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. EXECUTIVE SUMMARY

Bland and Dufton in their report ” Mental Health: A Time for Action” noted that méwetalth
services throughout the province recognize the importance of promotion, prevention and
advocacy initiatives for mental and emotional health. Historically thesssost frequently
raised have been resources and the lack of expertise to meet the need of gizgcane. They
also reported that the majority of mental health promotion activities beirmgatiy mental

health services lack focus and are merely reactive responses to comequnsts.

This document provides the background information related to prevention, promotion and
advocacy of mental and emotional health. A service model, strategic framewadinga
process and templates to implement promotion, prevention and advocacy activities are

provided.

It is recommended that the service model, strategic framework, includipgatess and
templates, be approved for all mental, emotional health promotion, prevention and advocacy
activities for the province.
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[I. INTRODUCTION

Publicly funded health services in Nova Scotia operate a wide variety of pragsewhich, if

not aimed directly at improving mental health and preventing mental ilinessnbehave an
impact in that area. This includes areas such as: maternal and child helatioachi

immunization program, folic supplement programs for women of child bearing age, pragrams
reduce the rate of teenage pregnancy, and programs which try to ensurk bietng®f single
teenage mothers. The integration of health into schools is well developed in some parts of t
province but less so in others and similar comments would apply to the availability of
counselling and psycho-educational assessment services within the educattenal sys

The ‘Bland Dufton Report’ on mental health services in the Province in 2000 highlighted
the need for [1]:

* public information on mental illness covering a number of areas including
information about specific diseases, particular programmes and thessibidg, as
well as public information and activities to address stigma;

* amore integrated and proactive approach to mental health promotion and revention.

The report observed that although district mental health services recog@segbbrtance
of mental health promotion and prevention, they had neither sufficient time nor exjgertise
undertake initiatives in the area.

In response to this report, the Department of Health committed itself to/pasition on
mental illness as a leading cause of ill health and disability. A PromotieverRion and
Advocacy Core Program Standards Subcommittee undertook initial work. In September
2003, the Mental Health Steering Group of the Department of Health commissioned a
provincial working group to develop a systems model and strategy for mentél healt
promotion with targets for implementation. The purpose was:

To develop and recommend a provincial strategy for promotion, prevention and
advocacy of mental health problems to guide interventions across Nova Scotia built
on best practice and eviden¢8ee Appendix 1 for Terms of Reference)

Many initiatives bring together local agencies and services asegass's in collaborative
approaches to meet the needs of communities.
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1. MENTAL AND EMOTIONAL HEALTH
I HEALTH PROMOTION

Mental and emotional health is a positive sense of well being and an underlyihgnbmlie
own and others' dignity and worth [2]

Mental health problems are one of the leading causes of morbidity and disakitigorld.
According to World Health Organisation figures, depression is the fourth-leealirsg of
disability worldwide, and is forecast to become the second-leading worldwigde c&
disability by 2020 [6].

In 2003, the Canadian Community Health Survey found that even though mental iliness was as
common as other chronic diseases such as cardiovascular disease oooandéfp of people
sought treatment. (More details of these results can be found in Appendix 2).

Mental health promotion has a wide range of health and social benefits - improvezphysi
health, increased resilience, greater tolerance, participation and progliuBtiginotion also
contributes to health improvements for people living with mental health problems and
challenges stigma and discrimination, as well as increasing undergtandnental health
issues

The following definitions have been used to describe these concepts:

Mental Health Promotion: any action taken to maximize mental health and well being among
populations and individuals [3]. Mental Health promotion activities may be directed gaitonl
those who are well but also individuals or groups at risk, or already experiehoasg.il

Prevention: refers to ‘interventions that occur before the initial onset of a disorder’ tonpreve
the development of disorder [3]. The goals are to reduce incidence and prevaleyaensitla
or mitigate the problem or to minimize disability and avoid relapse. As such, poevent
activities include:

* Primary Prevention - directed at averting a mental health problem. dntems may be
aimed at the whole population (universal), at risk groups (selective) or individuals
displaying signs and symptoms that are not yet diagnosable (indicated).

» Secondary Prevention - directed at early detection and intervention to dethypions
mitigate a mental health problem.

» Tertiary Prevention - directed at minimizing disability and avoidingossan
individuals with a mental health disorder.

Appendix 3 summarizes some of the activities that evidence shows support good ntental a
emotional health across the lifespan.

Appendix 4 identifies situations at various stages of the life span that creratased risk of
mental health problems and for which Secondary Prevention measures may beatppropri
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Any strategy directed at promotion, prevention and advocacy activities shouldebleobaes
population health approach and be cognizant of the impact of all of the Determinangdtiof He
as identified by Health Canada. These include:

* income and social status;

» social support networks;

* education;

* employment and working conditions;
» social environments;

» physical environment;

» personal health practices and coping skills;
* culture;

* healthy child development;

* health services;

e gender;

» biology and genetic endowment [98].

In developing health promotion approaches, The Ottawa Charter provides keyysar&as to
consider. A combination of these strategies has been shown to be most effective agsl requi
collaborative intersectoral approaches. The five strategies are:

» Creating supportive environments;

» developing personal skills;

* building healthy public policy;

» strengthening community action;

» reorienting health and other services [98].

Health promotion and prevention activities often have overlapping outcomes. For example, a
strategy designed to promote healthy childhood development or good parenting skills
(promotion) may also prevent the onset of behavioural problems (prevention).

The Standards (See Table 2) outline the goals of promotion, prevention and advocaoy. It al
points out that the priority of the public mental health sector is to focus on grougisdt r
developing a mental health problem and vulnerable individuals with mental health problems.
This places their mandate within the domains of secondary (early intervemiibteraary
prevention. The standards also suggest that providers of mental health services need to
collaborate with other stakeholders who have as a primary focus the enhancktiemealth
status of the whole population, i.e. health promotion and primary prevention.

Mental and emotion health promotion aims to enhance factors conducive to positive mental
and emotional health while taking into consideration the factors that put mental heiskh a

or are barriers to positive mental health. There will always be a ramgiermal and external
factors that caenhance or proteanental health and well being or increasénerability to

mental ill health or disability.
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Factors associated with mental, emotional health include the following:
Risk factors[11-13]:

* social disadvantage.g. low household income, limited parental education, poor living
standards) ;

« family functioning (e.g. marital discord, parental emotional problems, puiciine-
rearing, abusive experiences, inadequate parental supervision or discighaiegdm
parent-child relationships, death and bereavement in the family, risk behavioonilgf fa
such as substance use);

* individual factors (e.g. early onset of behavioural problems and difficultresss
personality (such as rebelliousness), attitudes (e.g. towards subs&ndeung female
(e.g. for depression, anxiety and eating disorders));

« family history(e.g. behavioural and genetic inheritance);

e school factors (e.g. cognitive delays in childhood, school culture, disciplinartycess
academic failure, low intelligence, low commitment to school);

» peer factors (e.g. peer-group influences, values and norms, related to peee pressur
modelling, and rejection);

« community (e.g. impoverished neighbourhood, high crime rate, ineffective social
policies, laws and norms, availability of substances or weapons);

* media (e.g. television violence, alcohol advertising and media presentatiohs whic
normalise anti-social behaviours may increase risk, but are likely to mMakeely
minor contributions).

Protective factors[13]:

* intelligence and problem-solving abilities;

» external interests and affiliations, social competence, good peer relgignshi
* parental attachment and bonding;

» early temperament and behaviour.

The overlap of risk factors, and co-morbidity of mental illness, suggests thyapesention
programmes aimed at reducing risk may be more effective if directedtgeaeral mental
health rather than focusing on specific disorders. Mental health promotion appribecbése
aim to:

enhance protective factors birengthening the ability of individuals, families or
communities to cope with events that happen in their everyday lives, through:
» facilitating self-help networks;

* increasing coping skills;

* improving quality of life and feelings of satisfaction;

* enhancing self esteem;

* strengthening social support.
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decrease risk factors for poor mental health, such as;

anxiety,

depression,

stress and distress,

helplessness,

situations of family abuse and sexual abuse,
substance abuse,

violence and

social isolation,

and reduce inequities among populations,such as;

lack of access to services because of poverty or geographical location,
discrimination on grounds of gender, sexuality, race or disability,
community insecurity,

poor quality housing

unemployment.

The promotion of mental and emotional health will result in the achievement of the fgjlowi

goals:

to promote mental and emotional well-being with the general public, those at risk or
more vulnerable, and those with identified mental health problems, their carers and
families;

to contribute to a reduction in the incidence and impact of mental and emotional
distress, anxiety, illness and suicide;

to increase public and professional awareness of mental health issues.

to ensure that mental and emotional health is supported at all levels of policgmakin
and strategic planning;

to increase knowledge of effective practice in mental and emotional heattiogown;

to make information on the mental and emotional health status and needs of the
population more available and accessible;

to ensure service providers involved in the promotion of mental and emotional health are
knowledgeable and skilled.

(For further information on Mental and Emotional Health Promotion see Appendix 5)

Several effective interventions can help promote mental health and prevent meeittal
problems in those at high risk throughout the life span such as [2, 16, 17]:

high quality pre-school education and support visits for new parents can improve mental
health in children and parents in disadvantaged communities [17];

school-based interventions and parent training programmes for children showing
behavioural problems can improve conduct and mental well being [18];

mental health problems in children of separating parents can be reduced by providing
cognitive skills training and emotional support [16];

social support and problem solving or cognitive-behavioural training in the unemployed
can improve mental health and employment outcomes [16];

mental health problems often experienced by long-term carers can be pidaente
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respite care and some forms of psychosocial support [16].

