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Executive Summary 
 

This paper was commissioned by the First Nations and Inuit Health Branch (FNHIB) in order to review 

the current evidence base regarding efforts to promote mental health in Aboriginal youth in Canada. A 

systematic review of peer-reviewed literature, the grey literature, internet search and key expert opinion 

was conducted. In total, 28 studies most closely approximating mental health promotion interventions 

were reviewed in-depth and summarized. In reality however these are primary prevention, tending to 

focus on individuals and proximal factors rather than collectives and underlying structural determinants of 

health. 

 

In summary, our review reveals that published peer reviewed ‘evidence based’ evaluations of mental 

health promotion interventions with Canadian and indigenous youth in other countries are virtually non-

existent. The fields of mental health and mental health promotion (MHP) are besieged with conceptual 

confusion and what is often named as mental health promotion is in fact primary or tertiary prevention. 

Furthermore, evidence-based health promotion has long been a contested area and perhaps the greatest 

challenge to the field is finding ways to develop and legitimate approaches to evidence that are congruent 

with Aboriginal worldviews.  

 

However, our consultations with 42 key experts in the field across Canada, tell us that much is occurring 

across the country with Aboriginal youth, particularly First Nations, by the way of mental health 

promoting initiatives. These are largely not named as such, undocumented and under-resourced. Most 

action is occurring at the individual, family and sometimes community-building levels. Partnerships to 

assist in building capacity with respect to multi-leveled approaches to mental health promotion, 

evaluation and general resourcing would greatly benefit many of these fledgling initiatives.  

 

Aboriginal approaches to MHP are complementary but also necessarily distinctly different from 

mainstream approaches. Two major points of departure are worldview and cultural identity. We offer a 

tentative definition of Aboriginal MHP both that draws on these and conceptualizes their operation within 

a population health promotion framework:  

 

An Aboriginal approach to mental health promotion could be conceptualized as a process 

of enabling individuals and communities to express consciously constructed (cultural) 

identities and aspirations through access to capacities such as land, language, housing, 
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economic resources and decision making institutions in ways that are mutually 

empowering (Williams, 2005). 

 

From our review of the literature combined with our own knowledge, we accordingly offer three 

conceptual framings – healing and cultural connectedness, multiple literacies and power-culture that 

support the operationalization of this definition and potentially inform approaches to MHP with 

Aboriginal youth on a broader level.  

 

We recognize that ‘Aboriginal’ refers to a diverse population made up of Inuit, First Nations, Métis, 

urban and rural youth. MHP is context specific and as such, this definition is broad. If taken up, it should 

be differentially operationalized in ways relevant to the many cultural contexts and realities that make up 

day-to-day life for Canada’s indigenous youth. For Inuit who have the highest suicide rates, and face 

extra-ordinary challenges of remote location and cultural and economic marginalization, this point is 

particularly significant.  

 

We take the view that strengthening Aboriginal youth MHP is more akin to developing a movement. 

There are already some excellent initiatives happening within Aboriginal communities. Policy and 

Programming organizations at the Federal and Provincial levels need to find a way to build on and 

support the development of these from the ground up. Accordingly, we make the following 

recommendations: 

 

 That communities be consulted concerning their ideas of what might work in MHP interventions 

 That a series of capacity building activities be undertaken with communities in the areas of 

intervention development and evaluation.  

 That participatory action research be a key tool whereby community capacity building occurs 

 That capacity-building activities be undertaken with those currently engaged in Aboriginal youth 

MHP to expand their predominant focus on proximal/ individual and intermediary factors to distal 

/ structural factors. 

 Currently there are numerous unevaluated programs occurring in communities which could be 

termed MHP but do not see themselves as such. We recommend that such programs are invited to 

view their activities as MHP related and fine tune them and be resourced to do so.   
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 Expand, build capacity and resource existing promising Aboriginal programs (e.g. friendship 

centres) to address the larger structural issues that impact on the mental health of Aboriginal 

youth and their families. This process can be initiated in parts of the country where readiness 

exists amongst all stakeholders – e.g. policy people, community leaders, program managers etc. 

 To explore and understand in greater depth why First Nations communities are differentially 

affected by suicide and in particular further exploration around protective factor. 

 That further inquiry around what constitutes evidence of best practices be undertaken in ways that 

address the inherent tensions between evidence-based medicine and population based approaches 

and indigenous worldviews.  

 That alongside community capacity-building activities, inter-sectoral action be initiated at Federal 

and Provincial levels to address the largely systemic (underlying cultural, economic and social 

determinants) cause of mental health disparities amongst Aboriginal youth relative to Canadian 

youth as a whole.  
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Glossary 
 

Capacity refers to an individual or communities’ combined strengths and skills to deal with day-to-day 

living, crisis, change and development. Community capacity is activated through ‘community as action’ 

and is therefore contingent upon a community’s ability to act together. 

Capacity Building is the process of identifying strengths with a community and forming partnerships 

which enhance these strengths. Capacity building ensures the participation of the community in policy 

development, programming and health promotion initiatives. By focusing on the strengths of the 

community as opposed to deficits, the positive results of MHP initiatives can be sustained. 

Community is a shared value by Aboriginal peoples and refers to the collective strength that people have 

in coming together, living together or through a common identification.  It can also be broadly referred to 

as a set of people who share a particular characteristic – e.g., geographic location, ethnicity, age or 

housing conditions. A key part of community is ‘community as action’ or people acting together – this is 

influential in determining community capacity for self-determination. 

Community Development is an incremental process through which individuals, families and 

communities gain the power insight and resources to make decisions and take action regarding their well-

being. It involves community capacity building as means to take action on community-identified issues 

and goals. 

Culture refers to shared systems of meaning, symbols and worldviews by a particular collective. It is 

viewed as a dynamic and complex network of meanings enmeshed within historical, social, economic and 

political processes. Culture shapes both people’s worldviews and ways of being in the world and is 

reciprocally shaped by these. In this sense, culture is not static, but rather is dynamic and changing. While 

its primary application in this report is ethnicity (First Nation, Inuit and Métis), it may be applied to other 

collectives. Culture can be developed within any community; for example, ethnic, gender, sexual identity, 

ability, work or age group. Culture both influences self-identity and is influenced by it.  

De-colonization refers to the process of claiming back that which was lost as a result of colonization. 

Particularly for Aboriginal peoples MHP which could be viewed as a decolonizing practice that involves 

re-naming and re-claiming cultural space and access to mental health capacities or determinants that 

enable the assertion of cultural identities and related aspirations in ways that support cultural integrity.  
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An ecological approach to health is concerned with the relationships between people as well as with the 

natural environment. The right to health is realized in concert with addressing environmental needs and 

sustainable economic development. Human health is intimately connected to people’s vital connection 

with the natural world – i.e., as co-participants within the wider biosphere. It underscores the need for 

respect for human diversity and the range of cultural, spiritual and linguistic values that support bio-

diversity.  

Health determinants are the range of personal, social, economic and environmental factors or supports 

that impact upon the peoples’ health. These include income and social status, social support networks, 

education and literacy, employment/working conditions, social environments, physical environments, 

personal health practices and coping skills, healthy child development, biology and genetic endowment, 

coping skills, health services, gender and culture. 

Identity refers to our thoughts and feelings about ourselves, who we are, our sense of belonging and 

relationships with others. This includes information about physical, psychological, social attributes and 

identification with cultural groups and communities. An individual self-identity can be influenced by and 

influences beliefs, habits, attitudes and ideas. People have both self-identity and group identities. Identity 

is a key aspect of self-determination and mental well-being.  

Literacy refers to multiple forms of literacies (conversation, reading and writing, linguistic, cultural, 

spiritual and technological) required for people to successfully access and negotiate changing health 

contexts. Ways of being literate are deeply linked to worldview and cultural identity. Literacy is a tool, a 

way to learn about the world and a means to participate. Systems literacy more broadly refers to the 

alignment of health-related systems and policy organizations with community needs and realities.  

Mental Health is a balance between the four aspects of human nature: physical, emotional, intellectual 

and spiritual.  It is a state of complete physical, mental and social well-being. 

Mental Health Disparities refers to the inequities in states of mental health and well-being experienced 

by  various population groups largely as a result of inequitable access to mental health capacities such as 

adequate income, housing, social support and supportive public policies etc. Key dimensions of inequity 

are economic and cultural power - experiences of mental well-being differ according to factors such as 

ethnicity, class, age, sexuality and ability. The degree of mental health disparities experienced by any one 

community relative to other will influence its capacity for self-determination. 

Population Health Promotion refers to processes aimed at enabling people to increase control over and 

to improve their health, usually through community capacity-building and community-led action.  This 

approach strives to improve the health of populations or groups. Health is seen as the function of 

individual capacities, environmental supports, and equity in the distribution of environmental supports. 
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Particularly influential on mental well-being are environmental supports such as the underlying social, 

economic and cultural determinants of mental health. 

Prevention interventions are concerned with prevention of disease rather than promotion of health. They 

tend to be orientated towards individuals or groups at risk from a particular disorder and are often 

designed to effect change in specific risk factors or health-related behaviors.  

Power-culture refers to the dynamics between different forms of power and culture that are activated 

within situations or contexts. Different power experiences (such as personal, group and institutional) are 

brought into dynamic interaction with different cultural systems (such ethnicity, gender, class), resulting 

in varying forms of self-determination relations. Power-culture dynamics and associated opportunities 

self-determination will vary from situation to situation.  

Self-determination is the ability of individuals and communities to live lives that they have reason to 

value. It may be roughly equated to mental well-being. Self-determination occurs at individual and 

collective levels and includes the ability of people to authentically express themselves through 

consciously chosen identities. This includes chosen forms of cultural expression that are supported by 

access to mental health capacities e.g., economic resources, social structures, and decision-making 

institutions. 

Social cohesion refers to the non-material resources of communities such as networks, norms and trust 

that enable members of communities to be in relationship with each other. Shared values and norms are 

those that permit co-operation with each other and therefore enhance the agency of members within that 

community. Social cohesion is an important aspect of community capacity. 

Spirituality can be thought of as the sacred relationship with the creative force that has called us into 

being. It may involve acknowledging the interconnectedness between all life sources, the practice of 

caring for one’s spirit and an ethic of caring for others.  
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Introduction 
Mental health and well-being is a major public health issue for many indigenous peoples throughout the 

world (Williams, Moewaka, Barnes, and McCreanor, 2003; World Health Organization, 1999). Persistent 

cultural, economic and political inequities and continued marginalization have taken their toll on the 

mental health of Canadian Aboriginal people. Suicide rates for First Nation youth, are roughly five to six 

times higher than for non Aboriginal youth whilst rates for Inuit youth are six to eleven times higher that 

the national average (Advisory Group on Suicide Prevention, 2003; Health Canada 2006).  Measures of 

self-rated health status, an indicator of mental health, are significantly lower for Aboriginal males than the 

overall population (32.5% contrasted to 55.9%). The overall mental health status of Aboriginal people’s, 

including their youth is significantly worse than non-Aboriginal peoples by almost every measure (Smye, 

2004, Statistics Canada, 2003).  

