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	Disease prevention and health promotion are important elements of public health. Tobacco control, motor vehicle safety, nutrition, and immunizations are widespread public health measures employing science, policy, and interventions. Psychiatrists may ask what constitutes disease prevention and health promotion in the mental health field and how prevention and promotion fit into their clinical work.

Psychiatrists are already familiar with some aspects of prevention through their practice of carefully exploring the possible roots of mental disorders by taking a developmental and family history. In obtaining a thorough history, they can determine what risk factors may have led to symptoms and what protective factors may have alleviated symptoms. The child and adolescent psychiatrist is particularly interested in the family, school, and peer environment; the community psychiatrist carefully considers the social and physical environment; the college psychiatrist is interested in the peer and social environment; and the consultation liaison psychiatrist takes into account the interaction of physical and emotional factors.

Within psychiatry, incorporating a preventive approach - considering risk and protective factors, epidemiology, population-based findings, evidence-based preventive interventions, health promotion, and cost-effectiveness - can be called "prevention psychiatry." The field embraces child and adolescent, community, college, family, and liaison psychiatry because biological, environmental, psychological, and social risk factors all affect future mental health. In addition, prevention psychiatry can span diverse specialty areas, including addiction psychiatry and geriatric psychiatry. Reducing risk factors and promoting protective factors can advance both mental health and physical health. Some of the same risk factors that lead to behavioral and psychological disorders also precede chronic diseases that are the leading causes of death in the United States.1 Decreasing these risk factors and promoting protective factors can have a significant impact on improving overall health - both mental health and physical health.

Although prevention and promotion often are seen to be within the domain of public health and population-based principles, clinical psychiatrists, whose main focus is treatment, can broaden their approach by addressing: (1) prevention of co-morbidities, including the co-occurrence of mental disorders and substance abuse, or mental disorders and physical illnesses (some of which may be induced by psychotropic medications, such as the metabolic syndrome), (2) prevention and promotion activities targeting family members of patients with mental illnesses, and (3) the prevention of suicide. Furthermore, a "prevention-minded psychiatrist" can have a direct effect on the lives of his or her patients by inquiring about cigarette smoking, physical inactivity, poor dietary habits, substance misuse, and other adverse health behaviors in order to prevent chronic diseases.

HISTORICAL CONTEXT AND RECENT EPIDEMIOLOGICAL STUDIES

Prevention of mental illnesses and promotion of mental health is an idea that has been considered for quite some time, and its evolution and recent developments must be understood in the historical context of the past century. Prevention of mental disorders has its origins in the mental hygiene movement of the early 1900s. Clifford Beers, a Yale University student, was hospitalized for 3 years for a mental disorder. Following his recovery, in 1908, he wrote a book about his experiences, A Mind That Finds Itself. In 1909, he founded the National Committee for Mental Hygiene. During this era, it was recognized that mental disorders often began in childhood. Incorporating these ideas, one of the

major goals of this new organization was to address prevention through schools and the family.2 The National Committee for Mental Hygiene became the National Mental Health Association, which still has the prevention of mental disorders as one of its major goals.

Another important advance in the evolving prevention movement occurred following World War II, with the realization of the serious problems of delivering services in state mental hospitals - mental health providers and the public began to consider the benefits of providing mental healthcare in the community. The Community Mental Health Centers Act of 1963 was passed, which provided education and consultation within schools as one of its core activities related to prevention services. However, in reviews of activities in the 1970s, only 5% of staff spent time on primary prevention.3

A debate on the relevance of prevention to mental health policy was part of the agenda of the President's Commission on Mental Health convened during the Carter administration. First Lady Rosalynn Carter became honorary chairperson of the Commission, whose recommendations were translated into the Mental Health Systems Act of 1980. One of the provisions of the Act was to provide support for the development of preventive interventions. Although the Act was rescinded during the Reagan administration, two of its prevention provisions were kept: the provision of a prevention coordinating office in the National Institute of Mental Health (NIMH) and a mandate for funding Prevention Intervention Research Centers (PIRCs), which provided the basis for significant prevention research. Mrs. Carter has remained a very visible and active advocate for prevention ever since.

In the 1980s, substance abuse prevention became an important political issue because of increasing awareness of the rise of drug use and its consequences. A substance abuse prevention agency was developed in 1986. The Office of Substance Abuse Prevention was charged with national strategies for the prevention of substance abuse. This agency became the Center for Substance Abuse Prevention in

1992, which has since supported prevention research programs with demonstrated effectiveness (also see Dr. Powers' article, page 349) and has formed the basis for broader community preventive approaches in other areas, such as violence prevention.4 For a thorough review of the key historical events in the evolution of prevention in psychiatry, see the "Time Line of Events Related to Prevention

of Mental Disorders" (pages 8-11) of the landmark Institute of Medicine (IOM) report in 1994, Reducing the Risk for Mental Disorders: Frontiers of Preventive Research.5

In the past 20 to 30 years, there has been a tremendous increase in knowledge about risk and protective factors related to mental and behavioral disorders as well as the development of evidence-based interventions addressing such factors. These advances have been described in the above-mentioned 1994 IOM report,5 which was mandated by the U.S. Congress to review the field of prevention science. Developments in prevention of behavioral disorders have followed on the heels of increased knowledge about preventing infectious diseases and chronic illnesses.6 Most recently, developments in the field and an overview of worldwide approaches have been described in two World Health Organization (WHO) publications, Prevention of Mental Disorders: Effective Interventions and Policy Options7 and Promoting Mental Health: Concepts, Emerging Evidence, and Practice.8

Advances in the prevention/promotion field have been informed by a number of rigorous epidemiological studies in the past two to three decades that have helped to clarify the epidemiology of mental and behavioral disorders, their demographic correlates, as well as services sought and provided.9-12 The most recent large-scale survey indicated that 50% of mental disorders begin by age 14.11,12 These studies, demonstrating the early onset of mental disorders and the high prevalence of co-morbidities, support the importance of early interventions and the need for addressing co-morbidities.

