Broader training for
housing workers, alcohol and drug workers, and mental health workers would
better equip them to support people with a range of these problems;

(c)

a close alignment is needed between the mental health system and the child
protection system. This requires an injection of resources and for people from
the different sectors to feel comfortable with working together;

(d)

having a closely aligned system is ideal with regard to mental health and drug
and alcohol services. The training and administration systems are often
separate, and the clinical services may not be aligned. Mental health services
may have difficulty treating individuals who have a heroin addiction, for
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example. There would be value in giving trainee psychiatrists exposure to both
mental health and drug and alcohol training, but currently not everyone gets this
broad training;
(e)

addiction services tend to be marginalised. There is an addiction call service
which has on-call drug and alcohol specialists. Doctors in general practice or
hospitals (often in emergency departments) can call and ask for over-the-phone
advice to deal with a drug overdose or related problem;

(f)

suicide prevention and mental health promotion have tended to be different
discourses up to now. A holistic view will assist both fields;

(g)

there is increasing urgency and growing community concern to understand why
children and young people from Australia’s indigenous population are removed
from their homes more often than the non-indigenous population;

(h)

maternal and child health services would ideally work closely with mental health
experts for training and support of midwives and nurses and other providers in
the detection and management of depression and other perinatal mental health
problems. These have a significant impact on child development as well as on
the life of the women and families affected.

50

In addition, there are obvious coordination difficulties in integrating services which are
administered by different institutions and government departments. People with poor
mental health and related disabilities need support from a trusted, integrated
environment which can withstand the ups and downs.

51

By way of example:
(a)

children and young people with a history of out of home care are more likely
than those without this history to attempt suicide and to be homeless within a
short period of leaving care, a concern highlighted in the Victorian Cummins
Inquiry that reported in 2012. There is also a growing concern about a strong
association between children who enter residential care and those in contact
with juvenile justice. Each week in Victoria over 60 young people are placed in
Out of Home Care (OoHC). On any single day approximately 7700 are in OoHC
placements. Around 90% live in home-based care and the remainder in
residential care.The number of children and young people in OoHC in Australia
is escalating, as more stay longer in care. In 2013-14, there were 43,000 living
in OoHC, more than double the national numbers in 2001. Aboriginal and
Torres Strait Islander (ATSI) young people are living in OoHC at almost ten
times the rate of their non-ATSI counterparts. The Australian Productivity
Commission estimated direct national expenditure on child protection services
in 2009-10 as $2.5 billion dollars, of which OoHC accounted for 65% or $1.7
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billion. A similar situation exists in other countries including the USA, and the
UK. A longitudinal study of young people leaving care in Australia in recent
years reported that nearly 50% had attempted suicide within four years. One in
three young women had become pregnant or given birth within 12 months of
leaving care. Thirty five percent of young people in state care in another study
had become homeless within 12 months of leaving care;
(b)

in my experience, studies on the mental health needs of the young people and
their carers were well received by the agencies responsible for managing the
care and by the caring families and young people. Relevant studies have found
that placement instability is common in the out-of-home care sector. This is a
major concern given that stable care environments are required to ameliorate
psychological

trauma

and

health

impacts

associated

with

childhood

maltreatment. International research confirms that foster care children who
experience placement disruption and instability are at heightened risk of a range
of poor outcomes. Well-designed intervention-based research is required to
enable greater placement stability, including strengthening the therapeutic
capacities of out-of-home carers of young people. However dissemination of the
findings can be difficult: it can be difficult to find a foothold to discuss the study
findings. The findings and the implications are discussed in a number of articles
I have co-authored. This issue crosses the areas of child protection, mental
health, homelessness, juvenile justice and women’s welfare, yet these are all
supported by different bodies. While we are still working in silos, I cannot think
of an area in the world that does not;
(c)

there has been a lot of attention directed to concerns about out of home care,
and how to manage the problem of behavioural disturbance related to poor
mental health. I am aware of many solutions that have been proposed, including
providing separate residential care services for young people who are
disturbed, with the expectation that they will re-enter the mainstream system
afterwards. However, they may continue to be disturbed and distressed. This
demonstrates the strong need for sustained systems that work together;

(d)

but the difficulties integrating services are not insurmountable. The studies we
conducted at Orygen and referenced above (the Ripple project) were supported
by the National Health and Medical Research Council and conducted in
collaboration with government and non-government services in the sector. They
investigated how to integrate mental health support into the out-of-home care
system. The work attracted strong interest from the Office of the Commissioner
for Children and Young People and the sector generally. We worked with a
range of providers including Mackillop, Anglicare, the Salvation Army and the
Victorian Aboriginal Child Care Agency. We had positive findings about the way
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that mental health practitioners and care providers worked well together in
these environments. This increases our concern about the need for
collaboration across sectors. What are the difficulties with integrating services?
52

There are obvious coordination difficulties in integrating services which can be
administered by different institutions and government departments. As a result, there
has been a tendency for long term repair to mean long term psychotherapy, instead of
health being supported by a trusted, integrated environment which can withstand the
ups and downs.

53

By way of example:
(a)

there is often a strong link between children who come out of foster care and
juvenile justice. Advocacy on this was not easy to disseminate. It was difficult to
get a research grant and to find a foothold to discuss the need for funding. This
is due to the way issues and organisations are structured in silos. This issue
crosses the areas of child protection, mental health, homelessness, juvenile
justice and women’s welfare, yet these are all supported by different bodies.
While we are still working in silos, I cannot think of an area in the world that
does not;

(b)

there has been a lot of attention directed to the issue of out of home care, and
how to manage the problem of behavioural disturbance related to poor mental
health. I am aware of many solutions which have been proposed, including
providing separate residential care services for young people who are
disturbed, with the expectation that they will go back into the mainstream
system afterwards. However, they may end up continuing to be disturbed. This
demonstrates the strong need for sustained systems which work together;

54

But the difficulties integrating services are not insurmountable. At Orygen, we
conducted a project supported by the National Health and Medical Research Council on
how to integrate mental health support into the out-of-home care system. This project
attracted lots of interest from the Commissioner for Children and Young People and the
sector generally. We also worked with a range of providers including Mackillop,
Anglicare, the Salvation Army and the National Aboriginal Children’s group. We started
to get some interesting work in the microcosm – eg mental health practitioners were
working with care providers. This was a big undertaking. However, I do believe it will
improve outcomes for the relevant children who were a part of the programme.
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What are some examples of best practice globally when it comes to mental health
promotion? What impact have these approaches had?
WHO Mental Health Action Plan 2013-2020
55

The WHO’s Mental Health Action Plan 2013-2020 recognises the essential role of
mental health in achieving health for all people. It is based on a life-course approach,
and aims to achieve equity through universal health coverage and stresses the
importance of prevention.

56

The Action Plan has four major objectives, namely:
(a)

more effective leadership and governance for mental health;

(b)

the provision of comprehensive, integrated mental health and social care
services in community-based settings;

57

(c)

implementation strategies for promotion and prevention; and

(d)

strengthened information systems, evidence and research.

In other areas of global public health there has in the past been a lack of clear empirical
evidence for the effectiveness of interventions and a lack of certainty about the
mechanisms of these interventions. For example, it took decades to determine
conclusively that smoking created a high risk for heart disease, lung disease and
cancer. Yet the international and national efforts to reduce smoking has changed the
pattern of disease in many countries. Where there is a lack of evidence, it is sometimes
necessary to assess the evidence that exists, particularly the association between the
intervention and intermediate outcomes (for example the association between family
support and greater social contact for the parents/better school attendance for children),
and act in the face of uncertainty. In these situations, it is important to evaluate the
outcomes of the actions in terms of the intermediate outcomes as well as the longer
term outcomes (including better mental health and function). This in turn adds to the
evidence base.

58

There are some examples of good integration of early intervention, prevention and
recovery initiatives in certain places. In New York City, there is an initiative called
“ThriveNYC”, in which the City Mayor has injected $1 billion in an effort to link together
the systems which support mental health recovery.

59

Some of the best examples of practice globally come from our own state. Integrated
youth mental health services have been introduced in some parts of Victoria. These
integrate early help that is available through online and walk-in services linked to
primary health care, social welfare, and mental health and addiction services (as in
headspace centres), to further specialist treatment and support for those that need it.
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This is the attachment marked ‘HEH-1’ referred to in the witness statement of Professor Helen
Herrman dated 1 July 2019.
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Helen Edith Herrman

Birth Name:

Helen Edith Sloan

Citizenship:
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CONTACT DETAILS
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Australia

Work Telephone:
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QUALIFICATIONS, MEMBERSHIPS AND FELLOWSHIPS
Qualification

In Full

Year

Conferring Institution
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DMedSci (Hon)

Doctor of Medical Science
(honoris causa)
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MD

Doctor of Medicine
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The University of Melbourne
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MBBS

Bachelor of Medicine/Bachelor of
Surgery
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Monash University
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Bachelor of Medical Sciences
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Monash University
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FRANZCP
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Zealand College of
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FAFPHM

Foundation Fellow, Australian
Faculty of Public Health Medicine
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Royal Australasian College of
Physicians

Australia
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AWARDS
•

Officer of the Order of Australia (AO) (2017)

•

Doctor of Medical Science (honoris causa) awarded by The University of Melbourne (2016)

•

Inducted to the Victorian Honour Roll of Women (2013)

•

Honorary Fellowship, World Psychiatric Association (2011)

•

Practitioner Fellowship, National Health and Medical Research Council of Australia (2011-2019)

•

RANZCP College Citation for contribution to national and international psychiatry (2010)

•

International Distinguished Fellowship, American Psychiatric Association (2009)

POSITIONS HELD
Current Appointments
•

Professor of Psychiatry, Centre for Youth Mental Health, The University of Melbourne and Orygen, The
National Centre of Excellence in Youth Mental Health

•
•

President, World Psychiatric Association (2017-2020)

Director, WHO Collaborating Centre for Research and Training in Mental Health, St Vincent’s Health and
The University of Melbourne (2004 - present)

•
•
•
•
•

Practitioner Fellow, National Health and Medical Research Council of Australia (2011-2019)

Honorary Professorial Fellow, Department of Psychiatry, The University of Melbourne
Honorary Consultant Psychiatrist, St Vincent’s Health Melbourne

Immediate Past President of the International Association of Women’s Mental Health (2017-2019)

Associate Editor, Early Intervention in Psychiatry

Past Appointments - International (selected)
•
•
•
•
•
•
•
•
•

Immediate Past President of the Pacific Rim College of Psychiatrists (2016-2018)
Member of the Lancet Commission on Global Mental Health (2015-2017)

President Elect, World Psychiatric Association (WPA) (2014-2017)

Secretary for Publications and member of Executive Committee, WPA (2005-2011)
Board Member/President of the Pacific Rim College of Psychiatrists (2008-2016)

President Elect/President of the International Association of Women’s Mental Health (2013-2017)

Member of Steering Group, Lancet Advisory Group on Global Mental Health (2005-2008)

Committee Member, World Economic Forum Global Agenda Council, Health and Well-being (2009; 2011)

Member of Board of Directors and Regional Vice-President Oceania, World Federation for Mental Health
(2007-2011)

•

Chair of the Global Consortium for Advancement of Promotion and Prevention in Mental Health (20082011)

•
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Vice-President of the International Federation of Psychiatric Epidemiology (2005-2009)

Acting Regional Advisor in Mental Health for the WHO Western Pacific Region (2001-2002)

4

WIT.0001.0020.0025

Professor Helen Herrman
Curriculum Vitae

SYNOPSIS
Helen Herrman is Professor of Psychiatry at Orygen, The National Centre of Excellence in Youth Mental Health,
and the Centre for Youth Mental Health, The University of Melbourne, Australia.

She is President of the World Psychiatric Association, and Immediate Past President of the International
Association of Women’s Mental Health and the Pacific Rim College of Psychiatrists. She is Director of the World
Health Organization (WHO) Collaborating Centre for mental health in Melbourne. She is appointed a member
of the Lancet Commission on Global Mental Health and Sustainable Development 2015-2017.

As Professor and Director of Psychiatry (1992-2005) in St. Vincent’s Health Melbourne she led the development

of an integrated area mental health service under Australia’s national reform of mental health care. For one year
in that period she acted as regional Advisor in mental health for the WHO’s Western Pacific Region, based in

Manila.

She is a psychiatrist and public health practitioner, and research practitioner fellow of the Australian National

Health and Medical Research Council. She has special interests in community mental health care and mental
health promotion and has published widely on these and related topics. She has past and present research

programs in the mental health of marginalised groups, including homeless people, prisoners, and young
women and men living in out-of-home care.

She has received a number of civil and professional awards including Officer of the Order of Australia (AO).

Doctor of Medical Science (honoris causa), inducted to the Victorian Honour Roll of Women, and the RANZCP
College Citation for contribution to national and international psychiatry.

Medical Training
Date
1971 – 1972

Position

Service

Location

Junior Resident Medical Officer

Prince Henry’s Hospital

Melbourne, Australia

Resident Medical Officer

Royal Women’s Hospital

Melbourne, Australia

1972 – 1973

Demonstrator in Human Anatomy

University of Oxford

Oxford, England

1973 – 1976

Registrar in Community Medicine (part
time from mid 1975)

Oxford Regional Health Authority

Oxford, England

1976 – 1978

Senior Registrar in Community
Medicine (personalised part time post)

Oxford Regional Health Authority

Oxford, England

1979 – 1980

Specialist Medical Officer (part time)

Planning and Research Division,
Health Commission of Victoria

Victoria, Australia

1972
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Training in Psychiatry
Date

Position

Service

Location

1982 – 1984

Trainee Psychiatrist (half time)

Mental Health Division, Health
Commission of Victoria

Victoria, Australia

1984 – 1987

Trainee Psychiatrist

Mental Health Division, Health
Commission of Victoria

Victoria, Australia

Psychiatry and Public Health: Clinical, Teaching, Research and Public Administration Positions
Date

Position

Service

Location

1979 – 1989

Associate, Department of
Community Health

The University of Melbourne

Melbourne, Australia

1980 – 1981

Lecturer in Community Health (part
time)

The University of Melbourne

Melbourne, Australia

1987 – 1989

Psychiatrist (half-time)

Royal Park Hospital

Melbourne, Australia

1987 – 1988

Senior Lecturer (half time),
Department of Psychological
Medicine

Monash University

Melbourne, Australia

1988 – 1989

Director (half time), Psychiatric
Epidemiology & Services, Evaluation
Unit (PESEU)

Health Department of Victoria

Victoria, Australia

1989 – 1992

Director, Psychiatric Epidemiology
and Services Evaluation Unit, Office
of Psychiatric Services

Health Department of Victoria

Victoria, Australia

1989 – 1992

Senior Lecturer, Department of
Psychological Medicine

Monash University

Victoria, Australia

1992 – 2005

Professor and Director of Psychiatry

St Vincent’s Mental Health Service
Melbourne and the University of
Melbourne, Department of Psychiatry

Melbourne, Australia

2000 – 2007

Professorial Fellow

Department of Public Health, The
University of Melbourne

Melbourne, Australia

2003 – 2005

Professorial Fellow

The George Institute for International
Health, University of Sydney

2003 – 2005

Program Director, Mental Health,
Corrections & Drug and Alcohol

St Vincent’s Health

Melbourne, Australia

2005 – 2007

Director of Academic Programs

Australian International Health Institute,
University of Melbourne

Melbourne, Australia

Sydney, Australia
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WORLD PSYCHIATRIC ASSOCIATION – WPA
•

President 2017-2020

•

President Elect 2014-2017

•

Secretary for Publications and member of Executive Committee, WPA 2005-2011

•

Co-Chair, Scientific Committee, World Congress of Psychiatry, Buenos Aires 2011

•

Co-Chair, Scientific Committee, XIV World Congress of Psychiatry, Prague 2008

•

Chair, Section on Public Policy and Psychiatry, WPA 2002-2005

•

Member, Operational Committee for Sections, WPA 2002-2005

•

Member, WPA Institutional Program to Promote the Professional Development of Young Psychiatrists 2002-

2005
•

Member, Advisory Council – Scientific Committee, XIII World Congress of Psychiatry Cairo 2005

•

Member, Scientific Committee, WPA International Congress, Florence 2004

•

Member, Task Force on Globalisation and Mental Health, WPA 2002

•

Member, Scientific Committee, XII World Congress of Psychiatry, Japan 2002

•

Treasurer, Section of Epidemiology and Public Health, WPA 1996-2001

•

Member, Scientific Committee, XI World Congress of Psychiatry, Hamburg 1999

WORLD HEALTH ORGANIZATION (WHO)
2017
2014
2011

Temporary Advisor – Regional Consultation on Mental Health, WPRO, Manila, 23-25

January.

Temporary Advisor - Consultation on implementing the Mental Health Action Plan 2013-

2020 in the Western Pacific, Manila, 29-31 July.

Temporary Advisor - Regional Consultation to develop a Regional Mental Health Strategy

and initiate the process of MhGAP Implementation, EMRO, Cairo, 2-5 May

2008

Consultant – Practice of promoting mental health, MSD Geneva, Aug

2007

Consultant – Practice of promoting mental health, MSD Geneva, Aug-Dec

2006

Temporary Advisor - Australian Government focal point, WHO/WPRO Meeting on

Developing an Implementation Plan for a Mental Health Network in the Pacific, Auckland,
New Zealand, 17-19 May

2005

Temporary Advisor – Chair, Consultative Meeting on the Development of the World Health

Organization Instrument for Mental Health Systems - Emergencies (WHO-AIMS-E), WHO

Kobe Centre, Japan, 4-5 October
2005

Temporary Advisor – Consultation on WHO Mental Health Policy Program, Sydney, January
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2003

Temporary Advisor – Evidence on Mental Health Promotion Project and Consultation on

the Global Action Programme (mhGAP), Department of Mental Health and Substance Abuse,
Geneva, September 7-19.

2003

Temporary Advisor – Chair, Regional Consultation on Mental Health, Western Pacific

Regional Office (WPRO) Manila, December.

2003

Consultant – 2nd Editorial Board Meeting – Regional Report on Mental Health: 14-17 April,

2003

Consultant – 1st Editorial Board Meeting - Regional Report on Mental Health: 20-23 January,

2003

Consultant – Mental health, Samoan Government, Apia, 24-31 January

2002
2002 - 2003
2001 - 2002
2000

WPRO Manila

WPRO Manila

Temporary Advisor – Programme on Evidence for Mental Health Promotion, London,

September 11-13 and WHO Geneva, September 16-27.

Consultant – Member of Editorial Board and contributor, WPRO Regional Report on Mental

Health

Acting Regional Advisor in Mental Health, Western Pacific Regional Office (WPRO),

Manila, February

Temporary Advisor and Rapporteur, Regional Mental Health Consultation on the World

Health Report 2001, WPRO Manila, November

1997

Temporary Advisor, WHO Quality of Life Assessment (WHOQOL) Project, Division of

1995

Consultant, Meeting of the Fifth Regional Coordinating Committee, Mental Health Program,

1993

WHO/Foundation Ipsen Meeting on The Measurement of Quality of Life in Health Care

1993

Temporary Advisor and Chair, Meeting of WHOQOL Investigators, Paris, June.

1992

Temporary Advisor and Chair, Meeting on The Assessment of Quality of Life in Health Care,

1992

Mental Health, Geneva (6 weeks February to March)
WPRO, Manila

Settings, Paris, June/July.

Division of Mental Health, Geneva, February

Temporary Advisor and Chair, Meeting of investigators on The Assessment of Quality of Life

in Health Care, Division of Mental Health, Geneva, June.

1991

Temporary Advisor and Chair, informal consultation on The Assessment of Quality of Life

1991

Temporary Advisor and Chair, meeting on The Assessment of Quality of Life in Health

in Health Care, Division of Mental Health, Geneva, November.
Care, Division of Mental Health, Geneva, February.
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CONSULTANCIES
2016

Field visit CBM, Banda Aceh, Indonesia, 4-7 September

2016

Field visit with Dr Sudipto Chatterjee and team, Pune, India, 12-13 September.

INCENSE Program: Integrated community care for the needs of vulnerable people with

severe mental disorders
2013

Community mental health service development in rural Camiguin province,

Philippines, National Institute of Mental Health and Office of the Governor of Camiguin,
July

2010 - 2011

Member of Steering Committee and Consultant - Developing a National Strategy for

Behavioral Health Promotion: Goals and Objectives for Action. Taskforce formed by The
National Association of State Mental Health Directors (NASMHPD) and Mental Health
America (MHA) for the Substance Abuse and Mental Health Services Administration
(SAMHSA), USA

2010
2008 - 2011
2008

Consultant to Committee on Gender Issues, Group for Advancement of Psychiatry, USA,

meeting in White Plains, NY November 2010

Convenor of WPA task force for WPA-WHO Work Plan 2008-2011, Project Leader,

Development of guidelines on best practices in working with users and carers

Center for Mental Health Services, Substance Abuse and Mental Health Service

Administration, USA Government. Strategies for promoting mental health and preventing

mental disorders in young people, organisation wide seminar and discussions with Project
LAUNCH team.
2008 - 2011

Maudsley International Advisory Board Member, a new joint initiative of the Institute of

Psychiatry at King’s College London and the South London and Maudsley NHS Foundation
Trust, UK

2008

National Prevention Summit, Investing in Australia’s health and wellbeing. Melbourne

2007 - present

Movement for Mental Health, Advisory Group Member (from Lancet Global Mental Health

2007

World Federation for Mental Health. International expert panel on transcultural mental

2006
2006

Steering Committee)

health. Dulles, Washington DC, USA 28 February–1 March

Australia-Japan Mental Health Research Partnership, Australian government delegation

member to Japan 24 – 28 October

NBCC International Global Mental Health: Focus on the Never Served, New Delhi, India, 23-

24 October (with WHO and Fulbright Foundation)

2006

Lancet Global Mental Health Steering Committee, London School of Hygiene and Tropical

2006

Lancet Global Mental Health Steering Committee and subsequently Advisory Group

2006 - present

American Psychiatric Institute for Research and Education (APIRE) Public Health Conference

Medicine, London, 1-2 September

Expert Group on Prevention of Mental Disorders (working group for ICD and DSM diagnosis
and classification revisions)
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2006
2006

Preventive Health Reference Group, Department of Human Services, Department of Treasury

and Finance, Government of Victoria

Seoul Metropolitan Mental Health Centre and Seoul Mental Health Planning & Advisory

Council, Advancing together for the future of mental health. Seoul-Melbourne International
Mental Health Consortium, Seoul City, Korea, 21-22 March

2006

China Program on Community Psychiatry, program evaluation, National Institute for Mental

2005

WPA Meetings on Institutional Program on Disasters, and Institutional Program on

Health and Ministry of Health, Beijing, China, 18-21 January

Psychiatry in Asia. At SAARC Psychiatric Federation International Conference, Agra, India, 4

December
2005

Meeting of National Advisory Committee and site visits, China Program on Community

2005

Consultation on National Survey of Mental Health and Wellbeing. Australian Government

2004 - 2006

Reception of government delegations from China (4), Korea (2), Malaysia, Thailand, Japan (2)

2003 - 2004

Advisor and Professorial Fellow, George Institute for International Health, University of

Psychiatry, Beijing and Shanxi province, China, 8-10 October

Department of Health and Ageing, Sydney, Australia, 16 June
to the University of Melbourne and St Vincent’s Health
Sydney – development of a Mental Health Division

2003

Consultant to the Mental Health Program, International Committee of Women Leaders for

2000

Consultant, Commonwealth Departments of Health and Aged Care, and Family and

Mental Health, The Carter Centre, Atlanta, Georgia, USA, 10-11 April.

Community Services: Supported Accommodation Assistance Program linkages project improving outcomes for homeless people with a mental illness.

1998

Leader of review team, Clinical Review of North West Area Mental Health Service for the

1998

Australian Government Advisory Committee on Homelessness, ‘Preventing homelessness

1998

Leader of review team, Clinical Review of Southern Health Care Network Mental Health

Mental Health Branch of the Victorian Department of Human Services, July.
among people with mental disorder’, Melbourne, May.

Services for the Mental Health Branch of the Victorian Department of Human Services,
Victoria, 18-21 August.

1998

Member of review team, Clinical Review of Northern Mallee (Mildura) Area Mental Health

1996

University of Queensland Panel Member, Review, Department of Psychiatry, 14-18 October.

Services for the Mental Health Branch, Victorian Department of Human Services, Victoria, May
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COMMITTEES
International - Other
World Economic Forum’s Global Agenda Council on Chronic Diseases & Conditions
•

Member 2009, 2011

Pacific Rim College of Psychiatrists
•

President Elect 2012 –

•

Member, Board of Directors 2009 –

International Association of Women’s Mental Health
•

President Elect 2013 – 2015

•

President 2015 - 2017

World Federation for Mental Health
•

Member of the Board of Directors and Regional Vice-President Oceania (2007-2011)

•

Chair of the Steering Committee, Global Consortium for the Advancement of Promotion and Prevention in
Mental Health (GCAPP) (2008-2012)

International Federation of Psychiatric Epidemiology-IFPE
•

Vice President (2004-2009) and Committee Member (2002-2009)

Japanese Society of Psychiatry and Neurology (JSPN)
•

International Advisor 2015 –

Other - International
•

Member, National Advisory Committee, China Program on Community Psychiatry (2005-2008)

•

Member, Conference Committee, 3rd World Conference on the Promotion of Mental health and Prevention

of Mental and Behavioural Disorders, Auckland 2004 (convened by World Federation for Mental Health,
Carter Center, Clifford Beers Foundation and WHO)
•

Member, Conference Committee 4th World Conference on the Promotion of Mental health and Prevention
of Mental and Behavioural Disorders, Oslo 2006 (convened by World Federation for Mental Health, Carter
Center, Clifford Beers Foundation and WHO)

•

Co-Chair, 5th World Conference on the Promotion of Mental health and Prevention of Mental and
Behavioural Disorders, Melbourne 2008 (convened by VicHealth and organisations aa)

•

Co-Chair, Organising Committee, WPA International Congress of Psychiatry, Melbourne 2007 (hosted by
RANZCP)

•

Member, Maudsley International Advisory Board, a joint initiative of the Institute of Psychiatry at King’s

College London and the South London and Maudsley NHS Foundation Trust, 2008Other – National (Australia)
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•

Member, Parenting and Mental Health Committee, Working Committee, National Health and Medical

Research Council (NHMRC), 2014 – 2017
•

Member, Prevention and Community Health Committee, Principal Committee, National Health and Medical
Research Council (NHMRC), 2012 – 2014

•

Member, Research Translation Faculty (Mental Health Steering Group), National Health and Medical

Research Council (NHMRC), 2013-2015
•

Specialist Medical Review Committee, Australian Government, 2010 –

•

Fellowships Selection Panel, NHMRC, 2010

•

Member, Working Group Mental Health Promotion, Mental Health Council of Australia, 2009

•

Member, Victorian Health Promotion Foundation (VicHealth) Research and Evaluation Advisory Committee
2008-2010

•
•

Grant Review Panel, Public Health, NHMRC 2006
Lead Member, Expert Group, Commonwealth of Australia, Australia-Japan Partnership in Mental Health

Research 2003-2007
•

Committee Member, Australian Rotary Health Research Fund 1998-2005

•

Member, Program Grant Review Panel, NHMRC, 2002

•

Chair, Consumer Outcomes Project Advisory Group, National Mental Health Strategy, Mental Health Branch,
Department of Human Services and Health, Commonwealth of Australia 1995-2000

•

Technical Advisory Committee, National Mental Health Survey, Department of Human Services and Health,
Commonwealth of Australia 1995 - 2000

•

National Reference Group for Integrated Mental Health Projects, Department of Human Services and

Health, Commonwealth of Australia 1999 - 2001
Other - State (Victorian)
•

Member, Institutional Research Ethics Committee, Victorian Foundation for Survivors of Torture, 2009 –

•

Member, Mental Health Quality Assurance Committee, Department of Human Services Victoria and

Authorised Officer under the Mental Health Act 2000 - 2005
•

Member, Board of Trustees, Victorian Health Promotion Foundation 1995 - 2003

•

Board Member, Jesuit Social Services, Australia 1994 - 2005

•

Reference Group, SPECTRUM, The Personality Disorder Service for Victoria 1999 - 2001

•

Advisory Committee, Centre for the Study of Mothers’ and Children’s Health (Victoria) 1993 - 2001

•

Steering Committee, Centre for Developmental Disability Health (Victoria), Monash University and

University of Melbourne 1998 - 2001
•

Advisory Group, Victorian Burden of Disease Study, Department of Human Services, Victoria
1998 - 2001

•

Research Advisory Group, Schizophrenia Fellowship of Victoria, 1999 - 2000

•

Research Advisory Committee, Centre for Adolescent Health (Victoria) 1993 - 1995
12
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•

Chair, VicHealth Community Programs Committee 1993 – 1995

•

Victorian Hospitals Association Ltd – Psychiatric Services Advisory Committee 1993 – 1995

•

Research and Development Grants Advisory Committee (RADGAC), Department of Health, Housing, Local

Government and Community Services Mental Health Working Group 1993 – 1994
•

Victorian Department of Health and Community Services – Psychiatric Services Advisory Committee 1993 –

1994
•

Victorian Department of Health and Community Services – Adult Psychiatry Reference Group, 1993

•

Member Schizophrenia Interest Group, Schizophrenia Fellowship of Victoria 1991 – 1993

•

Member, Mental Health Interest Group, Victorian Health Promotion Foundation 1989 – 1992

•

Member, Steering Committee, Acquired Brain Damage Database Study, Health Department of Victoria, 1989
– 1991

•

Member, Working Party on Community Mental Health Service Records, Victorian Office of Psychiatric
Services (OPS) 1988 – 1989

•

Member, Working Party on Goals, Indicators and Targets (Health Service Agreements), OPS 1988

Other – Local (Melbourne)
•

University of Melbourne Asia Strategy Group, 2006 - 2008

•

St Vincent’s Health Electoral College, University of Melbourne Council Nominee, 1992 - 2005

•

Faculty Executive Committee, University of Melbourne Faculty of Medicine, Dentistry and Health Sciences
2003 - 2005

•

Board of Management, North Yarra Community Health 1994 - 1996

•

Member, Research Committee, Royal Park Hospital 1988-1992

•

Member, Ethics Committee, Royal Park Hospital 1990-1992

Royal Australian and New Zealand College of Psychiatrists (RANZCP)
•

Co-Chair, Professional Liaison Committee (Australia), Royal Australian & New Zealand College of
Psychiatrists 1996-2002

•

Member, Board of Professional and Community Relations, Royal Australian & New Zealand College of
Psychiatrists 1996-2002

•

Honorary Secretary, Social and Cultural Psychiatry Section, Royal Australian and New Zealand College of
Psychiatrists 1989-1993

EDITORIAL
•

International Editorial Advisory Board:
o
o
o
o
o
o

Indian Journal of Psychiatry (2005- )

Mens Sana Monographs (2007- )

Middle East Current Psychiatry, Cairo (2010
World Psychiatry (2011-2014)

L’Evolution Psychiatrique (2011- )

les Annales Medico Psychologique (2011- )
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o
o
o
o
o
o
o
•

Psychiatria Danubina (Zagreb 2012- )

Taiwanese Journal of Psychiatry (2012- )

Israel Journal of Psychiatry (2013- )

Indian Journal of Social Psychiatry (2013- )

Journal of Mental Health Policy and Economics (2014- )

Psychiatria Polska (2014- )

Archives of Psychiatry and Psychotherapy (2014- )

Editorial Board:
o
o
o
o
o
o
o
o
o

World Psychiatry (2014- )

Archives of Women’s Mental Health (2016- )

African Journal of Psychiatry (2019- )

Archives of Neuropsychiatry (Noropsikiyatriarsivi Turkey) (2012- )

Shanghai Archives of Psychiatry (2010- )

Advances in School Mental Health Promotion (2000- )

Royal Australian and New Zealand Journal of Psychiatry (1992-1998)

American Psychiatric Publishing Textbook of Psychiatry, Fifth Edition 2008

Australian Editor: Journal of Mental Health (1994-2002)

•

Editor: Asia-Pacific Psychiatry (2011-2015)

•

Associate Editor:
o
o
o

World Psychiatry (2005-2011)

Early Intervention in Psychiatry (2007-present)
Asia-Pacific Psychiatry (2009-2011)
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GRANT REVIEWS (selected)
•

Australian National Health and Medical Research Council (NHMRC)

•

Australian Research Council

•

Health Research Council of New Zealand

•

Commonwealth Department of Health, Housing and Community Services, Research and Development

•

Commonwealth Department of Health, Housing and Community Services, General Practice Evaluation

•

National Occupational Health and Safety Commission

•

Victorian Health Promotion Foundation Public Health

•

NSW Department of Health

•

German-Israeli Research Foundation
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TEACHING SUMMARY
Undergraduate and postgraduate teaching programs in psychiatry (1987 – 2014), including Head of Academic
Program at St Vincent’s Hospital and University of Melbourne Department of Psychiatry (1992-2005)

Clinical Examiner for Fellowship Examinations at the Royal Australian and New Zealand College of Psychiatrists
External examiner in psychiatry, including: University of Kuwait, International Medical University Seremban,
Malaysia, Universiti Kebangsaan Malaysia and Universiti Sains Malaysia

CONVENOR
•

Congress President: WPA Thematic Congress, Melbourne 25-28 February 2019

•

Co-Chair, Fifth World Conference Melbourne 2008: The Promotion of Mental Health and Prevention of

Mental Disorders. Organised by the World Federation of Mental Health, The Clifford Beers Foundation, the
Mental Health Program of the Carter Center, Auseinet and VicHealth

•

Co-Chair, Organising Committee, WPA International Congress, Melbourne 2007 (see above)

•

Convener of Annual General Meeting, Section of Social and Cultural Psychiatry, RANZCP: The Development
of an Area Mental Health Service: Pooling Public and Private Resources, St Vincent’s Hospital, Melbourne,

24-27 October 1993

POSTGRADUATE STUDENTS
MPM Minor
Thesis

Broderick B. Attitudes to care of prisoners’ children, 1988.

MPM Minor
Thesis

Bott J. Course of depression in schizophrenia, 1989.

MPM Minor
Thesis

O’Connor R. The subjective experience of patients with schizophrenia during a rehabilitation
program, 1991

MPM Minor
Thesis

Davis J. Depression in intellectual disabled patients, 1996 (co-supervisor Professor F Judd)

RANZCP
Dissertation

D’Ortenzio G. Development of a community mental health information system, 1988 (with Dr G
Szmukler)

RANZCP
Dissertation

van der Linden M. Minor psychiatric morbidity in rural general practice patients, 1988.

RANZCP
Dissertation

Bennett P. Reliability of a semi structured clinical interview in the diagnosis of severe mental
disorders in homeless people, 1988 (with Dr P McGorry)

RANZCP
Dissertation

Jackson C. Home-based caregivers of AIDS sufferers, 1990

RANZCP
Dissertation

Reilly, J. Youth homelessness and psychiatric morbidity, 1991

World Health
Organization
(WHO) Fellow

Gao YP. Development of a Chinese-Australian version of the WHO quality of life assessment
instrument (WHOQOL) with Dr E.S. Tan, Professor I.H. Minas, Ms B Murphy, Dr G Stuart, 1993-4

RANZCP
Dissertation

Tan M. The roles and functions of psychiatry medical staff in two different services, 1999.
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RANZCP
Dissertation

Alexander T. Public/Private psychiatry: An investigation of collaborative treatment arrangements
between private psychiatrists and an area mental health service community clinic (Clarendon
Clinic), 1999.

PhD

Willshire L. Project to explore and to facilitate the transfer of patient care between Southern
Community Mental Health Service, Heatherton Crisis Team and East Wing Psychiatric Unit. 19911993 (co-supervisor Dr S Long)

PhD

Clarke D. Psychiatric disturbance in general hospital patients, 1992-1996 (co-supervision with
Professor G Smith). Awarded

PhD

Henry L. A prospective study of patients with first episode psychotic disorders, 1997- (cosupervision with Professor P McGorry) completing (interrupted by candidate’s family leave – now
continuing)

PhD

Vidler H. The construction and meaning of depression for women, 1998–2003. Awarded

PhD

Evert H. The effect of war trauma on mental health and well-being among the Polish elderly
immigrants (Co-supervision A/Prof S Klimidis), 1999-2007. Awarded

PhD

Grigg M. The pathway from demand to supply: an evaluation of three mental health triage
programs in Melbourne, Australia, 1999-2004. Awarded

Public Health
Fellowship

Secull, A. 2004. Awarded

Public Health
Fellowship

Devine, A. 2005. Awarded.

MD

Chopra, Prem. The assessment of long-term outcomes and unmet needs in psychiatric
rehabilitation. 2002-2007. Awarded

MD

Harvey, Carol. Life in the community for people with schizophrenia in London: Studies of
disability and participation in life roles in the era of community care. Awarded 2006

VicHealth Public
Health Fellowsh

Burns, Jane. 2007 – 2012

PhD

Blanchard, Michelle. Building the capacity of professionals to utilise information communication
technology (ICT) to promote mental health in young people, 2007-2010 (Co-supervisor). Awarded
2011.

PhD

Monshat, Kaveh. Effectiveness of an internet-based intervention designed to promote mental
health and prevent common mental disorders in young people, 2009-2013
(Co-supervisors Assoc Prof Jane Burns, Assoc Prof Dianne Vella-Broderick). Awarded October 2013.

PhD
Co-supervision

Xu, Yao. Psychological morbidity among women bereaved of a child in 2008 Sichuan earthquake,
2009-2013 (with Prof Jane Fisher). Thesis submitted December 2013.

PhD
Co-supervision

Hayes, Laura. Hope and recovery in a family treatment program for schizophrenia: a program
evaluation of a family psychoeducational intervention, 2009-2014 (with Assoc Prof Carol Harvey
and Prof David Castle). Awarded 2015

PhD
Co-supervision

Fergeus, Josh. The effectiveness of interventions and/or support in increasing the capacity of
carers to respond effectively to the mental health needs of vulnerable youth in foster and kinship
care, 2013-current (with Prof Cathy Humphreys and Assoc Prof Carol Harvey)
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RESEARCH GRANTS
Recipient

Title

Granting Body

Year

Amount

Herrman HE
McGorry P
Singh B

A survey of severe mental
disorders among homeless
persons in inner Melbourne

Victorian Council to
Homeless Persons

1987-1988

$50,000

Herrman HE
McGorry P
Singh B

A survey of severe mental
disorders among sentenced
prisoners in Melbourne

Victorian Health
Department

1987-1988

$25,000

Herrman HE

A study of depression and
schizophrenia

Monash University
Special Research Grants

1987
1988
1989

$5,000
$5,000
$5,000

Herrman HE
McGorry P

A prospective study of depression
in schizophrenia

NHMRC Project Grant

1989-1991

$90,000

Szmukler G
Herrman HE

Mental and physical health in
families of patients with severe
mental disorders

Victorian Health
Promotion Foundation,
Programme Grant

1989-1991

$250,000

Herrman HE

Mental health promotion in
home-based caregivers

Victorian Health
Promotion Foundation

1989

$10,000

Herrman, HE
Singh B
Eastwood R

Mental health promotion in
informal caregivers

Victorian Health
Promotion Foundation

1991-1996

$1,500,000

Minas H
Herrman H
Burgess P
Klimidis S

Prevention of psychiatric disorders
in Melbourne’s Turkish
Community

Victorian Health
Promotion Foundation

1991-1993

$89,000

Smith G
Clarke D
Herrman HE

Psychiatric disturbance in general
hospital patients

William Buckland
Foundation

1989

$10,000

Smith G
Clarke D
Herrman HE

Psychiatric disturbance in general
hospital patients

Hugh Williamson Trust
Company

1990

$9,000

Clarke D
Smith G
Herrman HE
McKenzie D

Psychiatric disturbance in general
hospital patients

NHMRC

1992-1994

$160,000

McKendrick J
Thorpe M
Herrman HE
Briggs J

Psychiatric morbidity and service
utilisation in an Aboriginal rural
community

NHMRC

1994-1998

$430,000

Allen N
Herrman HE
Wearing A, Heady B

Quality of life and relapse of
depression

St Vincent’s Hospital

1995

$5,000
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Recipient

Title

Granting Body

Year

Amount

Herrman H
Gureje O
Harvey C
McGorry PKeks N, Trauer
T

National survey of mental health
and well-being: psychosis
prevalence study, Melbourne
catchment area

Australian Department of
Health and Family
Services

1997

$180,000

Harvey C
Gureje O
Herrman H

A study of disability and service
use among currently symptomatic
patients with a diagnosis of
psychosis in a designated
catchment area in Melbourne

Department of Human
Services Victoria

1997

$43,000

Herrman HE
Hawthorne G

Quality of life assessment in
people treated for schizophrenia
and related disorders

Victorian Health
Promotion Foundation

1998

$52,485

Herrman H
Gureje O
O’Neill C
Harvey C

Longitudinal international
depression outcomes project:
quality of life and economic
effects of recognised major clinical
depression

Eli Lilly Company USA

1998-2000

$750,000

Harvey CA
Hawthorne G
Herrman H

Improving quality of life for
people with schizophrenia:
barriers to access to atypical antipsychotic medication

National Institute of
Clinical Studies

2002-2003

$78,568

Gunn J
Herrman H
Hegarty K
Blashki G
Pond D
Kyrios M
Sims J

Diagnosis, Management and
Outcomes of Depression in
Primary Care (DIAMOND) Study

Beyond Blue

2003

$50,000

Herrman H

Promoting Mental Health:
concepts, evidence, practice

WHO Geneva

2003-2004

USD 20,000

Trauer T
Callaly T
Herrman H

Evaluation of adult mental health
services using routine outcome
measures

NHMRC (219213)

2003-2004

$99,234

Richardson J
Herrman H
Hawthorne G
Peacock S
Mihalopoulos C

Construction and validation of the
assessment of mental health
related quality of life (PsyQoL)
instrument

NHMRC (284283)

2004-2006

539,450.00

Gunn J
Herrman H
Hegarty K
Sims J
Southern D et al

Diagnosis, Management and
Outcomes of Depression in
Primary Care (DIAMOND)
Consortium

Beyond Blue

2003-2006

$400,000

Gunn J
Herrman H
Hegarty K, Blashski G
Pond D, Kyrios M

Diagnosis, Management and
Outcomes of Depression in
Primary Care (DIAMOND) Study

NHMRC (299869)

2004-2006

$463,125
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Recipient

Title

Granting Body

Year

Amount

2004

$30,000

2005-2008

$867,000 plus
GST

2005

USD 3000

Herrman H
Arole R
Kermode M, White J
Premkumar R

Impact of a primary health care
project on the mental health and
well-being of women in rural India

Australia Indian Council

Gunn J
Herrman H

Re-organising care for depression
and related disorders in the
Australian primary health care
setting

Australian Primary Health
Care Research Institute
(APHCRI)

Herrman H

The field trial of the WHO
Assessment Instrument for Mental
Health Systems-Emergencies
(WHO-AIMS-E) pilot version and
preparation of country report
based on WHO-AIMS-E

WHO Kobe Centre

Herrman H,
Kermode M

A participatory intervention to
improve the mental health of
widows of injecting drug users in
north-east India as a strategy for
HIV prevention.

Department for
International
Development (UK),
Research and Learning
Fund

2006-2007

UK BP
60,000
(AUD 122,880)

Gunn J, Herrman H,
Gilchrist G,
Hegarty K, Kyrios M &
Pond D

The diamond cohort studyexamining depressive symptoms
in primary care

NHMRC Project Grant
(454463)

2007-2009

$454,463

Richardson JR,
Borland R,
Cummins RA,
Herrman HE,
Hurworth R,
Swinburn BA, Vos ET

Developing methods for benefit
measurement in health-related
economic analyses and their use
in selecting public health
promotional programs

Australian Research
Council (DP0773299)

2007-2009

$720,000

Davis E, Waters E
Herrman H, Nicholson J,
Harrison L, Cook K, Sims
M, Marshall B, Davies B,
Strazdins L.

Strategies to promote mental
health in childcare settings: A
qualitative study of facilitators,
barriers and needs.

Faculty Research
Development Grant,
Deakin University

2007

$12,000

Kermode M,
Herrman H, Jorm A

Assessing mental health literacy in
rural India

University of Melbourne
Early Career Researcher
Grant

2007

$31,177

Richardson JR,
Borland R,
Cummins RA,
Herrman HE,
Hurworth R

Benefit measurement for health
economic evaluation and its
application to priority health
programs

NHMRC (491162)

2008-2011

$828,840

Burns J,
Herrman HE,
Sawyer S,
Reddihough D, Marrafra
C, Firth N, Blanchard M,
Collin P

The role of information and
communication technologies (ICT)
in promoting positive mental
health among marginalised young
people

ARACY ARC/NHMRC
Research Network Future Generation seed
funding 2009

2008-2009

$30,000
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Recipient

Title

Granting Body

Year

Amount

2009

$10,000
Canadian
dollars

MacMillan H,
Stewart D,
Wathen N, Boyle M,
Coben J,
Herrman HE

Seed Funding for Centre for
Research Development in Gender,
Mental Health and Violence
Across the Lifespan

CIHR

Collin P, Burns J, Durkin
L, Blanchard M, Herrman
HE

Meaningful participation as a
means of promoting the mental
health and wellbeing of young
Australians: An evaluation of
Inspire’s youth participation
program

Australian Rotary Health
Research Fund

2009-2010

$55,000

Gunn J, Herrman HE,
Chondros P,
Kokanovic R, Kyrios M,
Hergarty K

The diamond cohort study – long
term outcomes of depressive
symptoms in primary care

NHMRC (566511)

2009-2011

$556,350

Inspire Foundation in
partnership with OYHRC

Technology and Wellbeing
Roundtable

Telstra Foundation

2009-2010

$ 130,000

Herrman H, Convener of
WPA Task Force, for
WPA-WHO Work Plan
2008-11

Development of guidelines on
best practices in working with
users and carers.