 

Efforts by the First Nations and Inuit Health Branch, Canada to develop a National Youth Suicide 

Prevention Strategy are in response to this public health endemic. Part of this strategy is to go beyond 

prevention to promoting the potential of Canada’s Aboriginal youth and subsequent generations to come. 

This report is towards achieving that goal.  

 

Who are the Aboriginal youth of Canada? Today, almost one million people self-identify as Aboriginal in 

Canada, representing 3.3% of the total population (NAHO 2006). This broad grouping includes First 

Nations, Inuit and Métis peoples1. The latter two groups account for about 5% and 30% of the Aboriginal 

people respectively. The Aboriginal population is a youthful one – the mean age is 25 years (contrasted to 

35 years for the general population) with fully one third of the population younger than 15 years of age 

and 50% younger than 25 years. Aboriginal youth are also diverse. In First Nation communities alone, 

there are 11 major language groups, and more than 58 dialects, with over 596 First Nations Bands 

residing in reserves, cities and rural communities (NAHO, 2006). This represents an enormous diversity 

of values, lifestyles and perspectives across these communities. Interweaving and bridging this diversity 

however, are shared social, economic and political legacies of colonization which structure contemporary 

contexts and experiences of well-being for these groups in some similar ways. 

 

                                                 
1 The Constitution Act, 1982, recognizes three original people of Canada: First Nations, Inuit and Métis. First 

Nations Peoples generally applies to Status and non Status Indians. Inuit are the Aboriginal People of Arctic Canada. 

Inuit live primarily in the North Western Territories, Nunavut and northern parts of Quebec and throughout most of 

Labrador. Métis are of European (usually Scottish, French or English) and First Nation Descent.  
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MHP and particularly Aboriginal MHP is vastly under-developed throughout Canada. Internationally this 

is also the case, although perhaps to a lesser extent. Our review of Canadian and international literature 

and consultations with experts in the field reveals: 

 

 a dearth of published and rigorously evaluated MHP interventions as these relate to indigenous 

youth from Canada and other parts of the world; 

 few evidence-based published MHP interventions pertaining to youth generally;  

 a number of evaluated treatment and prevention interventions, particularly for suicide, alcohol 

and drug abuse for Canadian and other indigenous youth;  

 numerous unevaluated and fledgling MHP programs orientated towards individual and 

interpersonal change for Aboriginal youth being implemented across the country; and  

 a few excellent concept papers defining complex issues and suggesting general directions for 

intervention implementation.  

 

The focus of our report remains to suggest the directions for MHP interventions based on the best 

available evidence for Aboriginal youth in Canada. However, given the above observations, the current 

tensions which besiege the field of evidence-based approaches to population health promotion together 

with our own knowledge of indigenous health, self-determination and the necessarily systemic nature of 

solutions, the selection and presentation of our findings are based on the following premises: 

 

 That Aboriginal conceptualizations of health are holistic and relational. Mental well-being is 

intimately connected to emotional, physical, spiritual well-being. Health or well-being is 

synonymous with self-determination and is generally much more a collective phenomenon within 

which the individual is metaphysically indistinct from their extended family, ancestors, land and 

historical tribal context; 

 That what constitutes ‘best evidence’ does not correspond to traditionally accepted evidence 

hierarchies but rather is based on the type of evidence most suited to the given intervention; 

 That the contemporary realities of indigenous youth in higher income, Western, Capitalist 

democracies are in part the result of some shared socio-historic colonial practices as well as 
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contemporary globalizing processes2. Therefore, evidence of effective MHP interventions may 

legitimately draw on the knowledge of practitioners and theorists abroad where indigenous 

populations have been similarly exposed to colonizing discourses and practices. 

 That within such contexts, dominant, Western cultural-power3 dynamics permeate experiences of 

well-being at all levels – socio-political, community and individual, structuring everyday contexts 

and the internalized realities of those who inhabit them. For Aboriginal peoples cultural 

dislocation has occurred at the levels of the individual (self-identity), community (collective 

cultural beliefs, practices and social cohesion) and socio-political (rules, norms, conventions as 

articulated by institutions). A significant part of MHP work therefore should be addressing 

inequitable cultural-power relations at the individual, community and socio-political levels 

 The most effective MHP interventions will be multifaceted and target individual, community and 

socio-political change. 

 

Accordingly, the predominant focus of the remainder of this report is to give the reader an idea of what 

specifically Aboriginal youth MHP could begin to look like and how existing strengths and initiatives 

within the field might be built on. The following section outlines current issues, developments in related 

fields and some key ideas, which might usefully inform the development of MHP interventions. This is 

followed by a brief overview of current controversies in the field of evidence-based approaches to health, 

particularly as these potentially related to MHP interventions with Aboriginal youth, along with the 

rationale for our particular approach. Following an outline of the methodology, the results of our literature 

review and analysis are summarized and four examples of MHP interventions are outlined. The report 

concludes with recommendations for further developing the field. 

 

                                                 
2 Whilst colonization was not imposed uniformly in countries such as Canada, Aotearoa / New Zealand, Australia 

and the United States, as Western, Capitalist democracies and former English colonies, they reveal many similar 

processes at work, both historically and today. 
3 See Power-culture in the glossary. 
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State of the art: issues, developments and leading ideas 
 

Colonization 

It is not possible to engage in a discussion about MHP strategies for Aboriginal youth without addressing 

colonization – both in terms of its socio-historical processes and subsequent legacies, as well as 

contemporary practice in Canadian society. 

 

From the 1600s Western, Capitalist Expansion in the North Americas wrought decimation of its 

indigenous peoples through infectious disease, warfare and active suppression of culture and identity. 

Over the past one hundred years, Canadian government policies including forced sedenterization, creation 

of reserves, relocation to remote areas, establishment of residential schools and bureaucratic control have 

continued to destroy indigenous cultures and well-being (Kirmayer, Brass and Tait, 2000). As in other 

similarly colonized countries Western political institutions, legal codes, and systems of property rights 

were systematically imposed, as were market exchange and capitalist relations of production (Williams, 

2001). The expansion of the West was a global project, viewed by its progenitors as a natural progression 

of modernity in which “knowledge and culture were as much as a part of imperialism as raw materials 

and military strength" (Tuhiwai Smith, 1999, p.58). In summary, imperialist expansion throughout 

Canada and the world was as much as of a subject-constituting project as it was an economic venture.  

 

Two notable tools of imperialism within the Canadian context have been the Indian Act (1876) and the 

residential school system. The application of the Indian Act, which defines Aboriginal peoples as Crown 

wards, has included prohibiting participation in cultural activities such as the pot latch and the sun dance, 

restricting movement through the application of the pass system, and creating social categories of identity 

such as ‘Status’ and ‘Non-status’ Indians (Kirmayer, Simpson and Cargo, 2003). The Act’s 

implementation has systematically chiseled away at the social, economic and cultural landscapes of 

Canadian Aboriginal peoples, and deeply affected the inferiority of Aboriginal identity and experience. 

Likewise, the systematic removal of many Aboriginal children from their parents via their forced 

incarceration in residential schools, or practices of fostering or adoption into White families has inflicted 

intergenerational trauma on many Aboriginal families4. These large-scale apprehensions of Aboriginal 

children from the family, community and cultural context have had damaging consequences for 

                                                 
4 Both the residential school system and the fostering and adoption of Aboriginal children into White families that 

occurred for several decades from the 1960s onwards were based on the philosophy that Aboriginal Children ‘had to 

be separated from their parents and civilized through a program of education that would make them talk, think and 

act like British Canadians’ (Kirmayer, Simpson and Cargo, 2003, p.17). 
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individuals and communities. Many individuals have returned to their communities in a culturally 

‘betwixt and between’ state and have experienced problems of identity and self-esteem growing up on the 

margins of two worlds. Physical and sexual abuse, emotional neglect, internalized racism, language loss, 

substance abuse and suicide are common in their stories (Kirmayer, Simpson and Cargo, 2003, p.17).  

 

To say that we are in a post-colonial era is arguably to ignore the contemporary forms of colonization that 

systematically marginalize Canada’s Aboriginal populations today. The compartmentalization of 

government services – for example, housing, education, welfare is directly counter to wholistic notions of 

Aboriginal well-being as are Western, bio-medical conceptualizations of health that compartmentalize its 

physical and emotional components while largely ignoring its spiritual and relational elements. Like other 

indigenous peoples, throughout the world, Canadian Aboriginals have experienced rapid culture change, 

marginalization and absorption into a global economy that has little regard for their autonomy. Large 

scale urban – rural migration in search of work, housing, education and health services and attendant 

disruption of social networks, family stability and dissolution underlies today’s poorer educational 

attainment, higher crime and suicide rates and substance abuse for Aboriginal youth (Norris & 

Clatworthy, 2003). 

 

Despite their largely social, cultural and economic origins, the majority of mental health programs for 

Aboriginal youth remain tightly targeted towards treatment, and to some extent promotion; in general 

mainstream mental health services remain under utilized by Aboriginal youth. For example, while 

policies and programs intended to address mental health issues with on-reserve people have also 

attempted to incorporate prevention and promotion strategies alongside treatment approaches (Health 

Canada 1993; Health Canada 1998; Health and Welfare Canada 1993; Auguste Solutions 2004), the vast 

majority of on-reserve heath services remain largely entrenched in treatment frameworks, responding to 

ever present crises (McCloskey 2005) largely produced out of the continued trauma of colonization. This 

prevailing focus on needs and pathology and emphasis on Western, medicalized discourses of disease, in 

mental health service planning has failed to provide holistic and culturally appropriate solutions to 

Aboriginal youth. 

 

MHP as an emerging field  

As an emerging discipline, MHP is besieged by conceptual and methodological confusion. Its roots lie in 

two disciplines – mental health and health promotion; both of which largely emerged out of Western 

Medicine, whose cultural hegemony went unquestioned until recent years. 
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To date the Ottawa Charter for Health Promotion (World Health Organization, 1986) has played an 

important role in guiding the development of MHP. Several of the Charter’s action strands – creating 

supportive environments, the development of healthy public policy, strengthening community action, and 

developing personal skills – continue to varying extents, to play key roles towards informing emergent 

MHP practice.  However, while both practically and conceptually significant, the Ottawa Charter is 

insufficient on its own, with respect to theory and Canada’s urgent needs around decolonization.  

 

There is general consensus among leading experts in the field that MHP has the following characteristics: 

 builds on the potential of whole populations; 

 sees health as the function of individual capacities, environmental supports and equity in the 

distribution of environmental supports5; 

 has a holistic view of health; and 

 has self-determination as its central tenet (Labonte 2003, Williams 2005). 