Mental health promotion is most effective when information and support are availadblidne
messages reinforced, in a wide range of settings. For example, in the méakaywbrkplace, in
primary care, in schools, libraries, places of worship, recreation centreshemncdommunity
settings.

The following approaches are effective [2, 10,16]:

* promoting good social relationships, for example, through social skills and assssive
training, as well as communication and relationship skills;

» developing effective coping skills. These include problem solving skills, cogniiie s
and parenting skills;

» providing social support and making social changes. Examples include: changing school
attitudes regarding bullying, home visits from health workers to support new parents,
supporting bereaved families and supporting widows.

(Further information on Mental Health Promotion activities for specific age gcaupbe
found in Appendix 6)
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IV. STIGMA AND DISCRIMINATION

There is a high level of stigma associated with mental health problems emeiions to

counter stigma of mental illness represent a particular aspectiaftg@revention. Stigma
comes from a Greek word meaning a ‘mark of shame or discredit.’ It is arpattelabel a
group of people as less worthy of respect than others [68-71].

People with mental health problems are often stigmatised due to lack of knowledge,
misinformation and fear. Stigma against people with a mental iliness pitelnes negative
labels, or inaccurate and offensive representations in the media, portraypingstivelent,
comical or incompetent.

Some authors prefer the use of the word discrimination as being more appropriateiirdg

the problems faced by people with mental illnesses [71]. The disability nghtsment have
argued that people with disabilities do not find the concept of stigma to be a usefd one, a
stigma tends to put the focus on the ‘branded’ person while the concept of discrimination put
the focus on the individuals and institutions that practice it. Although these wete vali
arguments, we have used the term ‘stigma’ in this paper as this more comnaohlbyus

workers in this area.

A Report of the Minister of Health’s Advisory Council on Mental Health in Bri@®lumbia
identified four major stereotypes or emotional reactions to people with mémeakes that fuel
stigma and discrimination [71]:

» fear: fear of violence and unpredictability, and fear of what mental illness repsase
the way it attacks the faculties (emotions, thoughts, behaviours, self concepig and t
parts of us (the brain and mind) that define our very humanity;

* blame: the view that people with mental illnesses have brought their problems upon
themselves;

* poor prognosis. the view that there is little hope for recovery from mental iliness;

- disruption in social interaction: the view that people with mental illnesses are not easy
to talk to and have poor social skills

Some people affected by mental illness say that the effects of stegniee as distressing as
their symptoms. Stigma can be barrier to individuals and their families fraimggigte help
they need due to the fear of being discriminated against In a recenttBEatmutive survey,
half of all respondents said that they would not want anybody to know if they developed a
mental health problem. Nearly half of respondents in the same survey said thihotiggy
media portrayal of people with mental health problems was more negative thared6Sit
This has negative affects in many areas. People with serious mentalhbvesthe highest rate
of unemployment and underemployment of all people with disabilities, at a rateuatleB5%
[71]. When people with mental illness find work, that work tends to be sporadic, poorly paid
and lacking employee benefits [71]. They all too often find themselves involved ithtbe F”
occupations: food, filing and filth [71]. Mental illness is the second leadingeso@irgorkplace
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discrimination complaints. Surveys have consistently found that anywhere frothiahie
one-half of people with mental illnesses report being turned down for a job for whychehe
qualified after their illness was disclosed, or had been dismissed fronothegiand/or forced

to resign as a result of their mental illness. Figures are not dramyeliovedr for employment
within mental health agencies or for volunteer positions both inside and outside the mental
health field [69-71].

Contrary to common myths, schizophrenia is not a split personality, nor does the behaviour of
people with this diagnosis swing dramatically between ‘normal’ and dangeemseRvith
schizophrenia are rarely dangerous, but are experiencing things that careinelyxt

unpleasant and frightening for them. Recovery rates for mental health psadoierinetween

70% and 80% [69-71].

There have been a number of campaigns overseas to address stigma. In Englantj Chang
Minds is a five-year anti-stigma campaign organised by the Royal Calfd@gychiatrists [72].
In Australia, SANE runs a stigma—watch campaign [73].

The Scottish Government is running a similar campaign called ‘see me’ [68].
Figure 1

Scottish media guidelines [68]

Get on good terms

No Offence

Preferresd to mental illness, which can imply a sesvers,
diagnosed and enduring conditicn

Gensrally wsed to refer to a person with a diagnosed
condition or for whom problems sith their mental heatth
hawe a significarmt impact on their lives. Preferraed to
‘patient’, 'suffarar’, "wictim” otc.

Preferred to a "schizophrenic’, 'depressive’, 'ancrexic” etc.
See the person, and ot a label, by using maore pasitive and
sansitive tarms whan referring to them

Harmful, outdated and offensive terms. Mot to be usad in ary
context as they perpetusate ignorance and lead to stigmia

Should never b= used as a general description of someons
with mental healtth problems. Its only caorrect wuse is as a
specific description of the symptoms of psychosis

A common myth associated with the symptoms of
schizophrenia that people swing betwsaen being ‘'normal’ and
dargercus. This is rarely the case., although they may be
ex periencing very unpleasant or frightening thoughts

In Pennsylvania, the Open Minds Open Doors campaign revolves around the following four key
messages about stigma and discrimination [70]:
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» people who have mental illnesses have the same needs as everyone else;

* people who have mental illnesses can and do recover and live productive lives;

* people who have mental illnesses make valuable contributions to society;

» discrimination against people who have mental illnesses keeps them from segking he
and violates their basic human rights.

These campaigns have many features in common. These include informateis feathe
public and media about mental illnesses. In Australia and Scotland this is backed ap wi
monitoring programme that encourages people to report examples of stignatigingge in
the media, supplemented with letter templates for people to write to the penpgE®, 73].

The Pennsylvanian campaign has also produced a Mental Health in the Workplace bbisklet. T

is a guide for employers that details the benefits of hiring people who havd itheetaes. It

provides suggestions for recruiting and retaining people who have mental glnastfiaes

action items for educating employees about mental health issues and créatialghey"

environment, and demonstrates how businesses can save money in the process. A version of the
guide is also available for mental health providers as employers.

Although it is hard to evaluate the effect of these programmes, the dissemofatiedia
guidelines on the portrayal of suicide has been shown to be effective (see belawdy ks
Alberta showed that it was possible to improve one newspaper’s portrayal af itheesses,
specifically, schizophrenia [74hvestment in media guidelines for the portrayal of mental
illness would be a cost-effective initial step in an anti-stigma campaithre iProvince.
Similarly the employment guide has some examples of best practicéestda outcome.
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V. SUICIDE PREVENTION

The following components are included [93]:

Prevention: “suicide prevention includes any self injury prevention or health promotion
strategy generally or specifically aimed at reducing the incidendgrevalence of
suicidal behaviours (i.e. reducing risk)’[93].

Intervention: “suicide intervention includes early recognition and assessmesi, of r
immediate response, resource referrals, and follow-up management ame rhitecft
individuals at risk of suicide”

Postvention: “refers to the general care and support or spe@ainéet needed by
survivors of a suicide”.

The following definitions of suicidal behaviours are adapted from the Association
guébécoise de suicidology (AQS) and American National Strategy for Sureidenfion
[75,76]:

suicidality: a term that encompasses suicidal thoughts, ideation, plans, suicide
attempts, and completed suicide;

suicidal ideation: self-reported thoughts of engaging in suicide related behaviour;

suicidal behaviour: a spectrum of activities related to thoughts and behaviours that
include suicidal thinking, suicide attempts, and completed suicide;

suicidal act (also referred to as suicide attempt): a potentially self-injurious behaviour
for which there is evidence that the person probably intended to kill himself or harself
suicidal act may result in death, injuries, or no injuries;

suicide: death from injury, poisoning, or suffocation where there is evidence that a
deliberate self-inflicted act lead to the person’s death;

self harm/salf injury: the various methods by which individuals injure themselves, such
as self-laceration, self-battering, taking overdoses or exhibiting deioercklessness.

(Statistics from the World Health Organization and Statistics Canada amdnddneation can
be found in Appendix 7)

Although a large number of interventions have been suggested for tleatwavof suicide, no
single approach has produced unequivocal results. We review the@dmsdar which there is
the most evidence of effectiveness in the following areas [77, 94-96]:

1. Primary care

2. Secondary care

3. Public health measures

4. Community settings
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Primary and Community Care:

20 to 25% of those committing suicide have contact with someone on primary care in the week
before suicide. Although evidence for the effectiveness of educating geraatatiqgurers in the
diagnosis and treatment of depression in suicide rates has been equivocal, psirtatataes

that have been suggested include: an increased reliance on therapeutic doses offeewer, sa
antidepressants at the expense of older tricyclics and tranquilliserspnamyliquantities of
potentially toxic drugs [94]. Improvements in the treatment of depression would include
prescription for at least six months, longer-term prophylaxis with antiskegumés or lithium for
severe cases, and increased awareness of suicide in those at high-risk [93].

Secondary Care Setting:

Of completed suicides, 30-47% have a history of previous deliberate self-harnrtéy gfia

those committing suicide are under current or recent psychiatric careniSgreepatients to

identify those at the greatest risk for suicide, the treatment of suicitizhigaand

multidisciplinary audit of suicides are therefore important in secondagysedtings. Other

strategies include [76, 94-97]:

* maintenance therapy for major affective disorder;

* a‘Green card” scheme where all patients with a history of self-hargivem® an emergency
contact card;

* problem-solving therapy;

» flupenthixol treatment for recurrent self-harm;

» dialectical behavioural therapy for female patients with borderlirsopatity disorder and
recurrent self-harm;

» Cognitive Behaviour Therapy for repeated suicide attempts.