World Psychiatric
Association (WPA)

2009-2011

63,000 USD

MacMillan H, Stewart D,
Wathen N, Coben J,
Herrman H

Centre for Research Development
in Gender, Mental Health and
Violence Across the Lifespan

Canadian Institutes of
Health Research

2009-2014

2.5 M
Canadian
dollars

Davis E, Waters E,
Herrman H,
Harrison L, Sims M, Cook
K, Mackinnon A, Marshall
B, Mihalopoulos C

An exploratory cluster trial of a
sustainable capacity building
intervention to promote positive
mental health in family day care

ARC Linkage
(LP100100131)

2010-2012

$157,014

Herrman H

Practitioner Fellowship (People
Support)

NHMRC People Support
(628435)

2010-2014

$ 428,870

Gunn J, Herrman H
(CIB), Chondros P,
Kokanovic R, Kyrios M,
Hergarty K, Dowrick C

The diamond cohort study –
better management of those at
risk of significant and disabling
depression

NHMRC Project Grant
(1002908)

2011-2015

$1,478,405

Cooperative Research
Centre, Scientific
Leadership Council

Cooperative Research Centre for
Youth, Technology and Wellbeing

Australian
Commonwealth
Department of
Innovation, Industry,
Science and Research

2011-2015

$27 M

Development of a prediction tool
for persistent depression using
genetic analysis

L.E.W. Carty Charitable
Fund
Application lD 7284

2011-2012

$60,000

Member of Bid Team
and subsequently Chair,
International Committee
Bousman C, Everall I,
Gunn J, Herrman H,
Chana G, Dowrick C,
Tsuang M, Densley K
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Recipient

Title

Granting Body

Year

Amount

Schubert V, Joubert L,
Herrman H, Hajek J,
Kelaher M

2012 Seed Funding Project: Youth
leadership and empowerment in
rural East Timor: exploring a
creative arts approach to
sustainable community
development

The University of
Melbourne

2012

$50,000

Davis E, Williams K,
Waters E, Herrman H,
Reddihough D, Fisher J

Developing a resource to support
mental health needs of carers of
children and young people

Practical Design Funding
for National Disability
Insurance Scheme.
Department of Families,
Housing, Community
Services and Indigenous
Affairs

2012

$157,801

Alvarez-Jimenez M,
Gleeson J, Bendall S,
Killackey E, McGorry P,
Lederman R,
Herrman H, Cotton S,
Mihalopoulos C

The HORYZONS project:
Moderated Online Social Therapy
for Maintenance of Treatment
Effects from Specialised First
Episode Psychosis Services

Victorian Mental Illness
Research Fund

2013-2016

$1,792,727

Palmer V, Gunn J,
Herrman H, Pierce, D,
Furler J, Callander R,
Chondros P, Piper D,
Iedema R, Weavell W,
Densley K, Potiriadis M

Getting to the CORE: Testing a codesign technique to optimise
psychosocial recovery outcomes
for people affected by mental
illnesses

Victorian Mental Illness
Research Fund (MIRF#28)

2013-2016

$1,870,000

Herrman H, Humphrey
C, McGorry P, Kaplan I,
Mitchell P, Harvey C,
Mihalopoulos C, Cotton
S, Davis E, Vance A

Improving mental health for
young people in out-of-home
care: providing participatory
evidence-based mental health
care across services

NHMRC Targeted Call for
Research, Mental Health
(1046692)

2013-2017

$914, 242

Cotton S, McGorry P,
Mackinnon A,
Herrman H, Gleeson J,
Hides L, Foley D

Rates, patterns and predictors of
long-term outcome in a treated
first-episode psychosis cohort

NHMRC Targeted Call for
Research, Mental Health
(1045997)

2013-2017

$1,344,905

Kokanovich R, McSherry
B,
Herrman H, Brophy L,
Cox M, Callander R,
Montgomery E, Ning L,
Crowther E, Grigg M.

Options for Supported DecisionMaking to Enhance the Recovery
of People with Severe Mental
Health Problems

ARC
(LP130100557)

2013-2015

$689,090

Davis E; Waters E; Jones
K; Reddihough D;
Williams K; Herrman H;
McEvoy M & McGorry E

Promoting the mental health and
wellbeing of parents of children
and adolescents with a disability:
Hearing the Voices of Parents.

University of Melbourne
Staff Engagement Grant

2013

$10,000

Herrman H, Mitchell P,
Moeller-Saxone K,
Cotton S, Harvey C,
Humphreys C

The Bounce Project: The
effectiveness of peer support
training to enhance the mental
health and wellbeing of young
people leaving Out of Home Care.

Australian Rotary Health
Mental Health Research
Grant

2014-2016

$162,048
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Recipient

Title

Herrman H, Cahill H,
Moeller-Saxone K,
Mitchell P, Humphries C,
Cotton S, Harvey C

The Bounce Project: Peer-support
training for young people leaving
Out of Home Care, to improve
social inclusion, mental health and
wellbeing.

Brown S, Nicholson J,
Gartland D,
Woolhouse H,
Herrman H, Mensah F

Granting Body

Year

Amount

The University of
Melbourne, Melbourne
Social Equity Institute
Interdisciplinary Seed
Funding Scheme

2014

$39,480

The impact of intimate partner
violence on child mental health in
middle childhood

Australian Rotary Health
Mental Health Research
Fund

2014-2017

$228,007

Brown S, Gartland D,
Giallo R, Herrman H,
Glover K, Riggs E, Yelland
J, Mensah F, Hegarty K,
Casey S

The Childhood Resilience Study:
building the evidence to reduce
health inequalities across the
lifecourse

NHMRC Project Grant
(1064061)

2014-2018

$1,030,579

McGorry P, Rickwood D,
Hetrick S, Pirkis J, Parker
A, Hickie I, Herrman H,
Cotton S, Eagar K

Youth-specific change and
outcome measures for effective
youth mental health service
delivery.

NHMRC Partnership
Grant (1076940)

2014-2018

$3,018,031

Herrman H

Practitioner Fellowship: Promoting
mental health and preventing
mental illnesses in marginalised
young people

NHMRC People Support
(10808020)

2015-2019

$459,687
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SERVICE DEVELOPMENT GRANT
Public and Private Partnerships in Mental Health Project. A 2-year collaborative demonstration project involving

St Vincent’s Mental Health Service, The Melbourne Clinic, St George’s Aged Psychiatry, general practitioners,
consumers and carers. This project was funded by the Australian Commonwealth Department of Health &
Aged Care. $1,221,647 – 2000-2002.

FELLOWSHIP SUPERVISION
Dr Jane Burns, VicHealth Public Health Research Fellow 2006-2010 (nominated supervisor) - $525,000 over 5
years
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ADDRESSES BY INVITATION – since 2001

2019

European Psychiatric Association Congress, Warsaw, 6-9 April 2019
•
Presidential Symposium: “Sexual and gender-based violence in women and girls with disabilities”
EPA Forum: Implementing Comprehensive, Evidence-based and Rights-centred Strategies for Mental
Health Care across Europe.
Key Lecture: “The impact of the UN Convention on the Rights of Persons with Disabilities
(CRPD) on
mental health policies, research and care: The WPA perspective”
________________________________________________________________________________________________
•

_____
2019

Cuban Congress of Psychiatry, Havana, March 12-15, 2019
•
Plenary Address: Promoting the mental health of women and girls in adversity.

2019

International Association of Women’s Mental Health, Paris, March 5-8, 2019
•
Plenary Address (30’+15’ Qs): Dealing with the challenges of social adversity and clinical care.
•
Symposium: Women’s mental health in conflict zones. Co-Chairs: Josyan Madi-Skaff, Helen Herrman.
Presentation: Promoting the mental health of women and girls in adversity.

2019

Asian Federation of Psychiatric Associations, Sydney, February 21-24, 2019

2019

International Conference on Public Health, Solo, Indonesia, February 13-14, 2019
•
Opening Plenary Address: The status of mental health promotion.

2019

Annual Congress Indian Psychiatric Society (ANCIPS), Lucknow 31 January–3 February
•
Plenary Address: Partnerships for youth mental health globally.

20`18

Forensic Psychiatry at the Beginning of the 21st Century, Zagreb, Croatia, 14 December
•
Symposium: Challenges and opportunities for 21st Century Psychiatry.

2018

Universal Health Mental Health Congress 2018. Connecting people and sharing perspectives, Valletta, Malta,
12 – 14 December 2018
•
Plenary Speaker (20 minutes): Psychiatrists as partners in universal health coverage (the role of psychiatry
in promoting and supporting universal health coverage including best practice examples and summarising
some of the challenges).

2018

AFPA International Congress 2018, Hyderabad, India, 28 November 2018
•
Plenary Address (30 mins): The WPA’s Plan of Action: supporting better mental health for people in
adversity.

2018

WPA Regional Congress, Addis Ababa, Ethiopia, 21-23 November 2018
•
Plenary Address: WPA Action Plan: Psychiatry and universal health coverage.

2018

Conference on Community mental health care in Asia. Kaohsiung, Taiwan 14 November 2018
•
Partnerships for mental health in Asia.

2018

Healthier Longer Lives, Fountain House Conference, New York 8-9 November 2018
•
Plenary Panel 5: Setting the Policy and Research Agenda to Achieve Healthier Lives for Individuals with
Serious Mental Illness.

2018

Pacific Rim College of Psychiatrists International Congress, Yangon, Myanmar, 26-28 October 2018
•
The mental health of women and girls: Partnerships for action in the Pacific Rim countries.

•

Plenary Address: The contribution of psychiatry to primary health care.
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20`18

Women’s Mental Health Conference, St Petersburg, Russia, 8-9 October 2018
•
Plenary Address: Promoting the mental health of women and girls in adversity.

2018

II Congress on Mental Health "Meeting the Needs of the XXI Century”, Moscow, Russia, 5-7 October 2018
•
Opening Plenary Session: Educational Requirements for Mental Health Professionals.
•
Presentation: Strengthening the response of mental health professionals to the needs of people living in
adversity. (10’- cR & WPA)

2018

18th World Congress of Psychiatry, Mexico City 27-30 September 2018
•
Plenary Address: The WPA and its partners standing firm for mental health.

2018

Guatemalan Psychiatric Association, Guatemala City, 22 September 2018
•
Plenary Address: Psychiatrists, psychotherapy and the mental health consequences of adversity.

2018

IConS VIII of SCARF 2018, Chennai, India, 30 August – 1 September 2018.
• Plenary Address: Psychiatrists as partners in global mental health.

2018

XIII WAPR World Congress ”Recovery, Citizenship, Human Rights; Reviewing consensus, Madrid, Spain, 5-7
July 2018.
•
Plenary Lecture: Gender Perspective in Mental Health.
• Symposium: WAPR, WPA Join Symposium: Global Priorities for immediate future.

2018

The First Congress of the European Society of Social Psychiatry, Geneva, Switzerland, 3-6 July 2018.
•
Opening Ceremony

2018

1st International Perinatal Total Health Congress, Sinaia, Romania, 27-30 June 2018.
•
Masterclass: Primary care and psychiatric collaboration
•
Symposium: Comorbidity in primary care and psychiatry: Hong Kong and Romanian perspectives
•
Forum: WPA Triennium Work Plan 2017 - 2020

2018

4th Xiangya International Forum of Mental Health, Changsha, Hunan Province, 18-21 May 2018.
•
Presentation: ‘Towards prevention of schizophrenia: Early detection and intervention’

2018

Royal Australian and New Zealand College of Psychiatrists' (RANZCP) 2018 Congress, Auckland, New Zealand,
13-17 May 2018.
•
Special Presidential Symposium: ‘Women in Leadership’

2018

American Psychiatric Association (APA) 2018 Annual Meeting, New York City, USA, 5-9 May 2018.
•
Presentation: ‘Women’s Mental Health: Where Are We Now?’
•
Presentation: ‘Cooperation Between American Psychiatrists and Colleagues in Developing and Emerging
Countries Caucus on Global Mental Health and Psychiatry.’
•
Opening Session
•
Presentation Chair: ‘Transformative Partnerships for the Mental Health of Young People’

2018

The American Academy of Psychodynamic Psychiatry and Psychoanalysis 62nd Annual Meeting. New York City,
USA, 3-5 May 2018.
•
Opening Session

2018

NATCON 2018, The 2018 National Council for Behavioral Health National Conference, Washington, USA, 2325 April.
•
Workshop: ‘Launching a New Era of Collaboration and Collective Action on Youth Mental Health in US
Cities’

2018

APSA Congress, Mar del Plata, Argentina. 19-20 April.
•
Main Lecture: "Women Mental Health in the World: Update and perspectives"
•
Main Lecture: “WPA Action Plan 2017-2020: Strengthening the contribution of psychiatrists in response
to emergencies and adversity”
•
Round Table: "Psychosocial resources in the training of psychiatrists. Present, past and future" Speakers
Helen Herrman, Virginia Ungar, Angelina Harari.
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2018

European Psychiatric Association Nice, France 3-6 March 2018
•
Presidential Symposium: Vulnerable People in Humanitarian Emergencies (Co-Chair and Speaker): “The
WPA program for strengthening the contribution and availability of psychiatrists in situations of conflict
and emergency”
•
EPA Forum: Measuring quality and outcome of person-centered mental health care: Point of view
presentation: "The point of view of the professionals working with policymakers, patients and families”
•
European Workshop: How do EPA, WPA and WHO Respond to the Mental Health Consequences of
Forced Displacement? Presentation: “Activities and initiatives of WPA”

2018

WPA Thematic Congress: Innovation in Psychiatry. Melbourne, Australia. 25-28 February.
•
Welcome and Opening Remarks
•
Plenary Session: Global Mental Health And Sustainable Development
•
Panel: WPA Forum (Chair)
•
Symposium: Mental Health Support for Young People in Out Of Home Care – The Ripple Project (Chair)

2018

International Alliance of Mental Health Research Funders (IAMHRF). Vienna, Austria. 15-16 February.
•
Panel: Adolescent Mental Health and Wellbeing - A Global Perspective
•
Presentation: Match-Up Between Health and Social Systems

2018

International Congress of the Asian Federation of Psychiatric Associations (AFPA) and the 44th Annual
Convention of the Philippines Psychiatric Association (PPA), Pasay City, Metro Manila, Philippines, 24-26
January
•
Plenary Session: A Global Perspective in Promoting Mental Health Research in Low and Middle Income
Countries

2017

APM XXV Meeting, Merida Yucatan, Mexico, 16-20 November
•
Plenary Lecture: Supporting the mental health of young people: WPA Action Plan 2017-20
•
Presentation: Round table on girls & women, vulnerable populations (25’).

2017

World Congress of Psychiatry, Berlin, Germany, 8-12 October
•
Plenary lecture: Psychiatrists as partners for change in global mental health
•
Symposium Co-chair: The identity of psychiatry – Evolving Challenges. Chair: H.Sab. Symposium
lecture From mental illness to mental health.
•
Symposium Co-chair: WPA child and adolescent psychiatry. Chair: N. Skokauskas, Symposium Lecture:
Presidential initiative and youth mental health
•
Symposium: A beginner’s guide to a successful career in psychiatry. Presentation: Assuming a
leadership role in psychiatry.

2017

SIP Annual Conference, Toulouse, France, 6 October
•
Plenary lecture: Promoting mental health in humanitarian emergencies: The role of psychiatrists.

2017

World Congress of Neurology, Kyoto, Japan, 16-21 September
•
WPA Special Symposium ‘Psychosomatic conditions’ Convener and Speaker, Psychosomatic conditions
in women.

2017

The 113th Annual Meeting of the Japanese Society of Psychiatry & Neurology, Nagoya, Japan, 22-23 June
•
Special Lecture, Protecting the mental health of women in the perinatal period.

2017

American Psychiatric Association Annual Meeting, San Diego, USA, 20-24 May
•
Symposium presentation, Primary care psychiatry: Primary care psychiatry and community based
rehabilitation: Reflections from the Asia-Pacific region

2017

WPA Regional Congress, Vilnius, Lithuania 3-7 May
•
Plenary lecture: Promoting mental health in humanitarian emergencies: The role of psychiatrists
•
Keynote presentation, Parliamentary Forum: Mental health and social policy
•
Symposium: Stigma and mental health. Presentation: Working with service users and families to reduce
stigma
•
Symposium Chair: Women’s mental health

2017

Ukrainian Annual Psychiatry Conference with international participation "Psychiatry XXI century", Kyiv,
Ukraine, 27-28 April
•
Plenary lecture: Promoting the mental health of women and girls in adversity: Psychiatrists as partners for
change

27

WIT.0001.0020.0048

Professor Helen Herrman
Curriculum Vitae

2017

European Psychiatric Association, Florence, Italy, 1-4 April
•
Core Symposium on Women’s Mental Health, Co-Chair and Presentation: Promoting the mental health
of women and girls through interventions in the health and non-health sectors

2017

World Congress of Asian Psychiatry, Abu Dhabi, United Arab Emirates, 24-26 March
•
Plenary lecture: Promoting mental health in humanitarian emergencies: The role of psychiatrists
•
Plenary Round Table on mental health in cities. Presentation: Mental health of women in urbanization
•
AFPA/PRCP Joint Symposium presentation: Fostering alliances with primary health care in Pacific Rim
countries

2017

World Congress of Women’s Mental Health, Dublin, Ireland 6-9 March
•
Presidential address: Partnerships for promoting the mental health of women and girls worldwide

2017

WPA Regional Congress, Cuenca, Ecuador, 8-10 February
•
Keynote lecture: Promoting mental health in humanitarian emergencies: The role of psychiatrists

2017

WPRO/WHO Regional Meeting on Strengthening Mental Health Programmes in the Western Pacific, Manila,
Philippines, 23-25 January
•
Plenary presentation: Scanning the horizon: Challenges and opportunities in meeting mental health
global targets in service delivery
•
Plenary presentation: Evaluating a mental health programme

2017

Annual Meeting Indian Psychiatric Society, Raipur, Chhattisgarth, India, 5-8 January
•
Keynote lecture: Promoting the mental health of women and girls in adversity: Psychiatrists as partners
for change
•
Symposium on Public education initiatives: Chair Avdesh Sharma. Presentation: Focus areas for public
education initiatives

2016

Society for Mental Health Research, Brisbane, Australia, 7-10 December
•
Symposium presentation: Improving the mental health of disadvantaged young people living in out-ofhome care: The Ripple project

2016

World Association of Social Psychiatry Congress, New Delhi, India, 29 November - 2 December
•
Plenary Lecture: The mental health of vulnerable populations: psychiatrists as partners for change
•
Symposium Co-Chair: The central importance of the mental health of women and girls for the health of
all. Presentation: The impact of the mental health of women and girls on health for all
•
Symposium Discussant: Globalization: Psychosocial Consequences-East and West

2016

DGPPN Congress, Berlin, Germany, 25-27 November
•
Symposium Presentation: The future of psychiatry and primary health care.

2016

WPA International Congress, Capetown, South Africa, 18-22 November
•
Special Keynote Lecture: Integrative mental health care across the lifespan: Engaging with social
determinants
•
Symposium Presentation: Partnerships for reducing the stigma of mental disorders: WPA
recommendations on working with service users and families
•
Symposium on Correctional or forensic services: What are decisive factors? Presentation: Mental health
status, substance use, and contacts with the justice system among girls and boys living in out-of-home care

2016

34th Brazilian Congress of Psychiatry, Sao Paolo, Brazil, 16-18 November
•
Plenary Lecture: Promoting the mental health of women and girls in adversity: Psychiatrists as partners for
change
•
International Symposium Presentation: Symposium of WPA - The paths to the futures begin right now!
•
Symposium Presentation: Working in partnership with service users and families

2016

PRCP Congress, Kaohsiung Taiwan, 2-4 November
•
Plenary Lecture: Fostering alliances with primary health care in Pacific Rim countries
•
Symposium: Mental health promotion. Presentation: Promoting mental health of disadvantaged young
people
•
Symposium Co-Chair: Gender and mental health. Presentation: Promoting the mental health and human
rights of women and girls in adversity

2016

APAL Congress, Antigua, Guatemala, 29-31 October
•
Plenary lecture: Improving the mental health of vulnerable women and girls: The role of psychiatrists
•
Plenary lecture: A unified voice in mental health: World Psychiatric Association recommendations on
working with service users and families

28

WIT.0001.0020.0049

Professor Helen Herrman
Curriculum Vitae

2016

World Mental Health Day, Beirut, Lebanon, 22 October
•
Plenary Lecture: Promoting the mental health of women and girls living in adversity
•
Roundtable Discussant: Lebanese Psychiatric Society and WPA

2016

WPA Co-sponsored International Conference on Forensic Psychiatry, Ohrid, Macedonia, 13-15 October
•
Plenary Lecture: Program of work with young people in out-of-home care (foster and kinship care)

2016

Serbian Psychiatric Association National Congress, Belgrade, Serbia, 12-15 October
•
Plenary Lecture: Improving the mental health of disadvantaged young people

2016

ICONS of SCARF, Chennai, India 8-10 September
•
Symposium on WMH, Presentation: Promoting the mental health of women and girls in adversity

2016

International Mental Health Conference, Gold Coast, Australia, 10-12 August
•
Plenary Lecture: Improving the mental health of vulnerable young people removed from their families

2016

WPA Planning Committee and Executive Committee Meetings 14-18 July;
Visit to WHO Department of Mental Health and Substance Abuse, Geneva, 14-19 July
•
Presentation and discussion: WPA Action Plan 2017-2020

2016

Fiji College of General Practitioners’ Conference, Suva, Fiji, 24-26 June
•
Keynote lecture: The mental health and human rights of women and girls
•
Keynote lecture: Social media and suicide

2016

Malaysian Psychiatric Association Annual Meeting, Kuala Lumpur, Malaysia, 3-4 June
•
Plenary Lecture: Psychiatric Research and Women

2016

Sri Lanka College of Psychiatrists, Annual Academic sessions, Colombo, Sri Lanka, 28-30 May
•
Plenary Lecture: ‘Promoting the mental health and human rights of women and girls in adversity’

2016

APA, Atlanta, USA, 14-18 May
•
Symposium (‘War on women continues’) presentation: ‘Barriers in access to care for women’ (gendersensitive care for women)
•
Invited Speaker: American Association for Social Psychiatry annual forum: ‘Global aspects of women's
health/mental health and reproductive rights’

2016

RANZCP, Hong Kong, 8-12 May
•
Symposium Presentation: ‘Opportunities and challenges in Pacific Rim Psychiatry’
•
Chair: RANZCP Asia-Pacific Forum

2016

Teachers of Psychiatry Meeting, Chengdu, China, 7-8 May
•
Plenary lecture: ‘Leadership in psychiatry: Building international links’
•
Workshop facilitator: Workshop 4: ‘How to evaluate an education program’ and Workshop 6: ‘Working
with service users and family carers’

2016

WPA Congress Tbilisi, Georgia, 27-29 April
•
Keynote Lecture: ‘Mental health and human rights of women and girls’
•
Symposium Co-Chair: Women and Mental Health Symposium, Presentation: ‘Gender sensitive care and
the mental health of women’

2016

National Institute of Mental Health (NIMH), and Grand Challenges Canada 2016 annual global mental health
workshop, Washington, DC, USA, “Solving the Grand Challenges in Global Mental Health: Maintaining
Momentum on the Road to Scale Up.” 15 April
•
Panel Speaker: “Maintaining Momentum: Sustaining the Case for Mental Health.”

2016

Malaysian Health Ageing Association, Malaysian Psychiatric Association, Seremban, Malaysia. “Making mental
health a priority for healthy ageing”. 31 March - 2 April
•
Keynote lecture: ‘Improving mental health for women and girls in adversity’

2016

EPA Congress, Madrid, Spain, 12-15 March
•
Chair, Symposium Session: Mental Health in Young Women: Are they more at Risk in the 21st Century?
•
Invited Speaker: ‘Why mental health in young women is more at risk in the 21st century’

2016

30th Anniversary SNEHA, Chennai, India, 26-28 February
•
Plenary Lecture: ‘Social media and suicide’

2016

2nd International Women’s Mental Health Conference - Al-Khobar, Saudi Arabia 23-25 February
•
Plenary Lecture: ‘Understanding the social determinants of women’s mental health’
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2016

WPA Regional Meeting, Manila, Philippines, 3-6 February
•
Plenary Lecture: 'mhGAP and WHO Mental Health Action: The contributions of psychiatry and the World
Psychiatric Association’

2015

Society for Mental Health Research Annual Conference, Brisbane, Australia 2-5 December
•
Invited Speaker: Mental health and wellbeing of young people in out of home care: results from the Ripple
project

2015

Australian and New Zealand Association of Psychology, Psychiatry and Law, Canberra, Australia, 25-28
November
•
Plenary Lecture: ‘The mental health and human rights of women and girls’
•
Symposium Speaker: ‘Options for supported decision-making in mental health care and treatment’ (with
Lisa Brophy, Renata Kokanovic and Bernadette McSherry)

2015

National Congress of German Society for Psychiatry and Neurology (DGPPN), Berlin, Germany, 24-25
November
•
Invited Speaker: ‘Improving the mental health of vulnerable young people removed from their families’

2015

WPA International Congress, Taipei, Taiwan, 18-22 November
•
State of the Art Lecture: Early intervention as a priority for world psychiatry
•
Symposium Speaker: Symposium on Mental health promotion across the lifespan in the era of
neuroscience. Presentation: Effective interventions for promoting mental health in young people
•
Chair of Keynote session: Strategies of mental health care 2015: Challenges and responses
•
Symposium Speaker: Symposium on Mental health and vulnerability in urbanization. Presentation:
Women’s mental health in urbanization

2015

Chonnam National University Hospital, Gwangu, Korea, 4 November
•
Special Lecture: Responding to the mental health needs of young people: early intervention and health
promotion examples from Australia

2015

World Association for Psychosocial Rehabilitation World Congress, Seoul, Korea, 2-5 November
•
Plenary lecture: Improving the mental health and human rights of women and girls across the regions
•
Chair: Presidential and Special Symposium
•
Meet the Expert: How can we respond to the mental health needs of young people?

2015

Iranian Psychiatric Association Annual Congress, Tehran, Iran, 13-15 October
•
Plenary Speaker: The future of psychiatry and primary health care

2015

French Society of Psychiatric Information Annual Conference, St Malo, France, 1-3 October
•
Plenary Speaker: Improving the mental health of young people removed from home

2015

WPA Regional Congress, Kochi, India, 25-27 September
•
Plenary Lecture: Improving the mental health of young women and girls: The role of psychiatrists

2015

XVI Congress of the Russian Society of Psychiatrists, Kazan, Russia, 23-26 September
•
Special Lecture: The future of psychiatry and primary health care

2015

WPA International Congress, Bucharest, Romania, 24-27 June
•
Symposium Chair: Mental health and human rights of women and girls, Invited Symposium Speaker:
Perinatal mental health, human rights and primary health care
•
Symposium Chair: Asia-Pacific Health Systems Roundtable, Invited Symposium Speaker: Australia’s
health care system
•
Symposium Chair: Primary Care Psychiatry, Invited Symposium Speaker: Psychiatry, primary health
care and health for all

2015

Slovak Psychiatric Association Meeting - Biological Psychiatry Section, Piestany, Slovakia 11-13 June
•
Plenary Lecture: Responding to the mental health needs of women and men affected by child
maltreatment and intimate partner violence

2015

WPA Regional Congress, Osaka, Japan, 4-6 June
•
Special Lecture: Responding to the mental health needs of women and men affected by child
maltreatment and intimate partner violence
•
Invited Speaker: Early intervention as a priority for world psychiatry (Symposium, Early Intervention)
•
Invited Speaker: Fostering alliances with primary health care in Pacific Rim countries (Symposium,
Opportunities and Challenges in Pacific Rim Psychiatry)
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2015

APA, Toronto, Canada, 15-16 May
•
Invited Speaker: Understanding the social determinants of women’s mental health (Symposium, The War
on Women)
•
Invited Speaker: Promoting resilience in individuals affected by child maltreatment and intimate partner
violence (Symposium, Factors That Enhance Resilience in At-Risk Groups Which Have Experienced Family
Violence)

2015

Creating Futures and GMH Leadership Training, Cairns, Australia, 11-14 May
•
Plenary lecture: Improving mental health and human rights of women and girls in adversity

2015

Australia-Turkey Mental Health Conference, Istanbul, Turkey, 13-16 April
•
Plenary lecture: Global cry for help: Improving the mental health of women and girls in adversity

2015

WCWMH Tokyo, Japan, 22-25 March
•
Keynote Lecture: Improving the mental health of women and girls in adversity

2015

5th WCAP Fukuoka, Japan, 3-5 March 2015
•
Special Lecture: Innovations in improving mental health in young people
•
Meet the Expert: Best practice in working between patients, families and practitioners
•
Symposium Organiser and Chair: Women and Mental Health and Speaker: Gender sensitive care and
the mental health of women
•
Symposium Co-Chair: Gender Based Violence and Trauma and Speaker: Responding to women
affected by child maltreatment and intimate partner violence
•
Invited Speaker: UNU Symposium (Mental health as a Key Indicator in Global Development Priorities
and Disaster Risk Management): Challenges in post-2015 and beyond to mainstream mental health into
global health and development priorities
•
Chair: Joint AFPA/PRCP Symposium, WHO Mental Health GAP response

2015

International Psychiatric Congress/WAPR Lahore, Pakistan 26-28 February
•
Plenary Lecture: Responding to the mental health needs of young people worldwide

2015

ANCIPS Hyderabad, Pakistan, 9 January
•
Keynote Lecture: The future of psychiatry and primary health care
•
Zone 16 Symposium presentation: A unified voice in mental health: World Psychiatric Association
recommendations on working with service users and families

2014

APMD at SMHR Adelaide, Australia, 2 December
•
Keynote Lecture: The status of mental health promotion

2014

DGPPN Congress Berlin, Germany, 28 November
•
Invited Speaker, Special Symposium: The Australasian view on international associations

2014

WPA Thematic Congress Athens, Greece, 31 October
•
Keynote Lecture: Responding to mental health needs of young people: Early intervention and health
promotion

2014

ABP Congress Brasilia, Brazil, 15-18 October
•
Keynote Lecture: Promoting resilience in adults affected by intimate partner violence and child
maltreatment

2014

WPAEPH Section Meeting Nara, Japan 15-18 October
•
Chair, Regional Symposium on Psychiatric Epidemiology

2014

PRCP Vancouver, Canada, 3-5 October
•
Invited Speaker, Symposium on Mental Health Promotion: Responding to the mental health needs of
young people
•
Invited Speaker and Symposium Co-Chair (with Shaila Misri), Symposium on Women’s Mental
Health: Gender sensitive care and women’s mental health
•
Invited Speaker and Symposium Co-Chair (with Michael Kraus), Symposium on Vulnerable Young
People: Responding to the Mental Health Needs of Young People
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2014

WPA World Congress Madrid, Spain, 24-28 September
•
Session Chair and Invited Speaker: Responding to the mental health needs of young people across
countries
•
Invited speaker: Improving mental health for young people in out of home care in Melbourne
•
Session Chair: Intimate Partner Violence and Mental Health
•
Invited speaker: Health Systems Performance in Asia/Pacific
•
Session Chair: Women’s Mental Health and the Law

2014

Royal College of Psychiatrist’s International Congress, London, 24-27 June
•
Invited Speaker, Presidential Symposium: Young People on the Edge: Responding to the mental health
needs of young people: Early intervention and health promotion through enhanced primary health care

2014

110th Annual Meeting of the Japanese Society of Psychiatry and Neurology, Yokohama, Japan, 26-28 June
•
Invited Speaker: Partnerships for mental health and vulnerable young people

2014

WPA Thematic Conference, Warsaw, Poland, 5-7 June
•
Session Chair: Psychiatry – New Challenges
•
Invited Speaker: Partnerships for mental health: WPA recommendations on working with service users
and families

2014

Royal Australian and New Zealand College of Psychiatrists Congress, Perth, Australia, 12 May
•
Invited Speaker: Asia-Pacific Forum: Regional associations and RANZCP

2014

American Psychiatric Association Annual Meeting, New York, USA, 4-7 May
•
Session Chair: Reproductive issues and women’s mental health today

2014

Columbia University, Molecular Imaging and Neuropathology Division, New York, USA 2 May
•
Invited Lecture: Research program at Orygen YHRC

2014

7th National Conference on Schizophrenia, Bandung, Indonesia, 27-29 March
•
Opening Plenary Speaker: Towards prevention of schizophrenia: Early detection and intervention
•
Symposium Speaker: Gender sensitive care and mental health

2014

22nd European Congress of Psychiatry, European Psychiatric Association, Munich, Germany 1-4 March
•
Session Chair, Core Symposium: Gender: Risk or Resilience Factor for Mental Disorders
•
Invited Speaker: Gender differences in resilience factors for mental disorders

2014

WPA Regional/AAPAP Meeting, Kampala, Uganda, 6-8 February
•
Plenary Lecture: Responding to mental health needs of young people worldwide: Early intervention and
health promotion

2014

Annual National Congress of the Indian Psychiatric Society (ANCIPS), Pune, India 14-18 January
JKT Memorial Symposium of the WPA Preventive Psychiatry Section on Strategies in Suicide Prevention.
•
Presentation: Preventing suicide in young people

2013

Australasian Society for Psychiatric Research, Melbourne, Australia, December
•
Symposium Co-Speaker: (with K Moeller-Saxone, Davis E, N Diaz-Granados, DE Stewart) Evidence of
interventions to promote resilience in adults affected by intimate partner violence and child maltreatment
•
Symposium Chair: Women’s Mental Health.

2013

National Congress of German Society for Psychiatry and Neurology (DGPPN), Berlin, Germany 26-29
November
•
Symposium Speaker: Challenges and perspectives for psychiatrists within and outside Europe.
Presentation: Careers in psychiatry in Australia
•
Special Session Speaker: Psychiatry in Australia and nearby lands. Partnerships in recovery for people
with severe and persistent mental disorders

2013

WPA International Congress, Vienna, Austria, 27-30 October
•
Symposium Chair and Speaker: Mental health of vulnerable youth and the global mental health
agenda. Responding to the mental health needs of young people across countries
•
Symposium Speaker: Issues in perinatal mental health and reproduction prevention and treatment
update; Promoting women’s mental health

2013

WPA Thematic conference, Yerevan, Armenia 29-31 August
•
Symposium Chair and Speaker: Partnerships for better mental health worldwide: WPA recommendations
on best practices in working with service users and family carers
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2013

Asian Federation of Psychiatric Associations, Bangkok, Thailand, 20-23 August
•
Symposium Chair: Partnerships for mental health worldwide
•
Symposium Speaker: Promoting mental health in cities
•
Symposium Convener and Speaker: Scientific publications in psychiatry

2013

American Psychiatric Association, San Francisco, USA, 18-22 May
•
Symposium Speaker: Women's reproductive issues in mental health: Updates and controversies

2013

World Psychiatric Association Regional Congress, Bucharest, Romania, 10-13 April
•
Plenary Speaker: Health Systems’ Performance in the Asia Pacific Region
•
Regional Forum Chair and Speaker: Health Systems' Performance: ASIA/PACIFIC: Australia’s health
system performance
•
Symposium Chair and Speaker: Enhancing the Contribution of Women in Psychiatry
•
Workshop Contributor: Chances and Challenges of User and Carer Involvement in Mental Health
•
Symposium Presentation: Global Concerns and Care Quality in Women's Health and Depression:
Promoting resilience in women affected by intimate partner violence

2013

Escola Paulista de Medicina Conference, Y-Mind: Cutting-Edge Science for Mental, Emotional and Behavioral
Prevention, Universidade Federal de SãoPaulo, Brazil, 25-30 March
•
Plenary Speaker: Prevention of Mental Disorders – Are we there yet?

2013

Biennial Congress, International Association of Women’s Mental Health, Lima, Peru 4-7 March
•
Opening Plenary Address: Empowerment and promoting women’s mental health
•
Symposium Presentation: Promoting resilience in women affected by intimate partner violence
•
Symposium Presentation: Education with a gender perspective as a tool for mental health promotion

2013

Annual Meeting, Indian Psychiatric Society, Bangalore, India, 10-13 January
•
Symposium Chair: Prevention in Psychiatry

2012

Mentally Healthy City Conference, Taipei and Taichung, Taiwan, 1-3 December
•
Keynote Address: Mental Health Promotion and Healthy Cities: Lessons Learned, Good Practices
•
Keynote Address: Need for Mental Health Promotion in Cities
•
Keynote Address: International Mental Health Trends and Indicators
•
Lecture to Public Health Master Class, National University of Taiwan: Mental Health Promotion and
Health Inequities

2012

Asia Pacific Conference of the International Association for Suicide Prevention, Chennai, India, 29 Nov – 2
December
•
Keynote Speaker: Involving young people in suicide prevention

2012

National Institute of Mental Health and NeuroSciences, (Deemed University) Bangalore - Inauguration of
Centre for Public Health & Symposium on Public Health Priorities in Mental, Neurological and Substance Use
Disorders and lnjuries, Bangalore, India, 27 November 2012
•
Keynote Speaker: Public health responses to mental health needs of young people

2012

World Association for Psychosocial Rehabilitation, Milan, Italy, 10-13 November
•
Panel Chair and Speaker: Resilience of families and the trialog between mental health workers, service users and
family carers: Chances and challenges of different experiences across Europe

2012

1st International Conference on Cultural Psychiatry in Mediterranean Countries, Tel Aviv, Israel 5-7 November
•
Keynote Lecture: Supporting partnerships for mental health: service users, family carers and
professionals
•
Roundtable Speaker: Migration and mental health: Experience in Australia

2012

15th Pacific Rim College of Psychiatrists Scientific Meeting, Seoul, South Korea, 25-27 October
•
Plenary address: Partnerships for mental health worldwide and on the Pacific Rim
•
Symposium presentation: Depression in young people: Assessment and early treatment

2012

WPA International Congress, Prague, Czech Republic, 17-21 October
•
Intersectional symposium Chair: Mental health of adolescents and young people and the global mental
health agenda
•
Symposium presentation: Responding to the mental health needs of young people across countries
•
Symposium presentation: Promoting women’s mental health and social policy

2012

Third Congress of Psychiatry in Bosnia and Herzegovina, Tuzla BiH, 12-14 October
•
Plenary Lecture: Responding to the mental health needs of young people: Our role as psychiatrists
•
Workshop facilitator: Partnerships in mental health worldwide
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2012

Creating Futures, Port Moresby, Papua New Guinea, 24-26 September
•
Workshop convener and contributor: Stigma

2012

IConS of SCARF, International Schizophrenia Conference, Schizophrenia Research Foundation (SCARF),
Chennai, India, 21-23 September
•
Invited Lecture: Responding to mental health needs of young people

2012

WPA Regional Congress, Bali, Indonesia, 13-15 September
IPA Denpasar Chapter, Pre-Congress Seminar for GPs, 12 September
•
Plenary Lecture: Youth mental ill-health in young people: Assessment and early treatment
•
Symposium Chair and Presentation: Supporting partnerships for mental health worldwide: Service
users, family carers and professionals
•
Symposium Presentation: Violence against women and promoting mental health

2012

XXVI Jornada Sul-Rio Grandense de Psiquiatria Dinamica, Porto Alegre, Rio Grand do Sul, Brazil, 29 August-1
September
•
Plenary Lecture: Australian experience in promoting mental health for young people
•
Symposium presentation: Disseminating research in mental health in Lower and Middle income
countries
•
Symposium Discussant: Mental health in schools

2012

Annual Meeting, Japanese Society of Psychiatry and Neurology, Sapporo, Japan, 24-26 May
•
Plenary Lecture: Youth mental health in Australia
•
Symposium presentation: Understanding accommodation and support needs for homeless people with
psychotic disorders in Melbourne

2012

Annual Meeting, American Psychiatric Association, Philadelphia, USA, 5-9 May
•
Symposium presentation: Violence against women and mental health

2012

IV International Congress of Medicine and Women's Mental Health, Medellin, Colombia, 12-14 April
•
Plenary Lecture: Prevention of mental disorders in women exposed to trauma
•
Media Panel: Women in the 21st Century: Between the crystal ceiling and empowerment

2012

World Psychiatric Association Section on Epidemiology and Public Health Meeting, São Paulo, Brazil, 14–17
March
•
Symposium Chair and Plenary lecture: Mental health research in developing countries: Governance and
capacity
•
Invited presentation: Developing capacity to promote mental health in family day care for children

2011

International Congress on Involuntary Community Mental Health Treatment, Taipei, Taiwan, 7 November
•
Plenary Lecture: Community care for people with psychosis: Experience from Australia

2011

WPA Regional Congress, Kaohsiung, Taiwan, 3-5 November
•
Plenary Lecture: Promoting mental health and resilience after disasters

2011

World Congress of Mental Health and Summit on Global Mental Health, Cape Town, South Africa, 17-21
October
•
Symposium presentation: Partnerships for better mental health worldwide: World Psychiatric Association
(WPA) approaches to working with service users and family carers
•
Book forum: Promoting Mental Health in Scarce-Resource Settings

2011

XV World Congress of Psychiatry Buenos Aires, Argentina, 18-22 September
•
Chair, Special Symposium: WPA Working Together with Service Users and Carers and Presentation:
The WPA project on partnerships with service users and carers
•
Chair, WPA Publications Workshop: Promoting editorial capacity of psychiatric journals Herrman H,
Kieling C, Szabo C, Martin A, Patel V, Tyrer P, Maj M, Mari JJ

2011

2nd Asia-Pacific Conference on Psychosocial Rehabilitation, Manila, Philippines, 28-30 July
•
Plenary Speaker: The best practices for working with service users & family carers: WPA approach

2011

WPA Thematic Conference, Istanbul, Turkey, 9-11 June
•
Keynote Speaker: Working with service users and carers for quality in psychiatry
•
Symposium Chair: Ethics of community and industry relationships for quality in psychiatry

2011

Annual Congress RANZCP, Darwin, Australia, 29 May – 2 June
•
College Address: Advancing together: Psychiatry in Australia, New Zealand and beyond
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2011

Annual Meeting American Psychiatric Association, APA, Honolulu, Hawaii, USA, 14-18 May
•
Symposium Presentation: Working with the World Psychiatric Association to promote dissemination of
mental health research worldwide
•
Symposium Presentation: Gender, Social Policy and Promoting Women's Mental Health
•
Symposium Discussant: Recovery: Practical and Policy Lessons from around the World.