 

Given that mental well-being (and from a holistic perspective, well-being in general) is viewed as 

resulting from the interrelations between people’s capacities and the extent of their environmental 

supports, affecting improvements in mental well-being of populations requires effecting changes in social 

structures as well as individuals and communities. MHP interventions are therefore likely to be more 

effective if they are multi-faceted and target these three levels (individuals, communities and social 

structures). 

 

Despite the recent emergence of the Ottawa Charter approaches to mental well-being, health promoting 

activities and programs has historically been secondary to health service provision and clinical/treatment 

approaches to illness, internationally and within Canada (Heron and Trent, 2000). Medical theory, which 

tends to conceptualize health as the absence of disease, largely continues to predominate in framing issues 

and approaches, ensuring that health is often seen as dealing with disease processes or individual 

behaviours. Health promotion remains under theorized and subsumed within such models (Hart, 1999). In 

the field of mental health, this problem is particularly entrenched as evidenced by the confusions over 

prevention with promotion approaches and the predominance of MHP programs targeted at ‘at risk’ 

groups, or aimed at effecting changes in individual behaviors or risk factors. Our review has revealed that 

many published examples of health promotion initiatives are predominantly orientated towards 

prevention, rather than promotion. These interventions tend to be concerned with individuals and groups 

prior to the onset of a disorder (Commonwealth Department of Health and Aged Care, 1999) and are 

                                                 
5 Please see health determinants in glossary.  
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designed to change specific risk factors or behaviours (Anae et al., 2002), whilst health promotion  is 

more likely to start with communities definition of issues and solutions 6.  

 

The Public Health Agency of Canada defines MHP as: 

“The process of enhancing the capacity of individuals and communities to take control over their 

lives and improve their mental health.” (2006) 

 

The following elements are emphasized: 

 “By working to increase self-esteem, coping skills, social support and well-being in all 

individuals and communities, MHP empowers people and communities to interact with their 

environments in ways that enhance emotional and spiritual strength. It is an approach which 

fosters individual resilience and promotes socially supportive environments………Respect for 

culture, equity, social justice, interconnections and personal dignity is essential for promoting 

mental health for everyone.” (Public Health Agency of Canada, 2006) 

 

We suggest that given the current socio-economic, cultural and power inequities that accompany 

disparities in mental health and well-being between Aboriginal and non Aboriginal groups in Canada 

(Health Canada, 2006) that conceptualizations of MHP must go further than respecting constructs such as 

equity, culture and social justice. Rather, definitions and practice must actively build these concepts 

through MHP activities ultimately aimed at addressing structural inequities, the root cause of disparities 

in mental health status between groups.  

 

Aboriginal world views, meanings of health and self-determination 

Health in itself is culturally constructed, contingent upon worldview. Worldviews are embedded in deeply 

held values and cultural beliefs, influencing how we experience our world and explain these experiences. 

They incorporate our perceptions about the nature of life, how human beings interact with each other and 

the natural world. In summary, worldview is the meaningful organization of experience, the assumed 

structure of reality. Aboriginal and Western worldviews represent very different views of reality and ways 

of being in the world. Each is summarized below. 

                                                 
6 We have however included some prevention literature in our review as there are some legitimate cross flows 

between prevention and promotion. Work by Labonte and Laverack (2001) unpacks such tensions, suggesting that a 

way through this impasse is a focus within programme planning with communities on the development of 

community capacities which may be used by communities to effect changes in health and well-being independently 

of institutionally initiated programmes. Such dual development of capacity domains allows programmes to be 

viewed as a means to the end of building community capacity within mental health promotion programmes. This 

work has important implications for mental health promotion practitioners located within bureaucratic institutions. 
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Aboriginal worldview 

 Value placed on wholeness 

 Living in harmony with nature as opposed to controlling it 

 Respecting the laws of nature as opposed to what scientific data shows 

 Being self-caring and self-sufficient, not dependent on others 

 Honouring laws of the creator, not the state 

 Learning as a child to see all things as interconnected and dedicating oneself to connecting in 

respectful and caring ways, to everything around you, in every activity.  

 

Western worldview 

 Individualistic 

 Illness orientated 

 External problems happening to body parts 

 External solutions 

 Failure to take ownership of positive health-improvement measures between illness episodes 

 Evidence – empirical research, randomized control trials and hard data (adapted from Mussel, 

Cardiff and White, 2004).  

 

Aboriginal approaches to health are therefore distinct from Western constructions (which currently 

predominate in health-related discourses and public policies) in that they place emphasis on wholeness, 

connection, balance, harmony and growth. For First Nations peoples, for example: 

 

The development of the individual is interwoven with the well-being of the community 

and of the nation. Moreover, an individual’s identity, status and place in the world are 

tied not only to the [extended] family, but also to one’s ancestors and community. This 

leads to a way of viewing mental health [individual empowerment] that is very different 

from Western models that focus on individuation, independence and self-reliance. 

(Aboriginal Healing Foundation, 2006, p.24). 

 

Such approaches have been developed to specifically advance the health status of indigenous peoples in 

response to a dominant paradigm that compartmentalizes and individualizes health. These models are 

holistic and culturally connected; that is, they contextualize mental well-being within culturally specific 

frameworks, and are about empowerment or self-determination in a broader sense. They also make the 
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connections between health status and access to determinants of health. While Western conceptualizations 

of health and health promotion are now rightfully making the connections between individual and 

collective forms of self-determination, that is, individual empowerment cannot occur without collective 

empowerment and changes to environmental conditions, these remain distinct from indigenous 

approaches. For indigenous peoples, health and self-determination are generally much more collective 

phenomena within which the individual is metaphysically indistinct from his/her extended family, 

ancestors, land and historical tribal context. 
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An evidence-based approach: Whose evidence? Which 
evidence? What’s evidence anyway? 
 

Evidence-based practice, at its simplest, is a structured and systematic approach to using research-based 

knowledge of effectiveness to inform practice. Adopting evidence-based practice in mental health 

promotion, however, presents certain challenges. Health promotion is an eclectic and multi-disciplinary 

field. Many of its principal activities pertain to advocacy, partnerships and coalition building, areas 

considered art rather than science. The ‘multi-yet non-disciplinary’ nature of health promotion, and in 

particular mental health promotion, means one has to retreat into other disciplines to look for evidence. A 

danger here is that disciplinary boundaries and epistemological basis of the disciplines might prevent 

adoption of a holistic approach that is necessary to justifiably evaluate complex mental health promotion 

interventions. The epistemological basis of the disciplines may also result in highly reductionist 

perspectives of what are otherwise very complex interventions (McQueen, 2003).   

 

Currently, a number of key issues regarding the concept of ‘evidence’ are unclear: what exactly 

constitutes evidence in the context of mental health promotion? How to combine different types of 

evidence from different methodological traditions? How to integrate published research literature with 

practitioner and user expertise and experience? Are the hierarchies of evidence that value randomized 

clinical trials over other methods applicable when evaluating health promotion interventions? Should 

there be caution in accepting an evidence criterion at all for health promotion? 

 

Traditionally, the randomized control trial (RCT) has been considered the ‘gold standard’ method most 

likely to produce unbiased knowledge (EBWG 1992; Davidoff 1999; Davidoff, Haynes, Sackett and 

Smith 1995). However, this reliance on RCT’s to define what counts as effective in health promotion 

interventions has been challenged on a number of points (Kemm 2006; Britton, Thorogood, Coombes and 

Lewando-Hundt 1998; Oakley 1998; Speller, Learmonth, Harrison 1997). Firstly, health promotion 

interventions often take place at the community or national level, making it difficult to randomly allocate 

communities to intervention and controls. Secondly, health promotion practice relies strongly on the 

diffusion of the effects of intervention, making it extremely difficult to prevent contamination of the 

controls. Contamination of controls can lead to a reduction in effects attributable to the intervention, a 

particularly problematic feature because the expected proportional benefits of a health intervention at the 

individual levels are usually small. Thirdly, RCT’s do not take into account the context. This is a crucial 

limitation because mental health promotion interventions tend to be complex and their impact is strongly 
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influenced by the specific context in which they are delivered (Britton, Thorogood, Coombes and 

Lewando-Hundt 1998).   

 

At one level, information from randomized controlled trials is useful because they can positively identify 

‘a’ factor in the intervention that works or importantly, does not work. However, RCT’s do not allow 

evaluation of multi-dimensional interventions or exploration of the broader structural issues, barriers and 

client and practitioner perspectives. Information about these can only come from: 

 Studies using qualitative research methods (focus groups, participation/observation) 

 Surveys, non-controlled studies 

 Local data and project evaluations 

 Expert and practitioner opinion 

 Client opinion and experience 

 

Last, but by no means least, is the fact that Aboriginal worldviews, paradigms and realities differ from 

considerably from their Western counter parts. Evidence based approaches are still directly modeled on 

Western positivist conceptualizations of reality that have prevailed  over the past few hundred years 

wherein people are viewed as distinct entities and all real phenomenon measurable. How for example, can 

traditional approaches to evidence-based medicine measure and account for healing that occurs on 

metaphysical levels – a very real part of reality for indigenous peoples. 

 

For the present review, we adopt  ‘judicious use of current best evidence in making decisions’ as our 

guiding principle, and subscribe to the discourse that accepts evidence-based on a full range of 

quantitative and qualitative methods (Marks 2002; Rada, Ratima, Howden-Chapman 1998; WHA 1998). 

Without ranking one above the other, the different methodologies can be prudently and strategically 

sequenced to a program’s stage of development and to the available resources (Rychetnik, Frommer, 

Hawe, Shiell 2002). For example, qualitative research methods can be used to describe processes of 

advocacy, partnerships/ coalition building and development of program implementation process as well as 

outcome indicators. An RCT design maybe used to test a causal hypothesis, after satisfactory pre-post 

single group design has been conducted and assurance has been obtained that the measuring instruments 

satisfactorily capture program implementation processes and outcome.   
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Methodology 
 

Three procedures were used to locate relevant studies.  

1. Search of electronic databases. A range of medicine, social science, health policy and general 

reference electronic databases were searched. Table 1 (Appendix I) lists the databases searched, 

the search keywords and number of articles that met the inclusion criteria. Additional studies 

were located by hand searching relevant journals and reference lists of primary articles.   

2. Key experts: A total of 42 experts were contacted, primarily through direct references, networks 

and mailing lists.  

3. An internet search of Aboriginal health and wellness research and service providing 

organizations, Public Health Agency of Canada and World Health Organization. Table 2 lists the 

website researched.   

 

Scope of the systematic literature review 

The review focused primarily on interventions targeted at Canadian Aboriginal youth (10-29), both in 

peer reviewed and grey literature. In view of the paucity of literature, other sources of information were 

sought in the following order of priority: 

1. Key informants working with Canadian youth 

2. Peer reviewed and grey literature interventions in North American and Australian indigenous 

youth 

3. Peer-reviewed literature addressing interventions in mainstream Canadian youth 

 

Inclusion criteria 

Selection criteria were applied to the population of studies to extract relevant studies. The inclusion 

criteria were as follows: 

 Population focus -  articles focusing on community, groups as well as individuals 

 Well described and evaluated interventions that identify best practice principles, standards, 

practices or guidelines 

 Articles in English published between 1995-2006 – for ease of understanding and glean 

developments in the literature 
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Exclusion criteria 

As established above, the purpose of the study was identification of population-based MHP best practice. 