Public Health Measures:

There is evidence that the availability of particular methods is theegte@afluence on suicide
rates. Limiting access to means includes the changes to car exhabsis §itting catalytic
converters and selling over the counter drugs such as analgesics in pacidéages [94].
Guidelines on the reporting of suicide in the media currently exist in Ausasahiestricting the
reporting of a particular method leads to a reduction in the number who use this &dgans |
Other Public Health approaches such as crisis lines, school-based screeningiand publ
education have produced equivocal results because high-risk groups do not use them.

Community settings

Detection of suicidal behaviour in the community depends on recognising a change in a
person's mental state or behaviour, especially if they are known to ke\Waising signs of
impending suicide by some young people may include extreme changes in behaidwlal, s
threats or statements, and signs of depression. Understanding the implicbsiocis changes
and knowing how to access help are important for schools, the workplace, the community and
social services. Programmes for teachers and others in contact with yoptggmed at
highlighting or educating about risk factors and warning signs have shown passtivs.r
Enabling rapid access to support services for those who are contemplatidg sutal.
However it should be recognised that it is not always possible to identify young peagie at

or prevent a suicide. Problems may not be overtly obvious or evident in some young people
under stress.
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Current evidence is inadequate to support school-based suicide prevention programsbecause
the uncertainty regarding their effectiveness and safety. Prograrhmed therefore be

restricted to at-risk populations [77]. Coroners, police officers and prison seftioare face to

face with suicide and the suicidal in their daily professional lives. Satysdnd care of

bereaved or distressed friends and relatives should be an essential elehntrafriing, as

should the recognition of and response to suicidal behaviour. They also have an important role
to play in developing and maintaining the information and information systems arouide suic
while ensuring security and confidentiali@ther groups who may come into contact with

people at risk for suicide include the clergy, social services, local gogatrs@arvices and non-
statutory agencies

Implications

Systematic reviews of the prevention of suicide have therefoggested that the following
interventions show most promise and would be most amenable to evaluation [76, 94-97]:

» the development of locally agreed guidelines for the assessmeptimary and
secondary care of suicide risk in patients contemplating deliberate self-har

» the development of guidelines for follow-up of all inpatients disclthfgem hospital
including notification of general practitioners with 24 hours of discharge;

* increased awareness in health and social services of high sigisgsuch as those with
drug and alcohol problems;

» a review of prescribed medication of all patients who have a hisfadgliberate self-
harm;

* limiting quantities of over the counter medicines such as aspidnparacetamol, and
prescription quantities of particularly toxic drugs;

* reinforcement of guidelines on the reporting and showing of actuaicttwnilised
suicide

» modification of car design by having catalytic convertersdiiin cars sold before these
were compulsory and motor vehicles equipped with devices that wouldch sufftthe
motor whenever the level of carbon monoxide in the vehicle exceeds a certain level,

» easier access for those who exhibit self harm using an emergentgct card in
addition to standard care, the ‘green card scheme’;

» awareness of guidelines for the assessment of suicide riskighdrisk groups at
potential points of contact, including general practitioners, distriqitabstaff, school
teachers, social welfare, farmers federation and aa. theemgh risk groups previously
identified, this plan should begin by targeting gatekeepers in contact with:

* adult men (union representatives, workers in employment centres, etc.);

» older men (family helpers, golden age associations, other assoctaadmgrk with
the elderly);

» young people with unhealthy lifestyles and no sense of belonging to a life
environment, workplace or school.

(Recommendations of NSCNAS February, 2004 can be found in Appendix 8)

VI. STRATEGIC FRAMEWORK
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FORIMPLEMENTING MENTAL HEALTH

PROMOTION, PREVENTION AND ADVOCACY

Analysis of promotion and prevention programs internationally provides evidencedlmabst
effective strategies have the following elements in common:

» identified roles, responsibilities and accountabilities across multiplerseetg.
province, districts, local community;
» strategies target different settings, groups across the life span andonsiei@ation of
methods to target a mix of the determinants of health;
» improved outcomes in the three primary areas:

» social supports and networks

e structural barriers

» coping and life skills

These elements and the relationships between them are reprasehéstbliowing figure and
can be used as an umbrella framework when designing strategies to target gpeolétions.

Figure 2

Framework for Promotion, Prevention, Advocacy

Provincial DHAs&IWK/Shared DHAS Local
I
I I I I
Carry outin Different Target Groups Use a Combination of | | Target a Combination of
Settings Across Lifespan Methods Health Determinants
‘— QOutcomes ‘ ‘
I I
Increased Coping/ Increased Social Decreased Structural
Life Skills Supports/Networks Barriers
Improved Mental Health
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The Promotion, Prevention and Advocacy Service Model (Figure 3) representst leedirsf
the framework and outlines the roles and responsibilities of the various stakeholders

Figure 3

Service Model for Promotion, Prevention & Advocacy

PROVINCIAL DISTRICT/SHARED

EStab“S.h p_rova|aI Identify at risk groups
priorities
. . Support/participate in Participate in/
Coordinate provincially provincial/local health support provincial
directed activities promotion/ prevention /DHA initiatives
, initiatives
Collaborate with Coordinate local
intersectoral partners Development of resources to
n he:l;ttr;vliat:(e);notlon partnerships with other respond to
service providers and community need
<
Maintain current NGOs
program resources Deliver secondary
prevention programs

Fund DHAs/IWK and
local initiatives
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Nova Scotia Health

Implementing a strategy will require a process to ensure all elsroktite framework

are present. Figure 4 represents the steps in such a process.

Figure 4

Promotion, Prevention in Mental Health
Process for Development of Strategies

Assessment:

Identify groups at high risk throughout life span
Identify potential evidenced based interventions

Determine process and outcome indicators based on

determinants of health

Identify settings in which prevention activities need to be delive

Identify potential partnerships
Action Planning:
Determine priorities among target groups

Identify strengths and gaps in existing system
Determine potential programs, interventions

Define responsibilities at provincial, DHA and local levels

Establish appropriate partnerships

| mplementation:

. Using project management principles develop an implementati

plan

Evaluation:

Define an evaluation process: what data is required to measurg

outcomes?
Identify how the data will be collected.

Identify roles, responsibilities of Provincial, DHAs for collection,

processing and reporting information
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A series of templates have been developed to facilitate utilization of thissgroc

Template 1

Assessment Phase: Promotion, Prevention Strategy in Mental Health

Lifespan

Identified High
Risk Groups

Identified
Evidence Based
Interventions

Process &
Outcome
Indicators
(Based on
Determinants of
Health)

Identified
Settings for
Intervention
Delivery

Identified Potential
Partnerships

Perinatal
0 - 2 years

Pre-school
3-4

Children
5-12

Adolescent
13-18

Young Adult
19-25

Adult
26 - 64

Senior
65+
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Template 2

Planning Phase: Promotion, Prevention Strategy in Mental Health

Lifespan

Priority
Target
Groups

Current Programs/
Strengths (carried
out by other
departments/
agencies as well as
within Health)

Gap
Areas

Recommended
Program/Action

Provincial,
DHA, Local
Level

Responsibilities

Appropriate
Partnerships

Perinatal
0 - 2 years

Pre-school
3-4

Children
5-12

Adolescent
13-18

Young Adult
19-25

Adult
26 - 64

Senior
65+
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Template 3

Evaluation Phase: Promotion, Prevention Strategy in Mental Health

Lifespan

Process and
Outcome
Indicators

Data required
to measure
outcomes

Data
Sources

Responsibility for
gathering data

Responsibility for
data repository,
analysis and
report.

Perinatal
0-2

Pre-school
3-4

Children
5-12

Adolescent
13-18

Young Adult
19-25

Adult
26 - 64

Senior
65+
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Table 1 (CIHI 2002) [5]

Table 2 Health indicators framework (CIHI 2002) [5]

Well-Being Health conditions | Deaths Human function
1 Self-rated “1(BMI 1 Perinatal mortality | [ Functional health
health "1 RA/OA "1 Life expectancy 1 Two-week disability
7 Self- 1 Diabetes 1 Mortality crude days
esteem "1 Asthma counts/rates, age- 1 Activity limitation
1 High blood SMRs: 1 Conditions causing
pressure "1 Potential years of activity limitation
1 Chronic pain life lost (PYLL) rate 1 Disability-free life
] Chronic pain expectancy
1 Depression 1 Disability-adjusted life
[ Low birth years
weight 1 Health expectancy
1 Cancer
incidence
Well-being Physical, mental and social well- Self-rated health
being Self-esteem
Health Alterations of health status, Arthritis
Conditions distress, ADL, HS use e.g. Diabetes
disease, disorder, injury or Chronic pain
trauma, or other health-related Depression
states (pregnancy, aging, stress, Food/waterborne diseases
congenital anomaly, or genetic Iniurv hospitalisation
predisposition (WHO) Jury P
Human Levels of human function lead to Functional health
Function consequences of disease, Disability days
disorder, injury and other health Activity limitation
conditions. Health expectancy
Deaths Age-specific and condition Life expectancy
specific mortality rates Potential years of life lost
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Table 2 (Core Standards 2002) [4]

Domains Standar ds Statements Natur e of
(CCHSA) Evidence
Accessibility A.1l. A provincial strategy for secondary prevention of mental IV
health problems exists, developed with stakeholder involvement
including participation by the DHAs and the IWK in the
development and implementation of the strategy.
Appropriateness | A.2. The DHAs and the IWK identify and target high risk and IV
vulnerable groups in their communities, with focused,
evidence-based programmes to address their needs.
Efficiency A.3. Partnerships to implement promotion, prevention and 1]
advocacy programmes extend across all sectors including
individuals, organizations and communities.
Accessibility A.4. Education about mental illness, mental health care and the llI
mental health delivery system is provided at a district level for

individuals, families, staff and public.
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APPENDIX 1

TERMS OF REFERENCE

PROVINCIAL PROMOTION NETWORK, and PREVENTION, ADVOCACY WORKING
GROUP

Background:

Promotion, prevention and advocacy is one of the core programs of Nova Scotia’s mental
health system. System standards for this core program were develophedAsgrotion,
Prevention and Advocacy Subcommittee of the Core Program Standards Working Group
in 2003 and outlined the need for a provincial strategy for secondary prevention to guide
the work of the DHAs and the IWK. This provincial strategy must now be developed so
that the standards can be implemented.