2011

PreVAiL, Toronto, Canada, 10-12 May
•
Discussant: Concepts of resilience

2011

WHO/EMRO regional consultation, Cairo, Egypt, 2-5 May
Regional consultation to develop a regional mental health & substance abuse strategy and initiate the
planning process for MHGAP implementation
•
Keynote Speaker and Consultant: Introduction to proposed Strategic options: Pursue partnerships for
public education, promotion of positive mental health, and prevention of disorders

2011

1er Congres International Francophone de Psychiatrie Transculturelle, Paris, France 18-20 April
•
Plenary Chair: Medical anthropology and social determinants of mental health

2011

WPA Regional Conference, Yerevan, Armenia, 14-17 April
•
Symposium Chair: Scientific publications in psychiatry: International and regional challenges and
Presentation Working with the World Psychiatric Association to promote dissemination of mental health
research worldwide

2011

13th congress of the International Federation of Psychiatric Epidemiology, IFPE, Kaohsiung Taiwan, 30 March 2 April
•
Symposium Presentation: Promoting dissemination of mental health research globally
•
Chair, Plenary session: Culturally sensitive mental health service development

2011

Taipei, Vision on mental health policy, Mental Health Policy Reform and Development: WHO and Australia
Experiences, Taipei, Taiwan, 29 March
•
Workshop Leader: Tackling social inequality in mental health policy: the Australia experiences; and
Population approach in promoting mental health: WHO & Melbourne Charter

2011

4th Congress, International Association of Women’s Mental Health, IAWMH, Madrid, Spain, 16-19 March
•
Plenary Speaker: The mental health of women caregivers
•
Symposium Chair and Convener: Best practices in mental health care for service users, family carers and
professionals working together
•
Presenter: Working with the World Psychiatric Association to promote dissemination of mental health
research worldwide

2011

European Psychiatric Association, Vienna, Austria, 12-15 March
•
Symposium Presentation World Psychiatric Association Task Force on best practices in working with
service users and carers

2011

Annual Symposium, Academic Unit for Psychiatry of Old Age, University of Melbourne, March 4, Melbourne,
Australia
•
Plenary Speaker: Prevention of late life mental disorders

2011

WPA Regional Meeting, Cairo, Egypt, 26-28 January
•
Symposium Presentation: World Psychiatric Association Task Force on best practices in working with
service users and carers

2010

Sixth World Conference on Promotion of Mental Health and Prevention and Mental and Behavioural
Disorders. Washington DC, USA 16-19 November
•
Plenary speaker: The need for mental health promotion in low- and middle-income countries, report from
GCAPP
•
Symposium speaker: Mental health promotion programs for young people in Australia

2010

Latin American Psychiatric Association, Puerto Vallarta, Mexico, 29 October – 1 November
•
Plenary speaker: Partnerships with service users and carers in mental health care

2010

International Conference on Schizophrenia, SCARF, Chennai, India, 22-24 October
•
Invited speaker: Involving young people in suicide prevention
Felicitations at congress opening

35

WIT.0001.0020.0056

Professor Helen Herrman
Curriculum Vitae

2010

Turkish National Psychiatric Association Annual Meeting, Izmir, Turkey, 17-19 October
•
Session co-chair and Plenary speaker: "Scientific publications in psychiatry: current international and
regional challenges", The WPA scientific publications program and the journal World Psychiatry
•
Workshop facilitator: How to write, publish, and review scientific publications in psychiatry

2010

Creating Futures, Centre for Rural and Remote Mental Health, Cairns, Australia, 21-14 September
•
Plenary Address: Sharing stories from other countries: mental health and development

2010

Guangdong and Melbourne Mental Health Collaboration meeting on community mental health, Shenzhen,
China, 6-7 August
Plenary presentation: Mental health promotion and early intervention in psychiatry

2010

WPA International Congress, Beijing, China, August 1-5
•
Chair: WPA editors’ workshop on support for research dissemination
•
Symposium Chair and presenter: WPA and partnerships for mental health
•
Symposium Chair: Promoting research and scientific publications across the world
•
Symposium Chair: Parenthood and mental health
•
Symposium Co-chair: Community mental health in Asia-Pacific region
•
Chair, WPA Editors’ Workshop Support for research dissemination

2010

China-Australia Training on Community Prevention and Health Education of Mental Disorders, Peking
Institute of Mental Health, Beijing, China, 31 August
•
Plenary presentation: Global mental health education

2010

NHMRC Scientific Symposium and Workshop, Academy of Science, Shine Dome, Canberra, Australia, 28 July
•
Invited speaker: Involving Young People in Preventing Suicide & Promoting Mental Health

2010

WPA Regional Meeting, St Petersburg, Russia, 10–13 June
•
Symposium chair: WPA’s recommendations on working together with service users and carers
•
Symposium speaker: The WPA project on partnership with service users and carers

2010

International Strategies in Mental Health, Symposium to Honour Dr Benedetto Saraceno Madrid, Spain, 13
May
•
Invited Speaker: WHO and its role in mental health – what has been achieved?

2010

NIMHANS – RCPSYCH Conference, Bangalore, India, 7 March
•
Keynote speaker: Partnerships with service users and carers in mental health care

2010

WPA Regional Meeting, Dhaka, Bangladesh, 20-22 January
•
Opening remarks: Workshop on medical writing

2010

62nd Annual Conference of Indian Psychiatric Society, Jaipur, India, 17–18 January
•
Symposium Co-chair: Women’s mental health and human rights

2009

Australian Society for Psychiatric Research, Canberra, Australia, 2-4 December
•
Symposium Speaker: Health, social problems and depression in primary care

2009

Educational Seminar for Cambodian Mental Health Professionals, Siem Reap, Cambodia, 23-24 November
•
Plenary Speaker: Using Mental Health First Aid in primary care

2009

WPA Regional Congress Abuja, Nigeria 20-24 October
•
Keynote Speaker: Health, social problems and depression in primary care

2009

World Congress of Mental Health, Athens, Greece, 2-6 September
•
Panel Speaker: Global Summit on Mental Health. Strategies for the future: Involving young people in the
Movement
•
Panel Speaker: Advances and Perspectives in Mental Health: The need for mental health promotion in
low- and high-income countries

2009

International Mental Health Seminar, St Vincent’s Health, Melbourne, Australia, 20-21 August
•
Keynote Speaker: Community Mental Health Care and WHO mhGAP

2009

11th Johor Mental Health Convention, Johor Bahru, Malaysia, 15 – 18 July
•
Plenary Address: Upscaling services through advocacy
•
Workshop Facilitator: Citizen advocacy empowering the community

2009

162nd Annual Meeting of the American Psychiatric Association, San Francisco, USA, May 16-21
•
Symposium speaker: The effects of city life on mental health around the world - The practice of mental
health promotion in urban planning and city administration
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2009

XII IFPE International Congress, Vienna, Austria, April 16 – 19
•
Discussant: Parallel Symposium: Gender in epidemiological research – more than a routine control
variable
•
Symposium speaker: Homelessness and Mental Health - Understanding accommodation and support
needs for homeless people with psychotic disorders in Melbourne
•
Symposium speaker: How to scale up research capacity in low and middle-income countries: is it
important to improve dissemination? - The WPA task force project with editors of low and middle income
countries
•
Symposium chairperson: Gender aspects of mental disorders

2009

12th World Psychiatric Association (WPA) International Congress, Florence, Italy, 1-4 April
•
Director in the advanced course: The public health approach: what psychiatrists need to know?
•
Symposium speaker: Implementing mental health care through developing caring communities
•
Symposium chairperson Working with the community
•
Symposium speaker: Access to mental health care – global perspectives (part III)

2009

Man the Hunted: Sociality, Altruism and Well-Being. Conference held at Washington University in St Louis,
Missouri, USA, 12 – 14 March
•
Invited Speaker: Human altruism and cooperation: needs and the promotion of well-being in modern life
•
Keynote address and discussion: Promotion of well-being in health care (together with Lauren Munsch)
•
Panel Member: Translation of theory into practice – what can we do for the community using the
positive paradigm? Open panel - Quality of life

2008

Australian Society for Psychiatric Research Conference, Newcastle, Australia, 30 November - 3 December
•
Plenary speaker: ‘Community Mental Health Care for People with Psychosis’

2008

XXV Congress APAL (Latin American Psychiatric Association), WPA Co-sponsored meeting. Isla Margarita,
Venezuela, 18-22 November
Invited speaker: Community Mental Health Care for People with Psychosis

2008

International Conference on Schizophrenia, Schizophrenia Research Foundation (SCARF), Chennai, India,
October 17-19
•
Invited speaker: Quality of life in women living with schizophrenia

2008

XXVI Congress, Brazilian Psychiatric Association, Brasilia, Brazil, 15-18 October
•
Plenary Address: Mental health care reform in Australia: what can be learned?

2008

XIV World Congress of Psychiatry, Prague, Czech Republic, 19-25 September.
Co-Chair, Scientific Committee
•
Special Lecture: Community care for people with psychosis: Inclusion as a valued outcome and a human
right
•
Symposium Convener, Chair ‘Research Dissemination: Collaborating With The WPA Publications
Program’ and presentation: Dissemination of mental health research in low- and middle- income
countries (LAMI)
•
Chair: WPA Editors’ Workshop - Support for research dissemination
•
Symposium presentation: (convened by European Federation of Associations of Families of People with
Mental Illness) The Ethics of Psychiatric Research
•
Symposium Chair: Asia-Pacific Community Mental Health Development Project
•
Panel Chair: launch of Asia-Pacific Community Mental Health Development Project
•
Symposium on ‘Public Awareness of Mental Health’, presentation The practice of promoting mental
health and psychosocial wellbeing
•
Symposium on ‘The Person and Populations’ Mental Health’, presentation The person and
community health
•
Symposium on ‘Mental Health and HIV In Vulnerable Women Across Cultures’, presentation A pilot
intervention to promote mental health among vulnerable women in India
•
Symposium on ‘Social Context, Rural Mental Health in Marginalised People’, Discussant
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2008

From Margins to Mainstream, 5 World Conference on Promotion of Mental Health and Prevention of Mental
and Behavioural Disorder. Melbourne, Australia, 10-12 September
Co Chair of the Conference Scientific Committee
•
Plenary speaker: Setting the scene: conference structure and global developments in promotion and
prevention
•
Panel member: presenting WHO viewpoint “Building bridges, recognising and valuing community based
mental health prevention and promotion programs”

2008

First International Conference on Psychotrauma, Centre for Trauma Research and Psychosocial Interventions,
National University of Sciences and Technology, Islamabad, Pakistan, 30-31 August
•
Symposium presentation: Mental health promotion in post-disaster settings
•
Discussant: Workshop on Psychological Trauma- Research Proposals for CTRPI

2008

WPA Thematic Conference, Depression in Primary Care. Granada, Spain, 19-21 June
•
Symposium Chair and Speaker: Back to basics: re-thinking depression’, with presentation ‘Cross-Cultural
Studies of Depression in Primary Health Care

2008

Mental Health America Inaugural Promotion and Prevention Summit, Washington DC, USA, 6-7 June
•
Plenary Address: Adopting a Prevention and Promotion Framework—Galvanizing the Political and Social
Will for Change

2008

American Psychiatric Association Annual Meeting, Washington DC, USA, 3-8 May
•
Royal College of Psychiatrists, Symposium, invited presentation: Promoting mental health among
vulnerable women in India

2008

3rd International Congress on Women's Mental Health, Melbourne Australia 17-20 March
•
Keynote address: Empowerment of women and promoting mental health in low-income countries
•
Symposium presentation: A pilot intervention to promote mental health among widows of injecting drug
users in north-east India

2008

Conference on Psychiatry for the Person, organized by the WPA Institutional Program on Psychiatry for the
Person (IPPP), the Association of WPA French Member Societies, and the WPA European Zonal
Representatives, Paris, France, 6-8 February
•
Keynote Presentations: Mental health promotion; Quality of life assessment

2007

WPA Regional Congress, Shanghai, China 20-23 September
•
Invited Speaker: What is the need for mental health promotion in poorly resourced countries?
•
Symposium: Depression, Co-morbid Medical Disorders and Functioning in Australian Primary Care: The
DIAMOND study
•
Symposium: Ethics in psychiatric research
•
Symposium Chair: Community mental health services in the Asia-Pacific

2007

2007 World Mental Health Congress of the World Federation for Mental Health, Hong Kong 19-23 August.
•
Plenary Speaker: Beyond the call: Promoting mental health and the Lancet Mental Health Group Call for
Action on global mental health

2007

Royal College of Psychiatrists Annual Meeting, Edinburgh, Scotland, 19-22 June
•
Invited Speaker Public Health and Psychiatry for the Person

2007

WPA Regional Congress, Seoul, Korea, 18-21 April
•
Symposium Convener and Chair: Changing views of the needs for mental health care in the community

2007

WPA Regional Congress, Mental Health in Development, Nairobi, Kenya, 21-23 March
•
Symposium Chair and paper: Population mental health in Africa and Australia: learning from each
other’s experience. Australian initiatives to promote mental health and prevent mental illness

2006

Pacific Rim College of Psychiatrists Congress Taipei, China, October 6-8
•
Symposium Co-chair: (chair Prof Hai-Gwo Hwu) Innovative Mental Health Work and Movement in Asian
Countries
•
Symposium Co-chair: Asia-Pacific Mental Health for Disaster Network

2006

WPA Regional Congress, Lima, Peru, 30 November – 3 December
•
Plenaria epidemiologica: Evidence for mental health promotion
•
Keynote Lecture: Promoting mental health: Effective programs and principles
•
Symposium Convener: Promoting mental health among vulnerable women
•
Symposium: Women leaders in psychiatry: Advancing in WPA
•
Symposium: Psychiatry for the person: public health
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2006

ICONS II of SCARF International Conference, Chennai, India 13-15 October
•
Invited Lecture: Depression in Primary Health Care: Building Capacity for Prevention and Treatment

2006

4th World Conference The Promotion of Mental Health and Prevention of Mental and Behavioural Disorders,
Oslo, Norway 11-13 October
•
Plenary Speaker: Promoting mental health: Effective programs and principles from Australia
•
Symposium discussant: Rural mental health care – prevention, policies & practices

2006

WPA International Congress, Istanbul, Turkey, 12-16 July
•
Keynote Lecture: Cross–cultural Studies of Depression in Primary Health Care.
•
Symposium convenor: What does psychiatry have to do with mental health? WPA’s role in population
health.
•
Symposium: Mobilizing strength: network for mental health in Asia-Pacific; Japan–Australia cooperation in
mental health.
•
Symposium: The psychiatrist as clinical leader: the context for women’s careers in psychiatry.
•
Symposium Discussant: Towards an Integrative Diagnostic Model

2006

Hong Kong Hospital Authority Convention, Hong Kong 8-9 May
•
Keynote speaker: Beat depression: the evidence and practice

2006

National Institute of Mental Health, Bangalore, India, 28 April.
•
Invited lecture: Prevention and promotion in mental health

2006

WPA Regional Congress, Havana, Cuba 27-31 March
•
Guest Lecture: Mental health and public health Symposium Co-morbidity & diagnostic systems in mental
health primary care

2005

SAARC Psychiatric Federation International Conference, Agra, India 2-4 December
•
Guest Lecture What does psychiatry have to do with mental health?

2005

Celebration of World Mental Health Day, Ministry of Health, Beijing, China, 10 October
•
Invited Address: World Mental Health Day in Australia

2005

XIII World Congress of Psychiatry, Cairo, Egypt, 11-15 September
•
Invited speaker, Invited convenor of Forum, Symposium and Workshop
•
XIII WCP Forum, Convenor and Chair: Psychiatric Care in the Community
•
Section Symposium, Convenor and Chair: The WPA Consensus Statement on Psychiatric PreventionWhere to from here?
•
Symposium Co-Chair and discussant (Chair E Jane-Llopis): The European Platform for prevention and
promotion in mental health-engaging stakeholders
•
Symposium (Chair M Schmolke, Co-chair, O Ray): Resilience in mental health promotion:
Interdisciplinary perspectives. ‘Public health perspectives on resilience and public health’
•
Training Workshop for fellows and other young psychiatrists, Convenor and Chair: People living
with substance abuse and comorbid psychiatric disorders
•
XIII WCP Forum: World conflicts and mental health. Is mental health promotion relevant?

2005

WPA Co-Sponsored International Conference on Psychiatry, South Asian Forum on Mental Health &
Psychiatry, UK Chapter. Colombo, Sri Lanka, 24-28 July.
•
WPA Forum: Plenary presentation. Public policy, mental health and psychiatry

2005

Access for All: Workshop on guidelines and resources for disability-inclusive development practice. Organised
by CBMI, ACFID and AIHI, University of Melbourne, Melbourne, Australia, 21 July.
•
Invited Presentation: Mental health, mental illness and disability

2005

International Mental Health Promotion Summer Institute, Centre for Addiction and Mental Health &
University of Toronto, Ontario, Canada, 11 – 13 July.
•
Plenary address: Status of mental health promotion in the world
•
Plenary address: Policies that promote mental health
•
Workshop: Integration of individual, community and policy strategies

2005

Consultation on National Survey of Mental Health and Wellbeing. Australian Government Department of
Health and Ageing, Sydney, Australia, 16 June
•
Invited presentation: Low prevalence disorders
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2005

American Psychiatric Association (APA) 158 Annual Meeting, Atlanta, USA, 21-26 May
•
APA Alliance Symposium: Behind Closed Doors - The Hidden Family.
•
Invited chair, speaker: Clinical and public health aspects of intimate partner violence.
•
Symposium: Leadership in Psychiatry: Women Leaders in Advocacy and Services
•
Chair and presentation: The psychiatrist as clinical leader

2005

WPA, Regional and Intersectional Congress, Athens, Greece, 12 -15 March
•
Invited speaker, symposium convenor
•
Symposium The construction of future international classification and diagnostic systems: the role of WPA
scientific sections with presentation entitled: What nosology may provide for sound public policy in
psychiatry?
•
Symposium: Recent advances in evidence for prevention of mental disorders with a presentation entitled
Report on evidence for promoting mental health.
•
Update Lecture: Public Policy, mental health and psychiatry
•
Intersectional Forum on Psychiatric Prevention: co-chair with Prof. Christodoulou and Prof. LecicTosevski, with a presentation (co-author Prof. Lecic-Tosevski)

2005

International Medical University Seremban, Malaysia 14 February.
•
Invited lecture: Prevention in Psychiatry

2004

WPA International Congress, Florence, Italy, 11-13 November
•
Convenor/Speaker-Forum: Interacting with the media about psychiatric treatment issues
•
Discussant: WPA/WHO Symposium on Nosological and Diagnostic Validity

2004

11th Scientific Meeting of the Pacific Rim College of Psychiatrists, Hong Kong, 29 October
•
Invited speaker: ‘Recent priorities in the promotion of mental health’.

2004

3rd World Conference on the Promotion of Mental health and Prevention of Mental and Behavioural
Disorders, Auckland, New Zealand, 14-16 September
•
Policy Forum: Acceptance of mental health promotion and prevention internationally.
•
Plenary speaker: WHO’s project on mental health promotion.

2004

4th Kuala Lumpur Mental Health Conference, Malaysia, 7 September
•
Keynote speaker: Promotion of mental health and prevention of mental disorder: the way forward in
mental health’.
•
Invited speaker: Health Promotion Symposium, Implications for a national mental health policy.

2004

WPA Conference on Psychiatry and its Contemporary Context, New York, USA, 30 April - 1 May
•
Invited Convenor and speaker, Symposium: A follow-up on the WPA Statement on Globalization and
Mental Health
•
Invited speaker: Symposium: ‘The Cultural Formulation: New York and International Perspectives’:
Integrating psychiatric nosology within a general classification of disease
•
Co-Chair Symposium: ‘Comprehensive Health and Integration of Services: New York and International
Perspectives’

2004

ICONS of SCARF – International Conference on Schizophrenia, Chennai, India, 29 January – 2 February
•
Invited speaker: Quality of Life and Needs for Care in People Living with Psychosis in the Community

2003

3rd Health Services & Policy Research Conference, Melbourne, Australia, 16-19 November
•
Invited Convenor – Workshop: Linking Research and Policy in Mental Health

2003

EU Meeting: Implementing Mental Health Promotion Action (IMHPA), Barcelona, Spain, 4-5 September.
•
Invited speaker: WHO Mental Health Promotion Project

2003

WPA Section of Epidemiology and Public Health, Paris, France, 9-11 July
•
Invited speaker: Disability and service use among homeless people living with psychotic disorders

2003

National Mental Health Promotion and Prevention Working Party Meeting, Canberra, Australia, 25-26 March
•
Invited speaker: International Context for Mental Health Promotion

2003

Directions in Psychiatry 10th Anniversary, Partnerships in Mental Health, ‘Canberra, Australia, 27-29 March.
•
Invited speaker: Regional and Local Partnerships in Mental Health

2003

Australian Rotary Health Research Fund Symposium, Canberra, Australia, 19-21 March.
•
Invited speaker: ‘Cost-effectiveness of treatment for psychotic disorders – is it premature to judge?’

2002

World Federation for Mental Health Biennial Congress, Melbourne, Australian, 21-26 February
•
Plenary speaker: Mental Health and Mental Health Promotion in the Western Pacific Region
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2002

Australian Society for Psychiatric Research Conference, Canberra, Australia, 4-6 December
•
Invited speaker: WHO’s project on evidence for mental health promotion

2002

1st iMHLP International Mental Health Development Conference, Melbourne, 16-18 October
•
Invited speaker: A Mental Health Strategy for the Western Pacific

2002

Second World Conference on promotion of mental health and prevention of mental and behavioural
disorders, London, UK, 11-13 September
•
Invited speaker: The WHO program on evidence for mental health promotion

2002

Hong Kong Alzheimer’s Disease and Brain Failure Association, 5th Asian Pacific Regional Meeting, Hong Kong,
5-8 September
•
Invited speaker: The experience of family caregivers: families and professional caregivers working
together

2002

XII World Congress of Psychiatry, Yokohama, Japan, 24-29 August
•
Invited speaker:
o WHO Symposium – Mental health ATLAS: implications for countries
o Symposium on the LIDO Study – The clinical perspective: functional status, health service use, and
treatment of people with depressive symptoms
o Symposium - Globalization: positive and negative aspects on mental health
o Symposium on Health Promotion – International collaborations on mental health promotion: a
Western Pacific initiative
o Symposium – A mental health strategy for the Western Pacific region: partnerships for education and
research
•
Symposium Convenor: Measuring mental health and mental illness in the Western Pacific Region

2002

Japan Society for Psychiatry and Neurology, Centenary Meeting, Yokohama, Japan, 24 August
•
Plenary speaker: Developing a national mental health policy

2002

AusAID Seminar, Canberra, Australia, 1 August.
•
Invited speaker: Mental health in developing countries: scope for collaborative initiatives in Australia

2002

Mental Health in Developing Countries, University of Melbourne symposium Melbourne, 13 June
•
Invited speaker: Determinants of mental illness and a regional mental health strategy

2002

22nd Annual Conference of the Japan Society of Social Psychiatry, Chiba, Japan, 7-8 March
•
Invited speaker: The Regional Mental Health Story: A Mental Health Strategy for the WHO Western Pacific
Region

2001

3rd National Conference on Mental Health, Beijing, China, 28 October – 3 November
•
Plenary speaker: World Health Report 2001 and Regional Strategy on Mental Health

2001

2nd WHO Workshop on Training for Community Mental Health, Yong-in, Republic of Korea, 16-20 October
•
Plenary speaker: A new strategy for mental health in the Western Pacific Region: from institution to
community

2001

Scientific Meeting of the Pacific Rim College of Psychiatry, Melbourne, 6-9 October
•
Invited speaker: A regional strategy for mental health

2001

Asia-Pacific Regional Conference, IFPE, Selangor, Malaysia, 26-29 September
•
Invited speaker: WHO/WPRO Regional Strategy on Mental Health
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PUBLICATIONS
Peer-reviewed Research Publications
1983 – 1989
1.

Herrman HE, Baldwin, JA, Christie D. 1983. A record - linkage study of mortality and general hospital
discharge in patients diagnosed as schizophrenic. Psychological Medicine 13(3): 581-593.

2.

Herrman HE. 1987. Re-evaluation of the evidence on the prognostic importance of schizophrenic and
affective symptoms. Australian & New Zealand Journal of Psychiatry 21(4): 424-427.

3.

Copolov DL, McGorry PD, Minas IH, Keks NA, Herrman HE, Singh BS. 1989. Origins and establishment of the
schizophrenia research programme at Royal Park Psychiatric Hospital. Australian & New Zealand Journal of
Psychiatry 23(4): 443-452.

4.

Herrman HE, McGorry P, Bennett P, van Riel R, McKenzie D, Singh B. 1989. Prevalence of severe mental
disorders in homeless and disaffiliated people in inner Melbourne. American Journal of Psychiatry 146(9)
1179-1184.

5.

Herrman HE. 1989. Schizophrenia and biological determinism. Australian & New Zealand Journal of
Psychiatry: 23; 48-52 (abstracted in Abstracts International, 1989).

1990 – 1994
6.

Herrman HE. 1990. A survey of homeless mentally ill people in Melbourne, Australia. Hospital and
Community Psychiatry 41(12): 1291-1292.

7.

Herrman HE, McGorry P, Bennett P, Singh B. 1990. Age and severe mental disorders in homeless and
disaffiliated people in inner Melbourne. Medical Journal of Australia 153(4): 197-205.

8.

Finch S, Burgess P, Herrman HE. 1991. The implementation of community based crisis services for people
with acute psychiatric illness. Australian Journal of Public Health 15(2) 122-129.

9.

Herrman HE, McGorry P, Mills J, Singh B. 1991. Hidden severe psychiatric morbidity in sentenced prisoners in
Melbourne. American Journal of Psychiatry 148(2): 236-239.

10.

Eastwood MR, Herrman HE, Singh BS. 1991. Australia: Do informal carers suffer? Lancet 337(8752); 1276.

11.
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The need for mental health promotion
Helen Herrman

Objective: To examine the concept and evidence for mental health promotion, within an
understanding of mental health and mental illness and their determinants.
Method: A selective review of literature and opinion in the fields of public health and mental
health.
Results: Mental health and mental illness are often given a low priority, despite growing
evidence of the burden of disease and costs to the economy. Improving mental health and
reducing mental illness will improve quality of life, public health and productivity. The needs
for mental health promotion are complementary to the needs for prevention and treatment
of mental illness. The required activities are different. Mental health professionals have a
necessary but not sufficient role in mental health promotion.
Conclusions: An understanding that mental illnesses are treatable can encourage early
entry to care, improve outcomes and lessen the stigma and discrimination related to mental
illness. In primary health care there is some evidence that preventive interventions with
groups at high risk of depression can prevent episodes of ill health. However, mental health
promotion involves another dimension. Better understanding of the nature of mental health
and mental illness is the key to changing the priorities, policies and practices in education,
law, social services, housing and health critical in turn to the conditions conducive to mental
health.
Key words: epidemiology, mental health promotion, prevention of mental illness, suicide.
Australian and New Zealand Journal of Psychiatry 2001; 35:709–715
A balanced approach to promoting mental health,
preventing mental illness and treating those affected is
recommended by experts and governments in a number
of countries [1–3]. However, in most communities the
value of mental health and how to promote it are poorly
understood. On the other hand, mental illness is stigmatized, and often believed to be untreatable. Prevention of
mental illness is regarded as unlikely, and mental health
promotion has been hampered by the diffuse nature of
the proposed action [4,5].
The present paper begins by noting the effects of
mental illnesses on communities and individuals, and
then discusses the concepts of mental illness and mental
health. These ideas in themselves have a strong influence
Helen Herrman, Professor and Director of Psychiatry
The University of Melbourne, Department of Psychiatry, St Vincent’s
Mental Health Service, 41 Victoria Parade, Fitzroy, Victoria 3065,
Australia. Email: herrmahe@svhm.org.au
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on understanding the needs for mental health promotion
and the prevention and treatment of mental illnesses. The
final sections consider the complementary activities of
promotion, prevention and treatment, some of the controversies and dilemmas that prevail, and the required
next steps.
The message from epidemiology
I: high prevalence, disability and costs
Until now, the priority assigned to mental illness and
mental health on the international public health agenda
is, by any criterion, vanishingly small. In relation to the
staggering toll of disability resulting from mental and
behavioural pathology, so low a priority is simply perverse. Why does mental illness fare so badly? [6 p.142].

There are several reasons. The first relates to the
stigma and poor understanding of mental health and
illness. Another relates to health statistics. Death rates
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greatly underestimate the disease burden resulting from
mental illnesses. In recent years the World Bank, in
cooperation with the World Health Organization, developed a new index to measure total health burden:
disability adjusted life years (DALYs). This statistic
summarizes the ill health, disability and loss of life from
identifiable diseases into a single numerical measure.
Although still imperfect, it gives a much more realistic
measure of the relative level of health burden attributed
to mental illness [6]. According to these measures, the
burden of mental illnesses constitutes 10% of the global
burden of disease. Depression will be one of the largest
health problems worldwide by the year 2020. Problems
of mental health are a major and increasing threat to the
quality of life, to the economy, and to public health
throughout the world [2].
The National Survey of Mental Health and Wellbeing in
Australia has results comparable with other major surveys
in recent years, indicating that during 1 year, almost one
in five (18%) people in the community has a diagnosable
form of mental illness at some time [7]. Young adults
aged 18–24 years have the highest prevalence (27%). For
young men the major problem is substance abuse, and for
young women it is anxiety and depression. Three per cent
have a critically disabling mental illness, such as schizophrenia, manic-depression, severe depression, severe
anxiety and drug dependence; 5% have chronic and disabling mental illnesses such as depression, anxiety, and
substance use. Significant disorders occur in childhood
and adolescence and may continue to adulthood, whereas
many adult disorders begin in adolescent years.
People living with severe mental illnesses are among
the most disadvantaged people in any community. The
physical and emotional consequences of illness affect
their ability to function in family, social and vocational
realms, and they experience discrimination in many
aspects of life [8]. The complications include family disruption, substance abuse, suicide, illness and premature
death from other causes, unemployment, poverty, social
isolation and homelessness. Many of these critical outcomes can be avoided with early recognition and treatment, or with appropriate and sustained support for
people and families living with long-term illness [9].
However, most people with potentially remediable disorders are not treated [10]. There is a continuing failure
to recognize and treat mental illness, particularly anxiety
and depression, in people attending general practitioners
or general hospitals. Approximately 20% of these
patients suffer from a well-defined mental illness, often
associated with a physical illness; in a high proportion
this is chronic with substantial disability and increased
use of health care. The cost to the community may be
calculated in several ways, but it is very high.

The message from epidemiology
II: variations with time, place and person
Social and environmental conditions, and particularly
relative social disadvantage [11], have significant effects
on mental health and illness. People from poor socioeconomic backgrounds, those who are unemployed and
those who live alone experience poorer health and wellbeing than those in other groups. There are major decrements in social and emotional well-being in many
immigrant and indigenous communities. This is linked
to loss of land, family and identity, and to poor general
health.
Stressful life events influence the onset and outcome
of illnesses of various types. Major life events can, for
instance, provoke a depressive illness and the risk of
their doing so is increased by the presence of underlying
vulnerability factors, including deficiencies in family
and social support. On the other hand, social ties and
support can have protective effects. Preventive strategies
can usefully aim at reducing vulnerability in persons at
increased risk for depression by strengthening their
social networks [12].
Although schizophrenia and related disorders are not
‘social diseases’, social and cultural factors including the
opportunity to work and others’ expectations strongly
influence the course of the disorder and the likelihood of
recovery [11,13]. Early intervention is likely to have an
important influence on recovery and course of the disorder [14].
Improving mental health
Health can be defined as a state of balance that individuals establish within themselves and with their environment [15]. It is the product of a number of interrelated
dimensions, including mental, physical, emotional,
social, cultural and spiritual dimensions. Mental health is
included within this definition: the ability of people to
think and learn, and the ability to understand and live
with their own emotions and the reactions of others.
The activities that can improve health include the prevention of disease, impairment and disability, the treatment of diseases and the promotion of health. These are
quite different from one another. The promotion of health
requires changing the place that health has on the scale of
values of individuals, families and societies. The methods
of health promotion are different from those used to
prevent or treat mental illness, and from those used to
rehabilitate people disabled by mental illness [15].
These are all required, are complementary, and cannot
be substituted for one another. It is not enough to rely on
treatment. This is just as true for mental as for physical
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disorders. However, confusion about the concepts of
mental illness and mental health have influenced the
development of programs and the availability of
resources in each of these domains.
Concepts of mental illness and mental health
People with mental illness are often considered to be
identifiable and different from the rest of the population.
Yet the term mental illness means different things to different people. Confusion about the term has been a powerful reason for the low priority given to mental illness [16],
and scepticism about the capacity to treat or prevent it.
Two potent sources of confusion about the idea of
mental illness exist in the public mind. First, mental
illness has to be distinguished from other causes of
social deviance also involving distress and abnormal
behaviour [17]. Mental illness, eccentricity and badness
are different in meaning. Some individuals may be
labelled with more than one of these terms, but it is vital
to keep these terms separate. If mentally ill people are
seen as ill rather than as eccentric or bad, it is easier to
seek ways of providing them with appropriate services,
and to seek approaches to prevention and mental health
promotion [16]. A second source of confusion is the
tendency to ‘overlook the highly specific dysfunctions
because of their kinship with common misery and crises’
[18]. The illnesses of depression and anxiety for instance
often have a quality difficult or impossible for those suffering the ‘common misery’ to understand.
The treatment of mental illness has historically been
alienated from the rest of medicine and health care. In
the isolated setting of the asylums, practitioners saw
many seemingly incurable patients. The supposed incurability of insanity and melancholy made practitioners
believe the causes were entirely biological. The idea has
since persisted that prevention of mental illness is ‘all or
none’. The psychoanalytic and psychotherapeutic practice that flourished outside the asylums from the middle
of the last century concentrated on processes within the
individual. There was a similar lack of focus on illness as
‘a product of an ecosystem’ [19].
The fundamental concept of disease as multifactorial
in origin is the basis for preventive medicine. Mental
illness has generally been excluded from this framework.
However, psychiatric treatment services have changed
greatly over the last 50 years. Most treatment and care
now occur outside large institutions. The expectation is
that treatment and care in the community will foster
approaches to the problems of mental illness similar to
those of other illnesses [20].
Turning to mental health, there are a number of barriers to understanding and definition [16]. Just as with
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mental illness, confusion and vagueness about the concept are powerful reasons for the low priority given to
mental health programmes, and the difficulty in mobilizing all those concerned with supporting an overall
strategy. The barriers include the belief that either
mental or physical health can exist alone. Health
includes mental, physical and social functioning, which
are interdependent. Likewise, mental and physical illnesses do not exist on their own. Mental illness can
accompany, follow, or precede physical disorder. The
second major barrier is the belief that health and illness
are mutually exclusive. They are mutually exclusive
only if health is defined in a restrictive way as the
absence of disease. Defining health as a state of balance
between the self, others and the environment changes
the thinking.
Mental health promotion and prevention of
mental illness
The World Health Organization defines health promotion as action and advocacy to address the full range of
potentially modifiable determinants of health [21]. These
determinants include not only those related to the action of
individuals, such as behaviours and lifestyles, but also
factors such as income and social status, education,
employment and working conditions, access to appropriate health services, and the physical environment. Health
promotion and prevention are necessarily related and
overlapping activities. Because the former is concerned
with the determinants of health and the latter focuses on
the causes of disease, promotion is sometimes used as an
umbrella concept covering also the more specific activities
of prevention [2].
A strong body of evidence identifies the personal,
social and environmental factors promoting mental
health and protecting against ill health [1,2,22,23]. These
factors may be clustered conceptually around three
themes [1,2]:
1. The development and maintenance of healthy communities, which then provide a safe and secure environment, good housing, positive educational experiences,
employment and good working conditions, a supportive
political infrastructure, minimize conflict and violence,
allow self-determination and control of one’s life, and
provide community validation, social support, positive
role models, and the basic needs of food, warmth and
shelter.
2. Each person’s ability to deal with the social world
through skills such as participating, tolerating diversity
and mutual responsibility; associated with positive experiences of early bonding, attachment, relationships, communication and feelings of acceptance.
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3. Each person’s ability to deal with thoughts and feelings, the management of life and emotional resilience;
associated with physical health, self esteem, ability to
manage conflict and the ability to learn.
The fostering of these individual, social and environmental qualities, and the avoidance of the converse, are
the objectives of mental health promotion and prevention. As an example, the Victorian Health Promotion
Foundation [24] has defined three broad themes for
action after a review of expert opinion and the evidence
linking mental and physical health to each other and to
aspects of social connectedness, discrimination and
violence, and economic participation.
These activities of mental health promotion are mainly
sociopolitical: reducing unemployment, improving
schooling and housing, working to reduce stigma and
discrimination of various types, and wearing seat belts to
avoid head injury. The key agents are politicians and
educators, and members of non-government organizations. The job of mental health professionals is to remind
them of the evidence for the importance of these key
variables [25].
Prevention of illness is sometimes categorized by
stages of intervention in an assumed causal chain:
primary (to prevent onset of illness), secondary (to
reduce the duration and associated disability by early
treatment) or tertiary (to reduce sequelae). When causal
pathways can be identified, as in some cases of depression, this concept is useful in prevention of mental
illness.
Another approach to health promotion categorizes
interventions according to the levels of risk of illness
or scope for health promotion, in various population
groups, and makes it clearer what type of collective
action is required: universal (directed to the whole population, e.g., good prenatal care), selected (targeted to
subgroups of the population with risks significantly
above average, e.g., family support for young, poor,
first pregnancy mothers) or indicated (targeted at highrisk individuals with minimal but detectable symptoms, e.g., screening and early treatment for symptoms
of depression and dementia) [26]. This second
approach emphasizes the capacity to act despite the
conundrum that: (i) the evidence for direct causal pathways is generally strongest for the most immediate
influences; (ii) most illnesses have multiple causes
interacting in a ‘vicious spiral’ over time [11]; and (iii)
important factors such as child abuse and neglect may
influence the later occurrence of several types of
illness, and the level of well-being in later life. Other
life events and circumstances will interact favourably
or unfavourably to contribute to resilience or the development of illness.

‘Mainstreaming’ mental health promotion
The activities of mental health promotion may usefully
be ‘mainstreamed’ with health promotion, although the
advocacy needs to remain distinct. Many of these activities as mentioned previously will also promote physical
health, and physical and mental health are closely associated. Physical health is an important influence on
mental health. Conversely, the importance of mental
health in the maintenance of good physical health and in
the recovery from physical illness is now well substantiated. Mental health status is associated with risk behaviours at all stages of the life cycle. For instance, in young
people, depression and low self-esteem are linked with
smoking, binge drinking, eating disorders and unsafe sex
[27]. Depression in older people is linked with social isolation, alcohol and drug abuse and smoking [28], and
poor physical and role functioning [29]. Mental health
status is a key issue for changing the health status of the
community.
Dilemmas and controversies
Universal or indicated (‘high risk’) strategies or both
Screening, or the pursuit of earlier diagnosis, and treating defined high risk groups, are two strategies used in
several areas of health care. These strategies are important in preventing and treating a number of defined disorders such as breast cancer and depression. In primary
health care, for example, preventive interventions are
likely to be effective with groups at high risk of depression, such as the bereaved [30], mothers with a previous
episode of postnatal depression, and those who drink
harmful levels of alcohol [25]. Counselling, education
and support by members of the health and social service
teams can be crucial in preventing episodes of ill-health.
However, these strategies will have little effect on promoting population health or in lowering rates of illness
in the population, because of our limited ability to
predict which individuals will become sick. Risk factors
may identify a group with a much increased relative risk,
but most high-risk individuals are likely to remain well
and most clinical cases occur in those who were not at
conspicuous risk: ‘a large number of people exposed to a
small risk commonly generate many more cases than a
small number exposed to a high risk’ [31 p.554]. Rose
bases this important point on the understanding that, in
all fields, disease and normality are part of a continuum,
and not separate entitites.
This reasoning is particularly relevant when considering strategies to lower the rates of suicide in a population [32,33]. For instance, detection and treatment of
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depression in primary care will be important in saving
a number of people from death by suicide, as mental
illness is a major risk for suicide. However, most people
who become depressed will not die in this way. Reducing
rates of suicide is more likely to be achieved using universal population-based strategies [34]. Reducing the
availability of methods commonly used for suicide is the
most practical current policy. Wider approaches depend
on the epidemiological evidence of a strong association
over time in different parts of the world between suicide
and social conditions, including the rate of unemployment. A reduction in suicide rates is likely to result from
universal or population-level actions. Examples are social
interventions that are effective in improving mental
health among unemployed people; altering school environments in ways shown to avert the antecedents of
suicide (depression, harmful drinking and deliberate selfharm); and parenting support effective in reducing the
chances of domestic violence and abuse, and improving
the nurturing of children.
These interventions have a further relevance. Not only
do most clinical cases occur in low-risk individuals, but
also subclinical degrees of abnormality generate much
morbidity. As much as three-quarters of depressionrelated social disability may arise in those whose scores
on a depression inventory fall below the accepted threshold for a case [31].
Bolting the stable door . . .
The harm done to children by physical and sexual
abuse presents a sad dilemma [25]. The evidence is now
strong that child abuse and neglect are powerful risk
factors for a number of psychiatric disorders, including
substance abuse, and for adult homelessness. A definitive understanding of the mechanisms through which
these risk factors operate awaits further research. Interventions (such as teaching parenting in secondary schools,
and supporting families) that can reduce the occurrence
of child abuse and neglect may ultimately yield a large
dividend by preventing social and mental health problems.
However, most efforts are now in the form of tertiary prevention by social workers in child protection services.
Increasing the evidence base: program evaluation
and aetiological research
Mental health promotion has been seen to ask for
peace, social justice, decent housing, education, and
employment. The call for intersectoral action has sometimes been diffuse [32]. Specific evidence-based proposals that can be expected to produce measurable outcomes
are required. However, asking individual health promotion

713

projects to demonstrate long-term changes in ill-health,
death from suicide, or quality of life is often unrealistic
and unnecessary. What is required instead is: (i) a marshalling of the evidence linking mental health with its
critical determinants (aetiological research); and (ii) program design and evaluation to demonstrate changes in
the same determining or mediating variables. Programs
and policies can aspire, in other words, to produce
changes in indicators of economic participation, levels
of discrimination, or social connectedness. Identifying
and documenting the mental health benefits of these
changes, and developing indicators of these determinants, are complementary areas of work needing further
support [24].
Support for research and evaluation of programs in
these areas is disproportionately low. An evidence base
for mental health promotion does exist but it needs
boosting with aetiological research and program evaluation. Promising areas include the sources of well-being
and resilience in the face of adversity, the modifying
factors in the course of various types of illnesses and disabilities, and the relationship between mental health
status and other illnesses and risky behaviours [16,23].
The development of quality-of-life measures encourages
health-care providers to consider the views of consumers, and to consider domains wider than symptoms
and disability as the concerns of health care [35,36].
Projects assessing the utility and cost-effectiveness of
specific programs for families or schools or workplaces
require support over a long lead time. A project determining the staff and training requirements of successful
community care [37] will require information-gathering
and cooperation across several areas and service sectors.
An example of an integrated program of research and
health promotion concerning family caregivers was
sponsored by the Victorian Health Promotion Foundation. The results suggest a number of ways to support
caregivers with the aim of improving well-being and preventing ill health [38].
Most players are necessary and not sufficient
Mental health practitioners will often underestimate the
scope of mental health promotion or prevention of mental
illness because of the clinical focus that is their business.
Those who see the importance of these activities feel
daunted by the task. Politicians and educators may not
understand the effects of their work on mental health, nor
have access to relevant information, or equally likely,
have to set priorities which exclude health promoting
measures. Once the community grasps the relationship
between social conditions and mental health, politicians
and educators will be able and encouraged to act.
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Mental health programs often involve spheres of action
beyond health care. As mentioned above, a number of
important interventions are a matter of education and
policy change: for example, efforts to create a more
tolerant society, and reduce stigma and discrimination
generally, as with chronic illnesses, race or gender. The
attention to violence and its causes and consequences,
including the critical links with mental health and
alcohol use in young men, is an example of crossdiscipline work central to developing effective community policies and programs. In individualistic societies,
strategies which require collective endeavour need to be
well articulated and justified. In societies with a stronger
collective orientation, some programs such as improving
antenatal care seem obvious and are readily organized
[26].

The treatment of mental illness
An understanding that mental health is affected by
individual and community action underpins the development of health promotion programs. On the other hand,
an understanding that mental illnesses are treatable can
encourage early entry to care, improve outcomes, and
lessen the stigma and discrimination related to mental
illness.
In clinical practice, the momentum is growing to introduce and promote standards, clinical guidelines, staff
training, quality improvement, outcomes assessment,
and research. Mental health services need to stand comparison with services for the physically ill. The rigid
practices of the recent past and in many cases of the
present day, associated with impersonal and authoritarian staff behaviours which may be exaggerated by staff
demoralization and ‘burn-out’, add to the burdens of isolation and discrimination which many people and their
families experience upon receiving a diagnosis of mental
illness.
Early detection and treatment of illness and effective
management of disabilities can make a profound difference to outcomes for people with depression, anxiety
and psychotic disorders. This requires primary health
and community-based mental health services which are
linked with each other and with social, housing and
employment services. The victims of abuse and young
homeless people with mental illness, among others,
often fail to get access to the required types of help.
Collaboration and shared training between youth
workers, welfare and accommodation workers, and
mental health and drug service workers are vital [39], as
is the voice of consumers.