Studies were excluded on the following criteria:  

 Specific mental illness, disability or disorder focused 

 Clinical intervention focused 

 Acute facility-based programs – not community based 

 Reference to measures and interventions that are recognized as secondary or tertiary prevention 

 

Results 
 

Overview of the literature search 

 

 

A preliminary search of the literature for MHP in youth revealed approximately 150,000 articles. For the 

purpose of this review, 87 articles made up the population of studies. Of these, 28 were considered 

somewhat relevant to the scope of the review and are summarized in Appendix II. A detailed scrutiny of 

these studies, however, shows that the majority are inadequate to the task at hand.  Whilst stating MHP as 

their aim, most in reality are primary prevention interventions. The vast majority are individual based, 

addressing mostly proximal factors effecting mental health, with a few addressing intermediate factors. 

The nature of interventions is usually based on top-down planning driven by interests of program 

designers. Possibly a result of publication bias, all studies demonstrate positive outcomes.  

 

 

What might MHP for Aboriginal youth begin to look like: some key ideas 

 

Many of the underlying principals of population health promotion approaches to mental well-being are 

consistent with traditional Aboriginal approaches to well-being (National Aboriginal Health Organization, 

2006). Interventions aimed at improving the mental well-being of Aboriginal youth should build on the 

population health promotion principles outlined earlier. Likewise the Ottawa Charter action strategies: 

developing personal skills, supporting community action, developing supportive environments, creating 

health public policy and re-orienting health services serve as useful guiding principles regarding 

methodologies at a broad level.  
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Perhaps the defining feature that distinguishes population health promotion models from approaches that 

are distinctly indigenous is that the former are predominantly grounded in Western world views and 

assumptions, are often practiced out of bio-medically orientated institutions and addresses a range of 

health determinants of which ‘culture’ is one. Emerging Aboriginal approaches on the other hand take 

Aboriginal, identity, culture and worldview as their starting point from which all other thoughts and 

actions (including those that address underlying health determinants) follow. Given this distinctive 

difference, we present three key ideas from our review of the conceptually orientated literature that we 

believe have something to offer MHP interventions specific to Aboriginal youth.  

 

Healing and cultural continuity 

Efforts to overcome Canadian Aboriginal psychological trauma resulting from colonization is rooted in its 

healing movement, which to date has largely been articulated at the individual level. Healing is 

commonly understood as a process involving the grieving of major losses in a person’s life that have 

prevented growth and development and that have contributed to personal difficulties. During the healing 

process, usually under the guidance of a counselor, the person achieves insight (self-knowledge), 

increases other working tools (skills and knowledge of the external world) and enhances his/her capacity 

to manage life problems (Mussel, Cardiff and White, 2004). In more recent years there has been 

recognition by Canada’s Aboriginal peoples that healing also needs to occur on structural levels, thus 

terms like community healing which include efforts to rebuild the human foundations for healthy 

communities. One example of community healing is efforts by some First Nation communities to uncover 

and re-assert traditional knowledge into the public sphere. The form, stage and pace of these, differ from 

context to context. To varying extents, cultural revitalization is occurring within many indigenous 

communities across Saskatchewan and Canada, largely in the form of traditional healing with individuals 

and groups and more latterly the articulation of culturally specific community capacities for the purpose 

of measuring changes in well-being (Jeffery, B., Abonyi, S., Labonte, R., and Duncan, K. 2006; Warry 

1998). While it is important that MHP interventions with Aboriginal youth are not deficit focused, 

recovery from intergenerational loss and trauma forms a significant part of the socio-political histories in 

which contemporary interventions are embedded.  

 

The healing movement and more latter efforts to articulate culturally relevant capacities and indicators of 

well-being under taken by Aboriginal communities are strongly linked to the idea of cultural continuity or 

connectedness. Cultural identity and worldview and the means to express these are increasingly 

recognized as being central to mental well-being and self-determination. Chandler and Lalonde (1998) 

illustrate this in the Canadian context in their research on cultural continuity and suicide rates in First 
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Nations communities in British Columbia. Their results demonstrate a compelling inverse relationship 

among community control (e.g., over education, health, justice, and cultural facilities), self-government 

factors, and youth suicide in First Nations communities. They report, for example, striking suicide rates of 

120 per 1,000 youth in communities that do not govern themselves, compared to 20 per 1,000 youth in 

communities with self-government. Clearly, for Aboriginal peoples living in contemporary contexts that 

are dominated by Western worldviews, norms and conventions, an important starting place for MHP must 

be facilitating and nurturing a secure sense of cultural identity and worldview for Aboriginal youth, and 

significantly, the means to express these.   

 

Multiple literacies 

Cultural connectedness is an essential component of Aboriginal approaches to literacy. There are many 

forms of literacy, such as conversation, reading and writing, linguistic, cultural, spiritual and 

technological forms of literacy. Literacy may be regarded as a tool or the means by which people 

negotiate their environments in order to achieve full health and human potential. In this sense, literacy is 

central to self-determination and well-being. Low literacy levels are related to difficulty in obtaining and 

retaining employment, low income, low self-esteem, social isolation, and the abuse of alcohol and 

tobacco (Hauser & Edwards, 2006; Ronsman & Rootman, 2004). As practiced and measured in Canada, 

literacy is profoundly influenced by culture and language with Aboriginal peoples having lower literacy 

scores relative to the rest of the population (Ronsman & Rootman, 2004). 

 

Approaches to defining and measuring literacy are based on worldview. Aboriginal perspectives are 

considerably different from Western conceptualizations, which tend to dominate the Canadian literacy 

policy and programming landscape, are in general much more narrowly defined7. For example, the 

rainbow approach to literacy proposes that there are several forms of Aboriginal literacy, each of which 

can be characterized by a color. For example, red is mother tongue literacy, while green is English and/or 

French literacy; yellow is the literacy of symbolism and blue the literacy of technology; indigo is spiritual 

literacy and violet is holistic literacy, an appreciation of the interconnections between mind, body, spirit 

and family for a healthy life. “When viewed in these terms literacy is not [just] a skill to be learned but an 

approach to life that includes healthy relationships, healthy nutrition, language instruction, ceremonial 

practices and family literacy” (Hauser & Edwards, 2006, p.25). Being literate is about visioning a future 

in which an Aboriginal way of being will continue to thrive (Antone, Gamlin & Provost-Turchetti, 2003). 

 

                                                 
7 To date Western conceptualizations primarily assess literacy through prose and document literacy, numeracy and 

problem solving ability.  



 24 

Literacy is increasingly thought of as an active phenomenon deeply linked to personal and cultural 

identity and self-determination. Literacy is strongly linked to the ability to think critically about 

discourses and belief systems (spoken language, written text and practices) and the ways in which one is 

positioned by self and others within these, undoubtedly influencing our sense of self and capacity to act 

for health8. In this sense, it is closely linked to the act of transforming dominant cultural-power relations 

through assisting marginalized or oppressed peoples to challenge dis-empowering discourses and belief 

systems pertaining to their communities through critical dialog and related methods. Literacy, whether 

perceived as the ability to read and write, or as a multiple phenomenon and active tool for shaping one’s 

own life, is closely linked to mental well-being and self-determination.  

 

We favour a broad and ecological approach to literacy through which multiple literacies – text, 

technological, cultural, linguistic, spiritual, environmental – may be developed with Aboriginal youth and 

their communities in pursuit of their aspirations and goals. Such a holistic approach to literacy is 

consistent with Aboriginal perspectives on well-being wherein health is relational and intimately 

connected to the collective good as well as the natural and super-natural world. 

 

A multiple literacy approach to addressing mental well-being with Aboriginal youth suggests the 

development of interventions aimed at:  

 

1) working in partnership with youth to define and develop multiple ways of being literate in the 

world and  

2) drawing on and activating such multiple definitions of literacy through individual and community 

capacity building activities that utilize community development methods9. Such programs should 

also be aimed at transforming dominant power-culture dynamics at the levels of individual and 

collective identities as well as the socio-political level of equitable access to environmental 

supports.  

 

Power-culture 

Given that Aboriginal, identity, culture and worldview are clearly an important starting point for 

interventions aimed at promoting mental health for Aboriginal youth, MHP might be defined as: 

                                                 
8 Freire’s (1970) work was particularly influential here in helping to transform literacy from a received ability to 

read and write to an individual’s capacity to put those skills to work in shaping the course of his or her own life. 
9 Most current Aboriginal literacy programs are aimed at improving the literacy skills of individuals, rather than 

broader community development activities.  
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“a process of enabling individuals and communities to express consciously constructed 

(cultural) identities and aspirations through access to capacities such as land, language, 

housing, economic resources and decision making institutions in ways that are mutually 

empowering.” (Williams, 2005) 

 

While this definition is distinctly orientated towards indigenous and Aboriginal communities, there is 

considerable overlap with the population health promotion principles outlined earlier. It is consistent with 

community development principles and articulates MHP as a series of multi-leveled activities that include 

individual and collective capacity building and action on socio-political structures. Significantly, access to 

capacities such as land, language, traditional knowledge and economic resources for Aboriginal youth 

indicates the development of interventions aimed at changing dominant cultural-power dynamics. 

 

Research undertaken by Williams (2001, 2003a, in press) into self-determination with groups at the 

economic and cultural margins has resulted in the development of the concept power-culture to describe 

key influences on these processes at the material and subjective levels. Power-culture refers to the 

dynamics between different forms of power and culture that are activated within situations or contexts. 

Different power experiences (such as personal, group and institutional) are brought into dynamic 

interaction with different cultural systems (such ethnicity, gender, class, sexual identity), resulting in 

varying forms of self-determination relations. Power-culture dynamics and associated opportunities for 

self-determination and mental well-being will vary from situation to situation.  

 

Power-culture dynamics operate at subjective and material levels. They operate at material levels in the 

ways they structure access to environmental supports. For example, relative to national averages, 

Aboriginal peoples live in substandard housing conditions and have lower rates of labor force 

participation and income levels (Williams, 2005). Power-culture dynamics impact on people’s 

subjectivities or individual and collective capacities such as self-esteem, sense of control and collective 

identity through the ways in which dominant discourses, beliefs and conventions position them. For 

example, the media is a powerful influence on the positions accorded these groups: media reports 

influence public opinion, public policy development and the ways that people treat each other. The ability 

to produce and disseminate culture on a large scale is closely tied to economic or material forms of 

power. Members of economically and culturally dominant groups (e.g., Caucasian, male, middle class) 

tend to control major sources of media and therefore hold the power to construct beliefs about groups, 

particularly those who do not have access to these forms of power. Studies have found racism to be a 
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determinant of mental well-being, either through institutionalized forms or via the disempowering ways in 

which individuals and groups are positioned by more economically and culturally dominant groups. 