There is a logical overlap between promotion, prevention and advocacy and the work that
had been initiated under the Anti-stigma Working Group.

A new Working Group is being established to build on the work of the Promotion,
Prevention and Advocacy Subcommittee and the Anti-stigma Working Group.

Purpose:

To develop and recommend a provincial strategy for promotion, prevention and advocacy
of mental health problems to guide interventions across Nova Scotia built on besepracti
and evidence.

Functions:

¢ Recommend a systems model for Secondary Prevention, Promotion, Advocacy
and Public Awareness.

Identify high risk groups for mental health issues.

Identify best practice interventions/strategies.

Collate resource materials with recommendations for housing, disseminatio
Recommend priority groups for consideration by DHAS.

Recommend provincial strategies to deal with promotion, advocacy and stigma,
including such things as public information about mental health care and the
delivery system and provider education and training.

Recommend evaluation protocol(s) for projects and strategies.
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Member ship:

* Representatives from previous Promotion, Prevention and Advocacy Core
Program Standards Subcommittee

* Representatives of previous Anti-Stigma Working Group

» Representatives from Consumer, Family and Community Working Group

* Representative from the Monitoring Mental Health of Nova Scotians Working
Group

*  Membership representing clinical, academic, administrative stakesolder

* Department of Health

This membership should represent a balance of urban and rural districts, the IWK,
consumers and advocacy groups.

Reporting Relationship:

Reports through the Provincial Steering Committee to the Executive DirecataM
Health Services.

Resour ces:

Staff support supplied through the Department of Health to include: meetingasatret
research, report writing and project management.

Reasonable expenditures incurred by members involved in the Prevention, Promotion,
Advocacy Working Group are reimbursed by the Department of Health.

M eeting Freguency:

At least every two months or more frequently at the call of the Chairperson.

Ddliver ables:

e Recommend systems model

¢ Recommend a provincial strategy for prevention that is targeted and evidence-
based

e Identify high risk groups with recommended priorities

e Recommend resource materials and housing and dissemination mechanisms

e Recommendations for provincial strategies for promotion, advocacy and
stigma

e Recommend evaluation protocol(s) for projects / strategies
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APPENDI X 2

Canadian Community Health Survey for Nova Scotia

Figure 1 shows the results from Nova Scotia.

Figurel

Canadian Community Health Survey,
Mental Health and Well-being profile

Major depressive disorder, all measured crite
Maria disorder, all measured criteria are met
Panic disorder, all measured criteria are met
Social aniety (social phobia), all measured
agoraphobia, all measured criteria are met
Had at least one disorder or substance depend
Suicidal thoughits in past 12 months

At risk of eating disorder

Alcohol dependence, highly probable caze
Micit drug dependence

Meither satisfied nor dissatisfied with life

o = 10 15

2002 - Mova Scotia; Total,
15 vears and over; Both
sexes; Percent

Percent

Acceptability, availability and accessibility are the barriers peégie to seeking help

for a mental disorder. Acceptability can be related to perceived quatityadient, or
stigma and discrimination. Inaccessibility may be due to difficultidedating a family
practitioner or mental health clinician. About one-third of people who reported
experiencing feelings and symptoms of a mental disorder or substance depsageace
talked to a health professional during the 12 months prior to the survey. Among those
who reported a disorder, family physicians were the most commonly used odéssi
resource - close to 26% of affected individuals consulted with their doctor. Regthia
were consulted by 12% of those who reported disorders and psychologists weredonsul
by just over 8%. Young people were least likely to seek care; just a quartkrobdchf
young adults reported consulting health care resources compared with 45%ségddlt
2510 44.

The survey also collected information on why people did not get help for theioaaipt
mental health or use of drugs or alcohol problems. The three most frequentlydeporte
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reasons were: "preferred to manage themselves”, "did not get around to it/did niot bothe
and "afraid to ask for help or of what others would think".

Not only were utilisation rates for mental health care services low, about pbbtede
unmet needs, but among those who did consult professionals, satisfaction levels were
high.

The survey did not specifically address high risk populations such as First Nattons

other epidemiological studies have documented high levels of mental health problems in
many Canadian Aboriginal communities [8]. These studies indicate rategcbigisc
disorders varying from levels comparable to those found in the general population to up
to twice those of neighbouring non-Aboriginal communities. Areas of concern include
suicide, problem drinking and pervasive demoralisation.

Data from Eastern Canada, the Prairies, and British Columbia show thaddtions and

Inuit people had a suicide rate in 1997 that was up to almost three times higher than the
1996 rate for the total Canadian population [9]. The 1996 crude suicide rate in Northwest
Territories Inuit was about six times higher than the national rate. Yoengware the

most common population group to commit suicide Eohol intoxication appeared in

33% of suicides in the Northwest Territories.

Other negative consequences of alcohol and substance abuse are also more severe in
indigenous Canadians, and Aboriginal youth are at two to six times higher rislefgr e
alcohol related problem than their non-Aboriginal counterparts in the Canadian
population.[9] A report by the Canadian Centre on Substance Abuse and the Addiction
Research Foundation of Ontario suggested that Aboriginal men may be more apt to abuse
alcohol while women tend to abuse drugs alone [9]. In 1996, Aboriginal people 15 years
of age or older living in the Northwest Territories were almost threestimore likely

than non-Aboriginal residents to have used marijuana or hashish in the past year and
three-and-a-half times more likely to have used LSD, speed, cocaine, crack of®jeroi
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APPENDIX 3

Summary of Evidencefor Activitiesthat Promote Mental & Emotional Health

Perinatal & | Pre-school | Children Adolescent | Young Adult | Adult Senior
Oto2years |2to4 5to 12 13to 19 19to 25 2510 65 65+
Home visits | Programs that promote: selff General Mass media to improve Support
concept, self-esteem, and | health general attitudes (most General
Educational | coping skills promotion effective when complementgdealth
childcare by focused community
Skill-based interventions Programs activities)
Parent which focus on specific life | aimed at
support events developing | General health promotion
self-concept | programs to prepare for life
Promote Interventions for children of transitions
attachment | divorcing parents Programs to
develop Brief interventions for:
Engaging coping skills | critical illness, divorce
Learning for stressful
Environment situations Interventions for
unemployed: social support,
Tailored problem solving, cognitive-
interventions | behavioural training
for
bereavement| Postnatal visits
etc
Structured groups for women
Interventions for carers
focusing on support or coping

HDA: Research and Evidence: Effectiveness of mental health promotion iniengent
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Situationswhich increaserisk and for which Targeted Secondary Prevention

APPENDIX 4

I nitiatives may be helpful

Perinatal & | Pre-School | Children Adolescent | Young Adult Adult Senior
Oto2 2t0 4 5t0 12 13t0 19 19 to 25 25 to 65 65+
Low infant Disruptive Parental Discord & Socially alienated Workplace Physical
birth weight | behaviour education family or disadvantaged| stress impairments
disorders below grade 10| violence
Birth Unemployed Non- Isolation &
complication | Insecure Parental Coercive meaningful | lack of social
attachment | unemployment | parenting School drop-out | work networks &
Poor infant style supports
health Coercive Discord and Minority citizen | Divorce
parenting family violence | Poor Loss of
Insecure practices monitoring Resident of rural | Bereavement| spouse
attachment Coercive supervision | or isolated area
Parental parenting style | home/ Substance Long term
Inadequate | depression school Teenage marriagemisuse care provider
cognitive Poor
stimulation | Anxiety & monitoring & | Low teacher- | Substance abusel Family
stress supervision at | student member with
Abuse and homeé& school | attachment | Family discord, | mental/
neglect Parental drug violence physical
& alcohol Low teacher- | Alienation disability
Mental or misuse student from school | Criminal activity
physical attachment Criminal
problems in a| Parental School Work stress activity
parent criminality or | Poor peer dropout
mental relations Body Image Social
Poverty disorder Experience of isolation
Inconsistent abuse or University stress
Development| Marital behaviour violence Family
al disorders | discord management in discord,
home / school | Parental violence
Intellectual Economic mental
disability deprivation | Alienation from| disorder Long term
school care provider
Development Substance
al disorders | Parental misuse
criminality,
Intellectual | substance Criminality
disability misuse or
mental disorder] Poor body
image

Adapted from: National Action Plan for Promotion, Prevention and Earlywhkréon for Mental
Health 2000.
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APPENDIX 5
Mental and Emotional Health Promotion

Figure 2. A map of positive and negative influences on Mental Health (Source:
Minding our Health 1999) [2]