Conclusions
What is needed next?
Developments in promotion, prevention and intervention are complementary. Improving mental health
requires developments in each.
1. Promoting community understanding about the
nature of mental health and mental illness, is the key to
changing the policies and practices in education, employment, law and health which are critical to mental health.
Respect for the human rights of those with mental illness
is the first step to improving treatment and care services.
2. The development of a set of priorities for mental
health promotion and programs for prevention of mental
illness which are institutionalized yet flexible, based on
evidence and ‘mainstreamed’ with health promotion
where relevant.
3. Coordinated efforts of politicians, governments,
educators and health professionals to develop plans and
evaluate programs and policies.
4. Develop integrated programs of research and
health promotion which add to the evidence base and
change in response to its implications.
5. Develop and maintain best practice in services to
people with mental illnesses. This requires services
research to establish:
– the capacity for service access and early intervention where applicable, as in the detection and treatment of depression and psychosis;
– the needs of those with longstanding and severe disabilities, and ensure that they are not overlooked;
– how best to include consumers and families in
service planning and monitoring;
– interagency working: how best to facilitate work
between the many agencies, including health, housing,
employment, social services and the voluntary sector,
which are needed to provide comprehensive services
and support;
– the primary/secondary care interface: how to facilitate cooperation and communication between general
practitioners community health and specialist mental
health services;
– personnel needs: determining the staffing and training requirements of successful community care. The
training, support and attitudes of service providers,
whether health, mental health, housing or police, need
as much continuing attention as community attitudes;
– carers: how to support the informal carers of people
with severe illnesses and disabilities.
– assessing disability and quality of life as well as
symptoms is important to understanding the illness
burden and the cost effectiveness of services and supports for people with mental illness.
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ABSTRACT
Mental health is a state of wellbeing in which a person can use his or her own abilities
and cope with the normal stresses of life. Mental health has a central place in global
public health and public health in all countries. Poor mental health is associated with
social inequality and social disconnection. Good mental health contributes to human,
social and economic development. There are strong interconnections between mental
and physical health and behaviour. Concepts closely related to mental health include
wellbeing, a broader concept, and resilience. Resilience is a dynamic concept
referring to a person’s ability to maintain or regain health after exposure to adversity.
Mental health and resilience both depend on interactions between personal
characteristics and social factors such as safety and access to education and work.
Health promoting actions support people to adopt healthy ways of life and create
living conditions and environments conducive to health. Improving the mental
health of a population requires a comprehensive approach to promoting mental
health alongside prevention and treatment of mental ill health. Actions that promote
mental health and prevent mental illnesses may overlap.
The field of mental health promotion is evolving rapidly. Several countries are
introducing evidence-based and cross-government policies and programs to pro
mote wellbeing. Evidence is emerging on the cost-effectiveness of a number of
these interventions; in parenting, schools, workplaces, older age, and other social
support domains. Experience is growing on the development of partnerships and
implementation in countries, the links between mental health and human rights, and
the need for mental health promotion in low-income countries and in disaster
situations and other emergencies. Continuing innovation, adaptation and evaluation
of programs is now required, especially in low-income countries, to integrate
mental health promotion in the public health agenda of countries worldwide.

Orygen Youth Health Research Centre and the Centre for Youth Mental Health, The University
of Melbourne, Australia.
2
Director, World Health Organization Collaborating Centre in Mental Health, Melbourne,
Australia.
3
World Economic Forum, Geneva, Switzerland.
1

Corresponding Author Contact Information: Professor Helen Herrman at h.herrman@
unimelb.edu.au; Orygen Youth Health Research Centre, Centre for Youth Mental Health, The
University of Melbourne, Locked Bag 10, Parkville, Victoria 3052, Australia.

WIT.0001.0020.0093

2

Public Health Reviews, Vol. 34, No 2

Key Words: Mental health promotion, wellbeing, resilience, psychosocial programs,
prevention, human rights
Suggested Citation: Herrman H, Jané-Llopis E. The status of mental health
promotion. Public Health Reviews. 2012;34: epub ahead of print.

“Positive mental health is linked to a range of development outcomes

and is fundamental to coping with adversity. On the other hand,
poor mental health impedes an individual’s capacity to realize their
potential, work productively, and make a contribution to their
community. In order to improve population mental health, countries
need to implement effective treatment, prevention, and promotion
programs that are available to all people who need them.”
World Health Organization1
INTRODUCTION
A solid body of evidence, as assembled by the World Health Organization
Commission on Macroeconomics and Health and the 1993 World Develop
ment Report, links health and wealth.2 In any given society, in countries of
all types, individuals, families and communities with fewer financial and
educational resources have worse health and wellbeing than those with
better financial and educational resources; and jurisdictions that are more
equal do better in terms of health and wellbeing, as well as in terms of
productivity.3 The Millennium Development Goals (MDGs) place a central
focus on public health, recognising that improving health is required to break
the vicious cycle of poverty and poor health in the world’s poorest countries,
and conversely, improving socio economic conditions improves health.4
This body of evidence is central to advocacy for a series of global health
initiatives in recent years, including those linked with the MDGs.5 Despite
its current lack of prominence in some of these programs,6 mental health
has a central place in global public health, and in public health wherever it
is practised. Several lines of work support this assertion. First is evidence
of the interactions between mental health, health, behaviour and relative
social disadvantage in any country.7,8 Impoverished and socially dis
organized neighbourhoods have a powerful adverse effect on mental
health.7,9 Second there is the specific evidence of close links between
mental health and development, in its individual, community and economic
meanings.8,10,11 Third is the growing evidence and realisation that positive
mental health has biological, developmental and social roots, and that it is
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the universal basis of human connection.12 Combined with the broader
evidence on the social determinants of health, these bodies of work
contribute to understanding the relationship between social conditions and
mental and physical health: this provides a foundation for actions promoting
mental health as well as complementary strategies in prevention and
treatment of mental ill health.13 Even though arguments about health and
economic productivity are important, the moral as well as practical value of
mental health is the basis of advocacy for promoting mental health.14,15
Promoting mental health requires the full range of public health and
clinical actions, equivalent to, and overlapping with those needed for
promotion of health in all its aspects.16-18 Introducing these actions depends
on the base of community support; and developing and maintaining
partnerships required for implementation, as in all public health work.19
Promoting mental health in any country or community thereby requires that
the leaders and people in the communities understand the value of mental
health and the options for its promotion.14
Concepts and definitions
Mental health is a set of positive attributes. It is defined by WHO as “a state
of wellbeing in which the individual realizes his or her own abilities, can
cope with the normal stresses of life, can work productively and fruitfully,
and is able to contribute to his or her community”.20 Mental health is
intrinsic to health; it is more than the absence of mental illness; and it is
intimately connected with physical health and behaviour. These ideas are
implicit in the well-known definition of health used by WHO: “a state of
complete physical, mental and social wellbeing and not merely the absence
of disease or infirmity”.
The attributes defining mental health are universal. However, their
expression differs culturally and in different contexts; and sensitivity to the
factors valued by each culture and across varying political, economic, and
social settings, increases the relevance and success of interventions.21 Those
developing interventions in any country or community will need to find
out, for example, how discrimination affects the lives of women or
indigenous populations in that community, or the way that local groups of
young people are using information technology. Positive mental health
needs to be defined in terms that are culturally sensitive and inclusive, and
its criteria validated through empirical and longitudinal study.12
Various names are used for closely related concepts. The term wellbeing
is included in the WHO definition of mental health and at times is considered
to be synonymous with it. However, there are some differentiations in the
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understanding of wellbeing. Its meaning varies from a sense of physical,
mental and social health to definitions that include economic and develop
ment variables. Wellbeing as a concept was already well developed by
Aristotle, who made a distinction between a moral life, which was necessary
to maintain happiness, and a material life, which was necessary to meet basic
needs. He considered wellbeing as multidimensional, with both material and
immaterial dimensions. He also believed that successful communities should
share common principles on what is important for wellbeing and that
consultation was essential to develop consensus on what leads to the good
life. Today’s definitions of wellbeing reflect modern science as well as the
ancient contributions of Aristotle. The Oxford English dictionary definition,
for example, is: the state of being or doing well in life; happy, healthy or
prosperous condition; moral or physical welfare (of a person or community).
Wellbeing and mental health on the global agenda
The science of wellbeing has grown over the past 30 years with contributions
from psychology, sociology, economics, medicine and other fields. Only
recently has there been a corresponding level of interest from national and
international advocates and policymakers. Documents and projects from the
Organisation for Economic Co-operation and Development (OECD), the
World Economic Forum, the New Economics Foundation and the French
and United Kingdom governments consider the causes, feedback effects and
indicators of wellbeing.22-24 The government of Bhutan famously declared
happiness as a national goal some years ago; using the term happiness in a
similar way. Advocates and cynics alike note the political focus on the roots
and positive feedback effects of wellbeing in terms of better performance at
work, in families, and in the community. Wellbeing is proposed as a routine
statistical indicator of national performance alongside economic growth.24
All member states in the latest Rio+20 declaration from the United Nations
Conference on Sustainable Development, committed to a series of measures
to improve the wellbeing of the planet and its inhabitants, including the need
to take steps to go beyond gross domestic product (GDP).25
Influences on mental health
Social inequality is closely linked with mental ill health, as well as ill health
of any type.26-28 Relative positions in society affect health, exposure to
illness and risk for illness-producing behaviours.3,7,26 Evidence from
different parts of the world over several decades also shows that an adverse
economic climate is associated with poor mental health.29 Poverty, social
disadvantage, human rights abuses and social exclusion have detrimental
effects on the health and mental health of people worldwide.7,28,30,31
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The WHO Commission on the Social Determinants of Health (CSDH)
documents social gradients in health in all regions, with the poorest in any
community having much worse health than those who are socioeconomically
advantaged.32 As mental health is integral to health, the report directs
attention to the social determinants of mental health and the needs for
mental health promotion associated with these. The Commission calls for a
‘new global agenda for health equity’ emphasising in its recommendations
the importance of early childhood development and complete education for
girls as well as boys.
Mental health promotion requires comprehensive knowledge of the
determinants of mental health and mental health problems—structural
determinants including poverty and gender, and the conditions of daily
life—and identification of those that are modifiable, so that they can be
targeted through interventions of various types. The factors that contribute to
mental health can be grouped into three elements: the individual, his or her
society, and the cultural and political environment.33 Environmental factors
include: adequate housing; domestic and public safety; access to good
education for all; fair working conditions and legal recognition of rights to
freedom from discrimination. Social factors include: the benefits of strong
early emotional attachments; access to secure relationships with affection
and trust; and abilities to communicate, negotiate and participate. Individual
determinants include: capacities to regulate emotions and thoughts; to learn
from experience; to manage conflict; and to tolerate life’s unpredictability.
The importance of mental health
Mental health is intimately connected with physical health and behaviour,7
as well as educational performance, employment and crime reduction.16-18
It contributes to human, social and economic development, and helps
people and communities reach their potential.34 It makes a crucial con
tribution in society to prosperity, solidarity, social justice, and quality of
life.29 Recent evidence on the neurobiology of positive emotions, such as
empathy, compassion, and parental love, essential to human connection
and spirituality and to the nurturing of future generations, indicates that
these emotions are governed by limbic structures.12 Yet, in most countries
of the world, health programs give relatively little attention to mental health
and mental illness.35 This is associated with a conceptual failure to recognise
the value of mental health to the individual and community14 as well as
failure to recognise the humanity and dignity of those living with mental
illness.36-38 The recent attention to this agenda under the rubric of wellbeing
and its early inclusion in national policymaking as noted above is a
significant development for the field.
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Resilience and mental health
Resilience is an interactive concept, referring to a relative resistance to
environmental risk experiences, or the overcoming of stress or adversity,
and it is thus differentiated from positive mental health.39 The vulnerability
or resilience of any child or adult in the face of adversity is determined by
a complex interplay of individual attributes and the social context.40,41
While positive stress is important for healthy development, resilience is
more likely to be acquired or present when a child or adult can avoid strong,
frequent, or prolonged stress, or when the effects are buffered by supportive
relationships.42 Supportive, sensitive early caregivers in infancy and child
hood can increase resilience and reduce the effects of “toxic” environments43
or major trauma such as a natural disaster. Mental health promoting
interventions have the possibility to increase resilience for people with
experience of adversities. As in all fields of health, clinical treatment and
broader health promoting interventions each have a role in improving the
chances of resilience among children and adults affected by maltreatment,
interpersonal violence, a state of community emergency or other sources of
severe adversity.40 Individual resilience also is seen as critical to support
community resilience and create supportive environments and communities
that are prepared to jointly address and positively face new challenges.44
Promoting mental health
Like promotion of physical health, mental health promotion involves
actions that support people to adopt and maintain healthy ways of life and
create living conditions and environments that allow or foster health. It
refers to the mental health of everybody in the community, including those
with no experience of mental illness as well as those who live with illness
and disability. Much of the work is done outside the health sector, however
health practitioners have important roles as advocates and advisers to
introducing the policies and programs.16
Some health promoting interventions have the primary goal of pro
moting mental health, such as those that support mothers with mental
illness to care for their children (targets specifically to promote the mental
health of the children), and those to promote mental health of school
children or elderly in frail conditions. Others are mainly intended to achieve
something else but improve mental health as a side benefit. The latter
include activities designed to reduce misuse of tobacco, alcohol and other
drugs, to reduce harm from unsafe sex, to improve the relationships between
teachers and students in schools, or to alleviate social and economic
problems such as crime and intimate partner violence. Suicide prevention
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programs in countries or districts will also typically include interventions
that promote mental health.
Actions that promote health, prevent illness and disability, and support
the treatment and rehabilitation of those affected can all contribute to
improving mental health in a population. These are different from one
another, even though the actions and outcomes overlap, and all are required.14
Health promotion conceptually is concerned with the determinants of health
and prevention with the causes of ill health. The actions that promote mental
health will often have as an important outcome the prevention of mental
disorders; and those involved in prevention can operate at multiple levels,
including population determinants as well as risk factor reduction.45 Mental
health promotion refers to activities that go beyond (though may contribute
to) preventing and treating illness. The need for population-based measures
to promote mental health is illustrated by analogy with heart health.
Population-based measures to encourage change in diet and exercise habits
have made indispensable contributions over 30 years to containing the
epidemic of heart disease and stroke in many countries.46
The Ottawa Charter for Health Promotion signed at the First International
Conference on Health Promotion recommends strategies that can be applied
usefully to promoting mental health.47 It considers the individual, social,
and environmental factors that influence health. It emphasises the control
of health by people in their everyday settings as well as healthy policy and
supportive environments. The Charter’s five strategies are: building healthy
public policies, creating supportive environments, strengthening community
action, developing personal skills, and reorienting health services.
Consistent with this, the activities or interventions in mental health
promotion practice take place at several levels. Some are distant from the
individual, or targeted at the whole population, such as policies to tax
alcohol products and others are closer to the individual such as homevisiting health promotion programs.14 The interventions may be designed to
strengthen individuals, with an emphasis on vulnerable people such as
displaced persons or malnourished children. They may be designed to
strengthen communities (as in community development and neighbourhood
renewal) or improve living and working conditions (e.g., adequate housing,
improving food security and nutritional value, and making work conditions
safer), with an emphasis on disadvantaged areas and specific sectors or
settings respectively. Healthy policies aim to alter the macroeconomic or
cultural environment to reduce poverty and the wider adverse effects of
inequality on society. These include policies and regulations on legal and
human rights, promoting cultural values, encouraging equal opportunities,
tax policies and incentives, and hazard control.
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The foundation on which mental health promotion is built, as is all
public health work, is support in national policies for promotion of well
being and safety, and community partnerships for action.19 It requires
researchers and practitioners to study and develop with care and sensitivity
public support for research and for implementing effective interventions.19
EVIDENCE FOR MENTAL HEALTH PROMOTION
Sufficient evidence now exists to support the local application and eval
uation of a range of policy and practice interventions to promote mental
health.16-18,29 The DataPrev project financed by the European Commission
summarises the evidence available about effective interventions for pro
moting positive mental health through parenting, in schools, at work, and
in older ages, supported by economic analyses.29 The results show that a
series of different types of interventions—ranging from psychological
support to taxation, for different target groups and contexts—are promising
in the promotion of mental health. All the evidence in each of these four
domains was analyzed through reviews of existing systematic reviews and
meta-analyses. Evidence for effective parenting interventions, for example,
is based on a detailed analysis of 51 systematic reviews published in the
scientific literature that were, in turn, systematically identified.29 Parenting
is identified as the single most important factor contributing to a healthy
start in life and hence to mental health and wellbeing, and health and
function throughout life.29
There are numerous examples of effective interventions for supporting
stimulation through parenting, which is now recognised as the single most
important factor for building resilience in youth.48,49 The interventions include
immediate skin-to-skin contact between baby and mother straight after
delivery,50 breast feeding51 and carrying the baby in a pouch, by both mother
and father.52 All such approaches to promoting psychosocial stimulation of
babies and young infants have led to long-term educational and cognitive
development and healthier development overall.53 However, these measures
can vary significantly from one another and range from simple low cost
practices (e.g., breast feeding) to more complex interventions requiring
significant investment and planning (e.g., specialized visiting practices).29
Interventions that are more costly to implement include practices that
prevent and treat postnatal depression (a group where detrimental effects on
infant and child mental wellbeing and development are demonstrated), and
a range of practices that target demographically and socially high-risk
groups such as teenage parents. For example, multi component long-term
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home-visiting programs can be effective in improving parenting and parent
and infant mental health outcomes as well as reducing child abuse. Longerterm studies spanning a generation have found even larger positive outcomes
from parenting interventions that were missed in shorter-term studies.29
Policies and practices to support parenting in the general population
and among those at greater risk can contribute to society in ways extending
beyond better mental health and wellbeing; including social (e.g., reduced
criminal convictions), educational (e.g., increased school achievement),
and economic (e.g., attainment of better jobs later in life) outcomes.29 Most
children experience a level of mental health that enables them to develop
and participate in life according to community expectations; the evidence
suggests that parenting support could further improve their mental well
being in childhood and adulthood. At the same time, the mental health of a
significant proportion of children is significantly compromised by neglect,
maltreatment and other adversities.54 The consequences of poor mental
health in childhood increase the likelihood as an adult of low educational
achievement, reduced productivity, criminality, and violence, as well as
adult mental disorder, unhealthy lifestyles, and risk of ill health.29
The school is now seen as a community resource to promote mental,
emotional, and social wellbeing. Partnerships of implementing agencies,
research teams or prevention workers with schools and the education sector
have been achieved with the understanding that mental, physical, and
emotional wellbeing of young people are important for successful learning
and retention in school; and that successful partnerships require cooperation
with the school as a whole. Schools worldwide are engaging in a range of
initiatives and policies related to mental health. Effective interventions are
well designed and thoroughly implemented and their characteristics include:
focusing on positive mental health; balancing approaches that are universal
and targeted to children with identified problems; starting early with the
youngest children and continuing with older ones; operating for a lengthy
period of time; and embedding work within a multimodal, whole-school
approach that includes changes to school ethos, teacher education, liaison
with parents, parenting education, community involvement, and coordinated
work with outside agencies.29
School-based programs tend to have a multi component nature
addressing both physical and mental health to their mutual benefit. A similar
situation exists with mental health programs at work, another area of
intensive activity in recent decades; and befriending and other psychosocial
programs to reduce social isolation among older people.29 Evidence exists
for promoting mental health through other domains such as justice, urban
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and rural planning, and business. A recent domain of activity is understanding
and using the internet as a setting for promoting mental health among young
people, as well as support for young people in trouble.55,56
The published evidence on cost-effectiveness is growing.57,58 Analyses
conducted recently in the UK and United States indicate the benefits of a
wide range of interventions that promote mental health. The interventions
range from the prevention of childhood conduct disorder, practical measures
to reduce the number of suicides, and wellbeing programs provided in the
workplace.58 Some of these interventions are a health service responsibility.
Others highlight opportunities to work in partnership with other organi
sations and in jointly funded programs. Many interventions have a broad
range of benefits within the public sector and more widely. These occur for
example through better educational performance, improved employment and
earnings, and reduced crime.59 In some cases the pay-offs are spread over
many years. Many interventions are very low cost. The modeling of economic
impacts can reveal the importance of critical elements in program design and
implementation such as targeting to support take-up among high-risk groups
and activities designed to improve educational completion rates.58 Modifying
these may be more cost-effective for some interventions than broadening the
population coverage. The economic analyses show that, over and above the
gains in health and quality of life, effective mental health promotion
interventions can generate very significant economic benefits including
savings in public expenditure.58 Earlier analyses57 also indicate that
interventions targeting parents and pre-school children can be highly effective
and cost-effective. They provide a robust case for strengthening investment
in mental health promotion in schools, increasing educational opportunities
for adults, and a variety of interventions to promote mental health at work.
The UK Government’s Department of Health 2011 strategy paper, No
Health Without Mental Health, notes the health benefits and associated
economic savings of evidence-based interventions to prevent and intervene
early with mental illness and promote mental health.60 The savings occur in
the health sector and across other areas in the short-, medium- and longerterm, and the benefits to be realised are consistent with what people say they
want. The UK Government concludes that it makes financial sense to invest
in building and maintaining good mental health and resilience for commun
ities, families and individuals (as well as provide effective and affordable
services at times when they are needed). The Government recognises that
mental health is central to quality of life and economic success, and
interdependent with success in improving education, training and employ
ment outcomes and tackling some of the persistent social problems,
including homelessness, violence and abuse, and drug use and crime.60,61
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Overall the evidence can be assembled to provide encouragement and
examples for non-health and health sectors to promote mental health for
mutual benefit. The UK Government’s Department of Business, Innovation
and Skills in their Foresight Project on Mental Capital and Wellbeing,61
showed that governments have tremendous opportunities to create environ
ments in which mental capital (cognitive and emotional resources) and
wellbeing flourish, and that failure to act could have severe consequences.
The project had three areas of focus: childhood development, mental health
and wellbeing at work, and making the most of cognitive resources in older
age. Government departments need to work together with each other and
with civil society to realise the full benefits.
IMPLEMENTING PROGRAMS AND POLICIES TO PROMOTE
MENTAL HEALTH AND WELLBEING
The Foresight, DataPrev and other projects in several countries demonstrate
how mental health may be promoted through the work of education,
employment and other community sectors. Improved mental health can in
turn assist the sectors with their own outcomes. Mental health and public
health experts can recommend strategies for promoting mental health in the
work of these sectors; and support the development of partnerships needed
to accomplish the work and its evaluation.62 This adds incrementally to the
evidence base.
The first step in any community or other setting is undertaking a
thorough needs assessment, gathering local evidence and opinion about the
environmental, social and personal influences on mental health and the
main problems that need to be tackled (for example, family violence or poor
school attendance) and the potential gains. Local people and experts guide
the development of the project partnership, including planning and
implementing the identified interventions from a series of evidence-based
options. However the challenge of translating evidence into policy and
practice and the process to identify and scale up those interventions that are
evidence-based, have been noted and remain a key area for development in
the field.29,63 The use of evidence is critical in guiding decision-making for
implementation and while some sources for these are publicly available
(e.g., WHO, the US Substance Abuse and Mental Health Services Admin
istration, the Collaborative for Academic Social and Emotional Learning
(CASEL) the applicability of any tested program to a different context
remains unsolved. In addition, the evidence from effect studies will be only
one of a number of factors that will need to be taken into account in the

WIT.0001.0020.0103

12

Public Health Reviews, Vol. 34, No 2

decision-making processes. Equally important for policy makers or local
coalitions will be the use of different types of evidence including implement
ation essentials, and other decision-making principles such as social justice,
political, ethical and equity issues. Decisions reflect public attitudes and the
level of resources available, and are rarely based on health outcomes alone.63
The implementation systems in which interventions will work, especially
when partnerships are created for this purpose, are critical for success. To
implement evidence-informed policy successfully it is important to engage
key stakeholders by developing a shared vision, clear goals and objectives
for a given intervention, considering the different values and acceptability
to the general public of a given implementation decision.17
Alongside implementation, a critical step is the plan for evaluation of
the intervention and the dissemination of evidence-based practices, with
attention to maintaining and improving quality over time.64 In planning the
evaluation, it is critical that pre-determined program goals are matched with
appropriate measures and instruments, that the evaluation is independently
undertaken from those involved in the implementation partnership, and that
evaluation measures combine mid- and long-term impacts. The nature of
mental health promotion programs in producing resilience and strengthening
overall outcomes is seen over the long-term,65,66 as are social and economic
outcomes (e.g., educational attainment, sick leave rates, crime).29
Developing and maintaining partnerships between different types of
organisations is in itself a complex and measurable activity that needs to be
continuously monitored to ensure successful implementation.19 Promoting
mental health is expected to lead to measurable benefits in overall health,
quality of life and social functioning.67,68
Policymakers are now recognizing in some countries that emphasis can
be best placed on adding programs that sharpen the capacity of systems, such
as primary health care and school systems to be more attentive to mental
health.69 The sustainability of mental health programs may relate more to
their success as change processes within organizations or communities than
to their technological aspects. Their evaluation includes analysis of factors
within the program context such as pre-existing attitudes and relationships
that could predict why some programs and not others succeed and grow.11,69-71
Human rights and promoting mental health
Respect for and protection of all dimensions of rights (civil, cultural,
economic, political, and social dimensions) is fundamental to promoting
mental health.72 Without the security and freedom provided by these rights
it is very difficult to maintain good mental health. The International Bill of
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Human Rights and other UN human rights instruments reflect a set of
universally accepted values and principles of equality and freedom from
discrimination, and the right of all people to participate in decision-making
processes. International human rights standards such as the rights to health,
education and freedom from discrimination provide a framework to consider
mental health across the range of mental health determinants. Their use can
contribute to creating a protective environment, and promotes accountability
and use of measures to end discrimination and violence.73
By these means international human rights standards can be influential
in providing protection for vulnerable groups. Women and children and
refugees, for example, are marginalised and discriminated against in many
settings and at high risk for poor mental health.72 Especially in low-income
countries and during emergencies, women are more likely than men to be
poor and less able to influence personal or household financial decisionmaking. They are more likely to experience violence and coercion from an
intimate partner or other family member. Women are also less likely to have
access to the protective factors of full participation in education, paid
employment and political decision-making.33 Countries need to adopt
specific measures to monitor, safeguard and realise their rights: including
the right to goods, services, conditions and facilities that are conducive to
mental health.72
The close interaction between mental health and human rights is
illustrated by the role of mental health and psychosocial support (MHPSS)
programs in protecting human rights during an emergency. The MHPSS
programs now commonly integrated in humanitarian assistance programs
include many elements that are designed to promote the population’s
mental health or do so as a desirable side-effect.73,74 The MHPSS programs
are designed to improve fairness, dignity and participation of the local
population. They help people to realise rights and reduce violations. Access
to housing, water and sanitation for at-risk groups increases their chances
of being included in food distributions, improves health and reduces risks
of discrimination and abuse. Providing life skills and livelihoods support to
women and girls may reduce their risk of having to use survival strategies
such as prostitution with added risks of human rights violations.
Other social interventions outside the health sector that are relevant in
humanitarian settings include: (re)starting schooling; organising child
friendly spaces; family reunification programs; economic development
initiatives and involving existing cultural and religious resources. A basic
psychological intervention that may be made available outside the health
sector is teaching listening and psychological support skills to a non-health
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community worker. Most of the social and psychological interventions
require a thorough understanding of the sociocultural context, which
outsiders typically do not have.73,75 Future research needs to examine more
closely the extent to which these broad social interventions influence
individual and communal recovery from traumatic stress reactions and
prevent more sustained morbidity. Research is also needed to identify more
accurately the personal, social, and cultural factors that encourage natural
recovery from immediate stress reactions and those that predict chronicity
and disability.76,77 This agenda emphasises the need for practical knowledge.
It requires good alignment between researchers and practitioners, attention
to the perspectives of affected populations, and sensitivity to their situation.
PROMOTING MENTAL HEALTH AND DEVELOPMENT IN
RESOURCE-POOR COUNTRIES
Leading proponents recently commented that: “… there is a growing body
of evidence on how mental health promotion across the lifespan can mediate
positive health outcomes for people in scarce-resource contexts. Given the
potential to break the intergenerational cycle of poverty and mental ill-health
and promote human and broader socio-economic development in (resourcepoor countries), mental health promotion can no longer be ignored in these
contexts. Placing mental health promotion on the development agenda of
(resource-poor countries), is a challenge that requires advocacy across
multiple sectors…”11(p.212) The close connections between mental health and
other aspects of health and productivity mean that promoting mental health
is a necessity in low-income as well as high-income countries.78
International cooperation can help generate and disseminate further
evidence in resource-poor countries. A full spectrum of research methods
including qualitative studies allows investigation of the principles, working
mechanisms and effect moderators as well as program outcomes. Step by
step, this will build a valid evidence base for the country or community in
question.79
NATIONAL AND INTERNATIONAL POLICIES, PROGRAMS AND
PROJECTS
Development of the field of mental health promotion, overlapping with
initiatives in primary prevention, has progressed steadily over recent decades,
Advocacy, research, policymaking, program development and implement
ation have been achieved by people in many countries and organisations.
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Examples are: pioneering work in Scandinavia, especially in Finland (with
the leadership of Drs. Ville Lehtinen and Eero Lahtinen among others); the
development of national and regional programs and policies in the UK, US
(including Surgeon-General David Satcher’s report of 1999), Scotland,
Ireland, Canada, Australia, New Zealand, Thailand and other countries;
international work of the WHO, OECD and the European Commission, and
non-government organizations such as the World Economic Forum,
International Union for Health Promotion and Education, World Federation
for Mental Health, World Psychiatric Association, Clifford Beers Foundation,
the Carter Center and others; and the work of projects such as DataPrev in
Europe and Foresight in the UK. The foundational contribution of prevention
science in the US with leaders such as George Albee and Sheppard Kellam
is reflected in influential reports from the Institute of Medicine and numerous
other scientific publications, program papers and policies. The US Centers
for Disease Control and Prevention have recently published a Public Health
Action Plan to Integrate Mental Health Promotion and Mental Illness
Prevention with Chronic Disease Prevention 2011-2015, illustrating the
mutual benefits for the control of non-communicable diseases and the
broader field of health promotion. International journals in the field include
Mental Health Promotion International, Global Health Promotion, and
Advances in School Mental Health Promotion. The field has advanced most
strongly in high-income countries although the needs are even greater where
resources are fewer. The next step is to develop international cooperation and
support for worldwide research and development in the field.
CONCLUSIONS
Governments and opinion leaders in many countries remain poorly aware,
despite these efforts, of the way that poverty, trauma, dislocation and social
disadvantage affect mental health. Decision makers tend to have little
information about the mental health of the population and how it is affected
by the policies and practices they introduce across education, employment,
social development and other sectors. Nor are they likely to be wellinformed about the evidence-based options for promoting mental health
and wellbeing at a population level. There is a limited understanding of
mental health and mental illness in most communities worldwide.
However, the field of mental health promotion is evolving rapidly.
Recent national and international initiatives focus on wellbeing as a
measure of national success. Evidence on the effectiveness and costeffectiveness of interventions promoting mental health is growing and now
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used in policymaking by several governments. Population needs and
responses after major disasters internationally emphasise the links between
mental health and human rights and the moral as well as practical value of
population interventions to promote mental health. Governments and
communities in some countries are also becoming more aware of the
mutual interactions between mental and physical health status and behavior.
The combined effect of these recent developments is to raise community
awareness of the need for collaboration between health and non-health
sectors in promoting mental health; and the relevance of mental health to
social development and social problems. The idea is taking root that
promoting mental health and wellbeing will contribute to ameliorating
social problems such as community and family violence. Experience is
growing with the development of partnerships and implementation of
interventions across welfare, education, health, urban and rural planning,
business and other sectors in countries of all types. Wider innovation,
adaptation and evaluation of programs is now required, especially in lowincome countries.
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Introduction
Mental health promotion is an area of study and practice
integral to the new public health and health promotion.
The recognition of mental health within public health is
nonetheless a recent development in many parts of the
world. Mental health theory and practice have a long history
of separation from physical health theory and practice. The
change to a more integrated approach relates to greater
public awareness of mental health and evidence of its
importance to overall health and social and economic
development.
Like health promotion, mental health promotion involves
actions that (1) support people to adopt and maintain healthy
ways of life and (2) create living conditions and environments
that allow or foster health. Actions such as advocacy, policy and
project development, legislative and regulatory reform,
communications, and research and evaluation are relevant in
countries at all stages of economic development. Mental health
promotion relates to the whole population of a locality or
country, often through vulnerable subgroups and particular
settings. It focuses on maintenance and growth of positive
mental health. The Ottawa Charter for Health Promotion
provides a foundation for health promotion strategies that
can be applied usefully to the promotion of mental health
(see Lahtinen et al., 2005). It considers the individual, social,
and environmental factors that inﬂuence health. It places
emphasis on the control of health by people in their everyday
settings in the context of healthy policy and supportive environments. The Charter’s ﬁve strategies are building healthy
public policies, creating supportive environments, strengthening community action, developing personal skills, and reorienting health services.
Mental health promotion refers to improving the mental
health of everybody in the community, including those with
no experience of mental illness as well as those who live with
illness and disability. Activities designed to promote other
aspects of health, to reduce risk behaviors such as tobacco,
alcohol, and drug misuse and unsafe sex, or to alleviate social
and economic problems such as crime and intimate partner
violence will often promote mental health. Suicide prevention
programs in countries or districts will also typically include
interventions that promote mental health. Conversely, the
promotion of mental health will usually have additional effects
on health, productivity, and social and economic conditions.
The evaluation of outcomes can be designed to take these wider
changes into account, although such an integrated view has
been rare in the past.
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Awareness of the importance of mental health has grown
through advocacy for prevention and treatment of mental
illnesses. Reports on the global burden of disease, the release
of the World Health Organization’s (WHO’s) World Health
Report in 2001, ‘Mental Health: New Understanding, New
Hope,’ and the release of national and international reports
on mental health since 1990 have resulted in a signiﬁcant
increase in awareness and action to improve the outcomes
for people affected by mental illnesses or at risk of becoming
ill. The term well-being is included in the WHO deﬁnition of
mental health and at times is regarded as synonymous with
it. The science of well-being has grown over 30 years. Documents and projects from Organization for Economic Cooperation and Development (OECD), the World Economic Forum,
New Economics Forum, and a political focus in the United
Kingdom, France, and other countries including Bhutan
consider the roots and positive feedback effects of well-being
in terms of better performance at work, in families, and in
the community. Well-being is proposed as a routine statistical
indicator of national performance alongside economic growth
(see OECD; Herrman and Jane-Llopis, 2012). Resilience is
another related concept. Resilience is a dynamic concept referring to a person’s ability to maintain or regain mental health
after exposure to adversity. Mental health and resilience both
depend on interactions between personal characteristics and
social factors such as safety and access to education and
work (see Herrman and Jane-Llopis, 2012). While positive
stress is important for healthy development, resilience is
more likely to be acquired or present when a child or adult
can avoid strong, frequent, or prolonged stress, or when the
effects are buffered by supportive relationships (Shonkoff
et al., 2009).
Even so, this attention in itself results in a restricted view of
the public health approach to improving mental health. As
with all other components of health, illness claims the attention of the community and policy makers. Indeed the term
mental health is commonly understood as referring to mental
illnesses and their prevention and treatment. The stigma
attached to people living with mental illness encourages this
vague use of terms and concepts in a way that is similar to
but generally more pronounced than for illnesses of other
types. As noted by Norman Sartorius in 1998 and in several
of his other publications, this creates confusion about the
meaning and value of mental health and lowers the chance
of its promotion becoming a high priority for public policy
or action. Mental health is a positive set of attributes, in
a person or community, which can be enhanced or compromised by environmental and social conditions.
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Basic Facts about Mental Ill Health
According to global reports (Kleinman et al., 2016; WHO
and OECD), one in four people worldwide will experience
a mental health condition in their lifetime. Suicide is an
epidemic, leading to at least 800 000 deaths each year worldwide, higher than the number of deaths caused by war and
murder combined. Suicide is the leading cause of death for
young populations. The impact of poor mental health is
pervasive and can lead to high morbidity and mortality,
low productivity, social unrest, poverty, inequity, dropout
from education, high unemployment, and delays in recovery
and reconstruction. Five percent of the working-age population has a severe mental health condition, and a further
15% is affected by a common mental disorder. In addition,
persons with severe mental disorders are six to seven times
more likely to be unemployed and die on average 20 years
earlier than those without. However, 80% of persons with
serious mental disorders do not receive any appropriate treatment in developing countries. Mental health policies and
systems, human resources, and commodities including drugs
are scares in many counties. The direct and indirect costs of
mental ill health can exceed 4% of a country’s GDP.
Disaster-affected populations frequently experience severe
mental and psychosocial suffering, and this plays a key role
in determining quality of life, resilience, and the success of
their preparedness, recovery, and ability to reconstruct.
Mental health and psychosocial support need to be made
available for those who require it to support their recovery.
In addition, protection and promotion of mental and
psychosocial well-being and the human rights of persons
with mental, intellectual, or psychosocial disabilities are
essential for promoting resilience and recovery.

Mental Health as a Global Priority
The years 2013 and 2015 marked historic transitions for recognizing the signiﬁcance of both mental health and mental ill
health globally. In 2013 the World Health Assembly adopted
the WHO’s mental health Global Action Plan 2013–2020
that includes among its four objectives “To implement strategies for promotion and prevention in mental health.” Then
in 2015 mental health was identiﬁed as a global priority in
the 2030 United Nations Agenda: in the Sustainable Development Goals (SDGs) and the Sendai Framework for Disaster
Risk Reduction 2015–2030.
Mental health is included in Goal 3 of the SDGs, which is
about good health. Among nine health targets, Target 3.4
concerns “Reduce . mortality from non-communicable diseases
and promote mental health and well-being.” In addition, prevention and treatment of substance abuse is included in Target 3.5.
Goal 5 of the SDGs relating to gender equality has close relevance
for mental health. Further, the inclusion of mental health in the
Sendai Framework will help communities to optimize resilience
for recovery and promote mental health for all. The inclusion of
mental health and the speciﬁc attention to accessibility for help
and support for all populations, including persons with disabilities, in the Sendai Framework’s priorities for action is linked with
the SDGs’ mental health target. The SDGs and the Sendai Framework are globally and diplomatically committed and agreed

goals. The inclusion of mental health in the SDGs and Sendai
Framework promises to end the marginalization and neglect of
mental health in the international discourse on development
and disaster risk reduction. The SDG targets will profoundly
affect decisions about priorities and investment by national
governments, development agencies, international donors, and
NGOs to promote mental health for all at all levels. Mental health
promotion is recognized as critically important to achieve the
global commitments and goals from the perspectives of both
health and social/economic development.

Mental Health Promotion across Cultures
Mental health has been described in an extensive literature in
terms of a positive emotion (affect) such as feelings of happiness, a personality trait that includes the psychological
resources of self-esteem and mastery, and as resilience, or the
capacity to cope with adversity. Each of these models contributes to understanding what is meant by mental health.
Research has aided the understanding, although much of the
accessible evidence is recorded in the English language and
generated in high-income countries. Progress in generating
the evidence for mental health promotion depends on
deﬁning, measuring, and recording mental health in all parts
of the world (see Kovess-Masfety et al., 2005; Herrman et al.,
2005; Vaillant, 2012).
Mental health is deﬁned by WHO as “a state of well-being in
which the individual realizes his or her own abilities, can cope
with the normal stresses of life, can work productively and
fruitfully, and is able to contribute to his or her community”
(as quoted in Herrman et al., 2005: p. 2). The term positive
mental health is sometimes used to emphasize the value of
mental health as a personal and community resource. This
core concept of mental health is consistent with its wide and
varied interpretation across cultures.
Positive mental health contributes to personal well-being,
quality of life, and effective functioning and also contributes
to society’s effective functioning and the economy. It describes
a personal characteristic as well as a community characteristic.
Geoffrey Rose (1992) used the mental health attributes of populations to exemplify his restatement of the ancient view that
healthiness is a characteristic of a whole population and not
simply of its individual members. He went on to note that
just as the mildest subclinical degree of depression is associated
with impaired functioning of individuals, so surely the average
mood of a population must inﬂuence its collective or societal
functioning. Yet the measurement of population mental health
and the study of its determinants are still relatively neglected.
Concepts fundamental to public health, as distilled by key
thinkers such as Marmot, Wilkinson, Syme, and Rose, are
also fundamental to the improvement of mental health. For
example, health and illness are determined by multiple factors,
health and illness exist on a continuum, and personal and environmental inﬂuences on health and disease may be studied
and changed and the effects evaluated. Yet these ideas are
foreign to mental health for many professionals and nonprofessionals whose views are shaped by the image of asylum
care for people living with apparently incurable mental
illnesses. Furthermore, the promotion of mental health is
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sometimes seen as far removed from the problems of the real
world and even as diverting resources from the treatment and
rehabilitation of people affected by mental illness. As a result,
the opportunities for improving mental health in a community
are not fully realized. Activities that can improve mental health
include the promotion of health, the prevention of illness and
disability, and the treatment and rehabilitation of those
affected. As in public health overall, these are different from
one another, even though the actions and outcomes overlap.
They are all required and are complementary to one another
(Sartorius, 1998; Figure 1).
Although the attributes deﬁning mental health may be
universal, their expression differs individually, culturally, and
in relation to different contexts. An understanding of a particular community’s concepts of mental health is a prerequisite
to engaging in mental health promotion (see Sturgeon and
Orley, 2005; Herrman et al., 2005; Vaillant, 2012). Sensitivity
to the factors valued by different cultures will increase the relevance and success of potential interventions. Understanding
the effects of discrimination on the lives of women in patriarchal societies or people living with HIV/AIDS, for instance,
will make a major contribution to developing relevant intervention programs. It is equally important to be aware that
a culture-speciﬁc approach to understanding and improving
mental health may be unhelpful if it ignores the variations
within most cultures today and fails to consider individual
differences. The beliefs and actions of people and groups
need to be understood in their political, economic, and social
contexts.

Determinants of Mental Health
Mental health and mental illnesses are determined by interacting social, psychological, and biological factors. This is similar
to the mechanism of multiple interactions understood to determine health and illness in general. The most important determinants of mental health in all populations are structural:

Health promotion Mental health
promotion

Prevention of
mental illnesses

Treatment and
rehabilitation of
people with
mental illnesses
and disabilities

Social and economic conditions in a country,
locality or population
Figure 1 Notional diagram of the relationships between mental health
promotion, prevention, and treatment of mental illnesses and the new
public health or health promotion.
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poverty both absolute and relative, gender inequality, social
exclusion, and violence (Patel, 2015).
Ideas about the social determinants of mental health
and mental illness have evolved to reach the current understanding that gene expression can be inﬂuenced by external agents
and may be shaped by social experience (see Shonkoff et al.,
2009). Studies with animal models are demonstrating the mechanisms by which social experience inﬂuences the developing
brain. For instance, the closeness of maternal care in laboratory
mice has molecular consequences that modify the brain. Other
studies are illustrating, conversely, how the brain can process
social information, for example, how unique molecules inﬂuence
memory of social events (see Insel, 2005; Herrman et al., 2005). A
life course approach helps in understanding social variations in
health and mental health.
Research designs need to take into account these systemic
interactions rather than rely only on risk factor epidemiology,
by which is meant a selectively narrow focus on individuallevel characteristics and behaviors. Eminent critics such as
Claus Bahne Bahnson in the 1970s had earlier advocated for
more research using designs that avoid old controversies about
the relative signiﬁcance of biological or sociological or other
factors, but instead consider a larger matrix integrating the
several levels or types of determinants (see Anthony, 2005;
Herrman et al., 2005; Patel, 2015).

Social Disadvantage: Poverty, Gender Disadvantage, and
Indigenous Populations
In both the developed and developing worlds, poor mental
health and common mental disorders are associated with
(as causes and consequences of) indicators of poverty,
including compromised education, gender and social
inequality, physical ill health, violence, discrimination, and
stigma. The association may be explained by such factors as
the experience of insecurity and hopelessness, rapid social
change, and the risks of violence and physical ill health (Patel
and Kleinman, 2003; Lund et al., 2011). Most evidence of this
association relates to the prevalence of mental disorders.
When mental health is understood in positive terms, the
need becomes apparent for studies using positive as well as
negative indicators of mental health, as well as documenting
the process of health-promoting interventions. Positive
mental health is linked to a range of development outcomes,
including enhanced productivity and earnings, better employment, higher educational achievement, improved human
rights protection and promotion, better health status, and
improved quality of life (see Petersen et al., 2010; Barry
et al., 2015).
Mental, social, and behavioral health problems can interact
to intensify each other’s effects on behavior and health. The
authors of the inﬂuential volume World Mental Health (Desjarlais et al., 1995) deﬁne this idea clearly. They marshal the
evidence to state that substance abuse, violence, and abuses
of women and children on the one hand, and health problems
such as heart disease, depression, and anxiety on the other, are
more prevalent and more difﬁcult to cope with in conditions of
high unemployment, low income, limited education, stressful
work conditions, gender discrimination, unhealthy lifestyle,
and human rights violations. Neighborhoods have been found
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to have an independent inﬂuence on mental health and wellbeing (Ludwig et al., 2012).

Human Rights
Respect for and protection of civil, political, economic, social,
and cultural rights is fundamental to mental health promotion
in a community. Good mental health does not coexist with
abuse of fundamental human rights. The Bill of Rights and other
United Nations (UN) human rights instruments reﬂect a set of
universally accepted values and principles of equality and
freedom from discrimination and the right of all people to
participate in decision-making processes. The related legal obligations on governments can assist vulnerable and marginalized
groups to gain inﬂuence over matters that affect their health.
These UN instruments also serve to guide countries in the design,
implementation, monitoring, and evaluation of mental health
policies, laws, and programs. They provide additional protection
to vulnerable groups, including women and children in many
settings, who are marginalized and discriminated against and
at high risk for poor mental health and mental disorders. As
human rights have civil, cultural, economic, political, and social
dimensions, they provide a mechanism to consider mental
health across the wide range of mental health determinants.
They also underscore the need for action and involvement of
a wide range of sectors in mental health promotion (see Drew
et al., 2005, 2011; Herrman et al., 2005).
There are about 400 UN General Assembly resolutions relevant to mental health and human rights. Of these, one-third
relate to mental health among children and women. Among
the Security Council resolutions and resolutions of the
Economic and Social Council, seven relate to mental health.
Although mental health in the past has been neglected in the
global community, there are solid global level foundations to
promote mental health for all. The key human rights resolutions relevant to promoting mental health for all include the
Convention on the Rights of Persons with Disabilities
(CRPD) (2006); the Geneva Convention and its protocols;
the Convention on the Rights of the Child (1989); the International Covenant on Civil and Political Rights (1966); and the
International Covenant on Economic, Social and Cultural
Rights (1966).
Global awareness raising through international days is relevant to mental health. Several such days include World Down
Syndrome Day (21 March), World Autism Awareness Day (2
April), International Day against Drug Abuse and Illicit Trafﬁcking (26 June), World Suicide Prevention Day (10
September), World Mental Health Day (10 October), International Day of Persons with Disabilities (3 December).