 

While our predominant concern in this report is power-culture dynamics through the lens of ethnicity, 

there is ample evidence that experiences of mental well-being for youth from all cultures, including Inuit, 

First Nation and Métis differ by other aspects of identity such as gender, sexuality, class and ability 

(Williams, 2005). While it is not possible to say whether mental disease is more predominant amongst 

Aboriginal male or female youth, because its expression varies by gender, symptoms of mental disease 

are clearly higher for youth from sexual minority, low-income or disabled communities. MHP 

interventions for Aboriginal youth should not treat their youth as homogenous but take account of how 

risk environments vary according to different identity groupings within this collective.  

 

In summary a power-culture approach to addressing mental well-being with Aboriginal youth advocates 

for interventions aimed at addressing dominant cultural-power relations in ways which:  

 

1) are multi-faceted – i.e. address dominant ethnic cultural-power relations along with other cultural-

power dynamics such as sexual identity, gender etc;  

2) address subjective and material experiences of power-culture – i.e. subjective experiences of 

identity and well-being and access to culturally-appropriate environmental supports in ways that 

are equitable and; 

3) are multi-leveled in terms of affecting change at individual, collective and societal levels.  

 

Showcasing: Four examples 

 

In view of these limitations, communication with key experts in the field and earlier discussion in the 

report, we have chosen to describe in greater depth four mental health promotion interventions that meet 

the following criteria: 

 Focus on promotion rather than prevention 

 Address multiple levels (personal, community and systems) 

 Are holistic interventions 

 Interventions which are culturally connected 

 Interventions that actively work to address dominant culture-power relationships within 

individuals, between people and at socio-political levels 
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None of these interventions were located in the literature search conducted. Examples one and four are 

with First Nations and a Metis community respectively. These are currently underway and so have not 

been evaluated. Example two was originally conceptualized by the researcher (Williams) and participants 

as a health promotion intervention. Given its strong focus on healing, cultural connectedness and 

addressing dominant cultural power relations at socio-political levels, it could however, equally be called 

mental health promotion. While it is with Tongan and Samoan women in Aotearoa New Zealand many 

aspects of this intervention are transferable and adaptable to Aboriginal communities in Canada. Example 

three is with predominantly mainstream youth, but has some elements of mental health promotion. No 

one intervention has all the elements suggested above; rather all have some of them.  

 

Example one 

First Nation communities in Canada are increasingly asserting their rights to combine traditional, locally 

based approaches with Western models. Such projects often require articulation and awareness building 

activities among community members of local, traditional approaches, strengthening connections to 

mediating structures such as health advocacy groups and public policy advocacy to enable the 

development of policies and programs that better reflect community-defined and culturally based 

approaches to healing. 

 

One such participatory action research project currently occurring in Saskatchewan is with a Cree First 

Nation of approximately 2200 members, about 1500 of whom live on reserve; many of the remainder live 

locally in surrounding areas. On-reserve members receive a variety of federally and provincially funded 

MHP related services and non-funded services. Funded services largely correspond to Western health 

models, whilst unfunded services provided by elders and other band members tend to be more based on 

Cree concepts and traditions. The Health Centre director estimates that some 38 practitioners provide 

mental health related services – however only 2 of these, a mental health therapist and a Fetal Alcohol 

Spectrum Disorder therapist, are hired specifically in this area. In addition, approximately 28 people from 

the community see other Sturgeon Lake First Nation members in an informal capacity to assist with 

issues of well-being and mental health. Policies and programs intended to address mental health issues 

with on-reserve people have also attempted to incorporate prevention and promotion strategies alongside 

treatment approaches. However, the vast majority of on-reserve heath services remains largely entrenched 

in treatment frameworks and do address underlying determinants of well-being. 
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This project seeks to explore Saskatchewan Cree concepts of mental health and how they may be 

incorporated and used to provide more effective approaches to mental well-being. Focus groups are 

currently being held with on-reserve elders and youth to determine locally and culturally based 

perspectives of what supports well-being. These are being followed by interviews with health 

practitioners and managers to determine how these community-based perspectives match current practice 

and programming. Finally, the project will consist of an advocacy piece to incorporate Cree-cultural 

perspectives into policy and programs.  

 

These processes are not dissimilar to descriptions of .self-determination / empowerment as ‘process’ 

within the literature (Rissel, 1994; Wallerstein 1992; Williams, in press). However, what is different is 

that such initiatives actively work with cultural identities and systems (as individual, community and 

organizational capacities) to address systematic cultural-power inequities. Power-culture becomes an 

important tool for analyzing and taking action to address such inequities.  

 

Example two 

A well documented example of a social action initiative that actively sought to address cultural power 

inequities is an 18-month Participatory Action Research project in Aotearoa New Zealand with migrant 

Tongan and Samoan women living on low-incomes who formed a women’s advocacy group (WAG)  

(Williams, Labonte and O’Brien, 2003a; Williams and Labonte, 2003b, Williams in Press). This project 

evolved through several phases of development (individual and community capacity building) which 

culminated in these women, who were all mothers and state-owned housing tenants, undertaking a child 

health and safety survey of state-owned houses in their neighborhood and engaging in public policy 

advocacy. Throughout each phase (shown in figure thirteen on the following page), and level of 

empowerment the group had to successfully negotiate a number of dominant cultural-power dynamics. 

This initiative was designed by the researcher (Williams) and members of the WAG to influence 

dominant cultural-power relations with respect to material (access to healthy affordable housing) and 

psychological forms of power (personal and group skills/capacities development), including positive self-

identity and adopting new subject positions as immigrant Tongan and Samoan women. These series of 

articles draws on several key examples to illustrate these dynamics and invites readers to think about how 

cultural-power relations influence empowerment processes.  

 

Phase One: Project Formation (June – August 1998) 

 Establishment of project structures 

 Establishment of the Women’s Advocacy Group – i.e., purpose, ground rules and 
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relationship-building 

Phase Two: Story-telling (September – December 1998) 

 WAG members tell own life-stories with a focus on culture and identity 

 Evaluation of phase two, reflections, planning and celebration 

Phase Three: skills development (February – June 1999) 

   Group work on a variety of areas that included: 

 Story-telling around the operation of power in Tongan, Samoan and Palangi cultures 

 The broad identification of improving local state-owned housing conditions as an advocacy 

goal and preliminary research 

 Undertaking structural analysis of related conditions 

 Development of media advocacy skills 

 Evaluation of phase three, reflections and planning 

Phase four: housing advocacy and action (July – October 1999) 

 WAG members undertake research training 

 WAG members carry out a child health and safety survey of 42 state-owned houses in 

Hilltown 

 Release of survey results at a public meeting, media advocacy and meetings with key 

housing policy players and organisations 

 Evaluation of phase four and the project as a whole 

 

Figure one: Overview of phases and activities of the Women’s Advocacy Group 

 

This project culminated with a number of changes to individual and community capacities including: 

increased confidence and more empowered self-perceptions, reconnection and pride with Samoan and 

Tongan identities, group building and increased sense of belonging and skills development regarding 

analysis of housing issues and power relations, group facilitation, research and media advocacy skills. 

Changes to community capacities included the development of housing advocacy networks, increased 

discussion among community members regarding the conditions of their state-owned homes and a 

marked increase in complaints from tenants to Housing New Zealand. Several research reports were 

generated, a number of newspaper articles published, meetings with politicians held and finally changes 

to the housing policies and housing conditions occurred. 
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Example three 

The story of the community of West Carleton in Ontario is an example of how a community ravaged by 

youth suicide came together to build capacity, engage a range of community assets and develop 

partnerships to promote youth mental health.  The story demonstrates the importance of shared vision, a 

common community language and participation of all members of the community to address complex 

problems.  

 

West Carleton is a large rural community that found itself face to face with the issue of youth suicide after 

losing four young people between the ages of 16 and 19 years in a short span of 21 months. What 

particularly alarmed the community was the fact that the youth had not been previously identified as what 

would commonly be defined as ‘at risk’. Initially grief-struck, members of the community moved from 

feelings of helplessness and looked to professionals for answers on building capacity to heal and bring 

about significant changes based on their own resources and assets.  

 

The local Community Resource Centre, in partnership with the West Carlton Secondary school, played a 

key role as a ‘catalyst’ helping define the extent of the problem and creating opportunities whereby youth, 

parents, police, service providers and other community members could engage in dialogues to shape their 

vision for a healthier community. The community participatory process was based on the premise that 

each individual has something to contribute, believes they are being listened to and included on an equal 

playing field. Young people were central to the design and implementation of the plan, their knowledge 

legitimized from the start. The business community partnered by bringing in financial and human 

resources.   

 

A number of initiatives were designed and implemented.  

 Community Helpers Program: Based on the notion that some people are ‘natural helpers’,  this 

program aims to identify anyone associated with youth who is willing to help them with their 

problems/concerns, identify at risk youth and link them to existing service providers.  

 Youth mental health speakers: Survivors of suicide attempts are considered ‘experts’ of their own 

and their peer’s lives. They educate their peers about mental health issues through school 

presentations, conferences, on TV, and in print media.  

 To address anxiety in schools, three school assemblies were established depending on the grade. 

The students are informed of community resources available; information booths have been set 

up in the school foyer and contact information provided.  
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 Reoriented the various service delivery organizations to provide a ‘one-window’ service. Many 

agencies now provide on-site support to youth at West Carleton Secondary School.  

 A youth /mentor golf tournament was held to promote connection with adults. 

   

The primary strength of the West Carleton project is its community capacity building and mobilization 

aspects whereby individual and community capacities were collectively utilized to address the shared 

vision of youth MHP. At the centre of this network were the youth themselves; the key focus of any 

strategy developed had youth involvement and were youth friendly (Austen, 2004).  

 

Example four 

We complete this section by offering an example of an emerging project in a Northern Saskatchewan 

community that is addressing mental well-being through mobilizing language, literacy and culture as 

community assets for well-being. This participatory action research project is occurring in a small Dene 

community of around 2,000 people. Originally a fishing, hunting and gathering people, colonial education 

systems and other policies aimed at cultural assimilation have since systematically undermined traditional 

economies, family and social structures and cultural practices. Today this village is dealing with a number 

of health-related issues within a context of continuing economic and cultural transition. From a purely 

economic perspective, low literacy rates and related inability to compete on the labor market, and 

declining social assistance means that it is timely for this community to take action to increase literacy 

skills, in the mainstream Western and conventional sense such as reading and writing, amongst its 

members. However, through the lens of a culture-based approach, which conceptualizes Aboriginal 

development in terms of multiple literacies, a number of other preliminary observations are apparent. For 

example, while for the majority of people, Dene is their first language, the primary language of 

instruction in schools is English which creates a formidable barrier to becoming literate, distances people 

from their self-expression and Dene identity. Many aspects of Dene culture also continue to be under 

threat and undermined by Eurocentric policies. Yet vital places of resistance to loss of language and 

cultural strength also exist as with the maintenance of Dene cultural and spiritual practices by some La 

Loche people. Putting aside mainstream, Western definitions of literacy, this community clearly has 

unrecognized or hidden literacies and the potential to mobilize these further as resources for health and 

self-determination.  