Emaotional

~S¢lf
Manggement
~o Skills *«
\\\ \‘
: A

e
- -
- -
=

b 1
:" z" ; o
: 3 ;
Envifonmental / \ Socna‘l
; ; Ao
Quaﬁlty | ‘l Partu“'lpatlon
1 1 ) 1
_____ 1 i H } e
] 1 ] L}
i LY F] !
Socijl ‘\\ / Envirogmental
Alierfation \ // Deprivhtion
4
N o i Macro
LY ~
Y e S
Stress s
~ Meso

~~~-Negligence. -~

Micro

Increasing the elements above the central dotted line, or decreasingrtbatsle
below it, can promote mental health Action can occur at a number of levels:

Macro - local and regional policies;
Meso - family and community needs;
Micro - individual needs and preferences.

Further dimensions could be added to this model, such as life stages and settings, to
demonstrate the range of activities and the need for intervention throughout life
Influences are wider than health services. Good housing, having a job, accessé¢s servi
and activities that promote health generally, as well as servicedydiezgeted at the
primary prevention of mental health problems are all able to deliver benefitefaal
health.
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Figure three identifies a population perspective for developing a menlill hea

promotion framework.

Figure 3: TheHealth Australia discussion paper on mental health promotion

(Sour ce: Building capacity to promote the mental health of Australians 1996) [15]

Lifestyle and
Environments

Well Population Population at Risk Population with Populations with
Symptoms Mental Disorders
I I I I
Build Resilience and Reduce Avoidable Early Diagnosis Treatment and
Maintain Healthy Risks and Intervention Recovery of

Avoidable disability

Health Promotion

Prevention of
Disorders and
Mental Health
Problems

Detection and
Identification

Optimal
Management and
Care
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APPENDI X 6
Mental Health Promotion Activities

The working group was influenced by work undertaken in Northern Ireland thaestress
that any strategy and action plan should address issues which affect metitaitheal
should have a mental health rather than a mental illness focus and should aim to cover
the needs of individuals and communities, not just those with existing mental health
problems. It should also aim to increase understanding about mental health, develop
education programmes and plan a media strategy to support the framework.

The strategy and action plan focuses on the differing needs of children, young people,
adults and the elderly and identify groups, within each of these age rangdsmighc
benefit from specific intervention to promote good mental health and well being.

It specifically addresses suicide and deliberate self-harm partjcataong young
people and include measures to help young people develop a positive self-image and
healthy and satisfying relationships with peers and family.

In summary mental health promotion may involve a number of different activities:

* increasing awareness and understanding of mental health issues in the
community;

* enhancing positive mental health in the community;

» targeting vulnerable groups who are at risk;

* ensuring that those with existing mental health problems maximise theieabfanc
full and lasting recovery;

» ensuring that those with continuing mental health problems experience as little
stigma and exclusion from opportunities available to others in the community.

The home, schools, workplace, community, health and social services, and the
media are all settings where specific population groups can be reached diintl spec
mental health issues can be addressed. We therefore suppdtitsectoral
approach, supported by a strong policy context.

In childhood the importance of promoting mental health through the family,

through childcare services, through social services departments, and through out of
school activities as well as through schools is emphasised. For adolescents
voluntary, community and youth settings as well as training and post-secondary
education join schools, family and statutory services as arenas for actioduksr a

this spectrum of collaboration extends to include the workplace or further education
and relevant statutory, voluntary and community organisations with which they
come into contact. An employer's duty of care under health and safety, empioyme
and civil law extends to the mental well being of employees. Employmenslakis
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as equal opportunities, fair employment, disability discrimination and ra¢censla
also address the legal responsibilities of employers towards employeesayie m
mentally ill.

Many voluntary and community organisations contribute to improving the health of those
in need, whether that need arises from social disadvantage, or physical or psgaholog
problems. In addition, many voluntary organisations are concerned with suicitielp.g
lines, or are focused on helping those with a greater risk of suicide e.g. TheaBanadi
Mental Health Association. Many of these organisations are involved in thegraini
personnel from other voluntary and statutory services. Their role should be reddgnis
funding arrangements with the statutory sector.

Knowledge of all services offered by the voluntary and community sectordadinated
and effective working in a geographic location may not be apparent to statutocgse
and vice versa for the support of the distressed and the disadvantaged.

The media also have a role to play. There is widespread lack of understanding and
awareness of how to look after mental health, how to recognise and act on @arbyfsig
mental distress, when to seek help and what type of help may be available.

Children and young people

Since childhood mental distress is strongly predictive of poor mental health and social
outcomes in adult life, preventive interventions for children may bring long-term
psychological, social and economic benefits [16].

Poverty: Socially disadvantaged children are at higher risk of mental health problems and
later life. A number of interventions have been shown to be effective in disadvantaged
communities

» High quality preschool and nursery education can produce improved self-esteem,
motivation, social behaviour and other educational and social outcomes.

» Social support visits to provide new parents with childOrearing skills areieéfect
Parent training is likely to be adequate when parental skills deficiescaoenpanied
by a combination of health and socio-economic problems. A trial of support by
mature ‘lay’ mothers showed improvements in maternal mental health and hildca
[19]. Support during pregnancy is discussed later.

Substance and alcohol use: Most studies are school-based, though some also involved
parent and community involvement [10]. Although school-based health education
programmes are effective in increasing children's knowledge of health, tingigslo not
produce lasting behavioural change [10]. There is insufficient evidence fronsthdes

to assess the impact of parent and community involvement. There is some evidence that
school-based interventions for substance abuse have some effect in changingdenowled
about drugs and alcohol. More innovative programmes might bring about significant
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changes in health behaviour, but it is difficult to quantify the impact of the intevment
from the existing literature. Innovative health promotion interventions include the
following: social skills and resistance skills training; the exploration @ienices and
pressures children feel; activities aimed at building self-esteem Hvahseeness;
activities aimed at building awareness of social norms and establisbung orms; and
activities involving the use of peer leaders. These interventions share mutiocom
ground with many mental health promotion interventions and the health promoting
school initiative of the World Health Organisation.

Behavioural difficulties: Childhood behaviours such as expressed aggression and mood
changes are part of ordinary day-to-day behaviour [16]. However, when these are
sufficient to cause distress, they are sometimes considered to constdrdereid

behaviour. Diagnostic labels are not particularly helpful in this context andstudie
measure a variety of outcomes such as aggressive behaviour, social ae¢émptaself-
esteem and anxiety. Since childhood mental health problems are strongly yeesficti

poor mental health and social outcomes later in life, prevention may bring long-term
psychiatric, social and economic benefits [20, 21].

Various studies have explored the effectiveness of training parents to develkiighe s
necessary to deal effectively with childhood behavioural problems. (Table 1) [16]
Interventions involving parental role playing, behavioural management and play skill
reduced attention deficit and hyperactivity symptoms, as rated by teastteparents
[22] Similarly, a trial in Ireland found that parent training resulted in improved\beur
and psychological symptoms in children and increased parental self-confidence [23]

A two-year programme, which included family management training fonjsaaad
social skills training for their seven-year-old boys who were assessishstive by
teachers, was highly effective in reducing behavioural and adjustment prphfeans
further 3 years of follow up [24]iIndividual home-based training of parents in social
learning techniques may be as effective as office-based individual and igrioingt
and also cheaper [25T his suggests that parent training programmes such as self-
administered video-tape training, which are shown to be cost-effectiv@mtvimg
parent-child interactions and conduct disorders in children referred for treatae
also be useful as preventive interventions [26-28].

Two trials examined the effect of school-based social skills training oallyagjected

children [29, 30]Both showed improvements in social skills and reduced social isolation.
Assertiveness training has been reported to improve behaviour in children \ith ear
behavioural problems, although this conclusion was based on non-randomised sub-group
analysis and may not be reliable [31].

Teenage pupils with low self-esteem benefited from a cognitive—behavioerakintion
delivered over two days by an interactive personal computer programme in a school
setting [32].This has yet to be evaluated as a health intervention. Ethnic minority
teenagers with severe behaviour problems in the USA showed modest improvements in
self concept and short-term reductions in anxiety following an intervention based on
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social learning theory in which they were exposed to positive adult role modeés of t
same ethnic group [33].

The Olweus study in Norway showed that both being a bully or a victim of bullying is a
predictor for later problems, including conduct disorders, crime and alcohol abuse
(bullies) and depression, anxiety and suicidal behaviour (victims) Sdhificantly,

Olweus did not find any correlation between low self-esteem and being a btdhtivie
interventions to deal with the problem should include a systemic approach to the whole
school, as well as individuals.

Violence prevention: Some early intervention programmes for conduct disorders are
related to violence prevention rather than mental health. Of the eight studezsed\ay
the New Zealand Clearing House for Health Outcomes and Health Technology
Assessment (NZHTA), five of the interventions were in schools and three in the
community [10]. The studies were predominantly school-based curriculum-driven
universal interventions, directed at the general school community. Resultsaddica
very limited effect of these school programmes in altering outcomes sutthuakea to
violence or levels of self-reported violence. However, follow-up was very shotthatal
one of the studies [35]. In this one, positive results were achieved after tgdgreanly
one of the three cohorts who received the intervention. Two community-based
interventions for youth found generally encouraging results, though a parent-focused
intervention had limited success [36].