Case Study: Mental Health and Psychosocial Support in
Emergency Settings: The Inter-Agency Standing Committee
Guidelines
The Inter-Agency Standing Committee (IASC) is formed by the
heads of a broad range of UN and non-UN humanitarian
agencies. It is the primary mechanism for interagency decisions
in response to complex emergencies and natural disasters. In
2005 in the aftermath of the Asian tsunami, an IASC Task Force
on Mental Health and Psychosocial Support (MHPSS) in Emergency Settings was established to develop intersectoral guidelines.

The guidelines are a foundational reference and guide for policy
leaders, agencies, and practitioners worldwide. The Guidelines
emphasize the need for protection and human rights standards,
including the application of a human rights framework through
MHPSS, and the need to identify, monitor, prevent, and respond
to protection threats through social and legal protection.
Human rights violations are pervasive in most emergencies.
Many of the deﬁning features of emergencies – displacement,
breakdown in family and social structures, lack of humanitarian access, erosion of traditional value systems, a culture of
violence, weak governance, absence of accountability, and
a lack of access to health services – entail violations of human
rights. In emergency situations, an intimate relationship exists
between the promotion of mental health and psychosocial
well-being and the protection and promotion of human rights:
l

Advocating for the use of human rights standards such as
the rights to health, education, or freedom from discrimination contributes to the creation of a protective environment and supports social protection and legal protection.
Using international human rights standards promotes
accountability and the introduction of measures to end
discrimination, ill treatment, or violence. Taking steps to
promote and protect human rights will reduce the risks to
those affected by the emergency.
l At the same time, humanitarian assistance helps people to
realize numerous rights and can reduce human rights
violations. Enabling at-risk groups, for example, to access
housing or water and sanitation increases their chances of
being included in food distributions, improves their health,
and reduces their risks of discrimination and abuse.
Providing psychosocial support, including life skills and
livelihoods support, to women and girls may reduce their
risk of having to adopt survival strategies such as prostitution that expose them to additional risks of human rights
violations.
The IASC guidelines are designed for use by all humanitarian actors, including community-based organizations,
government authorities, UN organizations, nongovernmental
organizations, and donors operating in emergency settings at
local, national, and international levels. Implementation
requires extensive collaboration. The active participation at
every stage of communities and local authorities is essential
for successful, coordinated action, the enhancement of local
capacities, and sustainability. Action sheets in the guidelines
outline social supports relevant to the core humanitarian
domains, such as disaster management, human rights, protection, general health, education, water and sanitation, food
security and nutrition, shelter, camp management, community
development, and mass communication. Mental health professionals seldom work in these domains, but are encouraged to
use this document to advocate with communities and
colleagues from other disciplines to ensure that appropriate
action is taken to address the social risk factors that affect
mental health and psychosocial well-being.

Social Capital
Lomas (1998) notes that the way we organize society, the
extent to which we encourage social interaction, and the degree
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to which we trust and associate with each other are probably
the most important determinants of health. Putnam
(1995) used the term social capital in 1995 to refer to features
of social organization such as those that facilitate coordination
and cooperation for mutual beneﬁt. While Putnam and other
scholars note the potential ill effects as well as beneﬁts of social
cohesion, research in recent years has demonstrated links
between social capital and economic and community development. Higher social capital may protect individuals from social
isolation, lower crime levels, improve schooling and education,
enhance community life, and improve work outcomes. The
relationships between social capital, health, and mental health,
and the potential of mental health promotion to enhance
social capital are now subject to active investigation (Sartorius,
2003), although related themes have a long history of study. In
1897, Durkheim (1897) proposed that weak social controls
and the disruption of local community organization were
factors producing increased rates of suicide. In 1942, Shaw
and McKay (1942) linked crime to similar factors. The study
of the links between levels of social cohesion and antisocial
and suicidal behavior continues, as reported by the OECD
(2001, 2014). Much work remains to be done in accounting
for the mechanisms underlying the health–community link
and the interrelations between social capital and mental health.
Social capital is a population attribute, not an individual
status or perception, and the concept has helped to redirect
research on the social determinants of health and mental health.
Population health measures are usually considered as the aggregate of the individual characteristics in the population. Anthony
(in Herrman et al., 2005) illuminates how the perspective of
networks of individuals interacting with environments, as
offered by the concept of social capital, has the potential to
explain a series of collective outcomes additional to those
explained by research based on individual health outcomes.

Physical Health
Physical health and mental health are closely associated
through various mechanisms (see Jane-Llopis and Mittelmark,
2005; Shonkoff et al., 2009). Physical ill health has adverse
effects on mental health, just as poor mental health contributes
to poor physical health. For example, malnourishment in
infants can increase the risks of cognitive and motor deﬁcits,
and heart disease and cancer can increase the risk of depression.
Depression is an acknowledged risk factor for heart disease, and
the mechanisms are now being studied. Poor social support, or
a perception of this, and certain types of adverse working
conditions are detrimental to both physical health (e.g., cardiovascular morbidity) and mental health (e.g., depression).
People living with HIV/AIDS and their families frequently
experience stigma and discrimination as well as depression
and other mental illnesses. Persistent pain is linked with
depression, anxiety, and disability.
Mental and physical health and functioning inﬂuence each
other over time by various pathways (see WHO, 2001), interacting with the social and environmental inﬂuences on health.
The ﬁrst pathway is directly through physiological systems,
such as neuroendocrine and immune functioning. The second
pathway is through health behavior. The term health behavior
covers a range of activities, such as eating sensibly, getting
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regular exercise and adequate sleep, avoiding smoking,
engaging in safe sexual practices, wearing safety belts in vehicles, and adhering to medical therapies. The physiological
and behavioral pathways interact with one another and with
the social environment: health behavior can affect physiology
(for example, smoking and sedentary lifestyle lower immune
functioning), and physiological functioning can inﬂuence
health behavior (for example, tiredness contributes to accidents). In an integrated and evidence-based model of health,
mental health (including emotions and thought patterns)
emerges as an important determinant of overall health.

Mental Health Promotion and the Prevention and
Treatment of Illnesses
Promotion and prevention are necessarily related and overlapping activities. Promotion is concerned with the determinants
of health and prevention focuses on the causes of disease.
Although the starting points are different, and the range of
actions and those primarily responsible for them are also
different, the activities and outcomes overlap with each other.
The evidence for prevention of mental disorders (see WHO,
2004; Hosman and Jane-Llopis, 2005; IUHPE, 2000 noted
below) contributes to the evidence base for promoting mental
health. Beyond that, evidence for the effectiveness of mental
health promotion is gained through evaluation of public
health actions and social policies in various sectors and in
different countries and settings (Herrman et al., 2005). The
actions that promote mental health will often have as an
important outcome the prevention of mental disorders. The
evidence is that mental health promotion is also effective in
the prevention of a whole range of behavior-related diseases
and risks, as described above. It can help, for instance, in the
prevention of smoking or of unprotected sex and hence of
AIDS or teenage pregnancy (Orley and Weisen, 1998).
Mental health promotion actions are often social and political: implementing interventions in schools, inﬂuencing
housing and working conditions, working to reduce stigma
and discrimination of various types, and developing policy
initiatives to reduce violence are examples. The changes occur
through decisions taken by politicians, educators, and
members of nongovernmental organizations. Health practitioners are important as advocates and as aids to introducing
policies that promote mental health (Table 1).
Table 1

The actors in mental health promotion

Progress in mental health promotion depends on the work of several
groups of people:
1. Local communities aware of the value of mental health
2. Those working in health and nonhealth sectors of government,
business, and other nongovernmental organizations whose decisions
affect mental health in ways that they may not fully realize
3. Mental health professionals who need to endorse and assist the
promotion of mental health while continuing to deliver and advocate
for services for people living with mental illnesses
4. Those working to develop policies and programs in countries with low,
medium, and high levels of income and resources
5. Those concerned with guidelines for international action
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Evidence for Mental Health Promotion
Several authoritative sources summarize the evidence available
for mental health promotion interventions. The landmark
review from Mrazek and Haggerty (1994) describes a consensus
on clusters of known risk and protective factors for mental
health, as well as evidence that interventions can reduce identiﬁed risk factors and enhance known protective factors.
Some years ago the International Union for Health Promotion
and Education (IUHPE) endorsed the idea that mental health
promotion programs work and that there are a number of
evidence-based programs to inform mental health promotion
practice (IUHPE, 2000; McQueen and Jones, 2007). Accumulating evidence since then demonstrates the feasibility of implementing effective mental health promotion programs across
a range of population groups and settings (see Hosman and
Jane-Llopis, 2005; Jane-Llopis et al., 2005). Now it is stated
authoritatively (see Barry et al., 2015) that: “There is compelling evidence from high-quality studies that mental health
promotion and prevention interventions, when implemented
effectively, can reduce risk factors for mental disorders, enhance
protective factors for good mental and physical health and lead
to lasting positive effects on a range of social and economic
outcomes” (p. 504). Consequently, mental health promotion
and prevention need to be integrated into population health
improvement and development strategies, together with
primary and secondary health-care delivery. A major task is to
promote the application of existing evidence into good practice
on the ground.
The published evidence comes mainly from high-income
countries. Evidence is least available from places that have
the greatest need, including low-income countries and populations affected by conﬂicts. A challenge now is to evaluate
programs and practices in these settings and populations.
This may include evaluation of programs and practices based
on existing evidence, or initiating research and evaluation of
practices and programs established in low-resource settings.
Large-scale intervention trials are needed in a range of settings.
Another challenge is to monitor the mental health effects of
interventions in ﬁelds other than mental health. Maternal
mental health is a critical and previously ignored factor in the
association between social adversity and childhood failure to
thrive in poor countries (Petersen et al., 2010; Howard et al.,
2014). Interventions for preventing and treating perinatal
depression as well as nutrition and social programs may be
required, designed by members of the community according
to the circumstances. Evaluation will require a variety of
approaches and study designs, using qualitative and quantitative methods and indicators of process and outcome (Barry
and McQueen, 2005; Herrman et al., 2005; Petersen et al.,
2010). Violence prevention is now seen as a major element
of HIV prevention, and as these programs expand, it will be
sensible to measure their mental health outcomes.
Empowerment is the process by which groups in a community who have been traditionally disadvantaged in ways that
compromise their health can overcome these barriers and can
exercise all the rights that are due to them with a view to leading
a full and equal life in the best of health. The empowerment of
women, violence prevention in the community, and microcredit schemes for the alleviation of debt are examples of

empowerment programs that have had a mental health impact
(see Patel et al., 2005; Herrman et al., 2005; Lund et al., 2011).
More extensive evaluation of the effects of these programs on
mental health will strengthen the evidence base in order to
inform practice and policy globally.
The evidence base is important to several groups for
different reasons, as described by Nutbeam in relation to
health promotion more broadly (see IUHPE, 2000).
Researchers will have a primary concern with the quality of
the evidence, its methodological rigor, and its contribution
to knowledge. Policy makers are likely to be concerned with
the need to justify the allocation of resources and demonstrate
added value. Practitioners need to have conﬁdence in the
likely success of implementing interventions, and the people
who are to beneﬁt need to see that both the program and
the process of its introduction are participatory and relevant
to them. Mental health promotion considers mental health
in positive rather than in negative terms. This shift requires
further work in establishing positive indicators of mental
health outcomes (Zubrick and Kovess-Masfety, 2005;
Herrman et al., 2005). It also requires a focus on research
methods that will document the process as well as the
outcomes of promoting positive mental health and identify
the necessary conditions for successful implementation.
The systematic study of program implementation has been
relatively neglected. A continuum of approaches is needed
ranging from randomized controlled trials to qualitative
process-oriented methods such as narrative analyses, interviews, surveys, and ethnographic studies. Collections of this
kind of data will advance knowledge on best practice in real
settings. The development of user-friendly and accessible information systems and databases is required for both practitioners
and policy makers.
These systems would respond to the urgent need to identify
effective programs that are transferable and sustainable in
settings such as schools and communities. Examples are the
application of programs based on community development
and empowerment methods, such as mutual support for
mothers and for widows and school-based programs for young
people (Barry and McQueen, 2005). These have been shown to
be highly effective, low-cost, replicable programs successfully
implemented and sustained by nonprofessional community
members in disadvantaged community settings. The principle
of prudence recognizes that we can never know enough to act
with certainty (see Mittelmark et al., 2005; Herrman et al.,
2005). Despite uncertainties and gaps in the evidence, we
know enough about the links between mental health behavior
and social experience to apply and evaluate locally appropriate
policy and practice interventions to promote mental health
(Herrman et al., 2005: p. XIX).
Interventions that aim to modify the structural determinants of mental health do not lend themselves readily to experimental evaluation, and when they do as in some poverty
alleviation projects, mental health outcomes are rarely
measured (Lund et al., 2011; Patel, 2015). However, the strong,
cross-national observational evidence that is available needs to
be acted upon, and policy interventions established that target
the structural determinants operating within and across all
countries (Patel, 2015). Country-level case studies can make
an important contribution to the evidence base. An example
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comes from observation of suicide rate in China. In the decade
from 1990 to 1999, suicide rates were 25% higher in females
than males, mostly accounted for by young women in rural
areas. This disparity diminished in the subsequent decade,
attributed to improvements in standards of living in rural areas,
including greater opportunities for women to participate in
education and to migrate to urban areas for incomegenerating work. The higher rates of self-reported well-being
and lower rates of mental disorders and substance abuse in
countries with lower levels of income inequality is another
example (Wilkinson and Pickett, 2010). And, as Patel
(2015) asserts, an experiment is not needed to demonstrate
that people who live free of war and hunger have better mental
health.
Effective programs for universal, selective, and indicated
prevention of conduct disorders, depression, anxiety disorders,
eating disorders, substance use–related disorders, and
psychotic disorders are summarized in WHO and other publications (WHO, 2004; Petersen et al., 2010; Barry et al., 2015).
Suicide prevention programs rely on a range of social and
health service interventions in any country or district, including
interventions that improve treatment of depression, provide
continuing care for people living with psychotic disorders,
reduce harmful use of substances or control access to the means
of suicide, and promote mental health in the population in
other ways. The proof that an intervention or a program is effective in preventing suicide is difﬁcult and complicated, as suicide
is a rare event (even though a leading cause of death in young
people in several parts of the world) with determinants at
several levels. The effectiveness of exemplary mental health
promotion programs and policies is summarized in recent
publications (Hosman and Jane-Llopis, 2005; Jane-Llopis
et al., 2005). In addition, research demonstrates that mental
health can be affected by nonhealth policies and practices,
for example, in housing, education, and child care (see Petticrew et al., 2005; Herrman et al., 2005; Table 2). This work
emphasizes the need to assess the effectiveness of policy and
practice interventions in diverse health and nonhealth areas.
It also demonstrates the effectiveness of a wide range of
programs and interventions for enhancing the mental health
of populations.
A recent WHO publication from the Eastern Mediterranean
Region recommends a number of evidence-based priority

Table 2
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actions for promoting mental health and preventing mental
disorders (Barry et al., 2015) that are applicable worldwide:
l

l
l
l

l

l

l

l

l
l

l

Promote infant (aged 0–3 years) and maternal mental
health through integrating mental health promotion and
prevention into routine pre- and postnatal care services and
home visiting programs;
Promote early child mental health development (aged 3–6
years) through preschool education/enrichment programs;
Implement parenting and family strengthening programs
for school-going children (aged 3–16 years);
Promote young people’s (6–18 years) life skills and resilience through whole school-based interventions in primary
and postprimary schools;
Implement selective classroom-based interventions for
vulnerable children (orphaned by HIV or living in areas of
conﬂict/war);
Promote the mental health and social well-being of
adolescents and young people (aged 12–18þ years)
through out-of-school multicomponent interventions;
Facilitate community empowerment interventions to
promote mental health and reduce the risk of mental
disorders for families in poverty and debt.
Train primary health-care providers in opportunistic mental
health promotion and prevention interventions for adults
and older people;
Advocate for workplace policies and programs that will
improve the mental health of working adults;
Implement suicide prevention programs, including regulations on restricting access to commonly used lethal means
of suicide, decriminalize suicide, and establish improved
reporting systems;
Promote mental health literacy and reduction of stigma
through multicomponent public awareness campaigns and
community-based educational training interventions.

Improving the mental health of individuals and communities is a primary goal for some of these interventions, for
example, policies and programs that improve parenting skills
and those that encourage schools to prevent bullying. Mental
health is enhanced as a side beneﬁt in other interventions
that are mainly intended to achieve something else, for
example, policies and resources that ensure girls in a developing
country attend school and programs to improve public

Cost–outcome domains for the economic analysis of mental health promotion

Resource inputs

Process indicators
Health outcomes
Social and economic beneﬁts

Level 1: Individuals (e.g., school
children and workers)

Level 2: Groups (e.g., households
and communities)

Level 3: Population (e.g., regions and
countries)

Health-seeking time
Health and social care
Lifestyle changes (e.g., exercise)
Change in attitudes or behavior
Functioning and quality of life
Mortality (e.g., suicide)
Self-esteem
Workforce participation

Program implementation
Household support

Policy development and implementation

Change in attitudes or behavior
Family burden
Violence
Social capital/cohesion
Reduced unemployment

Change in attitudes or behavior
Summary measures (e.g., DALYs)
Social inclusion
Productivity gains
Reduced health-care costs

From Petticrew, M., Chisholm, D., Thomson, H., Jane-Llopis, E., 2005. Evidence: the way forward. In: Herrman, H., Saxena, S., Moodie, R. (Eds.), Promoting Mental Health:
Concepts, Emerging Evidence, Practice. World Health Organization, Geneva, Switzerland, pp. 203–214.
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housing. This distinction helps in recognizing the shared and
primary responsibilities in countries and communities. Monitoring the effect on mental health of public policies relating
to such things as housing and education is becoming feasible
(Petticrew et al., 2005; Herrman et al., 2005). Mental health
programs in a country or locality can advocate for this and
help to ensure that ﬁndings are translated into action. Other
groups will need to do the work, however, and ensure that policies and practices are shaped by the ﬁndings.
Tol (2015) provides a framework and four general principles
to guide the implementation of evidence-based actions to
promote mental health and prevent mental disorders in lowand middle-income countries: a socioecological perspective
(place); an intersectoral and interdisciplinary approach (collaboration), a developmental perspective (timing), and a participatory and empowerment approach (strengths). This framework is
relevant for implementing the WHO’s global action plan for
mental health 2013–20, which as mentioned above, recognizes
the signiﬁcance of mental health promotion and prevention of
mental disorders through the inclusion of one of four objectives
focused on this area of research and practice. Speciﬁc effective
interventions are known to support positive parenting in the
early childhood period through adequate parental stimulation
and early caregiver relations. These actions need adaptation,
scaling up, and continuing evaluation in all countries, especially
those that are scarce resource (Tol, 2015).

A Public Health Framework for Mental Health
Promotion
Mental health promotion is expected to improve overall health,
quality of life, and social functioning. Interventions designed to
promote mental health, with a focus on the major determinants in vulnerable population groups, and through complex
interactions including intermediate outcomes at individual,
organizational, and societal levels, can result in a number of
long-term beneﬁts. In addition to improved mental health,
the beneﬁts can include lower rates of some mental illnesses,
improved physical health, better educational performance,
greater productivity of workers, improved relationships within
families, and safer communities. The actions likely to be
feasible and effective can be planned and monitored within
a public health framework.
The ﬁrst step in planning the activities of mental health
promotion in any community or country is gathering local
evidence and opinion about the main problems and potential
gains, and the social and personal inﬂuences on mental health.
A public health framework can help the process of assessing
needs, developing partnerships, and planning actions and their
evaluation. A framework includes the locally identiﬁed determinants of mental health, the population groups and areas
and settings that have high priority for action, and a description
of the anticipated beneﬁts. In the case of the framework shown
as an example in Figure 2 (VicHealth, 2006), the three identiﬁed determinants of mental health are social inclusion,
freedom from discrimination and violence, and economic
participation.
Success in promoting mental health relies on the development of partnerships between a range of agencies in the public,

private, and nongovernmental sectors. Common interests need
to be identiﬁed. The focus on health rather than illness can help
in doing this, as well as avoid the perception of competing for
resources with the health services sector, already poorly
resourced in most of the world.
Research, government policy making, and practice tend to
take place in systems or organizations that have little involvement with each other. Effective mental health promotion interventions in a population require integrated activity across these
so-called silos: long-term planning, investment, and evaluation
are required. Long-term gains are generally not attractive to
governments with immediate concerns in other areas. Effective
advocacy and communication with decision-makers must be
developed. International collaborations can assist advocacy
for mental health promotion activity in low-income as well
as high-income countries and the sharing of information and
expertise (Walker et al., 2005; Herrman et al., 2005).

Policy and Practice
Mental health promotion strategies need support from the
community and the government. As collective action, the
success of the strategies depends on shared values as much as
on the quality of scientiﬁc evidence. In some communities,
the practices and ways of life maintain mental health even
though mental health may not be identiﬁed as such. In other
communities, people need to be convinced – as by the results
of large-scale intervention trials – that making an effort to
improve mental health is realistic and worthwhile (Sartorius,
1998; Herrman et al., 2005: p. XIX). A government’s work to
develop mental health promotion strategies involves its social
development policies as well as its health and mental health
policies. It requires the full range of public health and clinical
actions, equivalent to and overlapping with those needed for
promotion of health in all its aspects. Implementing these
actions successfully depends on community support; and
developing and maintaining partnerships are required for
implementation, as in all public health work. Promoting
mental health thereby requires that community leaders and
people understand the value of mental health and the options
for its promotion (Kellam, 2012).

Community Development and Mental Health Promotion
Community development aims to develop the social, economic,
environmental, and cultural well-being of communities with
a focus on marginalized people. Solutions to community problems are developed by local people, based on local knowledge
and priorities. Work done in rural areas of India exempliﬁes
some aspects of the relationship between community development and promotion of mental health, even where the objectives of the program may not include a speciﬁc focus on
mental health. For example, a large primary health-care program
in rural Indian villages directly targeting poverty, inequality, and
gender discrimination has led indirectly to signiﬁcant gains in
mental health and well-being (Arole et al., 2005; Herrman
et al., 2005). As the interventions succeeded, the people realized
the advantages of working together and they became open to
approaching other issues affecting the village such as health
needs and caste discrimination. An approach that is aware of
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Key social and economic determinants of mental health and themes for action
Access to economic resources

Freedom from discrimination and violence

Social inclusion

• Work
• Education
• Housing
• Money

• Valuing of diversity
• Physical security
• Self-determination and control of
one’s life

• Supportive
relationships
• Involvement in
group activities
• Civic engagement

Population groups and action areas
Population groups

Health promotion action
• Research, monitoring, and evaluation
• Direct participation programs
• Organizational development (including workforce
development)
• Community strengthening
• Communication and social marketing
• Advocacy
• Legislative and policy reform

• Children
• Young people
• Women and men
• Older people
• Indigenous communities
• Culturally diverse communities
• Rural communities

Settings for action
Housing
Transport

Community

Education

Workplace

Corporate

Public

Arts

Sport and recreation

Health

Local government

Justice

Academic

Intermediate outcomes
Individual

Organizational

Projects and
programs which
facilitate:
• Involvement
in community and
group activities
• Access to
supportive
relationships
• Self-esteem and
self-efficacy
• Access to
education and
employment
• Self-determination
and control
• Mental health
literacy

Organizations which
are:

Community

Environments which:
• Are inclusive, responsive,
safe, supportive,
• Inclusive,
and sustainable
responsive, safe,
• Are cohesive
supportive, and
• Value civic engagement
sustainable
• Working in partnerships • Reflect awareness of
mental health and
across sectors
well-being issues
• Implementing
evidence-informed
approaches to their
work

Societal
A society with:
• Integrated, sustained,
and supportive policies
and programs
• Strong legislative
platforms for mental
health and well-being
• Appropriate resource
allocation
• Responsive and
inclusive governance
structures

Long-term benefits
• Increased sense of
belonging
• Improved physical
health
• Less stress, anxiety,
and depression
• Less substance
misuse
• Enhanced skill levels

• Resources and
activities integrated
across organizations,
sectors, and
settings

• Community valuing of
diversity and actively
disowning
discrimination
• Less violence and crime
• Improved productivity

• Reduced social and
health inequalities
• Improved quality of life
and life expectancy

Figure 2 VicHealth’s framework for the promotion of mental health and well-being. From VicHealth, 2006. Mental Health Promotion Framework
2005–2007. www.vichealth.vic.gov.au (accessed October 2007).
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Increase in:
Social relationships and support
Social capital
Social safety nets that can be tapped during crises
Effective coping skills
Improved housing, health care, and education
Economic development
Health, uncomplicated pregnancies, nutrition, cleaner
environment

Water resources reduced community disharmony and
burden on women
Empowerment: People believing they can identify solutions
to problems and create change
Capacity to focus on higher values and to show compassion
for those who are more vulnerable
Empowerment of women more girls in school, fewer
problems relating to negative adolescent experiences,
reduced domestic violence

Mental health

Community development

Economic independence of women increased standing
of women
greater opportunity for decision making by
women, including family planning

Adolescent girls’ groups
opportunities for socialization,
education, empowerment, and enhancement of self-esteem
Equity and opportunities for marginalized groups
Decrease in:
Alcohol abuse and violence
Caste discrimination
Fear of dying from pregnancy or illnesses due to the
presence of a voluntary health worker (supported by CRHP
program staff) better family planning freedom from
having to provide for large family
Corruption and crime
Inequality within society

Figure 3 The relationship between community development and mental health in rural villages in India. From Arole, R., Fuller, B., Deutschmann, P.,
2005. Community development as a strategy for promoting mental health: lessons from rural India. In: Herrman, H., Saxena, S., Moodie, R. (Eds.),
Promoting Mental Health: Concepts, Emerging Evidence, Practice. World Health Organization, Geneva, Switzerland, pp. 243–251.

the needs, interests, and responsibilities of men and women and
that focuses on reducing the vulnerability and increasing the
participation of women is the likely basis of the success of
community development in these villages and the associated
improvement in mental health (Figure 3).

Intersectoral Linkage and Community Change in Mental Health
Promotion
Mental health can be improved through the collective action
of society. Improving mental health requires policies and
programs in government and business sectors including
education, labor, justice, transport, environment, housing,
and welfare, as well as speciﬁc activities in the health ﬁeld
relating to the prevention and treatment of ill health. Policy

makers are now recognizing that emphasis is best placed on
adding programs that sharpen the capacity of systems, such
as primary health-care systems and school systems, to be
more health enhancing. Investigating the sustainability of
mental health promotion actions is therefore less about the
technological aspects of programs and more about programs
as change processes within organizations or communities.
Programs are opportunities to recalibrate systems to higher
or better levels of functioning. Evaluation also includes
a more systematic analysis of the context within which
programs are provided and factors within that context (such
as preexisting attitudes and relationships) that could predict
why some programs fade over time while others succeed
and grow (see Hawe et al., 2005; Rowling and Taylor, 2005;
Figure 4).
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School level
• Administrative stability
• Administrative leadership
and support
• Awareness of student
needs
• School goals
• School climates

Classroom level
• Implementer
characteristics
and behaviors
• Classroom climate

Planned intervention
Program model
Quality of delivery
Target audience
Participant responsiveness
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• Peer relations

Actual intervention
Program as implemented
Actual intervention support

Planned
implementation support
Preplanning
Quality of materials
Technical support model
Quality of technical support
Implementer readiness

District level
• Administrative stability
• Administrative leadership
and support
• Awareness of student
needs
• District goals
• Communication with
schools

Community level
• School-community
relations
• School-family relations
• Community
support/readiness

Figure 4 A model for implementing school-based programs. From Barry, M., Domitrovich, C., Lara, M.A., 2005. The implementation of
mental health promotion programmes. In: Jane-Llopis, E., Mittelmark, M. (Eds.), What Works in Mental Health Promotion Promotion and Education,
vol. 42, pp. 30–36; (Suppl. 2) Special issue.

Conclusions
Mental health is everybody’s business. Those who can do
something to promote mental health and who have something to gain include individuals, families, communities,
health professionals, commercial and not-for-proﬁt organizations, and decision-makers in governments at all levels. International organizations can ensure that countries at all stages
of economic development are aware of the importance of
mental health for human, community, and economic development and of the possibilities and evidence for intervening
to improve and monitor the mental health of the population.
A wide range of health and nonhealth decisions made by
organizations and governments at local and national levels
affect mental health. Mental health promotion ultimately
depends on activities at the local level supported by local
people and partnerships.

See also: Mental Health Epidemiology (Psychiatric
Epidemiology); Mental Health Policy; Mental Health and
Substance Abuse; Mental Illness, Historical Views of;
Principles: Mental Health Resources and Services; Principles:
Stigma; Speciﬁc Mental Health Disorders: Child and Adolescent
Mental Disorders; Women’s Mental Health.
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Editorial
Early intervention in psychiatry for poorly
resourced countries
Advocacy for early intervention in psychiatry as
described in the first issue of this Journal1,2 includes
a call to bring the rationale of public health and
prevention to the improvement of mental health.
Even though much of the research on early intervention in psychiatry is conducted in rich countries,
the call is even more relevant to low-income countries where the needs are higher and the treatment
and research gaps wider.3,4 Poverty, gender-based
violence and other determinants of poor mental
health are also more prevalent in low-income countries. The moral case for international mental
health5 has at its centre ‘the need to reclaim the
place of mental health at the heart of international
public health’ (p. 1312). The failure to do this is
linked with the perception that mental health is a
luxury for rich people in wealthy countries, and
related to the well-known paradox that those most
in need receive the least in attention and resources.
Early intervention and other public health actions
need consideration as important components of the
response to poor mental health in the populations
of all countries.
The temptation for services, governments and
non-government organizations in the face of overwhelming distress and disability related to mental
illnesses in low income countries is to concentrate
exclusively on those with established illnesses and
neglected needs for acute treatment and rehabilitation. Experience from the rest of medicine, however,
along with emerging evidence for early intervention, suggest that the effective and efficient response
in countries to mental health needs will be seen to
include additional components: attention to the
needs for early intervention, as well as health promotion and prevention of other types.6,7
Public health is defined as the organized global
and local effort to promote and protect the health of
populations and to reduce health inequities.8 Yet for
many professionals and non-professionals whose
experience is institutionalized care for people living
with apparently entrenched illnesses and disabilities, early intervention, prevention of illnesses and
the promotion of mental health are seen as removed
from the most urgent problems and even as diverting resources from these. On the contrary, in low222

income countries the needs for early intervention,
along with prevention and health promotion, are
based on the need to avert episodes of illness as well
as avoid the losses in health and productivity that
accompany poor mental health for patients and
families. The epidemic of pesticide ingestion in
many poorly resourced countries,9 for example,
requires early intervention in mental health problems as an important part of the solution.
Across a range of disorders the needs for early
intervention are higher and the available evidence
base weaker in low-income countries. The choice is
either to improve the evidence base or to wait and
see while early intervention finds its feet in the rich
world. The extent of need and its rates of growth, as
well as the emerging evidence for early intervention
make the latter a risky choice. The Lancet Series on
global mental health (to be published in September
2007) summarizes the evidence on cost-effective
interventions for the treatment and prevention of
mental disorders in low- and middle-income countries, and provides the rationale to scale up mental
health services and prevention activities at the
country level. There is strong evidence of the effectiveness of both drug and psychosocial treatments
for common mental disorders including depression.
Strong evidence also exists for pharmacological and
community and family-based models of care for
people with psychotic disorders including studies
on the treatment of first episode disorders. There is
modest evidence in support of primary care-based
interventions for hazardous alcohol use, another
problem with a high burden in many low-income
countries. This work emphasizes the need for further
research, including research in early intervention
across these and other conditions.
Early intervention needs to be placed on country
agendas when considering mental health policy and
practice, as the opportunities for research and
appropriate service development will otherwise be
lost. Unless service systems are established with this
possibility in mind, the work cannot easily be imagined or proceed. The work of non-government organizations in rural and urban areas of several
countries gives an indication of feasible early intervention at low cost along with community-based
© 2007 The Author
Journal compilation © 2007 Blackwell Publishing Asia Pty Ltd
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rehabilitation.10 Common program elements include community-based workers who may or may
not have previous professional training, trained and
supervised by the scarce mental health professionals. The workers interact with participating families
and community groups that identify those with
onset of illness as well as support those receiving
treatment and rehabilitation. The workers are often
supported by stepped care programs where needs
are met by appropriate referrals in an organized care
structure. Careful organization and management
are required, but the resources used are a fraction of
those used by service systems in wealthier countries.
The work in these systems needs evaluation. The
development of research capacity through collaborations with researchers in other countries can help
this occur. Placing the support for such research and
research capacity development in mental health on
the agenda of the major national and international
development agencies, financial institutions and
foundations is an important task for advocates of
early intervention and advocates for the improvement of mental health more generally.
The barriers to the development of evidencebased capacity for early intervention in developing
countries are the same as those in all countries2
and for any service development, though the
difficulties are magnified. These notably include
stigma, unwarranted pessimism about the effectiveness of treatments and capacity to deliver these,
and exiguous resources dedicated to mental health.
The solutions, however, can be different and innovative. Such solutions properly characterized and
evaluated can inform service development in
better-resourced countries and settings, where

© 2007 The Author
Journal compilation © 2007 Blackwell Publishing Asia Pty Ltd

avoidable disability and poor service coordination
remain common of those receiving care.
Helen Herrman
Australian International Health Institute,
The University of Melbourne,
Carlton, Victoria, Australia
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Editorial
Early intervention as a priority for
world psychiatry
There is a widespread sense that psychiatry is in
crisis. Individuals and groups who are ignorant of,
or opposed to, our branch of medicine are undermining its reputation. Their attacks continue to
erode public confidence in psychiatric treatment
and diminish the achievements of the field. At the
same time, there is very commendable international
work underway to improve mental health and the
quality of mental health care. This is a challenging
time when psychiatry needs to find a more confident way forward, balancing humanity with a more
effective search for novel therapies and implementation of evidence-based care.
Two developments in psychiatry are critical to
ensuring its reputation and recognizing its clinical,
humanitarian and scientific advances. One is the
strategic approach to early intervention in psychiatry, and the other is the development of a clear
approach to working in partnership with the community as well as other professional groups. These
are preconditions to the integration of psychiatry in
health care, and to psychiatry achieving the central
place in health care worldwide that it needs to have.1
EARLY INTERVENTION IN
PSYCHIATRY WORLDWIDE
Successful approaches to early intervention in psychiatry need to be developed worldwide. Although
much of the research on early intervention in psychiatry is conducted in high-income countries,
the work is highly relevant to low-income countries
where the treatment and research gaps are wider.2–4
The temptation for governments and nongovernment organizations in low-income countries
is to concentrate the often meager resources available for mental health care on those with established illnesses and neglected needs for acute
treatment and rehabilitation. Experience from the
rest of medicine, however, along with the growing
evidence for effective early intervention suggest that
the effective and efficient response in to mental
health needs in all countries will include attention
to early intervention, as well as health promotion
and prevention of other types.5,6
Early case identification and intensive treatment
of a first episode of illness was first proposed as a
© 2014 Wiley Publishing Asia Pty Ltd

preventive strategy for the psychotic illnesses in the
1990s.7 Since then, evidence has accumulated demonstrating that early intervention not only leads to
better clinical and functional outcomes for patients,
at least while this model of care is maintained, but is
also more cost-effective than standard care.8 The
early psychosis model has created a paradigm shift in
today’s psychiatry: the move to a preventive, rather
than largely palliative, psychiatry. This has led to an
increasing focus on the mental health needs of our
young people: the age group at highest risk of developing a mental illness, and thus who have the greatest potential to benefit from early intervention with a
preventive, or at least, pre-emptive focus.8 Indeed,
youth mental health is now considered a global
public health challenge,9 particularly in the light of
the shift of the burden of disease in the developing
world towards the non-communicable diseases.10
Early intervention needs to be placed on country
agendas when considering mental health policy and
practice, as the opportunities for research and
appropriate service development will otherwise be
lost. Unless service systems are established with this
possibility in mind, the work cannot easily be imagined or proceed. The work of non-government
organizations in rural and urban areas of several
countries gives an indication of feasible early intervention at low cost along with community-based
rehabilitation.11,12 Common programme elements
include community-based workers who may or may
not have previous professional training, trained and
supervised by the scarce mental health professionals. These workers interact with participating families and community groups that identify those with
onset of illness, as well as support those receiving
treatment and rehabilitation. The workers are often
supported by stepped care programs where needs
are met by appropriate referrals in an organized care
structure. Careful organization and management are
required, but the resources used are a fraction of
those used by service systems in wealthier countries.
The work in these systems needs evaluation. The
development of research capacity through collaborations with researchers in other countries can help
this occur. Placing the support for such research and
research capacity development in mental health on
the agenda of the major national and international
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development agencies, financial institutions and
foundations is an important task for advocates of
early intervention and advocates for the improvement of mental health more generally.
The barriers to the development of evidencebased capacity for early intervention in developing
countries are the same as those in all countries13 and
for any service development, although the difficulties are magnified. These notably include stigma,
unwarranted pessimism about the effectiveness of
treatments and capacity to deliver these, and exiguous resources dedicated to mental health. The solutions, however, can be different and innovative.
Such solutions properly characterized and evaluated can inform service development in betterresourced countries and settings, where avoidable
disability and poor service coordination remain
common in those receiving care.

CONCLUSIONS
Successful collaborations are vital to improving
the quality and ethical standards of the practice of
psychiatry and the promotion of human rights
worldwide. Strong links between psychiatrists, community leaders, patients and families, based on
negotiation and mutual respect, are vital to promoting the human face of psychiatry and supporting
early intervention in psychiatry and community
mental health care more broadly.
Helen Herrman
Orygen Youth Health Research Centre, Centre for
Youth Mental Health, The University of Melbourne,
Melbourne, Victoria, Australia
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PARTNERSHIPS FOR MENTAL HEALTH AND
VULNERABLE YOUNG PEOPLE
Service users and carers worldwide have the regular
experience of stigma and discrimination in the
community, and poor access to dignified care for
mental and physical health problems. Achieving
adequate support for mental health in any country
requires a unified approach. Psychiatrists, governments and professional groups in a range of countries increasingly support the inclusion of service
users and carers in decisions about treatment and
rehabilitation, service development, research and
policy.
The World Psychiatric Association (WPA) recently
convened a task force and invited service users and
family carers to join in its work as members. The
resulting recommendations for the international
mental health community on best practices in
working with service users and carers14 were
approved unanimously by the WPA General Assembly in September 2011, together with an addition to
the Madrid Declaration on Ethical Standards for
Psychiatric Practice.15 The recommendations are
expected to be relevant to people living in all
regions, although their implementation will be different across regions and settings. The recommendations begin with respect for human rights as the
basis for successful partnerships. Other recommendations include that clinical care is best done in collaboration between service users, carers and
clinicians; as are education, research and quality
improvement. Each country will need specific
guidelines and projects to apply these recommendations and contribute to worldwide learning.
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Foreword
“…not merely the absence of disease or infirmity.”
“…attainment by all people of the highest possible level of health.”
“…to foster activities in the field of mental health, especially those affecting the harmony of human
relations.”
These objectives and functions of World Health Organization (WHO) are at the core of our commitment to mental health promotion.
Unfortunately, health professionals and health planners are often too preoccupied with the immediate problems of those who have a disease to be able to pay attention to needs of those who are
“well”. They also find it difficult to ensure that the rapidly changing social and environmental conditions in countries around the world support rather than threaten mental health. This situation is
only partly based on the lack of clear concepts or of adequate evidence for effectiveness for health
promoting interventions. This has much to do with how the professionals and planners are trained,
what they see as their role in society and, in turn, what society expects them to do. In the case of
mental health, this also has to do with our reluctance to discuss mental health issues openly.
The Summary Report on Promoting Mental Health: Concepts, Emerging Evidence, Practice is
WHO’s latest attempt to overcome these barriers. It describes the concept of mental health and its
promotion. It tries to arrive at a degree of consensus on common characteristics of mental health
promotion as well as variations across cultures. The Report also positions mental health promotion within the broader context of health promotion and public health. The evidence provided for
some of the health and non-health interventions for mental health benefits is likely to be useful
to health policy planners and public health professionals. The emphasis, however, is on the urgent
need for a more systematic generation of evidence in the coming years, so that a stronger scientific base for further planning can be developed.
Prevention of mental disorders and promotion of mental health are distinct but overlapping aims.
Many of the interventions discussed in this Report are also relevant for prevention. However, the
scope of promotion as well as the target audience is considered much wider for mental health
promotion. For this reason, WHO is releasing this report on promotion separately from and before
another report on evidence for prevention of mental disorders.
I sincerely hope that the present Report will result in creating a more definite place for mental
health promotion within the broader field of health promotion and will be useful for countries
that WHO serves.
Dr Catherine Le Galès-Camus
Assistant Director-General
Noncommunicable Diseases and Mental Health
World Health Organization, Geneva
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Preface
Promoting Mental Health: Concepts, Emerging Evidence, Practice aims to bring to life the mental
health dimension of health promotion. The promotion of mental health is situated within the larger field of health promotion, and sits alongside the prevention of mental disorders and the treatment and rehabilitation of people with mental illnesses and disabilities. Like health promotion,
mental health promotion involves actions that support people to adopt and maintain healthy
lifestyles and which create supportive living conditions or environments for health. This Summary
Report and the full Report on which it is based describe the concepts relating to promotion of
mental health, the emerging evidence for effectiveness of interventions, and the public health
policy and practice implications. This project complements the work of another major WHO project, which focuses on the evidence for prevention of mental disorders.
This Summary Report includes a selective review of the available evidence from a range of countries and cultures. It documents how actions such as advocacy, policy and project development,
legislative and regulatory reform, communications, research, and evaluation may be achieved and
monitored in countries at all stages of economic development. It considers strategies for continued growth of the evidence base and approaches to determining cost-effectiveness of actions.
International cooperation and alliances will play a critical role in generating and applying the
evidence by, for example, encouraging the social action required and monitoring the impact on
mental health of a range of policies and practices.
Promoting Mental Health: Concepts, Emerging Evidence, Practice has been written for people working in the many health and non-health sectors of government, education, and business whose
decisions affect mental health in ways that they may not realize. It is also a sympathetic account
for people in the mental health professions who need to endorse and assist the promotion of
mental health while continuing to deliver services for people living with mental illnesses. It is relevant to people working to develop policies and programmes in countries with low, medium and
high levels of income and resources, as well as those concerned with guidelines for international
action. The Report uses a public health framework to address the dilemma of competing priorities
that is often a concern for planners and practitioners in low-income as well as affluent country
settings.
Promoting Mental Health: Concepts, Emerging Evidence, Practice is the result of collaboration with
scientific contributors from sectors outside as well as within health. The aims of the project were
to facilitate a better understanding of the evidence and approaches to gathering local evidence,
activation of the scientific community, and growth in international cooperation and alliances.
This Summary Report has been produced by the editors from the chapters and other material
prepared for Promoting Mental Health: Concepts, Emerging Evidence, Practice to give readers a
sense of the issues discussed in the larger and more detailed Report. Our hope is that readers
will be encouraged to go on to read and think about these issues in more detail once the more
comprehensive Report is available.
Helen Herrman, Shekhar Saxena, Rob Moodie
Editors
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Development of the Summary Report
This Summary Report has been prepared by the editors of Promoting Mental Health: Concepts,
Emerging Evidence, Practice (Herrman, Saxena & Moodie in press) which is due to be released soon
by WHO. The editors have selectively chosen and in some cases adapted material from the chapters provided by the contributing authors to the Report in order to give an overview of some of
the important concepts, evidence and practice in mental health promotion. In doing so, they have
given only an indication of the considerably more detailed discussions in the forthcoming Report.
The sections of this Summary Report reflect the working titles of the chapters in Promoting Mental
Health: Concepts, Emerging Evidence, Practice as listed below. Attribution to the authors of these
chapters has not specifically been made in the Summary Report, except where material has been
presented in another section in order to assist with continuity. When citing from the Summary
Report, it would be appropriate to acknowledge the relevant chapter authors.

Details of the full Report
Promoting Mental Health: Concepts, Emerging Evidence, Practice. A Report from the World
Health Organisation, Department of Mental Health and Substance Abuse in collaboration
with the Victorian Health Promotion Foundation (VicHealth) and The University of Melbourne,
Herrman H, Saxena S & Moodie R. Geneva, WHO, in press.
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Key messages
There is no health without mental health
The World Health Organization (WHO) defines health as:
... a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity (WHO 2001, p.1).
Mental health is clearly an integral part of this definition. The goals and traditions of public health
and health promotion can be applied just as usefully in the field of mental health as they have
been in heart health, infectious diseases and tobacco control.