 

Our applied research approach will seek to work in partnership with community members to uncover 

these multiple literacies and build on these through community-capacity building, literacy program 
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development and public policy advocacy that reflect community-defined aspirations. It will ask the 

following questions:  

 

1) What does being literate mean to community members? Or, what do visions or community-

aspirations of literacy look like?   

2) What hidden/ unrecognized literacies or strengths already exist within this community? Or, in 

what ways is this community already literate in a holistic sense?  

3) How might these multiple literacies or capacities be measured?   

4) How can La Loche build on these literacies to effect personal and community development in 

ways which reflect community literacy aspirations?  

 

At a broader level, through a discrete but similar research initiative with another community, the project 

will focus on increasing understanding of the interrelationships between literacy, language, culture and 

health in indigenous communities. We hope to be able to begin to put some pieces together regarding the 

more finely tuned aspects of their interrelations and ways they might be mobilized in indigenous 

communities throughout Canada to achieve community identified development goals and increased well-

being.  
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Conclusion 
 

Our review of the literature and conversations with key experts based in Canada and internationally, 

reveals the field of Aboriginal youth MHP to be a vastly unknown quantity if traditional evidence-based 

approaches are the marker of progress. Virtually no MHP-related interventions with Canadian Aboriginal 

youth (as distinct from suicide prevention interventions) appear in the published peer reviewed literature 

and interventions for mainstream youth are limited in their applicability. Accordingly from our own 

knowledge and review of the literature we have offered three conceptual framings which might usefully 

inform the development of MHP interventions for Aboriginal youth: healing and cultural connectedness, 

power-culture and multiple literacies. 

 

In our conversations with the 42 key informants it is obvious that there are numerous fledgling Aboriginal 

youth MHP interventions occurring across the country, although most of these are targeted as individual, 

family and community change, rather than addressing dominant cultural-power dynamics at the structural 

levels. There are also many projects occurring that could be called MHP but are not recognized as such; 

either by their initiators, or by policy and programming organizations. From a health determinants 

perspective, Aboriginal MHP is just about every one’s business and therefore potential intersectoral actors 

should be encouraged to bring their perspectives to the table. There is also much knowledge in 

communities about what works but little capacity in some key areas. These efforts would be bolstered by 

partnerships, which bring resources by way of conceptual approaches to Aboriginal MHP, organizational 

linkages and evaluation expertise.  

 

Finally, as we all know, the playing field is hardly level both with respect to population health promotion 

generally, as well as Aboriginal specific approaches when it comes to measuring effectiveness of 

interventions. The development of appropriate evidence-based approaches to MHP interventions for 

Aboriginal youth is a process that requires a grappling with issues such as what constitutes evidence and a 

willingness on the part of policy and programming organizations to be grounded in Aboriginal 

worldviews, (alongside Western ones) particularly when it come to epistemiological approaches to 

evidence.   
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Appendix I 
 

Table 1:  List of databases searched, search items and articles identified.  

Databases/Sites 

searched (date) 
Search terms 

No. of 

articles 

identified 

No. of articles that 

meet some 

inclusion criteria 

No. of articles 

meeting all 

inclusion criteria 

ISI Web of  

Knowledge  

4/10/06 
Mental health promotion AND Aboriginal youth 1 1 0 

Mental health promotion AND youth (gen. pop.) 35 14 0 

25/10/06 

Youth development & Aboriginal 14 2 0 

Youth development  

 

2736 0 
(of 150 scanned) 

0 

8/11/06 
Resilience and Aboriginal youth 2 1 0 

Resilience 5691 2 
(of 150 scanned) 

0 

Native Health  

Research Database 

4/10/06 

Mental health promotion AND youth 2 1 0 

Mental health promotion 23 3 1 
(need to determine 

ages) 

Youth  190 9 1 
(somewhat) 

Suicide and youth 24 9 
(same articles as above) 

1 
(same articles as above) 

26/10/06 Youth development 2 1 0 

8/11/06 Resilience 6 1 0 

Medline  

11/10/06 

Mental health promotion AND Aboriginal/First 

Nations/indigenous youth 

0 0 0 

Mental health promotion AND youth (gen. pop) 10 6 0 

8/11/06 Youth development AND Aboriginal 0 0 0 
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Databases/Sites 

searched (date) 
Search terms 

No. of 

articles 

identified 

No. of articles that 

meet some 

inclusion criteria 

No. of articles 

meeting all 

inclusion criteria 

Youth development 1,188, 525 - - 

Youth development, subheading adolescence 1,177,517 - - 

Resilience, subheading Adolescence, Adaptation, 

Psychological/ or Social Adjustment  

61, 318 - - 

Ovid Health Star 

11/10/06 

Mental health promotion AND Aboriginal/First 

Nations/indigenous youth 

0 0 0 

Mental health promotion AND youth (gen. pop) 10 
(same articles 

as in Medline) 

6 0 

Youth development, resilience produced same result 

as MEDLINE 

   

Embase 

11/10/06 
Mental health promotion AND Aboriginal youth 0 0 0 

Mental health promotion AND youth (gen. pop) 9 3 0 

CINAHL 

11/10/06 
Mental health promotion AND Aboriginal/First 

Nations/indigenous youth 

0 0 0 

 Mental health promotion AND youth (gen. pop) 15 6-7 0 

PsycINFO 

11/10/06 

Mental health promotion AND Aboriginal/or First 

Nations youth 

0 0 0 

Mental health promotion AND youth 2 1 0 

12/11/06 

Youth development and Aboriginal/ indigenous 

people   

4973 2 
(essentially 1) 

0 

Resilience    

Scopus 

 Mental health promotion AND Aboriginal/or First 

Nations youth 

2 2 0 

Mental health promotion AND youth 60   
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Table 2 

1. National Aboriginal Health Organization.  

2. Sal’i-shan (hosted by University of British Columbia).  

3. The National Network of Mental Health Research.  

4. McCreary Centre.   

5. The National Collaborating Centre for Aboriginal Health (hosted by the University of Northern British Columbia).  

6. Aboriginal Canada Portal.  

7. The Aboriginal Capacity and Development Research Environments (ACADRE, hosted by the University of British Columbia 

and University of Alberta).  

8. Urban Native Youth Association. 

9. Public Health Agency of Canada website 

10. World Health Organization website  
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Appendix II 
 

I.  Examples of primary prevention programs in Aboriginal youth 

Project Methods Results 
Traditional Pathways to Health is a collaborative research project 

designed to promote health and wellness amongst Aboriginal 

youth. It addresses the sense of disconnection experienced by 

many Aboriginal youth through youth engaging in the role of co-

researcher and researching a wellness issue that interests them in 

collaboration with a particular community, students plan, research 

and develop video message that they later present to the 

community as a way of sharing what they have learned (Riecken, 

T., Scott, T., and Tanaka, M., 2006). 

Review of 

collaboratively 

produced videos 

and individual 

interviews with 

student video 

makers and teacher 

partners. 

This project enhanced participants relationships with 

their communities, across generations, with diverse 

groups in urban settings, and their sense of self and 

culture. In summary, this approach to research has been 

found to increase resiliency through the development of 

relationships that foster a connection with community 

and culture. 

Concern over the high rate of suicide in Aboriginal youth in 

Australia led to the development of a ‘Gatekeeper Training 

Program’. Members of the Shoalhaven Aboriginal community 

were trained to identify youth at risk of suicide and refer them for 

help. Training sessions consisted of eight one-day workshops that 

highlighted risk factors, warning signs, how to help and referral 

strategies (Capp, Deane & Lambert 2001). 
 

The Gate-keepers 

filled a 

questionnaire that 

assessed 

knowledge of 

suicide, opinions, 

and attitudes. 

Whilst there was a significant increase in knowledge 

about youth suicide, there was no change in ‘intention 

to help and a reduction in ‘intention to refer to a mental 

health centre’. Further analysis showed that attitudes 

and barriers were significantly associated with 

‘intention to help’. Positive attitude were associated 

with higher help-seeking intentions. The evaluation 

focused on the training process and not on any impact 

the “Gatekeeper program’ had on suicide rates. 

 

Again, in response to high suicide rates in Aboriginal youth, this 

time in the Western Athabaskan tribe in New Mexico, USA, a 

school-based ‘natural helpers’  was established. Ten to twenty 

five youth were trained to respond to a young person in crisis and 

to notify mental health professionals of the need for assistance. 

The natural helpers were provided education in both school and 

community on alcohol and drug prevention, self-esteem and team 

building and suicide prevention. Prevention of alcohol abuse, 

child abuse and violence between intimate partners was included 

in the program because these behaviors have been associated with 

suicide (MMWR Weekly 1998). 

A surveillance 

system of suicide 

attempts and 

completions was 

established. 

Since the program was implemented in 1990, rates of 

suicide have substantially decreased for members of the 

Western Athabaskan tribe aged 15-19 years. However, 

it is difficult to attribute the reduction solely to the 

program because this tribe has shown cyclic 

fluctuations every 5-6 years (between 1958-1897). 
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
Dickinson et al (2003) report on TRAVELLERS, a small scale early 

intervention pilot project designed to enhance protective factors 

(coping, social support) for youth experiencing change, loss and 

transition events. Youth aged 13-14 in two New Zealand schools 

(rural and urban, approximately 10% of students of indigenous 

decent), identified as distressed were selected for intervention. The 

program is based on the notion of ‘life is a journey’ and at times the 

journey will be more challenging than others with many experiences 

involving situations that have to be negotiated. Over eight sessions, 

held during school hours, the young people are guided in small 

groups to identify, develop and access resources needed to travel 

through life (Dickinson P., Coggan C. & Bennet S (2003). 

Review of program 

materials, feedback 

from participants, 

facilitators and 

parents/caregivers 

through diary writing, 

end of session & 

program feedback 

forms and in-depth 

interviews. The 

participants were 

administered the short 

form of the Weinberger 

Adjustment Inventory 

(WAI) to measure 

distress scale. 

Participants generally reported positively in 

terms of help-seeking behavior, positive self-

regards, cognitive skills development and 

destigmatisation.  Urban school participants 

showed a significant decrease in distress scale, 

whilst the decrease in rural school participants 

was insignificant. 