Depression: The three studies identified by the NZHTA Report investigated mood
disorder prevention in young people at high-risk for major depression through school-
based interventions. The improvements, regardless of condition, in two studies might be
due to a therapeutic effect of the screening interviews used to identifypaantgcat risk

for depression. However, it appears that classroom-based skills-orientedntitars

may prevent depression in young people [37]. Further research is required, with large
samples and methodologically rigorous designs.

Eating Disorders: The NZHTA Report only identified four relevant studies of early
interventions for restrictive eating disorders. Two focused on university uadesdes,

and the other two included high school students with sub-sample analyses of women at
high-risk for eating disorders. Three interventions included lesson-based group
discussions, and the other intervention involved software resources and an e-mail
discussion list. Overall, these studies reported limited and inconsistentdévels
effectiveness for interventions involving female students in late adoles&auyeimage
attitudes were improved by the intervention in two studies. However, there were no
effects on eating disordered behaviour. Interventions for students at high-resiifay
disorders reported mixed results. The improvement over time in two studieslesgaf
condition, suggests a possible effect of altering attitudes through completing
guestionnaires. No impact on eating behaviour was demonstrated despite some short-
term changes on intermediary variables such as self-esteem and bodsfalcsat
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Children and divorce or bereavement: Children who experience serious adverse life
events such as parents divorcing or the loss of a close relative may developurahavi
and emotional problems. Parental separation is more common, and its adverse effect
greater than that due to parental death [38].

School-based programmes for children of divorcing parents have been shown to improve
mental health. The Children of Divorce Intervention Programme (CODIP) usddtiywee
school-based sessions, led by trained facilitators, to communicate feptmgde

emotional support and develop the skills needed to resolve interpersonal problems. Ten-
year-olds showed significantly greater gains in terms of adjustment anddowety

than were evident within the control group immediately after the interventiom[83s
rigorous evaluations, a similar programme in younger children within ethnicitr@aor

also reported benefits [40, 4blt no longer-term follow-up has been reported. A more
labour intensive intervention with 7 to 10-year-olds showed, after one year, that skill
building improved children’s adjustment to their circumstances, thereby reduciiegya

and improving their ability to deal with emotional conflict [42].

Workshops exploring issues of grief, loss and family dynamics provided forerhild

who had experienced the death of a parent, reported improved parent—child relationships
and a reduction in parental reports of depression and behaviour problems in older
children after six months [43].

Adults (working age and over 65) [16]:

Undergoing divorce or separation: Separation and divorce can lead to a number of
severe mental health problems. There is evidence that a mental health promotion
intervention can reduce psychiatric symptoms under these circumstancestheth i
short term and longer term [44].

The University of Colorado Separation and Divorce Programme for newly saparat
people that used individual counselling and group study to provide general support and
build specific coping skills, was evaluated in volunteers [45]. Reported improvements i
psychological adjustment and lower levels of psychiatric symptoms weeengasover

four years [46-48].

Experiencing unemployment [16]: Not all unemployed people are at equal risk of
depression. Evaluation shows that effective interventions are those with a stnangrio

job search self-efficacy, social and emotional coping skills and building social suppor

The unemployed can be helped to deal with feelings of helplessness and depression, and
their chances of finding a job can be increased [49].

An evaluation of a US programme (JOBS) aimed at improving job-search and problem-
solving skills and helping the recently unemployed cope with setbacks demonstrated
better mental health, motivation and employment outcomes which were sustainad over
2.5 year follow-up [16]. However, a subsequent large RCT reported that the besefit wa
confined to people with depressive symptoms, financial strain and low assertivemess
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were vulnerable to deterioration in mental health [50]. Cognitive behavioural therapy
may increase mental health, possibly by increasing employability in lcerger t
unemployed professionals.

Depression in pregnancy: Ten to 15 % of mothers experience postnatal depression. This
can lead to chronic mental health problems and adversely affect the child [16].

Home-based social support to pregnant women at high risk, such as socially
disadvantaged groups by health care professionals improves metal healthesutoom
both mother and baby. Continuous support for women during labour from friends or lay
volunteers, can also reduce depression and raise self-esteem [16].

The evidence for the effectiveness of interventions to specifically prewstitgal
depression is more equivocal. Antenatal and postnatal parenthood groups for high risk
first-time mothers were found to result in a significant reduction in postnais$ston

in the first two months [51However, a more recent study found no effect, possibly due
to the low (30%) uptake [52A small trial found that a 15-minute tape recording using
relaxation and guided imagery in the first 4 weeks postpartum improved psychological
outcomes [53].

Women who experience a miscarriage, a perinatal death, or have a pregmamateer
are also at increased risk of psychological morbidity, especially in ghdéew months.
None of the three trials examining various forms of counselling or psychological
debriefing showed a sustained effect [54-56].

Bereavement: Several programmes aimed at reducing mental health problems in recently
bereaved spouses have been evaluated in RCTs. The Family BereavementrReogram
mentioned earlier showed positive effects resulting from grief workshops fdrechand

their parents [43]A self-help ‘Widow to Widow’ programme, in which recently

widowed women received support from another widow and attended small group
meetings, showed accelerated achievement of landmark stages suclngsastety
relationship and new activities. However, there were several weakneslsesnethods

used [57].

In contrast, bereavement counselling showed no effect on quality of life, datisfar
frustration levels of people close to deceased cancer patienté [&8Hhll trial of
different models of nurse-led group psychotherapy failed to show any difference in
depression among spouses of people who had committed suicide [59].

Long-term caregivers of people who are highly dependent: There are several

evaluations of ways of improving the psychological health of those who are aaring f
people who are highly dependent either because of age or physical or mentahill healt
Nearly all studies of caregivers report high praise for the servicewee, independent

of changes in levels of distress. Consequently, only studies that examineteneds
caregiver distress are included.

In a meta-analysis of 15 studies, over half of which were RCTs, in which caregive
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distress was measured [60fly two types of intervention were shown to be effective:
individual psycho-social interventions and receipt of respite care. Group psyethosoci
interventions showed less effect, a finding confirmed in studies directly compar
individual and group interventions [61].

Several other experimental evaluations have been reported since thisalgseésavas
published. Two trials show that interventions such as group sessions for carers, combined
either with training in assertiveness and coping skills [62] or with counsgidjgan

reduce psychological morbidity in those caring for older people with Alzhesmer’

disease, at least in the short term. In addition, a psycho-educational prograsme w

found to increase the coping ability of adults caring for ageing parents [64].

A group intervention aimed at spouses of frail elderly veterans also found short-term
improvements in coping and reduced stress [6&nsive support with case management
and respite care was shown to reduce depression and anxiety in parents of chtidren w
handicapping conditions [66RCTs of counselling by itself showed no sustained effect
on improving carers’ mental health or reducing strain in the families of patdntitted

for schizophrenia.

Teenage parents and their children:

There is a high incidence of poor outcomes among the children of teenage parents
including developmental and learning problems, and child maltreatment [67]. R@renti
programmes may have effective in improving outcomes for both teenage parents and
their children. Both individual and group-based parenting programmes produce
improvements in a range of maternal and infant measures of outcome including mothe
infant interaction, language development, parental attitudes, parental knowledge,
maternal mealtime communication, maternal self-confidence and matknaly [67].
There is, however, a need for further research into the effectiveness of parenting
programmes for teenage parents [67].

Summary

The scientific literature suggests that interventions that are édrgéespecific high-risk
groups are the most effective. This is especially the case for individhalbave
multiple risk factors, such as a recent life event or pregnancy, social disagvand
pre-existing dysphoria and low self esteem. Particular programmesidn there is
greatest evidence of effectiveness include:

» school education and support visits for new parents can improve mental health in
children and parents in disadvantaged communities;

» school-based interventions and parent training programmes for children showing
behavioural problems can improve conduct and mental well being;

» mental health problems in children of separating parents can be reduced by
providing cognitive skills training and emotional support;
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» social support and problem solving or cognitive-behavioural training in the
unemployed can improve mental health and employment outcomes;

* mental health problems often experienced by long-term carers can be ptevente
by respite care and some forms of psychosocial support.

The evidence from these effectiveness reviews should inform work to support mental
and emotional health in Nova Scotia.
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APPENDIX 7 - WHO and Stats Canada

The World Health Organisation estimated that 815,000 people killed themselves
worldwide in 2000, giving an overall age-adjusted rate of 14.5 per 100,000. Suicide in
Canada is a significant public health problem that is largely preventable [77].
Canadians are seven times more likely to die from suicide than to be the victim of a
homicide Aboriginal Canadians, especially young native males, are aaigte risk

[77]. Some aboriginal communities have rates 3-5 times higher than thelgenera
population. Suicide is currently the fifth leading cause of death among Canadians and
is the second leading cause of death among Canadian children and youth aged 10 to 24
years. In 1998, approximately 3,700 Canadians took their own lives, an average of
about 10 suicides per day that year [77]. There is a concern that the incidence of
suicide, especially among young men may be increasing. Nova Scotia ha&sdrepor
slightly more than 100 deaths due to suicide per year during the past twenty years
Suicide is one of the top three injuries causing death and hospitalization in Nova