Mental health is more than the absence of mental illness: it is vital to individuals, families and
societies
Mental health is described by WHO as:
... a state of well-being in which the individual realizes his or her own abilities, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a contribution
to his or her community (WHO 2001a, p.1).
In this positive sense mental health is the foundation for well-being and effective functioning for
an individual and for a community. This core concept of mental heath is consistent with its wide
and varied interpretation across cultures.

Mental health is determined by socioeconomic and environmental factors
Mental health and mental illnesses are determined by multiple and interacting social, psychological, and biological factors, just as health and illness in general. The clearest evidence for this relates to the risk of mental illnesses, which in the developed and developing world is associated with
indicators of poverty, including low levels of education, and in some studies with poor housing
and low income. The greater vulnerability of disadvantaged people in each community to mental
illnesses may be explained by such factors as the experience of insecurity and hopelessness, rapid
social change, and the risks of violence and physical ill-health.

Mental health is linked to behaviour
Mental, social, and behavioural health problems may interact so as to intensify their effects on
behaviour and well-being. Substance abuse, violence, and abuses of women and children on the
one hand, and health problems such as heart disease, depression, and anxiety on the other, are
more prevalent and more difficult to cope with in conditions of high unemployment, low income,
limited education, stressful work conditions, gender discrimination, unhealthy lifestyle, and
human rights violations.

Mental health can be enhanced by effective public health interventions
The improvement in heart health in several countries has had more to do with attention to environment, tobacco, and nutrition policies than with specific medicines or treatment techniques.
The malign effects of changing environmental conditions on heart health have been reversed to
varying extents by actions at multiple levels.
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Similarly, research has shown that mental health can be affected by non-health policies and practices, for example in housing, education, and child care. This accentuates the need to assess the
effectiveness of policy and practice interventions in diverse health and non-health areas. Despite
uncertainties and gaps in the evidence, we know enough about the links between social experience and mental health to make a compelling case to apply and evaluate locally appropriate
policy and practice interventions to promote mental health.

Collective action depends on shared values as much as the quality of scientific evidence
In some communities, time-honoured practices and ways of life maintain mental health even
though mental health may not be identified as the outcome, or identified by name. In other communities, people need to be convinced that making an effort to improve mental health is realistic
and worthwhile.

A climate that respects and protects basic civil, political, economic, social, and cultural rights is
fundamental to the promotion of mental health
Without the security and freedom provided by these rights it is very difficult to maintain a high
level of mental health.

Intersectoral linkage is the key for mental health promotion
Mental health can be improved through the collective action of society. Improving mental health
requires policies and programmes in government and business sectors including education,
labour, justice, transport, environment, housing, and welfare, as well as specific activities in the
health field relating to the prevention and treatment of ill-health.

Mental health is everybody’s business
Those who can do something to promote mental health, and who have something to gain,
include individuals, families, communities, commercial organizations, and health professionals.
Particularly important are the decision-makers in governments at local and national levels whose
actions affect mental health in ways that they may not realize. International bodies can ensure
that countries at all stages of economic development are aware of the importance of mental
health to community development. They can also encourage them to assess the possibilities and
evidence for intervening to improve the mental health of their population.
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Introduction
Public health is the science and art of promoting health, preventing disease, and prolonging
life through the organised efforts of society (WHO 1998, p. 3).
This [20th] century has seen greater gains in health for the populations of the world than at any
other time in history. These gains have been made partly as a result of improvements in income
and education, with accompanying improvements in nutrition, hygiene, housing, water supply
and sanitation. They are also the result of new knowledge about the causes, prevention and
treatment of disease and the introduction of policies that have made intervention programmes
more accessible. The greatest advances in health have been made through a combination of
structural change and the actions of individuals (Nutbeam 2000 p.1).
Health polices in the 21st century will need to be constructed from the key question…”What
makes people healthy?” (Kickbusch 2003, p. 386).

What is mental health?
Since its inception, WHO has included mental well-being in the definition of health. WHO famously defines health as:
... a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity (WHO 2001, p.1).
Three ideas central to the improvement of health follow from this definition: mental health is an
integral part of health, mental health is more than the absence of illness, and mental health is intimately connected with physical health and behaviour.
Defining mental health is important, although not always necessary to achieving its improvement. Differences in values across countries, cultures, classes, and genders can appear too great to
allow a consensus on a definition (WHO 2001b). However, just as age or wealth each have many
different expressions across the world and yet have a core common-sense universal meaning, so
mental health can be conceptualized without restricting its interpretation across cultures. WHO
has recently proposed that mental health is:
... a state of well-being in which the individual realizes his or her own abilities, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a contribution
to his or her community (WHO 2001a, p.1).
In this positive sense, mental health is the foundation for well-being and effective functioning for
an individual and for a community. It is more than the absence of mental illness, for the states and
capacities noted in the definition have value in themselves.
Neither mental nor physical health can exist alone. Mental, physical, and social functioning are
interdependent. Furthermore, health and illness may co-exist. They are mutually exclusive only
if health is defined in a restrictive way as the absence of disease (Sartorius 1990). Recognizing
health as a state of balance including the self, others, and the environment helps communities
and individuals understand how to seek its improvement.

Promoting mental health is an integral part of public health
Mental health and mental illness are determined by multiple and interacting social, psychological,
and biological factors, just as health and illness in general. The clearest evidence relates to the
risks of mental illnesses, which in the developed and developing world are associated with indi-
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cators of poverty, including low levels of education. The association between poverty and mental
disorders appears to be universal, occurring in all societies irrespective of their levels of development. Factors such as insecurity and hopelessness, rapid social change, and the risks of violence and physical ill-health may explain the greater vulnerability of poor people in any country
to mental illnesses (Patel & Kleinman 2003). The findings from a recent natural experiment in
poverty reduction with the opening of a casino on an American Indian reservation go a long way
in demonstrating the reality of social causation for disturbed childhood behaviour, for example.
After introduction of the casino, the rates of such behaviour reduced. The mediating variable
appeared to be improved parental supervision of the children. Economic levels have important
implications for family functioning and child mental health (Costello et al. 2003; Rutter 2003).
Mental, social, and behavioural health problems may interact to intensify each other’s effects on
behaviour and well-being. Substance abuse, violence, and abuses of women and children on the
one hand, and health problems such as heart disease, depression, and anxiety on the other, are
more prevalent and more difficult to cope with in conditions of high unemployment, low income,
limited education, stressful work conditions, gender discrimination, unhealthy lifestyle, and
human rights violations (Desjarlais et al. 1995).
Mental health for each person is affected by individual factors and experiences, social interaction,
societal structures and resources, and cultural values. It is influenced by experiences in everyday
life, in families and schools, on streets, and at work (Lehtinen, Riikonen & Lahtinen 1997; Lahtinen
et al. 1999). The mental health of each person in turn affects life in each of these domains and
hence the health of a community or population. Ethnographic studies in the developing world
show how environments and social settings such as the slums of Mumbai shape local experience
and the mental health of communities (Parkar, Fernandes & Weiss 2003). Some of the newest
researches across the disciplines of genetics, neuroscience, the social sciences, and mental health
involve elaborations of ideas about the impact that societies have on human life over and above
the sum of the impact of the individual members of the society (Anthony in press).
Yet mental health and mental illness by and large are viewed as residing outside the public health
tradition with its fundamental concepts of health and illness as multifactorial in origin (Cooper
1993) and of there being a continuum between health and illness (Rose 1992). The consequences
are twofold. First, the opportunities for improving mental health in a community are not fully
exploited. Second, organized efforts in countries to reduce the social and economic burden of
mental illnesses tend to depend mostly on the treatment of ill individuals.
Mental illnesses are common and universal. Worldwide, mental and behavioural disorders represented 11% of the total disease burden in 1990, expressed in terms of disability-adjusted life years
(DALYs) (WHO 2001b). This is predicted to increase to 15% by 2020. Mental health problems also
result in a variety of other costs to the society (WHO 2003). Depression was the fourth largest contributor to the disease burden in 1990 and is expected to be the second largest after ischaemic heart
disease by 2020. Yet, mental illness and mental health have been neglected topics for most governments and societies. Recent data collected by WHO demonstrates the large gap that exists between
resources that are available in countries for mental health and the burden caused by mental health
problems (WHO 2001c). In contrast to the overall health gains of the world’s populations in recent
decades, the burden of mental illness has grown (Eisenberg 1998; Desjarlais et al. 1995).
This neglect is based at least in part on confusion and false assumptions about the separate concepts of mental health and mental illness. Until now, the prevailing stigma surrounding mental
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illness has encouraged the euphemistic use of the term “mental health” to describe treatment
and support services for people with mental disorders and in other matters related to mental
ill-health. This usage contributes to confusion about the concept of mental health as well as the
concept of mental illness.
In most parts of the world the treatment of mental illness was alienated from the rest of medicine
and health care at least until recently. In the isolated setting of asylums, practitioners saw many
seemingly incurable patients. The supposed incurability of insanity and melancholy made practitioners believe the causes were entirely biological. The idea has since persisted that prevention of
mental illness is “all or none” (Cooper 1990) and, furthermore, that promotion of mental health is
somehow far removed from the problems of the real world and could even shift resources from
the treatment and rehabilitation of people affected by mental illness.
The twin aims of improving mental health and lowering the personal and social costs of mental
ill-health can only be achieved through a public health approach (Sartorius 1998; VicHealth 1999;
Hosman 2001; Herrman 2001; Walker, Moodie & Herrman 2004). Within a public health framework,
the activities that can improve health include the promotion of health, the prevention of illness
and disability, and the treatment and rehabilitation of those affected. These are different from one
another, even though the actions and outcomes overlap. They are all required, are complementary, and one is no substitute for the other.

Mental health is more than the absence of mental illness
As already noted, mental health implies fitness rather than freedom from illness. In 2003, George
Vaillant in the USA commented that mental health is too important to be ignored, it needs to be
defined. As Vaillant (2003) points out, this is a complex task. “Average mental health” is not the
same as “healthy”, for averaging always includes mixing in with the healthy the prevailing amount
of psychopathology. What is healthy sometimes depends on geography, culture, and the historical
moment. Whether one is discussing state or trait also needs to be clear – is an athlete temporarily disabled with a fractured ankle healthy or the asymptomatic person with a history of bipolar
affective disorder healthy or unhealthy? There is also “the two-fold danger of contamination by
values” (Vaillant 2003, p. 1374) – a given culture’s definition of mental health can be parochial and,
even if mental health is “good”, what is it good for? The self or the society? For fitting in or for creativity? For happiness or for survival? Even so, Vaillant advocates that common sense should prevail
and that certain elements have a universal importance to mental health; just as despite every culture differing in its diet, the importance of vitamins and the four basic food groups is universal.

No health without mental health: mental health and behaviour
Mental health status is associated with behaviour at all stages of life. A body of evidence indicates
that the social factors associated with mental ill-health are also associated with alcohol and drug
use, crime, and dropout from school. The absence of the determinants of health, and the presence
of noxious factors, also appear to have a major role in other risk behaviours such as unsafe sexual
behaviour, road trauma, and physical inactivity. Furthermore, there are complex interactions
between these determinants, behaviours and mental health. For example, a lack of meaningful
employment may be associated with depression, and alcohol and drug use. This may in turn
result in road trauma, the consequences of which are physical disability and loss of employment
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(Walker, Moodie & Herrman 2004). Kleinman (1999) describes the clustering of mental and social
health problems in “broken communities” in shantytowns and slums and among vulnerable
and marginal migrant populations: civil violence, domestic violence, suicide, substance abuse,
depression, and post traumatic disorder cluster and coalesce. He calls for a research agenda and
innovative policies and programmes “that can prevent the simply enormous burden that mental
illness has on the health of societies resulting from the variety of forms of social violence in our
era” (Kleinman 1999, p. 979). The corollary is the need for the development and evaluation of
programmes that on the one hand control and reduce such clusters, and on the other hand assist
people and families to cope in these circumstances.
Physical health and mental health are closely associated through various mechanisms, as studies
of links between depression and heart and vascular disease are demonstrating. The importance of
mental health in the maintenance of good physical health and in recovery from physical illness is
now well substantiated, as is the converse. Mental health status is a key consideration in changing
the health status of a community.
Various types of evidence suggest that mental health and/or its determinants can be improved in
association with planned or unplanned changes in the social and physical environment. This will
be discussed in the following pages. Prudence suggests that sufficient justification exists for programme and policy interventions accompanied by evaluation of process and outcomes in countries of high or low income. It also suggests the need to monitor the effects on mental health of
social, economic, and environmental changes in any country. These actions in turn will continue
to expand the evidence base to encourage further prudent interventions designed to improve or
maintain mental health, to suit each unique time, country, locality, and population.
This publication provides an editorial summary of the concepts, evidence, and policies and practices relating to mental health promotion that are outlined in greater detail in the full Report.
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Part I: Concepts
This section considers a number of concepts associated with health, health promotion, and mental health, and their use across different cultures, countries, and subpopulations. The aim is to
describe the place of mental health in health promotion and of mental health promotion in the
larger area of mental health. This sets the scene to consider in Parts 2 and 3 the evidence of effectiveness in promoting mental health and the implications for policy and practice.

Health and health promotion
The “new” public health
Health promotion is an emerging field of action, often referred to as the “new” public health
(Baum 1998). It is often defined indirectly by first examining the idea of “health”; however, the
term “health” is itself imprecise.
“Health” can refer both to absent and present states. It is often used to mean the absence of
disease or disability, but, just as often, health may refer to a state of fitness and ability, or to a
reservoir of personal resources that can be called on when needed (Naidoo & Wills 2000). People
with different backgrounds and cultures may hold different conceptions of health. When lay
people describe what it means to be healthy, their responses reflect often the particular circumstances of their lives. Under some circumstances, they equate health with freedom from disease;
in others, they equate health with autonomy or with vitality. Older people, for example, tend to
define health as inner strength and the ability to cope with life’s challenges; younger people tend
to emphasize the importance of fitness, energy, and strength. People with comfortable living
conditions tend to think of health in the context of enjoying life; people not so well-off tend to
connect health with managing the essentials of daily living.
Nonetheless, some solid attempts have been made to construct a unified theory of health
(Seedhouse 1986; Tones & Tilford 2001). Unified theories of health such as that propounded by
WHO cover wide territory, including environmental and individual factors. The obvious implication
is that the promotion of health must have foci on both the individual and the environment. This
calls for the involvement of a much broader array of interventions and actors than does the traditional model of medicine, which centres on specialists trained to return function to individuals.
Health promotion has been defined as action and advocacy to address the full range of potentially
modifiable determinants of health (WHO 1998). Health promotion and prevention are necessarily
related and overlapping activities. Because the former is concerned with the determinants of health
and the latter focuses on the causes of disease, promotion is sometimes used as an umbrella concept covering also the more specific activities of prevention (Lehtinen, Riikonen & Lahtinen 1997).

Determinants of health
Determinants of health are those factors that can enhance or threaten an individual’s or a community’s health status. These can be matters of individual choice, such as whether to smoke tobacco
or not, or can relate to social, economic, and environmental characteristics beyond the control of
individuals. Examples include the person’s social class, gender, ethnicity, access to education, quality of housing, and presence of supportive relationships, and in the community the level of social
and civic participation, availability of work, air quality, and building design.
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Levels of intervention
There is mounting evidence that it is possible to intervene at several levels, from local to national,
to improve health (Benzeval et al. 1995). The factors over which individuals have little or no control require the collective attention of a society as encapsulated by the Ottawa Charter of Health
Promotion (WHO 1986). The five action strategies identified by the Charter remain today the basic
blueprint for health promotion in many parts of the world (see box).

Ottawa Charter of Health Promotion (WHO 1986)
Action strategies
✔
✔
✔

Build healthy public policy
Create supportive environments
Strengthen community action

✔
✔

Develop personal skills
Reorient health services

Health inequalities and inequities
Inequalities in health are related to a wide range of social factors, including those already noted.
Inequalities also result to a degree from individual differences in genetics, health related behaviour, and choices regarding education, work, and play. To the degree that inequalities are a consequence of social injustice, there exists not merely inequality, but inequity as well.
At all levels, from local to national, examples can be found of policies and interventions that assist
people living in social and economic disadvantage to have better health (Benzeval et al. 1995;
Black & Mittelmark 1999). According to WHO, health promoting policies are needed not only in
the health care sector, but also in the economic, environmental, and social sectors for positive
impact on the determinants of health and improved health equity (WHO 1998).

The political dimension of health promotion
Discussions about what should be done are shaped by the nuances of a particular situation in
a particular place at a particular time. Under what conditions, for example, does a health risk
warrant an information campaign, a stern advisory, or a policy of forced commitment? Scientific
evidence can never provide a fully satisfactory answer, and political considerations enter naturally
into the decision-making process. Health promotion politics involves advocating both individual
and collectivist interventions for social change.

Health promotion practice
Despite diverse settings, health promotion work exhibits common features based on collaboration and recurrent cycles of programme planning, implementation, and evaluation. Influential
models (Tones & Tilford 2001; Raeburn & Rootman 1998) emphasize the intention to build people’s capacity to manage their own health and to work collaboratively. Virtually all health promotion practice models include:
1. a careful study of a community’s needs, resources, priorities, history, and structure in collaboration with the community: “doing with” rather than “doing to”;
2. agreement on a plan of action, gathering of resources, implementation, and monitoring of
action and change processes. Fluidity is needed in planning and acting to meet the demands of
new or changing conditions, as well as constant surveillance of and reflection over practice; and
3. an emphasis on evaluation and dissemination of best practices, with attention to maintaining
and improving quality as dissemination unfolds.
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The nature of health promotion evidence
The principle of prudence
A resolution to employ an evidence-based approach to health promotion was adopted by the
1998 World Health Assembly (WHA51.12). Generating evidence of the effectiveness of health
promotion can be challenging, however. Health promotion is social action. Controlled laboratory
experiments, therefore, are often inappropriate ways to generate evidence of its effectiveness.
Instead, consensus about effectiveness is based on methodological triangulation that leads to a
converging interpretation of evidence of different kinds, from different places, generated by different researchers. The “principle of prudence” recognizes that all evidence has weaknesses, that we
can never know enough to act with certainty, but that we can in many cases be sure enough of
the quality of the existing evidence to make recommendations for action.
Much of the evidence of health promotion’s effectiveness must be derived from communitybased research. There cannot be total reliance on traditional, quantitative measures. Including
qualitative methods gives a better understanding of what works and what does not. Although
such “real world” research is a complex undertaking, it is nevertheless possible to develop a body
of dependable knowledge.
Major successes in health promotion over recent decades have occurred in several arenas of
action, including tobacco control and heart health. The implementation and evaluation of a heart
health promotion programme in Finland is a good example of this (see box). In a number of cases,
these efforts have been supported by international conventions and collaborations (e.g. WHO
Framework Convention on Tobacco Control –– WHO 2003a; the WHO Healthy Cities project).

A health promotion case-study: heart health promotion in Eastern Finland
The potential for health promotion as a tool for the prevention of cardiovascular disease (CVD)
is illustrated well by a project undertaken over 25 years in the Province of North Karelia in
Eastern Finland. Among the male population in North Karelia smoking was greatly reduced
and dietary habits changed. The dietary changes led to a 17% reduction in the mean population level of serum cholesterol between 1972 and 1997. Elevated blood pressures were brought well under control and leisure time physical activity increased. Among women, similar
changes in dietary habits, cholesterol, and blood pressure levels took place, although smoking
increased somewhat from a low level. By 1995, the annual mortality rate from coronary heart
disease in the middle-aged (below 65 years) male population had reduced by 73% from the
pre-programme years (1967–71). During recent years, the decline in CVD mortality among
men and women in North Karelia has been approximately 8% per year. Since the 1980s, favourable changes also began to develop in all Finland. By 1995, the annual CVD mortality among
men in all of Finland had reduced by 65%. At the same time, the lung cancer mortality had
also reduced, by more than 70% in North Karelia and by nearly 60% in all Finland.
The experiences of the North Karelia and other CVD programmes give grounds for the following recommendations for successful heart health promotion (Puska 2002):
n
n

Preventive community programmes should pay attention to the well-established principles and rules
of general programme planning, implementation, and evaluation.
Preventive community programmes should be concerned with both appropriate medical/epidemiological frameworks to select the intermediate objectives and with relevant behavioural/social theories in
designing the intervention programme.
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n
n

n
n
n
n

n

Good understanding of the community (“community diagnosis”), close collaboration with various
community organizations, and full participation of the people are essential.
Community intervention programmes should combine well-planned media and communication messages with broad-ranged community activities involving primary health care, voluntary organizations,
food industry and supermarkets, worksites, schools, local media, and so on.
Community intervention programmes should seek collaboration and support from both formal community decision-makers and informal opinion leaders.
Successful community intervention programmes need to combine sound theoretical frameworks with
dedication, persistence, and hard work.
A major emphasis and strength of a community intervention programme should be attempts to change
social and physical environments in the community to be more conducive to health and healthy lifestyles.
Major community intervention programmes can be useful for a target community but can also have
broader impact as a national demonstration programme. For this, proper evaluation should be carried
out and results disseminated.
For national implications, the project should work in close contact with national health policy-makers
throughout the programme.

The strength of the evidence
There are two focal issues with regard to health promotion evidence: the strength of the evidence
and its implications for research, practice, and policy development. The strength of evidence is
influenced by the design of interventions and related methodological issues such as the validity
and effectiveness of efforts to minimize bias. A useful strength-of-evidence typology that has reference to three elements of scientific enquiry – falsifiability, predictability, and repeatability – results
in four types of evidence (Tang, Ehsani & McQueen 2003):
n Type A: What works is known, how it works is known, and repeatability is universal.
n Type B: What works is known, how it works is known, but repeatability is limited.
n Type C: What works is known, repeatability is universal, but how it works is not known.
n Type D: What works is known, how it works is not known, and repeatability is also limited.
Health promotion research operates in an environment where numerous cultural, social,
economic, and political factors interact. Complexities are involved that rarely resolve sufficiently
to produce Type A evidence. Health promotion strives, therefore, for Type B evidence, and this
has important implications for practice. It is unlikely that the effectiveness of a health promotion
intervention can be guaranteed beforehand; hence, evaluation research needs to be combined
with health promotion practice.

Positive mental health
The evidence for promoting mental health depends on defining, measuring, and recording mental health. Over the last 30 years, research has contributed to an understanding of what is meant
by the term “mental health”, although this understanding has been constrained by the fact that
much of the evidence that is accessible widely is recorded in the English language and obtained
in developed countries. Mental health has been variously conceptualized as a positive emotion
(affect) such as feelings of happiness, a personality trait inclusive of the psychological resources
of self-esteem and mastery, and as resilience, which is the capacity to cope with adversity. Various
aspects and models of mental health contribute to our understanding of what is meant by positive mental health. A number of aspects are described in the accompanying box.

WIT.0001.0020.0154

20 • PROMOTING MENTAL HEALTH

Some views around the concept of positive mental health
Cultural context
Jahoda (1958) elaborated on the 1947 WHO declaration that “health is not merely the absence of illness but a complete state of physical, psychological and social well-being” by separating mental health into three domains. First, mental health involves self-realization in that
individuals are allowed to fully exploit their potential. Second, mental health includes a sense
of mastery by the individual over their environment, and, finally, that positive mental health
also means autonomy, as in individuals having the ability to identify, confront, and solve
problems. Others, like HB Murphy (1978), argued that these ideas were laden with cultural
values considered important by North Americans. The definition of mental health is clearly
influenced by the culture that defines it. Mental health has different meanings depending on
setting, culture, socioeconomic and political influences.
Personality types
Leighton & Murphy (1987) defined various personality types and their coping strategies. They
hypothesized that well people have different coping strategies, some of which can be relatively unhealthy, and, when challenged, may put individuals at risk for mental illness.
Affective dimension
Positive mental health can be conceptualized as a subjective sense of well-being. Bradburn
(1965) devised a scale to measure the positive and negative facets of psychological wellbeing. Later work researching the definition and determinants of subjective well-being suggests that it has more effect on the environment than the environment exerts on it.
Salutogenic approach
Antonovsky proposed the “salutogenic” approach that focuses on coping rather than
breakdown, and “salutary” factors rather than risk factors. He viewed stressors as having the
potential for positive, neutral, or negative consequences. A sense of coherence is considered
to be vital to positive mental health as it involves a capacity to respond flexibly to stressors.
Optimism appears the dominant cognition of the mentally healthy, and optimists have been
found to have better coping mechanisms such as acceptance of reality and reliance on personal growth (Scheier & Carver 1992).
Resilience
The capacity to cope with adversity and to avoid breakdown when confronted by stressors
differs tremendously among individuals. Not all responses to stress are pathological and they
may serve as coping mechanisms. Numerous researchers have studied healthy mechanisms
of defence and coping. Rutter (1985) conceived of resilience as a product of environment and
constitution that is an interactive process. Protective factors can modify a person’s responses
to an environmental hazard so that the outcome is not always detrimental and protective factors may only become detectable in the face of a stressor.
Psychoanalytical approach
The psychoanalytical approach proposes positive mental health criteria as the person’s capacity to use their internal energy for realization in emotional, intellectual, and sexual domains.
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Quality of life approach
Quality of life is defined by WHO 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, expectations, standards and concerns” (WHOQOL Group 1995). This definition reflects
a broad view of well-being encompassing the person’s satisfaction with social, environmental, psychological, spiritual, and health status. The concept of quality of life describes health,
including mental health, in terms that capture positive as well as negative aspects of coping,
resilience, satisfaction, and autonomy, among others.

The intrinsic value of mental health
Mental health contributes to all aspects of human life. It has both material and immaterial, or
intrinsic, values: for the individual, society, and culture. Mental health has a reciprocal relationship
with the well-being and productivity of a society and its members. Its value can be considered in
several related ways:
n
n

n

n

n

n

Mental health is essential for the well-being and functioning of individuals.
Good mental health is an important resource for individuals, families, communities, and
nations.
Mental health, as an indivisible part of general health, contributes to the functions of society,
and has an effect on overall productivity.
Mental health concerns everyone as it is generated in our everyday lives in homes, schools,
workplaces, and in leisure activities.
Positive mental health contributes to the social, human, and economic capital of every
society.
Spirituality can make a significant contribution to mental health promotion and mental
health influences spiritual life (see Underwood-Gordon 1999).

Mental health can be regarded as an individual resource, contributing to the individual’s quality
of life, and can be increased or diminished by the actions of society. An aspect of good mental
health is the capacity for mutually satisfying and enduring relationships. There is growing
evidence that social cohesion is critical for the economic prospering of communities and this
relationship appears to be reciprocal.

Culture and mental health
As already noted, although the qualities included in the concept of mental health may be
universal, their expression differs individually, culturally, and in relation to different contexts. It
is necessary to understand a particular community’s concepts of mental health before engaging
in mental health promotion. The broad nature of mental health also means that it is not just the
preserve of the mental health professional.
Each culture influences the way people understand mental health and their regard for it. An
understanding of and sensitivity to factors valued by different cultures will increase the relevance
and success of potential interventions. A Xhosa mother in apartheid era South Africa whose
explanation for not comforting her crying son was to ensure he grew up strong enough to leave
the country and join the armed struggle exemplifies this. Young soldiers in Angola experienced
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disruption to their developmental experiences and education (Lavikainen, Lahtinen & Lehtinen
2000; Mendes 2003). Their reports of feeling different and having difficulty relating to others
enabled tailored approaches to helping them adjust to peacetime society. Stigma is a major
concern to people affected by HIV/AIDS. Efforts to understand this group’s concepts of mental
health make a major contribution to developing relevant intervention programmes.
A culture-specific approach to understanding and improving mental health may be unhelpful,
however, if it assumes homogeneity within cultures and ignores individual differences. Today,
most cultures overlap and are heterogeneous. The beliefs and actions of groups need to be
understood in their political, economic, and social contexts; culture is one of several factors to be
considered (Tomlinson 2001).

Social capital and mental health
On the one hand, millions of dollars are committed to alleviating ill-health through individual
intervention. Meanwhile we ignore what our everyday experience tells us, i.e. the way we
organize our society, the extent to which we encourage interaction among the citizenry and
the degree to which we trust and associate with each other in caring communities is probably
the most important determinant of our health (Lomas 1998 p. 1181).
In the renaissance of thinking in recent decades about social collectivity and health promotion,
the concept of “social capital” has been prominent. It is invoked to reframe previously individualized lines of research on the social determinants of health generally and mental health in particular (Anthony in press). Extending beyond the tools and training that enhance individual productivity (“physical capital” and “human capital”), social capital “refers to features of social organization
such as networks, norms, and social trust that facilitate coordination and cooperation for mutual
benefit” (Putnam 1995). Economic and social environments also affect social capital.
Social capital is not an individual perception or resource. Challenges remain in defining and
measuring it without reduction to the individual level. Potential detriments include exclusion of
nonmembers and minority groups, and excessive demand on members of social organizations.
A consensus is growing, however, that social capital facilitates collective action and can promote
social and economic growth and development by complementing other forms of capital.
Research over the last two decades has demonstrated links between social capital and economic
development, the effectiveness of human service systems, and community development. Social
scientists have investigated how higher social capital may protect individuals from social isolation,
create social safety, lower crime levels, improve schooling and education, enhance community life,
and improve work outcomes (Woolcock 1998). Researchers have begun to analyse the relationships
between social capital and mental health (Kawachi & Berkman 2001; McKenzie, Whitley & Weich 2002;
Sartorius 2003). The relationship between social capital, health, and mental health, and the potential
of mental health promotion to enhance social capital are current topics of research and debate.
Population health measures or risk factors are usually considered as the aggregate of the individual
characteristics in the population. Consideration is usually one of binary associations between one
(or more) environmental factors and individual health (Marmot 1998). The power of social capital
lies in its potential to understand the environment in another way – the interaction between environmental and social factors and connected groups of individuals. This perspective of networks of
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individuals interacting with environments has the power to explain an array of collective outcomes
beyond that explained by aggregated individual health outcomes (Anthony in press).
Much work remains to be done in accounting for the mechanisms underlying the health–community link (Gillies 1999; Henderson & Whiteford 2003) and the interrelations between social capital
and mental health. It is also unclear if the relations between these two variables are multidirectional, and of causality or correlation (Lochner, Kawachi & Kennedy 1999). However, social networks
are believed to promote social cohesion, informal caring, protection during crises, better health
education, and better access to health services, and to enforce or change societal norms that have
an impact on public health (e.g. smoking, sanitation, and sexual practices) (Baum 1999; Kawachi,
Kennedy & Glass 1999).

Links between social cohesion, suicide, and antisocial behaviour
Variations in anti-social and suicidal behaviour have been traced to strengths or absences
of social cohesion (OECD 2001). Weak social controls and the disruption of local community
organization have long been hypothesized to be factors producing increased rates of suicide
(Durkheim 1897) and crime (Shaw & McKay 1942).

Mental health and human rights
A climate that respects and protects basic civil, political, economic, social, and cultural rights is
fundamental to the promotion of mental health. Without the security and freedom provided by
these rights it is very difficult to maintain a high level of mental health (Gostin 2001).
A human rights framework offers a useful tool for identifying and addressing the underlying
determinants of mental health. The instruments which make up the United Nations (UN) human
rights mechanism represent a set of universally accepted values and principles which can guide
countries in the design, implementation, monitoring, and evaluation of mental health policies,
laws, and programmes. As legal norms and standards ratified by governments, they generate
accountability for mental health and thus offer a useful standard against which government performance in the promotion of mental health can be assessed.
Human rights empower individuals and communities by granting them entitlements that give
rise to legal obligations on governments. They can help to equalize the distribution and exercise
of power within society, thus mitigating the powerlessness of the poor (WHO 2002b). The principles of equality and freedom from discrimination, which are integral elements of the international human rights framework, demand that particular attention be given to vulnerable groups.
Furthermore, the right of all people to participate in decision-making processes, which is reflected
in the Bill of Rights and other UN instruments, can help ensure that marginalized groups are able
to influence health-related matters and strategies that affect them, and that their interests are
considered and addressed.
Mental health promotion is not solely the domain of ministries of health. It requires the involvement of a wide range of sectors, actors, and stakeholders. Human rights encompass civil, cultural,
economic, political, and social dimensions and thus provide an intersectoral framework to consider mental health across the wide range of mental health determinants.
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A conceptual framework for action
The Victorian Health Promotion Foundation (VicHealth) in Australia developed a conceptual
framework for action to guide its mental health promotion efforts (see Figure 1). Central to this
framework is a focus on three of the determinants of mental health (social inclusion, freedom
from discrimination and violence, and economic participation), identification of priority
population groups and areas and settings for action, and a description of the anticipated benefits.
While mental ill-health is present in all populations, it is more common among people with relative social and economic disadvantage (Desjarlais et al. 1995). Integral to VicHealth’s health promotion framework is the desire to reduce health inequities. In VicHealth’s view, to be successful in
this, efforts need to:
n
n

n

focus on social and economic determinants of mental health;
involve the full range of health promotion methodologies that work at the population and
subpopulation levels; and
engage those working across sectors and settings.

Due to the relationship between social and economic factors and mental health, success in
promoting mental health and well-being can only be achieved and sustained by the involvement
and support of the whole community, and the development of partnerships between a range of
agencies in the public, private, and nongovernment sectors.
In order to recruit the cross-sector engagement required, synergies across sectors need to be
located and a common language developed, which has a focus on health as opposed to illness.
Given the scarcity of resources and the global effort required for managing and reducing the
mental health burden, it is also critical that any perception of competing for resources with the
health treatment sector is avoided.
Government policy, research, and practice take place in systems or organizations that have little
involvement with each other. In order to develop effective mental health promotion activity at a
population level, integration mechanisms across these “silos” must be developed. Long-term and
integrated planning, implementation, and investment are required. Evaluation needs to occur and
progress will be slow. Long-term gains are not always the drivers attractive to governments in the
short-term, so effective ways of managing political discourse must be developed.
Health promotion is an emerging field of activity, with mental health promotion being one of the
most recent areas of focus. While the rhetoric of health promotion includes the use of multiple
methods to change the structural determinants of health, challenges lie in the development of
workforces within health and other sectors with the conceptual and practice skills required. It
is also critical that interdisciplinary collaborations are forged between those working in health
and sociopolitical domains at the academic level. This will require an ideological as well as a
cultural shift in the competitive academic environment. Finally, competition across sectors and
disciplines will obstruct progress. The development of international collaborative arrangements
is fundamental to ensuring that mental health promotion activity takes place in developed and
developing countries and is informed by shared wisdom and expertise.
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Figure 1: VicHealth’s framework for the promotion of mental health and well-being
Key Determinants of Mental Health & Themes For Action
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Source: VicHealth 1999.

Improved productivity at
work, home & school
Less violence & crime

Reduced health inequalities
Improved quality of life & life
expectancy
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Part II: The emerging evidence
Effective health promotion leads to changes in the determinants of health (Nutbeam 2000, p. 3).

Objectives and actions of health promotion
The personal, social, and environmental factors that determine mental health and mental illness
may be clustered conceptually around three themes (HEA 1997; Lehtinen, Riikonen & Lahtinen
1997; Lahtinen et al. 1999):
n the development and maintenance of healthy communities
This then provides a safe and secure environment, good housing, positive educational experiences, employment, good working conditions, and a supportive political infrastructure;
minimises conflict and violence; allows self-determination and control of one’s life; and provides community validation, social support, positive role models, and the basic needs of food,
warmth, and shelter.
n each person’s ability to deal with the social world through skills like participating, tolerating
diversity, and mutual responsibility
This is associated with positive experiences of early bonding, attachment, relationships, communication, and feelings of acceptance.
n each person’s ability to deal with thoughts and feelings, the management of life, and emotional
resilience
This is associated with physical health, self esteem, ability to manage conflict, and the ability
to learn.
The fostering of these individual, social, and environmental qualities, and the avoidance of the
converse, are the objectives of mental health promotion. In each nation or community, local
opinion about the main problems and potential gains, and the evidence about the social and
personal determinants of mental health will shape the activities of mental health promotion. As
noted earlier, health promotion and prevention are necessarily related and overlapping activities:
the former is concerned with the determinants of health and the latter focuses on the causes of
disease. The evidence for prevention of mental disorders (Hosman & Jané-Llopis in press) contributes to the evidence base for the promotion of mental health. Beyond that, however, the evidence for effectiveness of mental health promotion is being extended through evaluation of experience in various ways and in different countries and settings. This provides growing confidence in
developing interventions, even while the principle of prudence (see p. 18) recognizes that we can
never know enough to act with certainty.
The activities of mental health promotion are mainly sociopolitical: reducing unemployment,
improving schooling and housing, working to reduce stigma and discrimination of various types,
and specific policy initiatives such as wearing seat belts to avoid head injury. The key agents
are politicians, educators, and members of nongovernment organizations. The job of mental
health professionals is to remind them of the evidence for the importance of these key variables
(Goldberg 1998). Health practitioners may be more directly involved in prevention of illness, devising and applying programmes in primary health care and other settings, and in health policy.
A combined approach to health promotion and prevention of illness (Mrazek & Haggerty 1994;
Eaton & Harrison 1996) categorizes interventions according to the levels of risk of illness (or scope
for improving health) in various population groups, and makes it clearer what type of collective
action is required: universal (directed to the whole population, e.g. good prenatal care), selected

WIT.0001.0020.0161

PART II • THE EMERGING EVIDENCE • 27

(targeted to subgroups of the population with risks significantly above average, e.g. family support for young, poor, first pregnancy mothers) or indicated (targeted at high-risk individuals with
minimal but detectable symptoms, e.g. screening and early treatment for symptoms of depression and dementia). The approach to gathering evidence is influenced by recognising that (1) the
evidence for direct causal pathways is generally strongest for the most immediate influences on
health or disease; (2) most health states have multiple causes interacting over time (Desjarlais et
al. 1995); and (3) important factors such as family environment or child abuse and neglect will
influence the level of physical and mental health as well as the risk for several types of illness in
later life. Other life events and circumstances will interact favourably or unfavourably to contribute to health and resilience or the development of illness.
Mental health promotion has been seen to ask for peace, social justice, decent housing, education, and employment. The call for intersectoral action has sometimes been diffuse (Kreitman
1990). Specific evidence-based proposals with measurable outcomes are required. However,
asking individual health promotion projects to demonstrate long-term changes in ill-health, productivity, or quality of life is often unrealistic and unnecessary. What is required instead is a marshalling of the evidence linking mental health with its critical determinants (aetiological research),
and programme design and evaluation to demonstrate changes in the same determining or
mediating variables. Programmes and policies can aspire, in other words, to produce changes in
indicators of economic participation, levels of discrimination, or social connectedness. Identifying
and documenting the mental health benefits of these changes, and developing indicators of
these determinants, are complementary areas of work needing further support. An evidence base
for mental health promotion does exist but it needs boosting with aetiological research and programme and policy evaluation.
This Part of the Summary Report moves on to consider the nature, collection, assessment, and use
of the evidence for mental health promotion in various settings and population groups, and by
various means. It concludes by considering the way forward in generating further evidence.

Evidence and its use in mental health promotion
Linking research with practice and policy
Important advances in establishing a sound evidence base for mental health promotion have
occurred in recent years. Consensus exists on clusters of known risk and protective factors for
mental health and there is evidence that interventions can reduce identified risk factors and
enhance known protective factors (Mrazek & Haggerty 1994). The International Union for Health
Promotion and Education (IUHPE) report for the European Commission endorses that mental
health promotion programmes work and that there are a number of evidence-based programmes
to inform mental health promotion practice (IUHPE 2000). The accumulating evidence demonstrates the feasibility of implementing effective mental health promotion programmes across a range
of diverse population groups and settings (see Hosman & Jané-Llopis in press).
An important challenge is to strengthen the evidence base in order to inform practice and policy
globally. While researchers are more likely to be concerned with the quality of the evidence, its
methodological rigour, and its contribution to knowledge, different stakeholders in the area may
bring other perspectives to bear on the types of evidence needed. As described by Nutbeam
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(2000), policy-makers are likely to be concerned with the need to justify the allocation of resources and demonstrate added-value, practitioners need to have confidence in the likely success of
implementing interventions, and the people who are to benefit need to see that both the programme and the process of implementation are participatory and relevant to their needs. Another
major task is to promote the application of existing evidence into good practice on the ground,
particularly in disadvantaged and low-income countries and settings. This entails identifying programmes that are effective, feasible, and sustainable across diverse cultural contexts and settings.
The challenge is therefore twofold: translating research evidence into effective practice and translating effective practice into research so that currently undocumented evidence may make its way
into the published literature.

Shifting to positive mental health
Mental health promotion reconceptualizes mental health in positive rather than in negative
terms. This shift in focus to positive indicators of well-being calls for methodological refinement
in establishing positive indicators of mental health outcomes. This shift also calls for a focus on
research methods that will document the process, as well as the outcomes, of enabling positive
mental health and identify the necessary conditions for successful implementation.

Identifying effective programme implementation
The systematic study of programme implementation has been relatively neglected. The challenge
has been identified as using evaluation methods and approaches that are congruent with the
principles of mental health promotion practice (Labonté & Robertson 1996), which cross methodological boundaries, and which evaluate initiatives in terms of their process as well as their
outcomes (WHO 1998b). The notion that there is a hierarchy of evidence, particularly one that
focuses almost exclusively on evaluation outcomes from expensive randomized controlled trials
(RCTs), restricts the current body of evidence to that research conducted mainly in high-income
countries. A continuum of approaches is needed ranging from RCTs to more qualitative processoriented methods such as the use of case studies, narrative analyses correlational studies, interviews, surveys, and ethnographic studies (McQueen & Anderson 2001).
Implementation research is critical to the understanding of how and under what conditions programmes may be effective. Collections of this kind of data will contribute to advancing knowledge on best practice in real settings.

Applying the evidence to low-income countries
The evidence debate needs to extend beyond a concern with the quality of research design to
focus more directly on the quality of the interventions and their wider practice and policy implications. Currently the evidence debate has taken place in the English language literature within a
Euro–American context: “evidence is least available from areas that have the maximum need, that
is developing countries and areas affected by conflicts” (WHO 2002, p. 27).
The development of user-friendly information systems and databases is required in order to make
the evidence accessible to practitioners and policy-makers. In particular, there is an urgent need
to identify effective programmes that are transferable and sustainable in settings such as schools
and communities. In this respect, it may be useful to explore the application of programmes based
on community development and empowerment methods, such as the community mothers pro-
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gramme (Johnson et al. 1993, 2000) and the widow-to-widow peer support programme (Silverman
1988). These programmes, among others, have been shown to be highly effective, low-cost, replicable programmes successfully implemented and sustained by nonprofessional community members in disadvantaged community settings. The implementation of school-based programmes for
young people also appears to be a key area for development in low-income countries.
In the absence of large resources, the challenge in many countries is to document innovative
forms of practice and to bring them to the attention of others. Documentation, even newsletters
and brochures, may be lacking. A lack of documentary evidence does not mean that there is not
good practice, however. Dissemination research to examine how existing evidence can be applied
across diverse cultural settings is necessary.
International cooperation is necessary to assist low-income countries by means of technical support in publishing guidelines for effective implementation of low-cost, sustainable programmes.
The ultimate test of the evidence base is how it can be used effectively to inform practice and
policy globally that will reduce inequalities and bring about improved mental health for individuals, families, and communities in most need.

Social determinants of mental health
The socioeconomic determinants of health have been well studied. In brief, people who are more
socially isolated and people who are disadvantaged have poorer health than others (House,
Landis & Umberson 1988). More socially cohesive societies are healthier, with lower mortality
(Kawachi & Kennedy 1997). Many studies have shown the powerful health associations of social
connectedness (Putnam 2001). The evidence on the personal, social, and environmental factors
associated with mental health and mental illness has been reviewed by a number of authors
(e.g. HEA 1997; Lahtinen et al. 1999; Wilkinson & Marmot 1998; Eaton & Harrison 1998; Hosman &
Llopis 2004; Patel & Kleinman 2003).
Concurrent with 20th century advances in learning from the brain sciences and neuroscience,
there has been an evolution of ideas about the social determinants of mental health and mental
disorders. At the beginning of the 21st century, we have returned to a position of widespread
enthusiasm about our genetic endowment and the social shaping of its expression. At present,
the predominant motif is not from eugenics as practiced at the population level via the nowrejected modes of ethnic cleansing and selective sterilization. Instead, a prevailing motif is that
gene expression can be shaped by exogenous agents and may be shaped by social experience.
It will be important for the lay public and for societal leaders to grasp these ideas as they emerge
and are developed during the 21st century. Choices about the societal response depend in part
upon our capacities to predict the occurrence of harm or benefit and in part upon our benefit–risk
analysis with respect to deployment of resources. In this context, the accuracy of our predictions
is disclosed in the evidence and is more or less objective, but the benefit–risk evaluation and the
choice of interventions depend upon an expression of shared consensus about values.
An immediate challenge for society’s leaders is to create or refine the social structures and
processes we use to evaluate the available evidence and to mobilize resources to promote
mental health (Jenkins 2001). New discoveries and increasingly definitive evidence about the
determinants of mental health are of limited value unless there are social structures and processes
to put the new discoveries and evidence into action.
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As the 20th century ended, there was an increasingly acidic critique of “risk factor epidemiology”,
by which is meant a selectively narrow research focus on individual-level characteristics and
behaviours that signal increased risk of mental disorders or general medical conditions (e.g.
Susser & Susser 1996). At the same time, considerable pessimism developed about how little was
gained when prevention programmes were focused upon individual-level behavioural change
(e.g. Syme 2003). Indeed, this type of critique was not new. Earlier critics such as Claus Bahne
Bahnson pleaded for more research using designs that avoid old controversies about the greater
or lesser significance of biological or sociological or other factors but rather integrate these
several levels in a larger matrix expressing the whole process. To the extent that disturbances in
mental health such as suicide-related behaviour may be regarded on one level at least as a social
phenomenon, the critique is more than a century old.
There is still much to be learned from public health research across disciplines, as well as the
experimental paradigms of laboratory research on nonhuman primates (see box).