The Gatehouse Project in Australia is based on the recognition of a 

positive relationship between young person’s health and well-being 

and the quality of the school environment. With an overall objective 

to increase levels of emotional well-being, prevent depression and 

reduce rates of substance abuse, the program includes a range of 

institutional and individual-focused components. Each school, based 

on its own social climate profile and input from the Adolescent 

Health Team has developed its own actions. They include guidelines 

for responding to and preventing bullying, a mentoring program, and 

increasing opportunities for students to participate in decision-making 

at all levels of the school. Despite the project’s stated objective as a 

primary prevention program, its overall goal of making changes in the 

schools social and learning environment and strengthening the 

participatory and contributory roles of students, teachers and parents 

suggests it is also a mental health promotion initiative (Patton, 

Glover, Bond, Butler, Godfrey, Di Pietro and Bowes (2000). 

Descriptive review.  
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
Bond et al (2004) evaluated the above project to assess the effects of 

‘whole-school’ improvements on adolescents’ emotional well-being 

and health risk behaviors (Bond, Patton, Glover, Carlin John, Butker, 

Thomas and Bowes (2004). 

Randomized controlled 

trial in which 2,678 

year 8 students, in both 

interventions and 

control schools, were 

surveyed four times; 

twice in the first year of 

intervention and 

annually thereafter for 

two years. 

There was a consistent 3% to 5% difference 

between the intervention and control students 

for any drinking, regular smoking and friend’s 

alcohol and tobacco use. The largest effect was 

a reduction in the reporting of regular smoking 

by those in the intervention group (OR 0.57). 

There was no significant effect of the 

intervention on depressive symptoms, social 

and school relationships. 

MindMatters is a mental health promotion framework aimed at 

promoting a ‘whole school’ approach to mental health promotion in 

Australia. Assuming that one core business of schools is to promote 

mental health and well-being of students, the MindMatters framework 

aims to strengthen the schools role in building social capital, a sense 

of community and fostering a sense of belonging in addition to the 

multitude of practices already in place to promote young people’s 

well-being. The actual activities include professional development of 

teachers, providing them up-to-date knowledge about practice; 

developing curriculum units and teaching processes that use 

experiential and interactive teaching strategies that assist students in 

developing concepts and languages besides making learning fun. The 

program also provides suicide prevention guidelines, and resources to 

support programs in enhancing resilience, dealing with bullies and 

harassment, grief and loss and understanding mental illness.  Initially 

piloted in 24 schools, the program has now been implemented at the 

national level in Australia (Wyn, Cahill, Holdsworth, Rowling and 

Carson, 2000). 

 

Descriptive review. An 

evaluation workshop 

was held after one year 

attended by members of 

participating school 

teams, who provided 

narrative data of their 

experiences. 

School executive leadership, the professional 

development and curriculum materials were 

key to the efficacy of the program.  Because 

the ‘whole school’ approach of the program, it 

is deemed very difficult to ‘evaluate’ the 

program in terms of mental health promotion 

parameters. 
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
Elias and Weissberg (2000) review the work of the Collaborative to 

Advance Social and Emotional Learning (CASEL), a guideline for 

promoting mental health in children and youth  based on the 

principles of social and emotional learning (SEL) espoused by 

Goleman’s notion of Emotional Intelligence. The CASEL guidelines 

focus on four domains: life skills and social competencies; coping 

skills, conflict resolution and social support; health promotion and 

problem behavior prevention and positive contributory services. The 

CASEL philosophy has been adopted in a number of schools and 

evaluations show an impact on all aspects of school life, from 

improved academic achievement to schoolyard behavior, lower rates 

of initiation to alcohol use, greater attachment to schools and 

increased parent participation in the educational system. Despite the 

title of primary prevention, The CASEL system is an example of a 

participatory and empowering mental health promotion initiative 

(Elias and Weissberg 2000). 

 

Descriptive review. No 

details provided on 

methods used to 

evaluate the examples 

given or the results 

provided. 

 

Positive Action (PA) is a comprehensive school based program 

grounded in the theory that positive feelings, thoughts and actions 

reinforce positive behavior; that making positive and healthy 

behavioral choices results in feelings of self-worth, which in turn lead 

to more positive feelings and the positive cycle continues. A ‘whole 

school’ program, Positive Action includes a detailed curriculum, 

school wide climate program, and family and community 

involvement components. Central to all components of the program 

are six units: self-concept, positive actions for body and mind, 

managing oneself responsibly, getting along with others, being honest 

with oneself and improving oneself continuously. Although the 

objectives of this program were not mental health promotion, some of 

the factors it addresses are underlying determinants of mental health. 

Flay and Allred (2003) evaluated the program. 

 

Academic achievement 

and disciplinary data of 

24 intervention schools 

(PA program) were 

compared with 12 

matched control 

schools (no PA 

program).   

Participation in the Positive Action program 

improved student behavior, school involvement 

and academic achievement in all three levels of 

schools (elementary, middle and high schools), 

with results showing a clear dose-response 

relationship. 
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
The Chicano-Latino Youth Leadership Institute (ChYLI) was 

established in response to findings that Chicano-Latino youth in rural 

Minnesota had high school dropout rates, felt pushed out of the 

school system and were at higher risk of alcohol, tobacco and other 

drug use. Although only one of its stated objectives refers to health 

(prevention of substance abuse), the primary objectives of building 

leadership skills based in the Chicano-Latino culture, and 

involvement of the youth in community decision-making are capacity 

building and strengths focused. Bloomberg et al (2003) present the 

results of an evaluation format build into the activities of the institute 

and developed by civic leaders in the Chicano-Latino community and 

staff of ChYLI in partnership with an evaluation consultant 

(Bloomberg, Ganey, Alba, Quintero and Alvarez 2003). 

 

Pre/post participant 

survey, focus groups, 

reflection forms and the 

Minnesota Student 

Survey. 

The results of the first three years show 

increased levels of community service, 

improved peer relationships and higher high 

school graduation rates compared to those of 

Chicano-Latino non-participants. Increased self 

confidence was a common theme in focus 

groups. 

Waring et al (2000) describe the workings of the Hunter Institute of 

mental health promotion, with a special emphasis on its role in mental 

health promotion and prevention with adolescents. Through 

education, media, short courses and workshops, the institute aims to 

develop personal skills of young people by providing information, 

create a supportive environment for people with mental illnesses, 

reorient health services, build public policy and strengthen 

community action. An example of the institute’s work is the 

‘Emotional survival and the High School Certificate’ in which young 

people in the final year of school and their parents are guided through 

a session on how to cope with the stress. Another example is the 

incorporation of a curriculum addressing youth suicide and its 

prevention in 30 Australian universities targeting about-to-graduate 

professionals (schools of medicine & nursing, education and 

journalism) (Waring, Hazell, Hazell & Adams 2000). 

 

Descriptive review. 

Only the initiative that 

incorporated  the 

curriculum addressing 

youth suicide in 

universities was 

evaluated. Key 

informant interviews 

and feedback 

questionnaires from 

students were used. 

Evaluation of the incorporation of the 

curriculum addressing youth suicide was 

positive with a significant increase in 

knowledge and improvement in general attitude 

amongst the graduating professionals. 
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
Toumbourou J and Gregg E (2002) evaluated the impact of parent 

education on youth suicide risk factors in Australia. 

A randomized control 

trial was carried out in 

14 high schools in 

Australia. The 

intervention was a 

professionally led 

parent education on 

means to improve 

communication skills 

and relationships with 

adolescents. Grade 8 

students from both 

intervention and control 

schools responded to 

pre and post-

intervention class room 

surveys.   

Students in intervention schools reported 

receiving increased maternal care (AOR=1.9), 

reduction in conflicts with parents (AOR= 0.5-

0.6), and less delinquency (AOR=0.2). 

Moreover, there was a transfer of positive 

impacts beyond the minority of directly 

participating families. 

Shelton and Lyon-Jenkins (2006) evaluated LEAD- Leadership, 

Education, Achievement and Development- a program designed and 

delivered as a resilience enhancing program for African-American 

youth at risk for delinquent behaviors. 56 African American 

participated in a 14-week community-based expressive arts program. 

A pre-post test design 

was used. 28 youth, 

aged 10-14 with 

identified behavioral 

difficulties constituted 

the intervention group. 

An additional 28 

African American 

youth in an after-school 

program made up the 

control group. 

Sampling was non-

random. 

At end of year 1, there was significant positive 

change in self-control, protective factors and 

resilience, but no effect on self-esteem scores 

in the intervention group. There was zero 

police contact for poor behavior for both 

LEAD and control group participants.  The 

lack of change in self-esteem may be related to 

larger family and community level factors. 

While Lead seemed to have a positive 

influence on the children, larger family and 

community.  
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II.  Examples of mental health promotion programs in mainstream youth (international) 

Project Methods Results 
Assuming mental health literacy is the key to early recognition and 

treatment of mental health disorders, a media-based community 

awareness program, the Compass Strategy was implemented in two 

regions in Australia. The Compass Strategy used the Precede-

Proceed Model to guide population assessment, develop strategy and 

evaluation. Wright, McGorry and Harris (2006) describe the 

participatory planning process, and results of the evaluation. 
 

The evaluation process 

was divided into two 

parts (1) Process 

evaluation examined 

whether program 

implementation was 

according to plan. 65 

key performance 

indicators were 

developed and tracked.  

For example, pop-up 

questionnaires were 

used to track if the 

target population was 

being reached. (2) 

Impact evaluation was 

conducted using a 

telephone survey. 

 

The program was judged to have a positive 

impact on awareness of mental health 

campaigns, self-identification of depression, 

seeking help for depression, a reduction in 

perceived barriers to seeking care and 

awareness of suicide risk. 

Adolescents with an addicted parent are at risk for emotional, 

physical and social problems. They are particularly at risk for 

developing substance abuse. Support services for such children 

include school-based support groups (SBSGs) in some schools in 

USA.   Gance-Cleveland (2004) evaluated one such program in a 

large, multi-cultural school-district in Midwestern USA. 

 

Ethnographic methods: 

20 participant-

observations in SBSG, 

key informant 

interviews, and focus 

group discussions. 

Participants developed greater coping and 

problem-solving skills, supporting one another 

with support systems and making healthier 

choices. The findings also provide a model for 

use in evaluating SBSG’ for adolescents with 

an addicted parent.  
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McCollam A, Friedii L and Woodhouse A. (2004) report seven case studies as examples of effective mental 

health improvement practice for youth in Scotland, UK (Health Scotland 2004). 

Project Methods Results 

The 3C’s Project: Cool, Calm and Chilled 

Evidence suggests young people in areas of high deprivation are 

at increased risk of suicide and self-harm substance abuse, low 

aspirations and poor employment prospects. The 3C’s project 

therefore aims to support the empowerment of these young 

people (aged 11-18 years) by providing opportunities to acquire 

personal, emotional and vocational skills, develop increased 

awareness of stress and improve health and well-being. The focus 

of the program, however, is on improving emotional and personal 

skills and coping more effectively with stress, primarily through 

stress management workshops, counseling, and befriending. 