Scotia [79]. Table 3: Suicides, and suicide rate, by sex, by age group

1996 1997 1981 1991 1996 1997

Number of suicides Suicide rate per 100,000 population|
All ages 3,941 3,681 14.0| 13.3| 13.2| 12.3|
Males 3003 2,914 21.3| 21.6| 20.8| 19.6|
[Females 848| 767 6.8 5.3 5.6| 5.1
1-14 years 41 51 0.7 0.6 0.7 0.9
IMales 3. 39| 1.0 0.7| 1.1 1.4
IFemales ) 12| 0.4 0.4 0.3 0.4
15-19 years 231 261) 12.7 13.8 11.5 12.9
Males 190 207| 21.2 23.( 18.5 19.9
IFemales 41 54| 3.8 4.0 4.2 5.5
20-24 years 350 293 19.6 18.2 17.2 14.5
Males 300 257 33.2 31.7| 29.C 24.9
IFemales 5D 36 5.9 4.1) 5.0 3.6
25-44 years 1,710 1,549 17.4 18.1| 17.¢ 15.8
Males 1,390  1,22¢ 26.2 28.¢ 24.7 25.0
IFemales 38D 321) 8.6 7.6 8.6 6.6
45-64 years 1,060 1,07% 20.1] 16.2 16.6 16.5
Males 786 826 28.6 25.7| 24.7 25.5
IFemales 274 248 11.9 6.9 8.6 7.6
|65 years and ove 489 452 18.3 14.7 13.4 12.4
IMales 395 357| 30.4 26.3 25.6 23.0
IFemales 94 95 9.2 5.6 4.5 4.5
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In terms of comparisons with other Canadian provinces and other countries, the suicide
rate for the Maritimes almost matched that of Canada at 12 per 100.000. (Table 4). The
overall suicide rate in Canada is similar to that of the United States but cabsrder

higher that in the United Kingdom and Australia where there have been aabite aff
suicide prevention.

Comparative suicide rates per 100 (00 people in 1993 and potential years of life lost (PYLL) per 1
000 people in 1993, by industrialized country and by region of Canada
SUICIDE REATE FYLL
MEN WOMEN  TOTAL MEN WOMEN  TOTAL
Quebec 294 7.1 131 107 2.3 0.6
Australia 157 43 114 LE L4 39
Austria 320 S0 197 83 26 Jb
Belgium (1989) 74 10.3 133 T4 28 31
Denmark 77 133 203 7a 30 5.3
Finland 445 1o 273 146 3.3 51
France (1992) 302 100 194 83 27 5.5
Germany 218 71 139 37 L7 3B
Hungary Jo4 138 343 149 37 52
Iceland 132 .1 107 36 L7 37
Israel (1992) 133 46 39 533 46 1.0
Japan 20.5 9.3 149 36 22 39
Netherlands 134 6.3 29 41 L4 0
Norway (1993) 09 7B 141 70 23 47
Spain (1992) 109 30 6.7 27 07 L7
Sweden (1992) 208 89 147 38 26 43
United  King- 12.5 34 a0 43 Lo 27
dom
United States 208 47 123 6.6 L3 £0
Maritimes 201 41 120 * * "
Ontario 1537 =X 100 5.0 L3 32
IPrai.rie Prov- e 38 147 * * *
inces
Alberta 264 59 1ol a0 L5 5.3
British Colum- 1535 =X 113 6.4 L6 £0
bia
Canada 20.8 3.3 129 74 19 7

Source: Wiorld Health Organization, M55, Dandelle Saint-Laurent, 1997,

Table4 [75] * Diata not computed
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Factors Associated with Suicide[10]

Three different types of people attempt suicide — those who want to die, those who want
to escape mental distress in the short term and those for whom it is an appeal or an
attempt to mobilise or move others [10]. It is those in the first group, who are by far the
smallest group, who are most likely to commit suicide [80].

There is no single cause of suicide. It is possible though to identify factoc$, mhy
make people more vulnerable to suicide and precipitating events, which may trigger a
suicidal process [10].

It is estimated that one per cent of those who make a suicide attempt die v@thin t
following year [10]. These people are more likely to be those who are of an older age
group, male, separated, living alone and who have a history of psychiatric illness, a
history of alcohol misuse or have physical ill-health [78].

The increasing suicide rate in those aged 15 to 24 years is associated with a number of
other population characteristics; higher divorce rate, high unemployment, redaction i
the population under the age of 15 years, increase in the percentage of the population
over 65 years, more women in the work force and an increase in women in tertiary
education. Other factors associated are an increase in alcohol consumption and a
reduction in church membership [10].

A number of risk factors for suicide have been highlighted in various studies. These can
be divided into primary, secondary and situational risk factors and are descrihed next

Primary risk factorsfor suicide

Mental illness

There is clear relationship between mental illness and suicide. The commagaskds

are depression, schizophrenia, personality disorder and alcohol or drug dependence. A
quarter of suicides have been in contact with mental health services in thefgear be
death. Half the suicides had been in contact with mental health services in khe wee
before death. Less than half of community suicides received any form biopsyical
intervention, including psychological support [10].

Alcohol and drugs misuse
Substance misuse may supplement other risk factors through reduced personal
control and more reckless behaviour.

Previous Attempt

Lewinsohn found that subjects who reported having made at least one suicide attempt
prior to the study were nearly twenty times more likely to make anotleen@tthan

those who did not report a previous attempt [81]. They concluded that the “strongest
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predictor of future attempt was the occurrence of a past attempt.
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Hopelessness

A study of 14 to 20 year olds in Holland found that certain characteristics such as
hopelessness and low self-esteem were predictors of suicide attemptscéusles
with eating disorders were also at increased risk [82].

Follow-up of a group of adolescent psychiatric patients over a 10-year period
demonstrated that more than 90% of the eventual suicides were predicted by the
degree of hopelessness and pessimism that they expressed [83].

Secondary Risk Factorsfor Suicide

Per sonality disorder [10]

Independent risk factors for suicide include personality disorder partycafgisocial
avoidant and dependent disorders [84, 85]. Adolescents who have been diagnosed with
a personality disorder may be up to 10 times more likely to attempt or comnulesuici

than those who have not [86]. Although personality disorder and conduct disorders are
significant risk factors in themselves, they are particularly prediofigaicide

attempts especially in combination with substance abuse and depression [87].

Physical illness

Chronic physical disorders are known to be common among suicide victims. This is
particularly true for elderly male victims. The link between suicide agdiphl illness

may be due to several factors including pain, depression, alcohol abuse and difficulty i
coming to terms with the illness [87].

Situational Risk Factors

Family environment

Some family characteristics have been identified as common factors incathbles
suicides. These are a family history of mental or emotional distressjlg fastory of
suicidal behaviour, family breakdown and childhood neglect or abuse [88-89].

Social relationships

Being recently bereaved is a suicide risk factor. Parental death dhilidigood may

increase the subsequent risk of suicide in adulthood and recent bereavement is also an
associated factor [9Meer relationships are also important in adolescence and the break
up of a sexual relationship, particularly in young males, appears to be a sabgtknti
factor. With both bereavement and relationship breakdown, the individuals most at risk of
suicide are those who have a previous history of suicidal behaviour. Social isolation,
being unmarried and living alone are more common in those with depression who later
commit suicide than those who do not. Some elderly persons who have committed
suicide had had little social contact, for instance they had only been visited mootha

or less [91]. This was in comparison to controls who were repeatedly visited more tha
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once per week and had less emotional distress.

Unemployment

While there is a known association between unemployment and suicide, especially i
men, the nature of this link is not clear [92]. It may either reflect thetedfe
unemployment on mental health or the increased risk that people with psychiatric
disorders have of being unemployed.

Media cover age

Exposure to suicide in the media may be a risk factor for adolescents who may
imitate the act. There has been an increase in adolescent suicidal deaths during a 1
to 2 week period following media coverage of a prominent suicide or aftenttti
television shows featuring adolescent suicide [10].

High risk groups

From the risk factors described in the previous sections, we can identify gpoerzs
who are at particularly high risk and should be particularly targeted [75]:
* Men at risk of suicide
» with problems of substance abuse or dependency (drugs, alcohol or other);
* young people with mental disorders;
* in prison
* Men presenting a number of risk factors.
» People at risk of attempting suicide or who have already attempted suicide
* Young women between the ages of 14 and 19 presenting a number of risk factors;
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APPENDI X 8

Recommended Componentsfor a Suicide Prevention Strategy
for Inclusion in the Mental Health Prevention, Promotion
and Advocacy Strategy for Nova Scotia

Submitted for Consideration by the Nova Scotia
Community Network to Address Suicide
(NSCNAS),

February 18, 2004

A. Introduction

The NSCNAS was formed to fulfil the priorities of the first Suicide Symposiumghw

was held in May 2003 at Mount St Vincent University, Halifax, NS. The well-attende
symposium was a clear demonstration by community groups, individuals and gavernme
of the need for action on this serious issue. The NSCNAS now welcomes the opportunity
to frame a suicide prevention strategy for Nova Scotians.

TheSuicide Prevention Strateggction of the draft document entitlental Health
Promotion, Prevention and Advocacy Strategy for Nova Scadieals with the specific
issue of suicide. However, there is recognition by NSCNAS that many of the
contributing risk factors for suicide overlap with the determinants and citanoes of
general mental and emotional well being. The summary points and recommended
actions contained in this draft complement those put forward in other sections ofAthe PP
draft, and are found in a number of national and provincial strategies reviewed by
NSCNAS.

Whenthe term*suicide prevention strategyis used in this document, it is understood by
the authors to include prevention, intervention and postvention.

B. Definitions!

To ensure a common understanding of the terminology used in this paper, the following
well-used terms are defined for the readers:

1. Suicidality: A term that encompasses suicidal thoughts, ideation, plans, suicide
attempts, and completed suicide.

2. Suicidal Ideation: Self-reported thoughts of engaging in suicide related behavior.

L American National Stratgey for Suicide Preventionited States Department of Health and
Human Services, 2001.
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3. Suicidal Behaviour: A spectrum of activities related to thoughts and behaviors that
include suicidal thinking, suicide attempts, and completed suicide.

4. Suicidal Act (also referred to as suicide attempt): A potentially self-injurious behavior
for which there is evidence that the person probably intended to kill himself or harself
suicidal act may result in death, injuries, or no injuries.

5. Suicide: Death from injury, poisoning, or suffocation where there is evidence that a
self-inflicted act lead to the person’s death.

6. Self Harm/Self Injury: The various methods by which individuals injure themselves,
such as self-laceration, self-battering, taking overdoses or exhibitibe raat
recklessness.

Table: Health Canada Statistics from PPA document.

C. Context and Rationale

Suicide in Nova Scotia is a significant public health problem, and is both an individual
[family and community tragedy. There were approximately 3700 deaths due tie suici
reported in Canada in 1998Nova Scotia reported slightly more than 100 deaths due to
suicide per year during the past twenty yeg@nseed source- PPA document). As well,
suicide is one of the top three injuries causing death and hospitalisation in Nova Scotia.