Learning from laboratory research on nonhuman primates
An especially intriguing line of primate research has developed from Professor Harry Harlow’s
early experiments on separation of primate infants from their mothers. This research helped
to sharpen our focus of human research and to clarify how mother-infant separation can be a
social determinant of poor mental health in the human condition. In brief, there is evidence
of gene–environment interactions in relation to overly aggressive behaviour of vulnerable
male primate offspring and what ordinarily is heavier alcoholic beverage consumption by
these individuals.
The research showed that male primate offspring show exacerbations of aggressive behaviour and drinking behaviour when they are assigned to conditions involving early disengagement and separation from the maternal environment and subsequent rearing solely with
other maternally-separated peers. Interestingly, there was even more aggressive behaviour
and more alcohol consumption observed among males with a genetic mutation involving
the serotonin transporter. When the male offspring were kept with their mothers in the
maternal-rearing environment, however, there were neither aggression nor drinking differences in association with the serotonin transporter. That is, the insalubrious activity of the
serotonin transporter mutation was apparent only under the peer-rearing condition and not
under the maternal-rearing condition (Suomi 2002).
Primate experiments of this type cannot be readily replicated with humans. Nonetheless,
“experiments of nature” sometimes create circumstances in which infants are separated from
their families prematurely, with subsequent group housing (e.g. as observed in areas where
the deaths of many parents with HIV/AIDS have led to creation of large orphanages). In addition, in many urban areas around the globe, youths leave their home environments, become
street children, and enter peer group contexts that necessarily evoke social rank hierarchies.
These recent findings from the primate laboratories point towards social determinants of
positive mental health that might become disrupted under these conditions, and make these
orphanage and peer group settings an especially fruitful context for intervention and research.
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Links between physical health and mental health
Positive mental health is a set of key domains encompassing well-being and positive states of
mind. It can influence onset, course, and outcomes of both physical and mental illnesses. For
example, research has shown links between depression and anxiety and cardiovascular and
cerebrovascular diseases (Kuper, Marmot & Hemingway 2002; Carson et al. 2002). The role of
mental disorders in increasing vulnerability to physical morbidity and poorer outcomes is well
documented. Psychological beliefs such as optimism, personal control, and a sense of meaning
are known to be protective of mental health as well as physical health. Even unrealistically
optimistic beliefs about the future may be health-protective for men infected with HIV . Similarly,
physical health is a positive attribute influencing both mental and physical illnesses and their
outcomes. These interrelationships are encompassed in holistic concepts of health.
The results of a recently released New York City Community Health Survey (a telephone survey of
10 000 New Yorkers, with representation from 33 communities) reveals that poor general health
is three times more common among people who report significant emotional distress. The latter
experience high rates of many chronic conditions that put them at risk for early death, including high
cholesterol, high blood pressure, obesity, asthma, and diabetes. They often engage in behaviours
that lead to increased risk for health problems, including sedentary habits, binge drinking, smoking,
and eating a poor diet (New York City Department of Health and Mental Hygiene 2003).
In studies on the health of elderly people, the interrelationship between physical and mental
health also becomes evident. For example, findings on daily living practice among Thai elderly
suggest the importance to their physical and mental health of good food habits, regular exercise,
seeking knowledge about health, religious activity involvement, good relationships with others,
and well-planned management of income and expenses resulting in life satisfaction (Othaganont,
Sinthuvorakan & Jensupakarn 2002).
Holistic concepts of health are basic to many indigenous beliefs on the nature of health and wellbeing. This is illustrated by the definition of health accepted by Australia’s ancient indigenous
culture. The National Aboriginal Health Strategy Working Party (1989) defines health as:
... not just the physical health well-being of the individual but the social, emotional, and cultural wellbeing of the whole community. This is a whole-of-life view and it also includes the cyclical concept of
life-death-life.
This definition encompasses mental health, which has been defined as social and emotional wellbeing, and spiritual, environmental (such as land and place), physical, social (including community
and culture), and emotional factors. These are seen as interacting with each other in complex ways.
Such interactions are hypothesized to occur through psychological and psychophysiological
mechanisms. More recently, the influence of specific psychiatric disorders in contributing to
adverse cardiac disease trajectories and death has been established (Bunker et al. 2003).
Thus, there is a body of evidence highlighting the value of an holistic approach to health in terms
of mental health and physical health and illness. The natural consequence of such correlations is
that promoting positive mental health may be seen as significant in terms of health globally and
both physical and mental disorders.
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Mental health, mental illness, and concepts of recovery
Realising that mental health is more than the absence of illness can be helpful to people with
mental illnesses and their carers. Protective health resources and positive health can coexist with
sometimes severe psychopathological symptoms, for instance in a person living with schizophrenia. This suggests the value of developing more comprehensive clinical approaches with an additional focus on the person’s positive health, strengths, capabilities, and personal efforts towards
recovery in prevention, diagnosis, treatment, and rehabilitation. The recovery model empowers
consumers and those involved with them with its emphasis on strengths and a positive future
orientation. Assessing and building on strengths helps people to “live well” with mental or other
illness and avoid being further diminished by it (Schmolke 2003).

Developing indicators of mental health
A considerable body of practice informs the development and use of population indicators in
mental health and mental health promotion: epidemiological studies of mental health, crossnational studies of quality of life, findings regarding the relationship between social determinants
and inequalities and health and mental health outcomes, psychometric studies, and observations
from health surveillance and monitoring.
In proposing mental health indicators, the different perspectives of health promotion practitioners and mental health practitioners need to be appreciated, although these are not antithetical.
Thus, either through a focus on populations or a focus on individuals, both acknowledge that
positive mental health is set within a larger sociopolitical, economic, and cultural environment
which in turn influences the distribution of material and social resources through a variety of institutional and individual mechanisms. Ultimately, individual biology and genes are conditioned by
and interact with these environments. As a consequence, indicators of positive mental health will
of necessity reflect differing levels of influence.
Emerging frameworks or conceptual models of positive mental health, while at an early stage,
already acknowledge the need to specify a range of indicators at differing levels of developmental influence on mental health (Korkeila 2000; Lahtinen et al. 1999; National Research and
Development Centre for Welfare and Health (STAKES) and European Commission 2000; Stephens,
Dulberg & Joubert 1999). These influences entail multisectoral interests (e.g. health, welfare, education, justice). They also include macro-level measures of cultural, social, and political-economic
structural processes; distal measures of the social organization and behaviour of communities,
schools, local neighbourhoods, and workplaces; proximal measures of the demographic, material,
and social circumstances and behaviours of families and peers; and direct measures of the psychological, biological, social, material, and demographic characteristics of individuals. Clearly, developing a framework to capture all or even some of this is an extensive undertaking. Some efforts
in this regard have been made, however.
Broad-based macro-level determinants of mental health are measured by, for example, the
Human Development Index (HDI) which was reviewed in 2000 by the UN. The HDI was developed as a measure of achievement and focuses attention on human outcomes as well as the
economic performance of a country. The Gender-related Development Index (GDI) and Gender
Empowerment Index (GEI) are other examples of macro-level national indicators. They are relevant
in characterizing some aspects of basic human development, giving measures of mental health
an appropriate context.

WIT.0001.0020.0167

PART II • THE EMERGING EVIDENCE • 33

There are also several measures that attempt to rate the overall level of mental health distress in
individuals or document specific behaviour, such as suicide. For example, the Kessler-10 (K10) is
a self-report questionnaire that yields a measure of psychological distress; the SF-36 is an interviewer-rated indicator of mental health distress.

Are rates of suicide, self-inflicted injury, and suicidal ideation useful as indicators of mental
health distress?
Suicide is taken sine qua non as an indicator of psychological distress by lay and professional
people alike. Suicide rates are commonly used or recommended as an indicator of a causespecific mortality linked to psychological state and psychiatric illness. However, as an indicator there are several features that make it problematic. The definition, variability, and rarity
of the event in population terms, the nature of its reporting, and the complexity of its causal
pathways make suicide rates a poor indicator of population mental health distress.
Rates of suicide mortality conceal the more prevalent and potentially more modifiable morbidity of self-inflicted injury. Self-inflicted injury is less subjective than the term deliberate selfharm. Because of the greater prevalence of self-inflicted injury and its links to many common
determinants of psychological distress, such as substance abuse, depression, and violence, as
well as its association with subsequent suicide, the monitoring of population rates of intentional injury may provide a useful proxy of mental health distress.
Questions about suicidal ideation offer another means of directly probing psychological distress. However, a consistent measure of suicidal ideation needs to be applied in population
studies over time to assess the responsiveness and value of such a measure.
Studies of suicide that examine circumstances and contexts also identify local and settingspecific motivations and triggers of suicidal behaviour (Mitchell Weiss, personal communication). In that regard, study of suicidal behaviour may identify setting-specific mental health
problems complementary to the subset of mental heath problems that fulfil criteria for psychiatric disorders and which are more frequently called upon to explain suicidality. Because
suicide is so clearly a mental health problem, the contexts of suicide are matters of special
interest to mental health professionals and they are particularly useful as a guide to planning
for community mental health across cultures.
Information collected on individuals includes demographic determinants, exposure to stressful
life events, level of social support, and quality of life. Demographic determinants, such as age, sex,
level of education, income, and current employment, are essential to characterize populations
and to provide a descriptive context for implementation of mental health promotion. Stressful
life events are associated with poor mental health (Brown & Harris 1989) and extensively studied
in the social sciences (Wethington, Brown & Kessler 1995). Social support is often conceptualized
as an environmental variable; however, research shows that it is influenced by genetic factors
(Kendler 1997), correlated with personality, and relatively stable over time (Sarason, Sarason &
Shearin 1986). Importantly, social support is not latent within the environment but rather is reciprocally maintained through the actions of individuals. Its association with health and, more particularly, positive mental health has been documented in longitudinal work (Cederblad et al. 1995).
Social support covers three domains: the extent to which individuals are attached to others, the
individual’s cognitive appraisal of the support, and the response of others in the provision of
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support. A number of measurement devices (Korkeila 2000) have emerged from its long history
of interest in the social sciences. Examples are the 27-item Social Support Questionnaire and
the Medical Outcomes Study Social Support Survey (MOS_SSS). Quality of life measures not only
measure mental health but also usually contain items and domains that directly probe aspects of
mental health.

Evidence of effective interventions
Evidence exists for the effectiveness of a wide range of exemplary mental health promotion programmes and policies. Their outcomes show that mental health promotion is a realistic option
within a public health approach across the lifespan and across settings such as perinatal care,
schools, work, and local communities. In many fields of life, well-designed interventions can
contribute to better mental health and well-being of the population. Over the last two decades,
numerous studies in mental health promotion and mental disorder prevention have proven that
such programmes can be effective and lead to improved mental health, health, social, and economic development (Albee & Gulotta 1997; Durlak 1995; Price et al. 1992; Price et al. 1988; Hosman
& Llopis 1999; Hosman, Llopis & Saxena 2004; Mrazek & Haggerty 1994). Topic-specific literature
overviews have confirmed that programmes can be effective to improve behaviours such as child
abuse (Hoefnagels 2004; MacMillan et al. 1994a, 1994b), conduct problems (Reid et al. 1999),
violence and aggression (Yoshikawa 1994), and substance use (Gilvarry 2000; Anderson et al.
1999), and in different settings, including schools (Greenberg et al. 2001) and workplaces (Price &
Kompier 2004). Similarly, meta-analyses have been undertaken to assess programme efficacy in
the fields of harmful drug use for children and adolescents (Tobler 1992; Tobler et al. 1999; Tobler
et al. 1997), mental health for children (Durlak et al. 1997; Durlak & Wells 1998), interventions for
infants and children up to six years of age (Brown et al. 2000), prevention of child sexual abuse
(Davis & Gidycz 2000) and prevention of depression (Jané-Llopis, Hosman & Jenkins 2003).
The following review of the best examples of effective mental health promotion is based primarily
on evidence from controlled trials, including quasi-experimental studies, and studies using a time
series design. Where relevant, evidence is taken also from observational and qualitative studies.
This counts especially for the evidence from interventions in low-income countries where resources are lacking for expensive controlled studies. The programmes and policies illustrate the wide
variety of strategies to promote mental health in the population across different system levels and
stages of the lifespan. A brief description of a selection of these policies and programmes is presented here; more detail and a wider range of examples is found in the full Report. For an extensive overview of evidence-based programmes to prevent mental illnesses and to reduce the risk
of mental ill-health, we refer to a separate volume (Hosman, Llopis & Saxena 2004).

Macro interventions with mental health impact: creating supportive environments
and implementing public policy
Improving nutrition
There is strong evidence that improving nutrition and development in socioeconomically disadvantaged children can lead to healthy cognitive development and improved educational outcomes, especially for those living in impoverished communities. The most effective intervention
models are potentially those which combine nutritional interventions (such as food supplementation) with counselling on psychosocial care (e.g. warmth, attentive listening)(WHO 1999). These
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have also been suggested to be cost-effective (WHO 2002). In addition, iodine plays a key role in
preventing mental and physical retardation and impairment in learning ability (WHO 2002). Iodine
supplementation programmes ensure that children obtain adequate levels of iodine. Global
efforts such as those supported by UNICEF have led to 70% of the world’s households using iodized salt, which protects 91 million newborns from iodine deficiency (UNICEF 2002 report) and
indirectly to preventing related mental and physical health problems.
Improving housing
Poor housing has been used as an indicator of poverty and as a target to improve public health
and reduce inequalities in health. A recent systematic review on the health effects of housing
improvement (Thomson, Petticrew & Morrison 2001) suggests a promising impact on health and
mental health outcomes, such as improvements in self-reported physical and mental health, perceptions of safety and crime reduction, and social and community participation (see also p. 46).
Improving access to education
Low literacy is a major social problem in many countries, particularly in south Asia and subSaharan Africa. Illiteracy and low education tend to be more common in women. Lack of education severely limits the ability of individuals to access economic entitlements. While there are
impressive gains in improving literacy levels in most countries through better education for
children, there is much less effort directed to today’s adults without literacy skills. Ethnographic
research in India suggests programmes aimed at improving literacy, in particular for adults, have
tangible benefits in promoting mental health (Cohen 2002). The positive mental health impact
was mediated through a number of pathways, including acquisition of numeracy skills which
reduced the risk of being cheated, greater confidence in expressing one’s rights, and a reduction
of barriers to access opportunities.
Evidence also indicates the success of initiatives using subsidies to close gender gaps in education (World Bank 2000). For example, in the first evaluation of a school stipend established in
Bangladesh in 1982, enrolment of girls in secondary school rose from 27% to 44% over five years,
more than twice the national average (Bellew & King 1993). Evaluation studies in Pakistan have
illustrated that improved physical access to school, subsidized costs, and culturally appropriate
design can sharply increase girls’ enrolments in education (World Bank 2000). Better education
increases female cognitive-emotional and intellectual competencies and job prospects, and might
reduce social inequity and risks of certain mental disorders such as depression.
Strengthening community networks
Community interventions have focused on developing empowering processes and building a
sense of ownership and social responsibility within community members. An example of a community intervention is the Communities that Care (CTC) Programme (Hawkins et al. 2002) which
has been implemented successfully across several hundred communities in the USA and is currently being adopted and replicated in the Netherlands, England, Scotland, Wales, and Australia.
The CTC is a field-tested strategy for activating communities to implement community violence
and aggression prevention systems (Hawkins et al. 2002). The strategy helps communities use local
data to develop actions that occur simultaneously at multiple levels: community (e.g. mobilization,
media, policy change), school (changing school management structures or teaching practices),
family (e.g. parent training strategies) and individual (e.g. social competence promotion strategies)
(Hawkins et al. 1997). The CTC strategy supports communities in selecting and implementing existing evidence-based programmes that fit the risk profile of their community. To date this operating
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system has only been evaluated in the USA with pre–post designs and comparisons with baseline
data involving about 40 communities in each field test. Outcomes have indicated improvements in
youth behavioural outcomes, parental skills, and family and community relations, and decreases in
school problems, weapons charges, burglary, drug offences, and assault charges.
Reducing misuse of addictive substances
A strong evidence base indicates the negative impact of alcohol, tobacco, and drug use during
pregnancy. These effects include an increased likelihood of premature deliveries, low birth weight,
restricted long-term neurological and cognitive-emotional development of children (e.g. lower
intelligence, temperament, ADHD, conduct problems, poorer school achievements), and perinatal
mortality (e.g. Brown & Sturgeon 2004; Tuthill et al. 1999). Being born prematurely and low birth
weight are in themselves known risk factors for adverse mental health outcomes and psychiatric
disorders (Elgen, Sommerfelt & Markestad 2002). In general, substance abuse by the mother is
associated with the offspring becoming dependent on substances during adolescence and young
adulthood (Allen et al. 1998). Educational programmes to stimulate pregnant women to abstain
from or reduce substance use can therefore have long-term mental health benefits.
Intervening after disasters
Psychological and social interventions during the reconsolidation phase after disasters have been
recommended to improve the mental health of the affected populations and to prevent psychopathology (WHO 2003b). These interventions include availability of community volunteers, provision of nonintrusive emotional support, psychoeducation, and encouraging pre-existing positive
ways of coping.
Preventing violence
Community-based efforts to prevent violence include public education campaigns, improved
urban infrastructure, and community policing (WHO 2002a). These efforts not only prevent violence, but also have effects on mental health and well-being of the affected population.

Meso and micro interventions for mental health promotion
The early stages of life
During the early stages of life there is more development in mental, social, and physical functioning than in any other period across the lifespan. What happens from birth to age three influences how the rest of childhood and adolescence unfolds (UNICEF 2002). A healthy start in life
greatly enhances the child’s later functioning in school, with peers, in intimate relations, and with
broader connections with society. The major dimensions of a healthy start to life are physical and
psychological well-being, including freedom from poverty, violence, armed conflict, HIV-AIDS in
the family (UNICEF 2002), physical disease, infirmities, injuries, abuse, neglect, exposure to drugs
prior to birth, malnutrition, and reduced chances for healthy attachment to the mother. The start
of life in turn influences the likelihood of later behavioural problems, including opposition-defiance, aggression and conduct problems; shy withdrawn behaviour; attention deficit and hyperactivity; and readiness for school, including verbal, language, and social skills.
Policies attempting to target the well-being of families, such as policies to alleviate economic
hardship, family-friendly policies at the workplace, or access to child care, can lead to overall mental and physical health improvements in children and future adults
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A mental health promotion case-study: home visiting
Evidence from home-visiting interventions during pregnancy has shown health, social, and
economic outcomes of great public health significance, including the improvement of mental
health outcomes both for the mothers and, in the long-term, for the newborns. An effective
example is the Prenatal and Infancy Home-visiting Programme (Olds 1998; Olds 2002), a
25-year programme of research that has attempted to improve the early health and development of low-income mothers and children and their future life trajectories with prenatal and
infancy home visiting by nurses.
The programme has been tested in two separate large-scale randomized controlled trials
with different populations living in different contexts. It has been successful in improving
parental care of the child as reflected in fewer injuries and ingestions that may be associated
with child abuse and neglect; and maternal life-course, reflected in fewer subsequent pregnancies, greater work force participation, and reduced use of public assistance. In the first
trial, the programme also produced long-term effects on the number of arrests, convictions,
emergent substance use, and promiscuous sexual activity of 15-year-old children whose
nurse-visited mothers were low-income and unmarried when they registered in the study
during pregnancy. Families were better off financially, and reduction in the government’s
costs for such families more than compensated for the programme’s cost.
This intervention has been replicated in two other communities within the USA with comparable success, although important adaptations have been made to address the relevant risk
and protective factors. Recently, the programme has also been adopted in some European
countries.
In disseminating, adopting, and implementing such home visiting interventions it should be
kept in mind that some programmes with nurses and social workers were not found effective
(Villar 1992). This stresses the need to identify what the active ingredients are in the effective
programmes. This knowledge can be translated in guidelines for developing future home
visiting programmes.

Pre-school educational and psychosocial interventions
There are many community programmes for families with young children, such as family reading
programmes in libraries, health screening clinics, organized recreation, and television programmes that teach elementary reading skills and socioemotional values.
In the USA, the Perry Preschool Project demonstrated very long-term effects from a half-day
preschool intervention combined with weekly home visits. Children in the intervention, who
were African-American and came from impoverished backgrounds, had improved cognitive development, better achievement and school completion, and fewer conduct problems and arrests.
Significant benefit was found at age 19 and age 27 on lifetime arrests (40% reduction) and repeated arrests (a 7-fold reduction) (Schweinhart & Weikart 1997).
Speech and language skills of children born in impoverished families or families from minorities
can often develop more slowly than those of other children. There is strong evidence that early
interventions starting at age two that promote basic reading skills and engage children in conver-
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sations with their parents about picture books improve reading skills and facilitate the transition
to school (Valdez-Menchaca & Whitehurst 1992).
Questions have been raised regarding whether home-based interventions and parenting approaches are an effective use of resources. The few cost-effective evaluations undertaken in this area
seem promising (Olds 1997). Moreover, interventions having a simultaneous impact on the physical and mental health of parents and their babies might prolong their impact throughout children’s lives and between generations.
Reducing violence and improving emotional well-being in the school setting
Many countries are committed to universal systems of primary education. Although this is not the
case in all developing countries, the number of youth attending school is increasing. In addition
to their central role of fostering academic development, schools serve an important role in the
health and social-emotional development of students (WHO 1997; Elias et al. 1997; Weare 2000).
Despite variation in the amount of time that children spend in school, they are the primary institution for socialization in many societies. For this reason, and because of the convenience of conducting interventions in a setting where young people spend much of their time, schools have
become one of the most important settings for interventions for children and youth.
To function effectively, children need social and emotional competencies. They also need the
confidence to use those skills constructively and opportunities to practise their skills in order to
help develop a sense of identity. This process is often called “social and emotional learning” (Elias
et al. 1997). The website of the Collaborative for Academic, Social and Emotional Learning (CASEL
–www.casel.org/index) offers a rich source of evidence-based programmes to enhance socialemotional learning, as well as materials that can be downloaded to support the implementation
of such programmes across communities, countries and regions.
Effective school-based interventions for mental health
There is ample empirical evidence that providing universal programmes to groups of students
can influence positive mental health outcomes. Several types of interventions in schools can be
identified as achieving improved competence and self-worth, as well as decreasing emotional and
behavioural problems (Kellam 1994; Domitrovich et al. 2004; Patton et al. 2003; Greenberg et al.
2001). While some interventions target the school in an integrated approach, others target only
one part of the school system (e.g. children in a given grade) or a specific group of students that
are identified to be at risk for emotional or behavioural problems.
Generally, universal school based programmes have focused on a range of generic risk factors and
mental health problems, such as academic failure, aggression, and bullying, and have demonstrated increased individual competence and resilience as well as reductions in depressive symptoms
(Felner et al. 1993; Kellam et al. 1994; Greenberg & Kusche 1998).
As students get older and are faced with new challenges, such as peer pressure to engage in
delinquent behaviour or substance use, social-emotional skills become particularly important to
maintaining health and positive development. School based skill-building programmes that are
geared for middle and high school students often serve as both mental health promotion and
substance abuse prevention programmes, particularly when problem-solving is geared towards
addressing these issues. The Positive Youth Development Programme (PYD) is an example of a
school-based programme focusing on this type of student skill building (Caplan et al. 1992). The
curriculum promotes general social competence and refusal skills related to alcohol and drug
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use, and is found to produce significant improvements in students’ skills and in teacher reports of
social adjustment.
Changing school ecology
A positive psychosocial environment at school (“child-friendly schools“) can positively affect the
mental health and well-being of young people (WHO 2003c). The components of positive psychosocial environment at school include providing a friendly, rewarding, and supportive atmosphere;
supporting cooperation and active learning; and forbidding physical punishment and violence.
Multicomponent programmes
Programmes that focus simultaneously on different levels, such as changing the school ecology
as well as improving individual skills, are more effective than those that intervene on solely one
level. Examples of effective multicomponent programmes include the Linking the Interests of
Families and Teachers (LIFT) programme, which demonstrated reductions in student aggression,
particularly for those most at risk (Reid et al. 1999); and the developmentally sequenced Seattle
Social Development Project (Hawkins et al. 1992), which addresses multiple risk and protective
factors across the individual, the school, and the family over a six-year intervention, leading to
significantly stronger attachment to school, improvement in self-reported achievement, and less
school misbehaviour (Hawkins, Von Cleve & Catalano 1991).
The adult population
Reducing the strain of unemployment
Retrenchment and job loss can cause serious mental health problems. In a sample of USA mothers
living in poverty, not working and receiving welfare was associated with negative cognitive and
behavioural outcomes for children, lower maternal mental health, less social support, and more
avoidant coping strategies (Brooks-Gunn et al. 2001). It has been recommended that work reforms
should be developed and implemented with the goal of moving poor women out of low-wage work
and into work that allows them to become economically self-sufficient over the long-term. Priorities
include the provision of a living wage, post-secondary education, and job training (O’Campo 1998).
Similarly, counselling or job search training for low-income unemployed groups can be an effective
strategy to enhance coping with unemployment and to reduce the negative outcomes of unemployment for mental health. The JOBS Programme (Caplan et al. 1989; Caplan et al. 1997), for example, has been shown to have positive effects on rates of re-employment, the quality and pay of
jobs obtained, and job search self-efficacy and mastery, as well as reduce depression and distress.
The JOBS Programme has been successfully disseminated internationally in the People’s Republic
of China, Finland, and the USA (Price et al. 1998), and is currently being implemented in Ireland.
Stress prevention programmes at the workplace
There is evidence that work characteristics may cause or contribute to mental health problems
(e.g. burnout, anxiety disorders, depression, sleeplessness), gastrointestinal disorders, cardiovascular illness, and musculoskeletal disease, and produces social and economic burden to health
and human services (Price & Kompier 2004). Interventions to reduce work stress may be directed
either at the coping capacity of employees or at the working environment. Stress management
training, stress inoculation techniques, relaxation methods, and social skills and fitness training
can increase coping capacity. Several meta-studies show that such methods are effective in preventing adverse mental health outcomes in work environments (Murphy 1996; Van der Klink et al.
2001). Interventions to reduce stressors in the work environment include task and technical inter-

WIT.0001.0020.0174

40 • PROMOTING MENTAL HEALTH

ventions (e.g. job enrichment, ergonomic improvements, reduction of noise); interventions targeted at improving role clarity, conflict management, and social relationships; and interventions that
combine work-directed and person-directed interventions. These social interventions may cause
– but do not guarantee – positive effects (Semmer 2003).
Improving the mental health of the elderly
In the year 2000 more than 600 million people were aged over 60 in the world. This figure is
expected to increase by 70% in the next 20 years. This rapid increase in the ageing population
brings an increase of age-related physical and mental health problems, including an increased risk
of dementia (Levkov et al 1995) and age-related chronic diseases, and decreases in general mental
well-being and quality of life. Different types of universal interventions have been successful in
improving the mental health of elder populations. Successful interventions include social support
and community empowerment interventions and interventions promoting healthy lifestyle (JanéLlopis, Hosman & Copeland 2004). Such programmes include exercise interventions, providing
hearing aids, and a befriending programme (see box).

Mental health promotion case studies: the elderly
Befriending
During the last two decades, various studies have found evidence for the significance of
friendship for the well-being of older people, especially for older women (e.g. Armstrong &
Goldsteen 1990). Friendships can have multiple functions, such as providing companionship
and pleasure, and support in situations that are problematical and stressful, and the sustainment of identity and meaning. “Befriending” is a widely used strategy to increase social support
and to reduce loneliness and depression among the elderly. One befriending programme
for older women, consisting of 12 group sessions and based on theories of social support,
friendship, and self help, found significant reductions in loneliness (Stevens & van Tilburg 2000).
Providing hearing aids
An intervention set in primary care clinics assessed whether hearing aids would improve the
quality of life of elderly people with hearing loss (Mulrow et al. 1990). Evaluation found significant improvements for those who received a hearing aid in social and emotional function, communication, cognition, and depression compared with those who did not.

Moving forward in all countries and settings
Policy-makers, service providers, local authorities, and practitioners need to take full advantage of
the interventions that have been developed, implemented, and tested elsewhere. However, retrieving relevant scientific knowledge from the fast-growing number of publications on evidencebased interventions is time-consuming. Especially in low-income countries, access to scientific
journals and books is a serious problem. Several organizations have developed or are currently
developing internationally accessible databases on evidence-based prevention and health promotion programmes, including those targeting mental health issues. Examples of such databases
are those provided by the USA Centers for Disease Control and Prevention (CDC), the Cochrane
library, CASEL, the Substance Abuse and Mental Health Services Administration (SAMHSA), and
the Implementing Mental Health Promotion Action (IMHPA) database developed by the Nijmegen
Prevention Research Center in relation with the European Union (EU) and WHO.
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The emerging evidence is limited, however, in that it is often based on only one or two welldesigned outcome studies mostly performed in affluent countries. Recently a new generation of
studies has emerged aiming to compare outcomes of a programme or policy across countries or
cultures. Our knowledge on the robustness of findings across sites and their sensitivity to cultural
and economic circumstances is still meagre. This is a serious problem in the context of the many
recent efforts to disseminate “best practices” or “model programmes” across communities, countries, and regions. We need to be cautious in assuming that a programme that may work in one
place will work again when implemented in different communities under different circumstances.
Initiatives to disseminate effective or promising practices and to stimulate their adoption and
implementation elsewhere should be combined with efforts to perform new outcome studies and
to develop a supportive research policy.
The development of the evidence base for mental health promotion as a whole as well as for
individual programmes is an incremental affair. It is not realistic to expect that every country,
province, or district has the political will and the means to perform a range of controlled-outcome studies for each intervention they implement. Especially in low-income countries, the lack
of resources pushes authorities and practitioners to take decisions on opportunities to promote
mental health with a minimum of scientific evidence. This stresses the need to study not only
the outcomes of programmes but also their working mechanisms, principles, and effect moderators. Such knowledge and its translation into guidelines can support policy-makers, programme
designers and practitioners in adapting programmes and policies to local needs, resources, and
culture (reinvention), and increase the likelihood that these interventions will be effective. It also
underlines the need to use the full spectrum of research methodologies, including less expensive
qualitative studies, to build incrementally an evidence base that has validity for the country or
community in question.

Effective mental health promotion in low-income countries
Mental health is inextricably linked with human development, both because the social and
economic determinants of human development are strongly associated with mental health and
because poor mental health will compromise longevity, general health, and creativity. The factors
that influence human development are those that influence mental health and it is likely that a
dynamic relationship exists between human development and mental health (Patel 2001).
A central challenge for mental health promotion in settings where infrastructure is poorly developed, human and material resources are scarce, and human rights practices cannot be taken for
granted is that many of the social changes necessary for improved mental health are far more
wide-reaching than some may immediately consider within the ambit of mental health promotion practice. The programmes discussed here focus on three areas of action: advocacy, empowerment and social support.

Advocacy
Advocacy aims to generate public demand for mental health and to persuade all stakeholders
to place a high value on mental health. Advocacy related to the mental health effects of alcohol
abuse is an example.
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The Global Burden of Disease study showed that alcohol abuse is a leading cause of social and
family disruption, and morbidity and mortality, especially in men in developing countries. There is
a growing awareness about the epidemic of alcohol abuse disorders, particularly in Latin America,
Eastern Europe and South Asia (Pyne, Claeson & Correia 2002; Patel 1998). In India, the scale of
social problems related to alcohol abuse has propelled the problem into a political issue: in recent
years, entire elections have been fought, and won, on this issue (Patel 1998).
One community-based approach to combating alcoholism and promoting the mental health of
families in rural India began with participatory research to estimate the burden and impact of
alcohol abuse in the community (Bang & Bang 1991). The research demonstrated the enormous
burden of the problem and identified a number of key prevention and promotion strategies. These
included education and awareness building, action against drunken men, advocacy to politicians
to limit the sale and distribution of alcohol in bars and shops, and mass oaths for abstinence. The
programme was implemented through a community movement led by young people and women
and Daramukti Sangathana (Liberation from Liquor) village groups. The programme has led to a
marked reduction in the number of alcohol outlets in the area and a 60% reduction in alcohol consumption. As a result, there is now more money for food, clothing, and welfare, and a reduction in
domestic violence (Bang & Bang 1995).
An unblinded matched community-based trial was conducted in Yunnan, China to investigate the
effectiveness of a multifaceted community intervention to prevent drug abuse among youths.
The programme, like the one in India, involved multiple sectors and leaders in the community and
emphasized community participation and action, education in schools, literacy improvement, and
employment opportunities. It led to a significant reduction in the incidence of drug abuse and a
marked improvement in knowledge and attitudes towards HIV/AIDS and drug use (Wu et al 2002).

Empowerment
Empowerment is the process by which groups in a community who have been traditionally disadvantaged in ways that compromise their health can overcome these barriers and can exercise all
the rights that are due to them, with a view to leading a full, equal life in the best of health. An
example of empowerment programmes that have had a mental health impact is the micro-credit
schemes for alleviation of debt.
In many developing countries, indebtedness to loan-sharks and consequent economic uncertainty
is a source of great stress and worry. These vulnerabilities arise because of the failure of the formal
banking sector to extend short-term loans to the poorest in the community, who often lack the
literacy or “credit-worthiness” that are essential for accessing loans. Such uncertainties are compounded for small farmers who rely on seasonal rains for agriculture and face increasing competition from large, transnational companies. The combination of failures of the seasonal monsoon and
competition has been identified as a major reason for debt in India, and the associated stress has
led to hundreds of suicides in recent years (Sundar 1999).
The economic vulnerability of farmers in developing countries suggests the potential for mental
health promotion in revising the process by which local banks assess the credit-worthiness of
people who belong to the poorest sectors of society. Radical community banks and loan facilities
– such as those run by SEWA in India and the Grameen Bank in Bangladesh – have been involved
in setting up loan facilities in areas where they did not exist and making loans to poor people
who formerly did not have access to such facilities and services.
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Some evidence of the ability of such banks to promote mental health are available. The activities
of the Bangladesh Rural Advancement Committee (BRAC) span health care provision, education,
and rural development programmes. The latter programmes are implemented at the level of
individual villages, through Village Organizations (VO) that include the poorest members of each
community. The primary activities are raising consciousness and awareness and compulsory
savings. Once established, VO members can access credit for income-generating schemes. BRAC
has carried out evaluations of a number of its programmes in different settings. Data used for
evaluation come from baseline, seasonal, and ethnographic surveys, as well as from demographic
surveillance. These data show that BRAC members have better nutritional status, better child
survival, higher educational achievement, lower rates of domestic violence, and improved “wellbeing” and psychological health (Chowdury & Bhuiya 2001).
The empowerment of women and violence prevention in the community are the focus of other
programmes and policies that have an influence on health (see box).

The empowerment of women and its impact on mental health
Whereas “sex” is a term used to distinguish men and women on the basis of biological characteristics, “gender” refers to the distinguishing features that are socially constructed. Gender is
a crucial element in health inequities in developing countries. Gender influences the control
men and women have over the determinants of their health, including their economic position, social status, access to resources, and treatment in society. Thus, gender can be seen as
a powerful social determinant of health that interacts with other determinants such as age,
family structure, income, education, and social support (WHO 2000a). The role of gender
in public health in developing countries has been acknowledged and mainstreamed; thus,
gender is a core component of major health programmes targeted at child and adolescent
health, reproductive health, and primary health care.
The role of gender in explaining the excess morbidity of common mental disorders in women
has been demonstrated in a number of studies in developing countries (Broadhead et al. in
press; Patel, Rodrigues & De Souza 2002). These studies have shown that the elevated risk for
depression is at least partly accounted for by negative attitudes towards women, lack of acknowledgement for their work, fewer opportunities for them in education and employment,
and greater risk of domestic violence (WHO 2000a).
Although the link between domestic violence and mental health problems has been firmly
established in numerous studies (WHO 2000a; Heise, Ellsberg & Gottemoeller 1999), there
have been no systematic evaluations of the mental health impact of violence reduction
programmes being implemented in many developing countries. Such programmes work at
several levels, including sensitization of health workers so that they are confident and comfortable when asking about abuse, integration of education about violence into existing health
programmes and communication strategies (such as TV soap operas), enabling legal reforms
to ensure the rights of abused women, raising the cost to abusers by imposing a range of
legal penalties, provision for the needs of victims, and reaching out to male perpetrators
(Heise, Ellsberg & Gottemoeller 1999). Approaches which focus on strengthening intimate
relationships, one of the commonest contexts for violence, include parenting training, mentoring, and marriage counselling. Some of these, such as the Stepping Stones programme, have
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been shown in qualitative evaluations in African and Asian settings to have helped men communicate and given them new respect for women (cited in WHO 2002a). Many programmes
have been demonstrated to be effective in the primary outcomes of reduction in violence and,
given the linkages between domestic violence and common mental disorders in women, it is
likely that such programmes will have a powerful impact on mental health as well.

Social support
Social support strategies aim to strengthen community organizations to encourage healthy
lifestyles and promote mental health. Intersectoral alliances prove effective. An example of this
is the promotion of maternal mental health. Poor maternal mental health has been shown to
compromise the mother and development of babies (WHO 2000a; Broadhead et al. in press).
Interventions to improve the mother’s health will improve the mother–child relationship and outcomes for the child. For example, a trial from Zambia showed that mothers who received supportive and counselling interventions took more action to solve infant health problems, which is an
indicator of maternal empowerment (Heise 1999). Women-to-women programmes in Peru have
also been shown to increase maternal self-esteem (Broadhead et al. in press).
Promoting childhood development in the midst of adversity has received attention in a recent
WHO review (WHO 1999). Nutritional and educational interventions were shown to improve psychosocial development in disadvantaged populations. Interventions that combined nutritional
and psychosocial components (such as parent stimulation) had the greatest impact. Full-scale
programmes that include both components have been implemented in some of the world’s poorest countries. Despite the favourable findings, however, it is important to recognize that children
who are nutritionally or socioeconomically disadvantaged never fully catch up with children who
are well nourished or privileged. There is a need to develop and test models of combined interventions that can reach a larger proportion of children and to evaluate the impact of such childfocused interventions on adult mental and physical health.
Life skills education is a model of health promotion that seeks to teach adolescents to deal
effectively with the demands and challenges of everyday life (WHO 1997). Life skills include decision-making, problem-solving, creative and critical thinking, effective communication and interpersonal skills, self-awareness, and coping with emotions and stress. Life skills are distinct from
other important skills that young people acquire as they grow up, such as numeracy, reading, and
practical livelihood skills. There is evidence, entirely from developed countries so far, that life skills
education is effective in the prevention of substance abuse, adolescent pregnancy, and bullying;
improved academic performance and school attendance; and the promotion of mental well-being
and health behaviours (WHO 1997). This model is now being advocated, field-tested and implemented in a number of developing countries.

Aging and mental health: who cares?
By 1990, a majority (58%) of the world’s population aged 60 years and over were living in
developing countries. By 2020 this proportion will have risen to 67%. Over these 30 years,
this oldest sector of the population will have increased in number by 200% in developing
countries as compared to 68% in the developed world (Murray & Lopez 1996). This demographic transition will be accompanied not only by economic growth and industrialization, but
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also by profound changes in social organization and family life. For older individuals, as with
younger ones, mental health conditions are an important cause of morbidity and premature
mortality. The elderly face a triple burden in developing countries: a rising tide of noncommunicable and degenerative disorders associated with ageing, falling levels of family support
systems, and lack of adequate social welfare systems (Patel & Prince 2001).
A recent book has documented a wide range of programmes aimed at improving the quality
of life of elders in developing countries (Tout 1989). The most common types of programmes
include some form of income generation. This enables a degree of independence in societies
where pensions and government schemes for the elderly are not accessible. In India, HelpAge
India has pioneered programmes aimed at recruiting children and youth to provide care for
physically unwell elders. CEWA (Centre for the Welfare of the Aged) has set up day centres in
which elders can spend time and reduce their social isolation. In South Korea, social events
are organized to enable formal introductions between elderly men and women. Reduction
in physical disabilities, such as visual disability, and rehabilitation is being implemented in
many countries. The Good Neighbour Scheme in Malta includes identifying neighbours to
visit lonely elderly people with the objective of providing social support and practical help.
All of these examples target three risk factors for poor mental health in the elderly – financial
difficulties, social isolation, and poor physical health – and are all likely to have an important
impact on mental health.
Those interested in promoting mental h.ealth in lower-income countries need to consider the
extent to which the very concept of “mental health promotion” may imply a set of attitudes and
assumptions that are not universally held. Mental health promotion programmes, intertwined
as they are with fundamental assumptions about how people can and should live their lives, can
be accused of amounting to strategies of cultural or biomedical imperialism. It is important to
respond to this possible criticism by being reflexive about activities, but also important to avoid
a form of radical relativism to disempower and dissuade exploration of what we know from other
contexts to be good for mental health.

Generating evidence on effectiveness and cost-effectiveness
The need for evaluation of policies
The evidence currently available on the health outcomes of government policies is patchy, at best.
In short, there is good evidence for some interventions, particularly for individual-level interventions, but not for others. This is best illustrated by a recent extensive overview (CRD 2000) which
aimed to synthesize evidence on policy interventions which either directly addressed mental health
needs or which aimed to address factors strongly associated with poor mental health; the latter
category included joblessness, homelessness, and low income. Interventions for which there was
evidence of effectiveness included home-based social support for pregnant women at high risk of
depression, and social support and problem-solving or cognitive-behavioural training for unemployed people. Some interventions appeared to be harmful, including psychological debriefing
after trauma. Other interventions appeared to be effective in addressing the determinants of poor
mental health, rather than poor mental health itself, by offering educational, employment, welfare,
or other supportive interventions. Pre-school day care seems to be beneficial, as it increases the
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chance of being in well-paid employment in adult life and thus reduces the risk of poor mental
health. Many effective interventions aimed at tackling alcohol and drug misuse were also identified.
There are many plausible policy interventions which may be expected directly or indirectly to
affect mental health but for which strong evidence appears to be absent. Perhaps the most important of these plausible interventions is income supplementation. Poor mental health is consistently
associated with poverty and deprivation, and it might be expected that increasing the incomes of
the worst-off in society would improve mental and physical health. Yet good evidence of the positive health effects of income supplementation still seems to escape us. Referring to the studies of
income supplementation that had not assessed impacts on health, review authors bemoan a “lost
opportunity”. The same phrase can be applied to the evaluation of many other social interventions.
This “absence of evidence” should not be mistaken for “evidence of absence”. Plausible interventions can be
applied in the absence of outcome evaluations, based, for example, on observational aetiological research;
however, this example does illustrate again the need to foster evaluative research on the mental health
and other outcomes of policies. Evaluative research like this, on the mental health outcomes of behavioural, organizational, psychological, or policy interventions, is still relatively uncommon in most countries. In
addition, primary economic data on the relative costs and benefits of these interventions is lacking.

Difficulties with evaluative research
Five reasons have been suggested for the absence of evaluations of the impacts of policies on
mental health. First, the window of opportunity in policy-making is short, leaving little time to
develop complex outcome evaluations requiring long lead times; second, the policy environments change rapidly and data become obsolete quickly; third, experimental evaluations are
often ill-suited to answer policy questions; fourth, the effects are often small and widely distributed, meaning that large samples and large units of randomization are required; and, finally,
funding for this type of evaluative research is limited (Sturm 1999). While many of these obstacles
can be (and sometimes have been) overcome, it is reasonable to suggest as Sturm does that there
is still a valuable role for longitudinal observational studies which can inform mental health policy
by providing mental health monitoring data. The call for more robust outcome evaluations does
not therefore preclude the contribution that can be made from observational data on determinants and indicators of mental health (Herrman 2001).
Policy-makers demand better evidence of the effects of upstream interventions such as policies.
However, there are particular problems with collecting such evidence, as many of the major social
determinants of mental and physical health are not amenable to randomization for practical or
political reasons. Examples include new roads, new housing, and area-based regeneration, all of
which have been theorized to affect mental health. Recently, researchers in the field of health inequalities have recommended that more use should be made of “natural” experiments (e.g. changes in employment opportunities, housing provision, or other policy initiatives) as opportunities
for estimating the health impacts of non-health sector policies. There is clear potential for positive
mental health to be promoted through non-health policies, and assessments of the “spillover”
effects of such policies will make an important contribution to the mental health evidence base.