Pre and post-group work, 

counseling and 

befriending self-

completion 

questionnaires, 

observation by group 

workers and comments 

from teachers and young 

people. 

The impact on most young people, in terms of 

increased understandings of stress, was positive. 

Young people are keen on the project whereas 

adults are more doubting. More work is needed to 

show if the project is having an impact on 

managing stress and emotions, and whether 

improved psychosocial skills will have long-term 

benefits on for example, employment. Since the 

larger issues of deprivation are not addressed, the 

short-term benefits of self-esteem and confidence 

may be undermined by the wider socio-economic 

factors like lack of employment and housing. 

Hythehill Happening.  

In a high vandalism area, the arts and music were used to tackle 

anti-social behavior, engage young people, and promote their and 

the community’s mental health. Participatory planning 

methodology was used. Interventions consisted of open-air video 

art and loud music events, informal workshops and 6-week 

courses offered by video and dance artists and musicians. 

Feedback from local 

agencies, a public 

consultation meeting and 

informal consultations 

with young people by the 

artists.  

Vandalism has significantly reduced, with youth 

workers reporting fewer young people on the 

streets with nothing to do. Local residents report 

a reduction in threat from young people and the 

young people themselves are developing new 

skills and confidence.   

Moving on Up.  

To ensure a smooth transition from primary to secondary school 

(P7 to S1), P7 students participate in (1) a workshop aimed at 

building self-esteem, making friends, responding to peer pressure 

and bullying (2) an anti-bulling day and (3) self-image profiling. 

They also receive a newsletter focusing on feelings and positive 

well-being and help from ‘Peer Helpers.’ 

 

Pupil questionnaires and 

focus groups with 

students. 

Young people gained knowledge of mental health 

issues; there has been a reduction in number of 

young people taking issues to guidance teachers, 

complaints of bullying and concerns about 

students not settling well in S1. A small group of 

vulnerable people were identified for further 

support.   
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McCollam A, Friedii L and Woodhouse A. (2004) report seven case studies as examples of effective mental 

health improvement practice for youth in Scotland, UK (Health Scotland 2004). 

Project Methods Results 

Physical Activity for Confidence and Esteem (PACE).  

After local research identified lack of self-confidence and esteem 

as barriers to in-care youths’ employability, PACE was launched 

to improve these youths’ self-confidence, esteem, and mental 

health through physical activity. In-care youth were given free 

access to leisure centers, a buddy/mentor and an allowance for 

clothing and equipment.   

A Social Competence 

Assessment Tool was 

used to measure self-

esteem and confidence, at 

the onset and 8 months 

later. Leisure Centre 

attendance record (though 

a card system) was 

analyzed. 

Participation rates were higher than expected. 

Participants show increases in social skills and 

confidence. The buddy system has built 

relationships between young people and their 

support staff.  

This project is a rare example of using physical 

activity to enhance mental health and well-being 

in youth. 

Raising self-esteem with secondary schoolgirls.   

Low self-esteem in young women was found to be a risk factor 

for a range of risk-taking and health damaging behaviors and 

relationship problems. The program aims at enhancing self-

esteem in young women. Designed with input from the young 

women themselves, the program consists of ten 80-minute 

sessions held weekly. Participants, usually aged 13-16, are 

selected by the school nurse. Activities during group work 

include an initial interview, discussions, role play, exercise and 

creative activities, hand massage and aromatherapy. 

Participants and 

management feedback, 

the program is a subject 

of a post-graduate 

dissertation. 

Enhanced knowledge of personal safety issues, 

better communication, assertive, problem solving 

and decision-making skills, increased range of 

friendships, reduction in bullying and self-harm. 

Rollcoaster.  

With the objective to address the mental health and well-being of 

children and young people adversely affected by bereavement, 

the program offers support using person-centered counseling. 

Activities are designed to engage children, young people and their 

carers by retelling of the death and making connections to 

subsequent feelings and behaviors. Drama, games art and 

conversations are used as a means of making sense.  

 

Participants complete 

age-appropriate self-

assessment 

questionnaires and keep a 

personal diary of feelings 

and self-evaluations. 

Positive feedback from group participants and the 

project has been able to influence how other 

services respond to bereavement. Whilst the 

program uses a multi-faceted approach to 

bereavement including addressing cultural 

taboos, there is a need to greater research in 

addressing bereavement in children and youth. 
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McCollam A, Friedii L and Woodhouse A. (2004) report seven case studies as examples of effective mental 

health improvement practice for youth in Scotland, UK (Health Scotland 2004). 

Project Methods Results 

West Dunbartonshire Healthy Minds.  

The children of parents with mental health problems are at 

increased risk for a range of psychosocial problems. Local 

evaluations identified gaps in support to such children and youth.  

The program aims to raise awareness of mental health issues, 

eliminating stigma and discrimination, with a priority to improve 

the mental health of children and young people (aged 10-18) who 

have a parent/carer with a mental health problem. Activities 

include (1) group work with time out from family circumstance, 

peer support and recreational activities (2) Individual support for 

isolated or vulnerable youth (3) advocacy and creation of positive 

links between community services and resources.   

Participants and parents 

complete feedback 

questionnaires. Staff, 

advisory group, young 

people and community 

members were 

interviewed. 

Improvement reported in young people’s ability 

to make friends, use coping skills and access 

resources. The support enabled some youth to go 

on to education or work and parents appreciate 

the initiative. The practice has also had an impact 

on local mental health practice; adult clients are 

now asked about their children routinely in 

assessment. 
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III.  Conceptual ideas for developing mental health promotion program in general population 

Alperstein and Raman (2003) present a framework for strategies that have significant potential for promoting better mental health and emotional 

well-being in children and youth. Depending on age and starting from conception, they identify a range of programs that should lead to highly 

resilient, connected youth. They then review the literature to show how some of the strategies, such as home-visiting program and early education 

childcare, have performed. In order to address the upstream social and economic determinants of mental health, they suggest advocacy to influence 

government on income distribution, investment in education, socioeconomic equity, and development of community attitudes that are 

compassionate and tolerant of and value diversity. The authors touch upon the needs of indigenous peoples. Recognizing that indigenous peoples 

have to contend with issues of colonization, dispossession of language and culture, violation of human rights and overwhelming poverty, they 

nonetheless believe that the resilience promoting factors of family and community-connectedness should be applicable to these populations.  

 

Positive youth development is rapidly emerging as a major framework for promoting mental health in youth. Kegler Oman, Vesely, Mcleroy, 

Aspy, Rodine and Marshall (2005) explore associations between youth assets and neighborhood and community resources through interviews with 

1,350 randomly selected inner-city youth and their parents (paired interviews). Controlled for socio-demographic characteristics, parental 

perception of neighborhood safety was associated a non-parental adult role model, peer role model and for African American youth, community 

involvement. City services and neighborhood services were associated with use of time (sports/groups and religion). For Native American youth, 

psychological sense of community was associated with community involvement. These findings suggest that neighborhood and community level 

influences should be considered when designing youth development interventions.  

 

Resilience is another theoretical framework that has potential for use in mental health promotion in youth. Kitano, Lewis and Rana (2005) 

summarize the findings from resilience literature relevant to the development of specific strategies for enhancing outcomes for youth at risk for 

encountering adversity (and gifted children). Resilience describes the phenomenon of surviving and thriving in the face of adversity typically 

predictive of negative outcomes: poverty, family psychopathology, and trauma. The authors review the literature around personal, coping and 

environmental factors in developing resilience, the role of poverty, culture and ethnicity in the development of resilience and the relationships 

between intelligence and resilience. They conclude that despite several decades of research on stress and coping, there continue to be conceptual 

and methodological issues, including the need for coherent theoretical frameworks, consistent operational definitions and measures. Within these 

limitations, the literature indicates that families, communities, and schools can enhance both psychological and emotional resilience by focusing 

on alterable factors such as social support, inter-personal skills, educational aspirations, self-efficacy, empathy, problem solving and coping 

strategies.  
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IV  Examples of primary prevention programs in the general population 

Project Methods Results 
Merry et al (2004) conducted a randomized, placebo-controlled 

trial to study the effectiveness of a universal school-based 

depression prevention program in two schools in New Zealand. 

The intervention (RAP-Kiwi) incorporates cognitive-behavioral 

and inter-personal therapy principles spread over 11 sessions. The 

placebo program also compromised of 11 sessions, with identical 

looking manuals, but with a focus on having fun and without 

elements thought to be active in preventing prevention.   

RCT methodology. The Beck 

Depression Inventory II and 

Reynolds Adolescent 

Depression Scale (RADS) 

were used to measure 

depression at the start, 6, 12 

and at 18 months follow-up. 

Immediately after the intervention, 

depression rates were significantly reduced 

by 3% in the intervention group compared to 

the control group. Depression scores 

remained below baseline up to 18 months for 

both groups. 

Aseltine and DeMartino (2004) also used the RCT methodology 

to evaluate the effectiveness of ‘Signs of Suicide’ (SOS), a 

school-based suicide prevention program. SOS incorporates two 

prominent suicide prevention strategies into a single program by 

combining curricula to raise awareness of suicide and its related 

issues with a brief screening for depression and other risk factors 

associated with suicide. 

2100 students in five high 

schools in USA were 

randomly assigned to 

intervention and control 

groups. Self-administered 

questionnaires were 

completed by students in both 

groups, approximately three 

months after program 

implementation. 

Significantly lower rates of suicide attempts, 

greater knowledge and more adaptive 

attitudes about depression and suicide were 

observed among students in the intervention 

group. Youth in the treatment group were 

40% less likely to self-report a suicide 

attempt. (Aseltine R & Demartino R (2004) 

An evaluation outcome of the SOS suicide 

prevention program. American Journal of 

Public Health 94(3)446-451.) 
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IV  Examples of primary prevention programs in the general population 

Project Methods Results 
Durlak and Wells (1997) present a meta-analysis of 177 primary 

prevention programs designed to prevent behavioral and social 

problems in children and youth. The review also examined the 

types of outcomes achieved by preventive interventions. Each 

study was coded on 51 variables, falling into seven major 

categories (transition programs for divorce, school entry/change, 

first-time mothers, medical/dental procedures, environment-

centered school, environment-centered home, person-centered 

mental health promotion, person-centered interpersonal problem 

solving and affection education, other person-centered behavioral 

approach and other person-centered non-behavioral approach. 

They found that most types of primary prevention programs 

achieve significant positive effects, with only 9 out of 177 

programs yielding negative effects. Most of the latter were 

negligible in magnitude. Whist the findings of such a meta-

analysis can provide a helpful basis for targeting what might 

work, it does not provide sufficient detail to plan an effective 

intervention nor can it demonstrate that a particular intervention 

will be successful in a specific local context or with a specific 

target group. (Durlak, JA and Wells A.M. (1997) Primary 

prevention mental health programs for children and adolescents: a 

meta-analytic review. American Journal of Community 

Psychology 25 (2), 115-152.) 

  

 