Suicide prevention is a complex issue that requires a multi-faceted approachltp de
comprehensive, provincial strategy. To be comprehensive the strategy wilbneed t
encompass prevention, intervention and postvention, and include multi-sectoral
involvements looking at all the determinants of health in addition to immediate risk
factors? The following statement describes how suicide prevention efforts are done
most effectively:

“Suicide prevention efforts will be ineffectivettiey are not set within a framework of large scale
plans developed by multi disciplinary teams conipggiovernment officials, health care planners
and health care workers, and researchers andtfmaets from a variety of disciplines and
sectors. Major planning and resources and coltlmor between these groups will go a long way
towards reducing this important health problem”.

2 Guo, B., Ann Scott, Samantha Bowk8uicide Prevention Strategies: Evidence from Syasiem
ReviewsFebruary 2003, page 1.

3presentation entitled Comprehensive Report onibgln Nova Scotia, by S Ackroyd and JM
Tallon.

4 Report on Proposed National Priorities for Injemgvention and Control, by the Federal
Provincial Territorial Sub Committee on Injury Pesion and Control , December 2001.

® World Health OrganizationVorld Report on Violence and Healtrug, EG, Dahlberg, LL,
Mercy, JA, Zwi, AB, Lozano, R editors. Geneva, S@&itand” World Health Organization, 2002, p 206
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In addition, the development of resilience and protective factors by individuals and
communities is crucial to a comprehensive plan. These factors may inclutamtat
address well being and generic skill building such as developing strong socianprobl
solving and coping skills, and having supportive relationships.

D. Recommended Components of a Suicide Prevention Strategy

The NSCNAS reviewed and analysed existing strategies to prepaatioterg list of
recommendations for inclusion in a provincial prevention strategy. In addition to being
crucial to a comprehensive strategy, the following components are the mosbmena
evaluation.

1. Provide a Provincial Network of Comprehensive, Integrated Services
The following components are included:

» Prevention: “suicide prevention includes any self-injury prevention or health
promotion strategy generally or specifically aimed at reducing theeince and
prevalence of suicidal behaviours (i.e. reducing risk)”.

* Intervention: “suicide intervention includes early recognition and assessment of
risk, immediate response, resource referrals, and follow-up management and
treatment of individuals at risk of suicide”

» Postvention: “refers to the general care and support or special treatment needed b
survivors of a suicide®. A general discussion was held during the May/03
Suicide Symposium, and the direction taken to include activities undertaken to
deal with the aftermath of suicide when referring to postvention.

Recommendations:

» conduct a comprehensive province-wide needs assessment:

» identify services currently available;

» determine those services that are working well;

» then, identify gaps in service provision and identify what services are needed.

® Dratft Document, Unpublished Report entitBdnchmark Report: The Status of Suicide in Nova
Scotig 1% Suicide Symposium Report, by Susan Hare, MaeveDMagall and Sandra Nicholas, 2003.

" Suicide in Canada: Update of the Report of the Tramice on Suicide in Canadglealth
Programs and Services Branch, Health Canada, pagé,57

8Ibid, page 57

glbid, page 57
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« Complete a comprehensive search of evidence-based best practices for suicide
prevention.
» Develop an implementation plan for province-wide services.

2. Improve Skills of Professionals, Gate Keepersand L ay Persons

Improved training and skill building for all key players was identified duriracad

group at the 2003 NS Suicide Symposium as a top priority for attention in a NS Suicide
Prevention Strategy. In addition, the Mental Health Standards of the Department of
Health identify suicide risk assessment as a core competency for mettiaisieff'°
Recommendations:

* Develop standards for basic suicide risk assessment and intervention for persons
working in all service areas identified in #1, and for specialized training for
mental health care staff.

* Explore and develop training packages for both basic and for specialized training.

* Develop an implementation plan for province-wide training.

3. Reduce Availability and L ethality of Suicide Methods

Removing access to means of suicide has been identified in the literatureéadaauc
comprehensive suicide prevention strategy. Research indicates that |anttegs to
lethal means such as firearms, and limiting the package sizes for n@dicaich as
aspirin, reduced mortalit¥.

Recommendations:
* Identify the lethal methods most common in NS.
» Develop policies limiting access to those methods.
* Promote initiatives designed to restrict access to, or minimize risks s& tho
methods.

4. Conduct Research on Suicide and Suicide Prevention

Useful and timely local and national research on suicide-related topics istlyurre
limited. In order to understand the complexities of suicide, and then develop effective
suicide prevention initiatives, enhanced research is required. Nova Scotia has the
capacity to develop partnerships and initiate opportunities for ongoing research on
suicide.

19 standards for Mental Health Services in Nova i@c@epartment of Health, 2003, page2.4

1 \world Report on Violence and HeglitvHO, 2002
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Recommendations:

* Promote and adequately resource research on suicide prevention, intervention
and postvention.

» Research needs to be connected to accurate surveillance measures in NS.

» Local research needs to be linked to other provincial, national and international
research.

» ldentify priority areas of research including assessment of screewoisga
identify risk factors for suicide.

5. Evaluation

Evaluation needs to be built into the design of the strategy; there is a needrordeter
the impact of suicide prevention activities on suicide and attempted suicide sates. A
well, there is recognition that suicide rates should not be the only measure for the
effectiveness of programs, a point well expressed by the following:

“Suicide is an outcome of complex interactions among neurobiological, genetic,
psychological, social, cultural and environmental risk and protective
factorisz...determining the effects of suicide prevention strategies igcaltlif

task.’

It is imperative to include implementation indicators, which measure theiedfeess of
prevention activities and monitor outcomes. To ensure inclusiveness, evaluation needs to
be long term, multifaceted, include both deaths and attempts, and be based on accurate
surveillance. Tools to measure outcomes such as HoNOS, can be used to measure overal
outcomes.

Recommendations:
» ldentify gaps and weaknesses in current surveillance activities in NS.
» Develop a body to initiate, co-ordinate and support evaluation & research.
» Designate this body to share knowledge and findings to the field.

6. Rolesand Responsibilities

Those working in suicide prevention at the local, regional and provincial levels need to
know their respective roles in dealing with this issue. An enhanced sense of joint
responsibility needs to be fostered amongst the partners, which include regi@sen

from communities, service providers, and government.

12 Suicide Prevention Strategies: Evidence from aeByatic RevienBing et al, Feb 2003
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Recommendations:
» Identify the key players.
* Appoint a provincial coordinator/lead agency to work with the key players to
describe the roles and responsibilities of each in implementing the suicide
prevention strategy in an inclusive and multi-sectoral process.

7. Investment of Solutions

To implement a suicide prevention strategy there will need to be adequateesdour
ensure positive outcomes. This fact is stated clearly in the following:

“Major planning, resources and collaboration will go a long way to reducing this
important public health problent®

Recommendations:
» Identify resource needs for formal as well as community & informal support
services.
» Facilitate distribution of resources for suicide prevention services.
* Ensure that suicide prevention receives an equitable share of financiatessour
allocated for health programs with similar impact (i.e. those preventiniy)deat

8. Reduce Risk and Improve Resiliency and Protective Factorsin Key High Risk
Groups

Through a review of existing suicide prevention strategies from other provinces &
countries, there are focused interventions for high-risk groups. These groups vary
according to geographic location, cultural issues and societal events. Thdre may
special groups in NS for which focused intervention is required.

Recommendations:
* ldentify high-risk groups in NS.
* Research and explore potential for focused interventions.

9. Youth
“Suicide closely follows motor vehicle collisions as the most likely causieath among

Canadian Youth ages 10-24 and results in one of the highest rates of potential years of
life lost”.** Of particular concern is the high incidence in young men, particularly of

13 World Report on Violence and Hegl{206)

14Report on Proposed National Priorities for InjuryeRention and Control
Federal/Provincial/Territorial Sub Committee oruityj Prevention and Control, Dec 2001.
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aboriginal origirt®>. By developing resiliency and protective factors in youth, the plan is
to reduce the incidence of suicide in this group. As such, this group has been identified
as a separate component of the prevention strategy.

Recommendations:
» ldentify key players working with youth and collaboratively develop guidelines.
» Develop focused strategies targeting their special needs, which addpess he
seeking behaviours, anti-stigma/attitudes, and generic skill building.

10. Public Awareness

Accurate media portrayal of suicide and improved public awareness of the issues a
crucial to the success of a province-wide suicide prevention program. One way to
enhance reporting in the media is the development of guidelines for resporzdolgge

to the public of the complexities of suicide. The portrayal should include information on
the early recognition of mental health problems and guidance on how to seek appropriate
help. There is a need to connect with the Anti Stigma Task Group as they argworki

on this issue.

Recommendations:

» Develop a communication plan for portrayal of suicidal behaviour, mental iliness
and addictions in the media in NS.

* Develop an information package on the implementation of the Suicide Prevention
Strategy.

» Ensure the dissemination of accurate information on suicide by linking with
credible sources.

E. Conclusions

A comprehensive Suicide Prevention Strategy demonstrates the commitment of key
players to reduce the incidence of suicide in the province, and to ensure Nova Scotians
have access to needed services when experiencing suicidal behaviours. A& voice
community groups, first voice and government, NSCNAS is pleased to contribute
meaningfully to theviental Health Promotion, Prevention and Advocacy Strategy for
Nova Scotia

15Guo et al, page 1.
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APPENDIX 9

Characteristics of People at High Risk

Some char acteristics of people at high risk

Children who are

living in poverty;

exhibiting behavioural difficulties;
experiencing parental separation or divorce,
within families experiencing bereavement.

Adultswho are:

undergoing divorce or separation;

unemployed;

at risk of depression in pregnancy;

experiencing bereavement long term caregivers o
people who are highly dependent.
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