An example: housing and mental health
There is some evidence from evaluative research which suggests that housing improvement
improves mental health. As with employment, there is already good associational evidence, in this
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case implicating a poor housing environment with poor health, but there are relatively few evaluations of the actual health impacts of housing policies. For example, a recent systematic review of
the literature identified only 18 studies that had monitored health gains following major housing
improvement (Thomson, Petticrew & Morrison 2001). The studies themselves were diverse in terms
of sample population, location, and type of housing improvement (e.g. they ranged from installation of central heating through to complete refurbishment and associated neighbourhood improvements), and the outcome measures varied widely. However, evidence of a consistently positive
mental health impact emerged. In one large prospective controlled study the degree of improvement in mental health was directly related to the extent of housing improvement, demonstrating
a dose-response relationship. This consistent pattern of improvements in mental health suggests
that, at least in affluent countries, improving housing does generate mental health gains.
A number of other housing-related factors have been linked to variations in mental health, most
notably housing tenure, housing design, moving house, and neighbourhood characteristics (Allen
2000). Housing relocation has also been associated with loss of community, uprooting of social
networks, and unsatisfied social aspiration, all of which may undermine mental and physical health.

Mental health impact assessments
Clearly while policies aimed at improving public housing may have positive mental health effects,
there is also significant potential for negative impacts, suggesting again the need to monitor
and evaluate the actual health gains (and losses) caused by major changes to housing or other
social policies. Expanding this monitoring and evaluation activity will be crucial for the success
of mental health impact assessment, which (as with generic health impact assessment) aims to
recommend changes to public policies, programmes, or projects in order to maximize any health
benefits arising; mitigate any negative effects; and/or prioritize areas of investment to enhance
mental health. Successful and meaningful mental health impact assessment depends on, among
other things, the availability of good evaluative evidence on the nature, size, and likelihood of
predicted mental health impacts. Various sorts of evidence are clearly important too, particularly
as evaluations of public health interventions are often scarce. Data from qualitative studies, for
example, can be used to identify the existence, nature, and possible mechanisms for unpredicted
negative or positive impacts of interventions (Thomson, Petticrew & Douglas 2003). Longitudinal
life-course data can examine the long-term health effects of exposures to poor social and economic conditions and can identify aspects of the social environment or indeed populations where
interventions may be most appropriately targeted (Kuh et al. 2003). Cross-sectional epidemiological data can be used to inform and prioritize proposed interventions based on the strength of
observed associations, as for existing data on unemployment and poor mental health.

Cost-effectiveness
Primary economic data on the relative costs and benefits of interventions is sparse. Economic evaluations are likely to be of key importance to decision-makers when determining whether or not to
implement interventions (Michie & Williams 2003). Economic evaluations aim to answer questions
about the best use of resources. The application of economic theory and practice provides a useful set
of methods for assessing the worth of promotional activities (Cohen 1984). Yet, as a methodology economic evaluation has not been extensively applied to health promotion (Cohen 1984; Shiell & Hawe
1996; Godfrey 2001; Byford & Sefton 2002; Hale 2000). Studies in the area highlight the challenges
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associated with conventional methods for economic evaluation in the setting of health promotion,
the long-term nature of anticipated benefits, and a shortage of sensitive suitable outcome measures.
As with clinical evaluation, the preferred design for economic evaluations is an RCT. The use of an
RCT may be constrained by the fact that promotional activities are often pitched at the whole of a
community rather than a specially recruited group. It may also be unethical or impractical to randomize subjects. For these reasons other methods of evaluation can be employed, such as cluster
randomization (comparison of whole populations, such as groups of children in different areas),
modelling, and observational studies. Although such studies lack the explanatory power of a control group they are more feasible to carry out and provide a closer representation of the real world.
They are also able to study long-term costs and effects of upstream interventions over many years.
Potential consequences of a mental health promotion strategy require appropriate and comprehensive measurement. Table 1 provides a set of potential domains of outcome that could qualify for inclusion in an economic study. The target beneficiaries may be individuals, communities, or populations.
At each level it is necessary to consider a number of consequences of the intervention, including
intermediate outcomes (e.g. a change in behaviour), and final outcomes in terms of health (improved
quality of life) and non-health (social productivity increased). Changes in health may account for only
one outcome and therefore consideration of non-health benefits of health promotion is required. The
development of measures of community-level outcome is a needy area of research.
As shown in Table 1, it is likely that resources or expenditures will be incurred at a number of levels,
including by national or regional governments, local providers or communities, and individuals.
These will include costs associated with developing, implementing, and maintaining the health
promotion programme; training costs; and, in particular, media costs. Measurement of these costs
has posed a considerable challenge to date, owing to the many agencies involved as well as the
joint nature of these cost components with other programmes, but some clear progress is now
being seen in a number of related areas. For example, the costs of developing and maintaining
programmes for the reduction of smoking, heavy alcohol use, unsafe sex, and cardiovascular
disease risk factors have been recently compiled for different regions of WHO (Johns et al. 2003).

Table 1: Cost-outcome domains for the economic analysis of mental health promotion
Level 1: Individuals

Level 2: Groups

Level 3: Population

(e.g. school children and workers)

(e.g. households and communities)

(e.g. regions and countries)

Resource
inputs

Health-seeking time
Health and social care
Lifestyle changes (e.g. exercise)

Programme implementation
Household support

Policy development and
implementation

Process
indicators

Change in attitudes
or behaviour

Change in attitudes
or behaviour

Change in attitudes
or behaviour

Health
outcomes

Functioning and quality of life
Mortality (e.g. suicide)

Family burden
Violence

Summary measures
(e.g. DALYs)

Social and
economic
benefits

Self-esteem
Workforce participation

Social capital / cohesion
Reduced unemployment

Social inclusion
Productivity gains
Reduced health care costs
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PART II • THE EMERGING EVIDENCE

This section considers the way forward in developing policy frameworks in relevant sectors of
government and commerce, and in developing sustainable changes in local communities.

Mental health is everybody’s business
The scope and outcome of mental health promotion activities is potentially wide. At the conceptual level, mental health can be and should be defined broadly. At a more practical level, it is
useful to distinguish between interventions that have the primary goal of improving the mental
health of individuals and communities, and others that are mainly intended to achieve something
else but which enhance mental health as a side-benefit. An example of the former is policies and
programmes that encourage schools to prevent bullying and that improve parenting skills; policies and resources that ensure girls in a developing country attend school and programmes to
improve public housing could be considered examples of the latter. This distinction helps narrow
the scope of what can be called mental health promotion interventions and the allocation of relative responsibilities. Monitoring the effect on mental health of public policies relating to housing
and education is, for instance, becoming feasible. The mental health programme or interests in
a country or locality would need to advocate for this, watch that it occurs, and help use the findings. Other groups will need to do the work, however, and ensure that policies and practices are
shaped by the findings.
The activities of mental health promotion may usefully be mainstreamed with health promotion,
although the advocacy needs to remain distinct. Bearing in mind the intimate connection
between physical and mental health, many of the interventions designed to improve mental
health will also promote physical health and vice versa. Health and mental health are affected by
non-health sector policies and a range of community interventions.
The actions that promote mental health will often have as an important outcome the prevention of
mental disorders. The evidence is that mental health promotion is also effective in the prevention
of a whole range of behaviour-related diseases and risks. It can help, for instance, in the prevention
of smoking and of unprotected sex, and hence of acquired immunodeficiency syndrome (AIDS)
or teenage pregnancy. These are not mental disorders. In fact, the potential of mental health
promotion in preventing mental disorders is rather low compared with the potential contribution
to the prevention of health-damaging and anti-social behaviours (Orley & Weisen 1998).

Mental health promotion: an important component of mental health
policy
Mental health promotion needs to be integrated as a part of policy in order to give it the status
and strategic direction required for its successful implementation. Mental health policy is an
organized set of values, principles, and objectives for improving mental heath and reducing the
burden of mental disorders in a population. When well-formulated, mental health policy identifies
and facilitates agreements for action among different stakeholders, designating clear roles and
responsibilities. If mental health policy is developed as part of broader social policy (rather than as
a stand-alone policy or subsumed within a general health policy) the emphasis on mental health
promotion is likely to be more substantial. There are more opportunities to engage a variety of
stakeholders representing different sectors in the development and implementation of the policy.

WIT.0001.0020.0184

50 • PROMOTING MENTAL HEALTH

Components of policy
A policy is composed of a vision statement, a statement of the values and principles underlying
the policy, a set of objectives that help operationalize the policy, and a description of the major
areas of action to achieve the policy objectives.
Vision statement
The vision statement incorporates the main elements of the policy and sets out what is to be
expected or achieved some years after its implementation. It should set high expectations as to
what is desirable in the realm of mental health while being realistic within the resources available.
Values and principles
Values refer to the judgments about what is considered desirable. Principles refer to the standards
to guide actions and should emanate from values.
Objectives
Objectives are measurable goals that break the policy’s vision into achievable tasks. They should
aim to improve the health of a population and respond to people’s expectations as well as provide financial protection against costs of ill-health (WHO 2000).
Areas for action and strategies
Areas for action and strategies take the objectives of the mental health policy forward. Effective
mental health policy considers the simultaneous development of several areas (see box).

Principal areas for action in mental health policy
n
n
n
n
n
n
n
n
n
n
n

Financing
Legislation and human rights
Organization of services
Human resources and training
Promotion, prevention, treatment, and rehabilitation
Essential drug procurement and distribution
Advocacy
Quality improvement
Information systems
Research and evaluation of policies and services
Intersectoral collaboration

Mental health promotion works at three levels: strengthening individuals, strengthening communities, and reducing structural barriers to mental heath (Mentality 2003). This framework is useful
for conceptualizing the entry points for promotion within a mental health policy. Structural barriers to mental health can be reduced through initiatives to reduce discrimination and inequalities
and to promote access to education, meaningful employment, housing, health services, and support to those who are vulnerable.
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A general framework for mental health promotion
A general framework for considering mental health promotion strategies for whole communities
and populations is ideally supported by a government’s social development as well as health and
mental health policies. The framework has three aspects: a concept of mental health, strategies to
guide mental health promotion, and a model for planning and evaluation.

A concept of mental health
Mental health promotion involves adopting an approach based on a positive view of mental health
rather than emphasizing mental illness and deficits. Health promotion is characterized by a positive approach that aims to engage with people and empower them to improve population health.

Mental health promotion strategies
The Ottawa Charter of Health Promotion (WHO 1986) provides a foundation for health promotion
strategies and can be considered a guide for the promotion of mental health. It draws attention
to individual, social, and environmental factors that influence health. The Ottawa Charter provides a sound framework for this positive approach, with its new public health philosophy and its
emphasis on healthy policy, supportive environments, and control of health issues by people in
their everyday settings. Its main strategies are building healthy public policies, creating supportive environments, strengthening community action, developing personal skills, and reorienting
health services.
Building healthy public policies
All public policies, not only those concerned with health, are considered relevant to health promotion. The Ottawa Charter recognizes that most societal structures and actions have an effect
on health. Mental health promotion has an advocacy role to enhance the visibility and value of
mental health to individuals and societies.
Creating supportive environments
Environmental health strategies have long been recognized as important to health. However, the
focus has been largely on tangible areas. More attention needs to be given to the social and macro
environments and the mechanisms through which they exert their influence on health. The complex interactions between an individual and their environment are contextual and mediated by
individual experiences and skills, and social and cultural factors. A challenge for the promotion of
mental health is to recognize the effect of these factors on environments and to develop interventions to modify them and indicators to evaluate impact and outcome (Catalano & Dooley 1980).
Strengthening community action
Community action of people striving to achieve a mutual goal enhances social capital, creates a
sense of empowerment, and increases the capacity and resilience of the community.
Developing personal skills
Information and its dissemination are critical to improving people’s understanding of mental
health. The concepts of health literacy are being used as guides to mental health literacy and contribute to mental health promotion.
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Reorienting health services
The Ottawa Charter seeks to reorient health services from the medical model to a more inclusive
holistic approach. A healthy health policy aims to achieve a balance between the two models. A
complementary approach where “soft strategies” with their foundations in sociological domains
are applied with the “interventions strategy” based on evidence from RCTs is suggested.

A model for planning and evaluation
A simple planning model helps implement the principles and strategies discussed. The determinants of mental health need to be described and operationalized in each setting with the aim
of developing interventions. It is helpful to plan strategic applications at three broad population
levels: society (e.g. policy and health services), community (e.g. schools and workplaces) and individual (including families and small groups).

Community development as a strategy for mental health promotion:
lessons from a low-income country
Community development is a people-centred approach. It aims to develop social, economic,
environmental, and cultural well-being of communities with a particular focus on marginalized
members. It has a participatory emphasis on identifying solutions to community problems based
on local knowledge and priorities. Work done in rural areas of India exemplifies some aspects of
the relationship between community development and promotion of mental health, even where
the objectives of the programme may not include a specific focus on mental health.
Poverty, inequality, gender discrimination, and domestic violence are major contributors to mental illness within village settings in rural India. Related factors that have been linked with mental
ill-health in the literature are also found, including low self-esteem, learned helplessness, less
security, higher levels of adverse life events, social isolation, distress, unemployment, financial and
economic deprivation, low social status, low levels of education, and female gender (McKenzie
2000; Mumford et al. 1997; WHO 1990).
A large primary health care programme in rural Indian villages directly targeting poverty, inequality, and gender discrimination has led indirectly to significant gains in mental well-being. A key
to the success of community development in these villages, and therefore to the improvement in
mental health, has been an approach that is mindful of the needs, interests, and responsibilities
of men and women, and that has focused on reducing the vulnerability and increasing the participation of women. As the interventions succeeded, the people realized the empowerment of
working together and they became open to approaching other issues affecting the village such as
health needs and caste discrimination.
Figure 2 describes the links between community development and mental health in this project.
The lessons learned provide a template for the introduction of similar programmes elsewhere. The
understanding of local factors relevant to a community, the empowerment of that community to
solve its own problems, and subsequent improvement in the determinants of mental health demonstrate why the community development approach is a key strategy for mental health promotion.
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Figure 2: The relationship between community development and mental health in rural villages
in India
Increase in :
È

Social relationships and support

È

Social capital

È

Social safety nets which can be tapped during crises

È

Effective coping skills

È

Improved housing, health care and education

È

Economic development

È

Health, uncomplicated pregnancies, nutrition, cleaner environment

Economic independence of women ‡ increased standing of women ‡ greater opportunity for decision making by
women, including family planning

È

Water resources ‡ reduced community disharmony and
burden on women

È

Ë

Empowerment: people believing they can identify solutions
to problems and create change

È

Capacity to focus on higher values and to show compassion
for those who are more vulnerable

È

Empowerment of women ‡ more girls in school, fewer
problems relating to negative adolescent experiences, reduced
domestic violence

È

Adolescent girls groups ‡ opportunities for socialisation,
education, empowerment and enhancement of self-esteem

È

Equity and opportunities for marginalised groups

Decrease in:
Í

Alcohol abuse and violence

Í

Caste discrimination

Í

Fear of dying from pregnancy or illnesses due to the presence of a VHW (supported by CRHP program staff ) ‡ better
family planning ‡ freedom from having to provide for large
family

Í

Corruption and crime

Í

Inequality within society

Source: Arole, Fuller & Deutschman in press

Ë

Mental Health

Community Development

È
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Developing sustainable interventions
Sustainability in health promotion refers to the capacity of an intervention to continue to deliver
benefits or health gains beyond the initial funding or “demonstration project” stage. Programmes
are said to be sustainable if, given limited resources, efforts towards achieving the benefits continue. The research and theory on sustainability in the general field of health promotion has
generated a number of useful examples, although the accumulated experience in mental health
promotion alone is small.
A number of studies have shaped our thinking about sustainability. Goodman and Steckler (1987) led
the way with a study that identified a cohort of programmes funded 10 years earlier and traced their
progress. Their interest was in what factors predicted which programmes “lived” and which “died”. The
results surprised people. A key factor was the presence of a champion higher up in the host organization, that is, someone who could advocate for the programme in the key decision-making forum. This
research spawned a range of enquiry focusing attention on the factors in organizations that promote
sustainability. The work drew attention to the fact that that the way a programme is set up in the first
place affects the likelihood of its continuation (Shediac-Rizzkallah & Bone 1998).
The main features that are known to be associated with programme sustainability are:
n There is evidence that the programme is effective.
n Consumers/funders/decision-makers were involved in its development.
n The host organization provides real or in-kind support from the outset.
n The potential to generate additional funds is high.
n The host organization is “mature” (stable, resourceful).
n The programme and host organization have compatible missions.
n The programme is not a separate unit but rather its policies, procedures and responsibilities
are integrated into the organization.
n Someone in authority (other than the programme director) is a champion of the programme
at high levels in the organization.
n The programme has few “rival providers” that would benefit from the programme discontinuing.
n The host organization has a history of innovation.
n The value and mission of the programme fit well with the broader community.
n The programme has community champions who would decry its discontinuation.
n Other organizations are copying the innovations of the programme.
Research in sustainability is increasing but what to measure has become more complicated. Most
work is focused on the presence or absence of programmes (Bracht et al. 1994). But as Green
(1987) points out, the proper goal of programme investment in health promotion is not the continuation of programmes per se, but the sustained capacity to address the problem at hand. This
sustained capacity can take many forms and may remain very strong long after the name, the
logo, and even the staff of the original programme have disappeared. This directly ties research on
sustainability to research on capacity building in health promotion (Hawe et al. 1997).
The new dynamic we need to address is less about adding programmes than it is about sharpening the functioning and capacity of systems – e.g. primary health care systems, school systems
– to be more health-enhancing. The new frontier in sustainability research therefore is less about
the technological aspects of programmes and more about programmes as change processes
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within organizations or communities. Programmes are opportunities to “recalibrate” systems to
higher or better levels of functioning.
The new frontier also includes a more systematic analysis of the context within which programmes are provided and factors within that context (such as pre-existing morale and interagency
relationships) that might predict why some programmes wither over time while others flourish.

An intersectoral approach to mental health promotion
The drivers of health lie outside the health sector (Marmot 1999).
The Ottawa Charter “puts health on the agenda of policy makers in all sectors and at all levels”
(WHO 1986, p. 2). The Jakarta Declaration on Health Promotion goes even further in emphasizing
the need for intersectoral collaboration:
There is a need to break through traditional boundaries within government sectors, between government and nongovernment organisations, and between public and private sectors. Cooperation is
essential … this requires the creation of new partnerships … (WHO 1997a, p. 3).
This is even more important for mental health promotion.
Those working collaboratively need to:
n build on existing activity in sectors, settings and organizations;
n create different partnerships for different purposes, at varying levels; and
n create collaborative action “horizontally” within government departments and organizations,
and between those expert in policy, practice, and research.
The need for collaborative practice in mental health promotion is firmly established by the sociopolitical and economic determinants of health. That is, influencing the determinants of health,
such as enhancing social connectedness, ensuring freedom from discrimination and violence, and
workplace and physical environmental change, will not be achieved by health sector action alone
but rather through an intersectoral approach. The multidisciplinary approach involving research,
policy, and practice in employment, education, justice, welfare, the arts, sports, and the built environment aims to improve mental health through increased participation and social connectedness.
The settings for this practice can include schools, workplaces, and community arts or sports.
Population groups include students, employees, employers, older people, low income communities,
young people, and people from immigrant or minority groups. A diversity of strategies are used in
these settings – policy development; organizational change; theatre, narrative and consultative processes; community development and engagement; and changing the physical and social environment. The nature of collaboration will vary in settings and sectors and across different levels. Good
outcomes almost always require shared planning and ownership across the sectors involved.
Collaboration and partnership take time and a commitment to ensuring shared goals and outcomes, however. The challenges include vertical funding within sectors, diverse professional backgrounds and views, competing priorities, various and often inequitable funding models, population group models of health, and complex decision-making processes.
The most significant components of an intersectoral approach to achieve better health outcomes
include:
n the adoption of a unifying language with which to work across sectors;
n a partnerships approach to allocation and sharing of resources; and
n a strengthening of capacity across the individual, organizational, and community dimensions.
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Models of health that stem from indigenous paradigms are now seen to be models of good practice for all. Samoan communities have a “fonofale” model of health, for example, that is based on
the traditional house or “fale”. The roof represents cultural values and beliefs; the foundation is the
family, nuclear and extended; and the four posts represent “physical–biological”, “spiritual”, “mental
and emotional”, and “other” well-being (which includes variables such as gender, sexual orientation, age, and social class) (Anae et al. 2002). Indigenous Australians, like Samoan and Maori
communities, do not recognize a mental/physical divide. The interaction of elements is crucial in
establishing well-being (Anae et al. 2002). This view of mental health necessitates the formation of
partnerships with communities to develop mental health promotion that is culturally sensitive.

Case-studies: Partnerships addressing the social determinants of mental health
The following case studies demonstrate the impact of the health sector working in partnership with other sectors to address the social determinants of mental health.
Mentally Healthy Schools in Aotearoa New Zealand
The health promoting schools framework (WHO 1996) is widely implemented in the developed and developing world and is a key example of intersectoral collaboration between the
health and educational sectors. The New Zealand Ministry of Health funded the development
of Mentally Healthy Schools guidelines by the Mental Health Foundation of New Zealand (MHF
2001). This project linked curriculum learning and teaching, school organization and ethos,
community links, partnerships, and services. It exemplified the links between national goals of
two government sectors that contributed to the health and well-being of school children.
MindMatters – a national school mental health promotion resource
MindMatters is a national school mental health promotion resource that was funded by the
Australian Commonwealth Department of Health. It provides a structured strategy for generating health-promoting schools that promote young people’s well-being through all aspects
of the school environment. The health sector’s acknowledgement of the priorities of the
educational system and teachers facilitated collaboration. It marks a shift away from health
sector interventions that emphasize individual deficits and focuses on findings of educational
research regarding effective school programme implementation (Wyn et al. 2000).
Socializing the care and promotion of older people’s health in Danang City
Danang City is a coastal city in Vietnam. A community-based social health care programme
was developed to promote and protect the health of older people. It involved the collaboration of sports and activities centres. Grandparents were encouraged to set good examples to
the young, and the young to care for their grandparents (“Model like grandparents – Pious
children”). Health education and counselling to improve activities and self-care were enhanced. The general hospital also established specialized wards to cater for the care of older people and doctors were able to better appreciate the needs of the elderly.
This case-study illustrates how action of various types at different levels in a community can
improve mental health through awareness-raising and increasing social connectedness. The
practices of the medical staff and hospital were altered. A programme of health education
that linked older and younger people gave value to both groups. The health of older people
was improved substantially.
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International collaboration and the role of WHO
It is clear that mental health promotion depends on intersectoral collaboration and that most of the
interventions may actually be the responsibility of sectors outside traditional mental health. There is
also a clear need for advocacy, since mental health issues are often implicit rather than explicit and
hidden rather than in the open. The need for international collaboration, hence, is crucial.
WHO, as the lead international agency responsible for health, has recognized the value of mental
health and its promotion. Its activities emanate from the core conceptualization of health as “a
state of complete physical, mental and social well-being and not merely the absence of diseases or
infirmity” given earlier. The WHO Constitution also stipulates some core functions. These include:
n

n

“To foster activities in the field of mental health, especially those affecting the harmony of
human relations”; and
“To assist in developing an informed public opinion among all peoples on matters of health”.

Numerous World Health Assembly (WHA) Resolutions related to mental health promotion have
urged Member States to take steps to prevent mental illness and to promote mental health, and
requested the Director-General to undertake steps to provide information and guidance regarding suitable strategies (WHO 2002). In 2002, a resolution was adopted urging WHO to “facilitate
effective development of policies and programmes to strengthen and protect mental health”
(WHA55.10). It called for “coalition building with civil society and key actions in order to enhance
global awareness-raising and advocacy campaigns on mental health” (WHO 2002).
The role of WHO in mental health promotion can be briefly summarized as follows.
To generate, review, compile, and update evidence on strategies for mental health promotion, especially from low
and middle-income countries
Though there are numerous published studies on mental health promotion and, from time to
time, efforts have been made to assimilate them, a comprehensive review of literature related to
evidence-based research in this area has not been available. Promoting Mental Health: Concepts,
Emerging Evidence, Practice and the accompanying work on prevention of mental disorders are an
attempt to fill this gap. The evidence for effectiveness of mental health promotion is least available in areas that have the maximum need, such as in low and middle-income countries and conflict areas where mental health is especially compromised. More efforts are needed to generate
evidence from these settings. Attention also needs to be paid to strategies that have been found
to be ineffective or inappropriate on the basis of all kinds of evidence. Information on these is
useful in order to prevent wastage of precious resources.
To develop appropriate strategies and programmes
WHO can assist countries in developing appropriate strategies and programmes for implementation. Some of the factors to be considered are :
n
n
n
n
n
n
n

evidence of effectiveness
the principle of prudence
cultural appropriateness and acceptability
financial and personnel requirements
level of technological sophistication and infrastructure requirements
overall yield and benefit
potential for large-scale application.
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To facilitate partnerships and collaboration
Mental health promotion requires the collective efforts of all organizations with responsibility
for sectors that may have a direct or indirect impact on mental health. At the international level,
these include professional associations, other international organizations, national governments,
nongovernmental organizations, the health industry, and prospective donors. WHO is well positioned to forge strategic links with all these bodies and to develop effective programmes for mental
health promotion. International organizations with which WHO regularly collaborates in this area
are the International Labour Office (ILO), the United Nations Children’s Fund (UNICEF), the Office
of the United Nations High Commissioner for Refugees (UNHCR), and the World Bank.
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Mental health is a state of well-being in which the individual realizes his or her own abilities, can
cope with the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to his or her community. Promotion of mental health contributes towards overall
health and should form an essential component of health promotion.
The scope for promoting mental health is identified by analogy with physical health promotion
successes. Mental health is a community responsibility, not just an individual concern, just as
many countries and communities have realized for heart health, tobacco control, dental health,
and in other areas. The social and economic costs of poor mental health are high and the evidence suggests that they will continue to grow without community and government action.
The following key recommendations can be drawn from the material presented in this Summary
Report. These are especially relevant to health policy planners and public health professionals in
low and middle-income countries.
1 Promotion of mental health can be achieved by effective public health and social interventions.
The scientific evidence base in this area is relatively limited, but evidence at varying levels is
available to demonstrate the effectiveness of several programmes and interventions for enhancing mental health of populations. These include:
n

n
n

n

n

n
n
n
n

early childhood interventions (e.g. home visiting for pregnant women, pre-school psychosocial
interventions, combined nutritional and psychosocial interventions among disadvantaged populations);
economic and social empowerment of women (e.g. improving access to education, micro-credit schemes);
social support to old age populations (e.g. befriending initiatives, community and day centres
for the aged);
programmes targeted at vulnerable groups such as minorities, indigenous people, migrants,
and people affected by conflicts and disasters (e.g. psychological and social interventions
during the reconsolidation phase after disasters);
mental health promotion activities in schools (e.g. programmes supporting ecological changes in schools, child-friendly schools);
mental health interventions at work (e.g. stress prevention programmes);
housing policies (e.g. housing improvement);
violence prevention programmes (e.g. community policing initiatives); and
community development programmes (e.g. Communities That Care, integrated rural development).

2 Intersectoral collaboration is the key to effective programmes for mental health promotion. For some
collaborative programmes, mental health outcomes are the primary objectives; however, for the majority these may be secondary to other social and economic outcomes but are valuable in their own right.
3 Sustainability of programmes is crucial to their effectiveness. Involvement of all stakeholders,
ownership by the community, and continued availability of resources facilitate sustainability of
mental health promotion programmes.
4 More scientific research and systematic evaluation of programmes is needed to increase the
evidence base as well as to determine the applicability of this evidence base in widely varying
cultures and resource settings.
5 International action is necessary for generating and disseminating further evidence, for assisting low and middle-income countries in implementing effective programmes (and not implementing those that are ineffective), and for fostering international collaboration.
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Promoting Mental Health
Mental health promotion is an unfamiliar idea to many people. Those in the field of public
health and health promotion may not be aware of the possibilities for the promotion of
mental health because the concepts of mental health and mental illness are unclear to
them. Mainstreaming mental health in health promotion allows the energies applied to
health promotion and public health to focus more effectively on this area, and enables a
better understanding among professional groups of the specific approaches and rationale.
Mental health can be improved through the collective action of society. Improving mental
health requires broadly based policies and programmes, as well as specific activities in the
health field relating to the prevention and treatment of ill-health.
With the phrase, “No health without mental health”, public health discourse now includes
mental health, in its positive sense, as well as mental illness.
Just as public health and the population health approach are established in other areas
such as heart health and tobacco control, so it is becoming clearer that, “Mental health is
everybody’s business”.
This Summary Report offers:
n

a discussion of the concepts of mental health and mental health promotion, and a
description of the relationship of mental health to mental illnesses;

n

a rationale for the place of mental health promotion within public health, alongside
prevention of mental illness and the treatment and rehabilitation of people living with
mental illnesses and related disabilities;

n

the various perspectives that open when considering mental health as a public health
issue, the types of evidence that exist in this area, and the feasibility of mental health
promotion strategies;

n

examples of the interventions possible and the responsibility of various sectors; and

n

a way forward to activities that could be undertaken immediately within a variety of
resource settings.
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Abstract
Objectives: The aim of this study was to identify the most effective interventions for early intervention in psychosocial disability in the National Disability Insurance Scheme (NDIS) through an evidence review.
Methods: A series of rapid reviews were undertaken to establish possible interventions for psychosocial disability, to
develop our understanding of early intervention criteria for the NDIS and to determine which interventions would
meet these criteria.
Results: Three interventions (social skills training, supported employment and supported housing) have a strong
evidence base for effectiveness in early intervention in people with psychosocial disability, with the potential for
adoption by the NDIS. They support personal choice and recovery outcomes. Illness self-management, cognitive
remediation and cognitive behavioural therapy for psychosis demonstrate outcomes to mitigate impairment. The
evidence for family psycho-education is also very strong.
Conclusions: This review identified evidence-based, recovery-oriented approaches to early intervention in psychosocial disability. They meet the criteria for early intervention in the NDIS, are relevant to participants and consider
their preferences. Early intervention has the potential to save costs by reducing participant reliance on the scheme.
Keywords: early intervention, psychosocial disability, mental health, National Disability Insurance Scheme
(NDIS), recovery

T

he National Disability Insurance Scheme (NDIS)
has the potential to lead a significant national
reform in the provision of community-based support for people with psychosocial disability. The scheme
is designed to enable people with permanent needs due
to disability, the opportunity ‘to exercise choice and
control in the pursuit of their goals and the planning
and delivery of their supports’.1(p.1)
The National Mental Health Consumer and Carer Forum
refer to psychosocial disability as ‘the disability experience
578

of people with impairments and participation restriction
related to mental health conditions’,2(p.16) although the
term is contested. For instance, the NDIS refer to
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Figure 1. Schematic diagram of the NDIS model of psychosocial disability and points of early intervention.
‘disabilities that may arise from mental health issues’.3(p.1)
Social models of disability also recognise social determinants such as stigma, social exclusion and discrimination
as contributing to people’s experience of disability.4
Functions of daily life, participation in community activities including employment, thinking clearly, the experience of full physical health and managing the social and
emotional aspects of life may be affected.2
Early intervention in clinical mental health practice is
well developed, aiming to promote early recovery and
minimise and prevent psychosocial disability.5 Robust
evidence now suggests that significant improvements in
disability can occur after two years post-diagnosis.6 The
idea that people with severe mental health problems will
experience decline in function over time is now discredited as for all fields of disability.
Figure 1 demonstrates the points where early intervention can support psychosocial functioning. The NDIS
can provide individualised supports for early intervention that are designed to promote improvement, or prevent decline, in psychosocial functioning for people
with a current psychosocial disability or at high risk of
developing a psychosocial disability. The NDIS does not
provide services that substitute for those supplied appropriately by the health system, but does provide capacitybuilding supports for individuals eligible for the scheme.7
Capacity-building supports include a focus on relationships, employment and lifelong learning, enabling eligible participants to build skills focused on social and
economic participation. The provision of early intervention support in the NDIS must be “likely to benefit the

person by reducing the person’s future needs for supports relating to disability”.7(s.25b)
However, reports from trial sites indicate that few early
intervention plans have been developed to support participants over the age of 18 years who are living with
psychosocial disabilities.8 It is unclear whether early
intervention has been considered for those who have a
current plan to prevent further deterioration in functioning or marginalisation for those with a current plan,
and hard to predict who might be eligible for a specific
early intervention plan. Despite estimates that 64,000
could be eligible, there are already indications that people with psychosocial disability may have more difficulty establishing their eligibility and may be at risk of
poorer outcomes in the scheme compared to participants with other disabilities.9
To understand current challenges and opportunities in
defining and implementing early intervention within
the NDIS, a series of rapid literature reviews were conducted that aimed to identify possible early interventions for adults experiencing psychosocial disability and
evaluate the evidence for each.

Method
A rapid review10 was conducted to provide a timely
response for policy development during NDIS implementation.
Firstly, we identified the full range of evidence-based
psychosocial interventions for people with severe
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mental illness (SMI) and psychosocial disability. Secondly,
literature related to rehabilitation, recovery, early intervention and participant preference was reviewed in order
to elaborate on early intervention criteria within the
NDIS. Thirdly, we determined which interventions would
specifically meet these criteria for early intervention. The
full details are described in a recently published report.11
Table 1 summarises our procedures.

NDIS early intervention criteria. Outcomes evidence for
another four interventions (cognitive remediation, cognitive behavioural therapy (CBT) for psychosis, physical
health management, and illness self-management) indicates they can assist with mitigation of impairment and,
thus, have a role to play. It is unclear if these latter interventions would be the immediate choice of NDIS participants, but they can assist through enhancing capacity
for chosen activities and participation roles (Table 4).

Results

The evidence for family psycho-education is very strong,
suggesting it has a useful role in early intervention, but
it is unclear if it would be a priority for participants. It
may rely on the skills of planners in seeing the relevance
and potential of a family intervention. Peer support may
improve recovery associated with all interventions.25
Assertive community treatment/assertive outreach,
while not a directly funded support of the NDIS, could
be adapted to assist in the engagement and coordination
of supports for people who are reluctant to engage with
supports.

Step one
Nine publications4,12–19 and three Cochrane reviews20–22
were retained that reported on the range of interventions
that are evidence-based treatments for SMI (Table 2).
Step two
This review identified six important approaches for
understanding early intervention, including the early
intervention criteria within the NDIS guidelines.11
Firstly, NDIS policy requires that an intervention is a
support rather than treatment, and NDIS principles of
citizenship and partnership stress the importance of personal choice in all arenas of life. Secondly, approaches
for treating first-episode SMI stress the importance of
preserving role functioning and supporting personal
goal achievement. Thirdly, evidence suggests that positive change may occur at any phase of living with a
mental illness, especially when interventions are individually tailored. Fourthly, stepped care approaches
illustrated the benefits of adequate interventions tailored to the level of need in preventing deterioration in
social and economic participation.
The fifth area concerned recovery and rehabilitation,
emphasising the wide range of possibilities for everyone
with psychosocial disability. Sixthly, participant views
indicated the linkage between unmet need and their
likely preferences for support. We concluded that three
important concepts – personal choice and goals, evidence-based interventions and interventions supporting
recovery – were essential features to achieve the goals of
early intervention in the NDIS (Figure 2).
Step three
Three interventions (supported employment, supported
housing and social skills training) meet evidence base,
personal choice and recovery criteria, and are likely to
reduce future support needs (Table 3). Additionally, they
meet commonly expressed goals and preferences for participants.

Conclusions
Early intervention is aligned with the underlying principle of the NDIS – being prepared to offer lifetime support
while also enabling people to achieve their individual
recovery goals.
This literature review provides a strong evidence base for
what the NDIS terms capacity-building support for people with psychosocial disability, especially early in their
experience of disability or early in the implementation
of their plan. While this requires more investigation, the
findings of this review suggest that early intervention in
the NDIS may enable people to reduce their reliance on
the scheme in the future, hence reducing costs for the
scheme or reducing pressure on other health and welfare
services. Many people with psychosocial disability could
benefit from an early intervention approach, although
for how many of the estimated 64,000 entrants to the
scheme is unclear.26
The results support the value of increased expert knowledge in NDIS planning and a specialised pathway for
people with psychosocial disability.9 The identified supports have the potential to offer significant gains in people’s capacity to participate when applied early in their
experience of psychosocial disability, or early in their
NDIS plans, so should be routinely considered during
NDIS planning.

Discussion

These findings suggest that future research could focus
on interventions that more clearly meet participant
needs such as the challenge of loneliness and isolation.
Interventions may also require re-designing (and re-evaluating) to provide a greater emphasis on recovery, participant choice, personal goals and individualised service
provision.

Supported employment, supported housing and social
skills training appeared most strongly aligned with

As with all insurance schemes, containing long-term
costs to ensure the sustainability of the scheme is a
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Table 1. Summary of methods for selection of early intervention supports within the NDIS
Purpose:
Establish the range of possible evidence-based psychosocial interventions for psychosocial disability.
Research question:
What evidence is available regarding effective psychosocial interventions for people living with SMI and psychosocial disability?
Method:
Database – Discovery Search.a
Search terms – “psychosocial disability” AND “severe mental illness” AND “intervention” in full-text articles in English.
Report types – meta-analysis, review and overview.
Search limits – years 2000–2015, peer reviewed, in English and available online.
Exclusions – articles were excluded if there was not an overview of interventions for SMI or psychosocial disability, interventions were not
psychosocial in nature (e.g. psychopharmacotherapies), were not relevant to the population of interest (e.g. interventions specifically for
children or older adults) or did not include an assessment of the effects of the psychosocial intervention on functional outcomes, such as
social functioning, living independently, employment, housing, general functioning, quality of life outcomes or outcomes for family members
or other supports; that is, reviews were excluded if they only reviewed effects on mental illness symptoms.
Results – abstracts were reviewed and eight articles were downloaded and reviewed in detail. In addition, five articles were identified from
the reference lists of published papers and other sources. A total of nine were included in the review of psychosocial treatments for serious
mental illness.
Additional review database – Cochrane.
Search terms for additional review – “psychosocial”, “early intervention” AND “mental”, “early intervention” AND “psychiatric”, “early
intervention” AND “function”, “mental” and “employ”.
Exclusions – articles were excluded if the article was assessing interventions not psychosocial in nature (e.g. psychopharmacotherapies),
were not relevant to the population of interest (e.g. interventions specifically for children or older adults) or did not include an assessment
of effects of the psychosocial intervention on functional outcomes, such as social functioning, living independently, employment, housing,
general functioning, quality of life outcomes or outcomes for family members or other supports; that is, reviews were excluded if they
exclusively reviewed effects on mental illness symptoms.
Results for additional review – 20 reviews.
Purpose:
Develop potential criteria for early intervention within the NDIS.
Research question:
What criteria for early intervention in the disability support sector for SMI can be developed?
Method:
Database – Discovery Search (University of Melbourne).
Search terms – Intervention: “priority intervention*”, “early intervention”, “mental health triage” Population: “bipolar”, “schiz*”, “severe
mental illness”, “psychosis”, “chronic*”, “depress*”, “mental*”, “psycho*”, “psychiatry*”.
Report types – meta-analysis, review, overview, trial, RCT and quasi-experimental.
Search limits – years 2000–2015, peer reviewed, in English and available online.
Exclusions – articles were excluded if the article was assessing interventions not psychosocial in nature (e.g. psychopharmacotherapies),
were not relevant to the population of interest (e.g. interventions specifically for children or older adults) or they were only relevant to
“clinical early intervention” exclusively in the first-episode psychosis context.
Results – we found 190 articles (136 after duplicates were removed), 130 were discarded after review of title since they were not relevant
and six reviewed in full text versions. In addition, another nine articles were located from bibliography searches.
Purpose:
Determine which interventions meet criteria for early intervention in the NDIS.
Research question:
Which evidence-based interventions meet the criteria established for early intervention?
Method:
Database – CINAHL, Discovery (University of Melbourne), EBSCO, Medline, OVID, PsycINFO.
Summary – details of the individual rapid reviews for each intervention can be found in Chapter 3 of the recently published report.11
aDiscovery Search is a University of Melbourne search engine that combines the library resources and many academic databases (including
PsychINFO, Medline).

*denotes a truncation operator symbol where a search will find all variants of a word stem.
NDIS: National Disability Insurance Scheme; SMI: severe mental illness; RCT: randomised controlled trial.
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Table 2. Results of evidence review for evidence-based psychosocial interventions for SMI
Publication/review
Intervention

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Supported employment
Family psycho-education and support
Social skills training
Cognitive remediation
Mobile support and treatment (MST) or ACT/assertive
outreach
CBT for psychosis
Illness self-management training
Integrated therapy for alcohol and other drugs
Supported education
Supported housing
Peer support/consumer networks
Physical health management (including weight management)
Token economy (residential)

x
x
x
x
x

x
x
x
x
x

x
x

x
x
x
x
x

x
x
x

x
x
x

x
x
x
x
x

x
x
x
x
x

x
x
x
x
x

x

x

x
x

x
x
x
E
x
x
E

x
x
x
x
x
x
x

x
x

x
x
E
E
E
E
E

x
x
x
x

E
x
x

x
x

x
x
x

SMI: severe mental illness; CBT: cognitive behavioural therapy; ACT: assertive community treatment; x: publication has
reported strong or moderate evidence for the intervention; E: publication has reported there is promising/emerging evidence
for the intervention.
1. Killackey et al.4
2. Mueser et al.19
3. Cochrane reviews: Kinoshita et al.,20 Pharoah et al.,21 Pitt et al.22
4. Addington et al.12
5. McGorry.17
6. Buchanan et al.14
7. Bond and Campbell.13
8. Menear and Briand.18
9. Corrigan.15
10. Gibson et al.16

concern for the NDIS and for the Australian people.
When this can be achieved through alleviating people’s
functional loss and building their capacity to participate in society through early intervention, there are
potential personal gains for those people, their families
and carers.

Limitations
Stream-lining in rapid reviews may mean that not all trials and reviews are located by the literature search. We
endeavoured to minimise bias by drawing on recent systematic reviews and meta-analyses.

Figure 2. Three essential features of early intervention in
psychosocial disability.
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x
x

x

x

x

x
x

x

x

x

Supported housing

Physical health

Peer support/consumer
networks

x

x

x

x

x

x

x

x

x

x

x

Can reduce
demands on carer
Can reduce
demands on carer

Can reduce
demands on carer

Can reduce
demands on carer

x

Mixed. People with mental illness have
significant life expectancy differences to the
general population and most excess mortality is
physical health related.24
x

x

Clinical treatment
ACT is a clinical service, but outreach is provided
in the rehabilitation sector
Clinical treatment
x

x

Currently provided by Department of Education
and Employment with poor outcomes for people
with psychological and psychiatric disabilities.23
x

Participa- Sustainability of Not better provided elsewhere (not
tion focus informal supports generally a clinical service in Australia)

NDIS: National Disability Insurance Scheme; CBT: cognitive behavioural therapy; ACT: assertive community treatment; x: intervention meets the NDIS policy criteria.
Note: we did not undertake further analysis of the outcomes of token economy and integrated drug and alcohol treatment (even though they appear in Table 2) due to these
interventions being most unlikely to be funded by the NDIS.

x

x

x

Family psycho-education
and support
Social skills and cognition
training
Cognitive remediation
ACT/assertive outreach and
personal assistance
CBT for psychosis
Illness self-management

x

Mitigate or Prevent deterioraalleviate
tion/improve
impairment capacity
x

Reduce person’s future
support needs

Supported employment and x
education

NDIS policy criteria

Table 3. Early intervention criteria and evidence-based psychosocial interventions
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Table 4. Evidence-based psychosocial interventions and three key essential features of early intervention
in the NDIS
Essential features of EI in NDIS
Intervention

Personal choice and goals

Support and enhance recov- Evidence-based
ery (independence, social
and economic participation)

Social skills training and
cognition training
Supported employment and
education
Family psycho-education and
support
Cognitive remediation
ACT/assertive outreach and
personal assistance
CBT for psychosis
Illness self-management
training
supported housing
Physical health management
(including weight
management)
Peer support/consumer
networks

Evidence that it is widely held goal

Direct

Strong

Evidence that it is widely held goal

Direct

Can contribute to personal goals, but
unclear if participants’ preference
Enhances achievement of other goals
Support to participant to enhance
goal achievements
Enhances achievement of other goals
Enhances achievement of other goals

Direct

Strong (employment),
emerging (education)
Strong

Through reducing impairment
Through coordination and
engagement with supports
Through reducing impairment
Through reducing impairment

Moderate
Strong

Evidence that it is widely held goal
Evidence that it is widely held goal

Direct
Through reducing impairment

Emerging
Emerging

Support to participant to enhance
goal achievements

Direct and indirect

Emerging

Moderate
Emerging

EI: early intervention; NDIS: National Disability Insurance Scheme; CBT: cognitive behavioural therapy; ACT: assertive
community treatment.
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