In the 1990s, Murray and Lopez, working with Harvard University and WHO, discovered that by assessing the burden of disease or morbidity during one's

lifetime, rather than mortality, neuropsychiatric disorders made up a larger proportion of the burden of disease than was previously anticipated. This was caused by a large number of people suffering from chronic and disabling mental disorders. In their exhaustive report, The Global Burden of Disease, the authors point out that unipolar major depression will become the second leading cause of disease burden, making up 5.7% of disability-adjusted life-years (DALYs) by the year 2020, a marked rise from the fourth leading cause in 1990.13 Because of the high rate of mental disorders, the shortage of mental health providers, the cost of treating these disorders, and the widespread degree of suffering of such people and their families, it makes sense to work toward preventing disorders and promoting mental health.

WHAT IS 'PREVENTION PSYCHIATRY'?

"Prevention psychiatry" is a paradigm within the psychiatric profession that focuses on reducing the incidence and prevalence of mental disorders and behavioral problems by identifying risk and protective factors and applying evidence-based interventions. Positive prevention outcomes include reductions in the incidence (the number of new cases in a year) and the prevalence (the number of existing cases in a population at a given point in time or during a given time period) of disease. Although many of the tasks of a prevention-oriented psychiatrist do not differ drastically from a comprehensive biopsychosocial treatment approach, prevention-mindedness may also include community consultation and advocacy related to prevention goals.

Examples of preventive efforts within the mental health profession include:

* Reducing the incidence and prevalence of specific disorders, such as substance use disorders,4 depression, 7,14,15 and conduct disorder;7

* Reducing the proportion of people engaged in risky behaviors, including substance use4 and unprotected sex;16

* Reducing negative outcomes, ie, suicide, 17 teen pregnancy, school dropout and

delinquency,18 child abuse and domestic violence,19 and bullying.20

* Promoting mental health and wellness;21

* Delaying the onset of a disorder, such as delaying the onset of schizophrenia22 (also see Compton et al, page 340);

* Minimizing the impact of a mental illness on a family member, such as decreasing the impact of parental depression on children;23 and

* demonstrating cost-effectiveness of preventive interventions, such as decreasing substance abuse in the work place.24

CLASSIFICATION OF PREVENTION

Two systems for the classification of prevention have been thoroughly described. One includes the traditional public health definitions of primary, secondary, and tertiary prevention, and the other is the classification put forth in the aforementioned IOM report.5

Primary prevention refers to preventing the disease from occurring – reducing the incidence of a disorder. An example is an intervention to discourage adolescents from experimenting with drugs to prevent cannabis dependence. Secondary prevention refers to early detection and screening; it is the reduction of the prevalence of a condition or disease. If a disease is detected early, it can be treated early; this decreases the time the person has the disease, thus decreasing the number of people having the disease at any given time. Prevalence can be in relation to a given point in time (point prevalence) or during a given length of time (period prevalence). In psychiatry, an example of secondary prevention is screening for symptoms of depression or suicidal thinking to prevent the onset of full-blown depression or to prevent suicide attempts or completed suicide. Tertiary prevention consists of rehabilitative treatments that reduce disability.25 In psychiatry, this involves preventing relapse, reducing the likelihood of developing co-morbidities, and guarding

against worsening of psychosocial dysfunction. For example, a number of evidence-based interventions have been studied in the context of severe and persistent mental illnesses to prevent relapse and re-hospitalization, improve social interactions, and assist in obtaining competitive employment, such as assertive community treatment, social skills training, and supportive employment, respectively.26

In contrast to the public health definition of prevention, the 1994 IOM report elaborated on the definition of primary prevention by emphasizing the target population addressed by the intervention. As depicted in Figure 1, primary prevention can be subdivided into universal, selective, and indicated prevention depending on the target population for an intervention.5,25 Universal preventive interventions target a whole population or the general public. With this type of intervention, the cost per person is typically low. An example is a public service announcement or media campaign to prevent substance abuse or cigarette smoking. Another example would be targeting all couples before marriage for a small group intervention designed to decrease marital discord and thereby reduce divorce rates.19 Selective preventive interventions are targeted to people or a subgroup of the population whose risk of developing a mental disorder is significantly higher than average. A risk group may be identified based on psychological, biological, or social risk factors associated with the onset of a mental illness. An example of a selective intervention is to target high-risk

children who have a parent with a mental disorder. Indicated preventive interventions target particularly high-risk people who are identified as having minimal but detectable signs or symptoms foreshadowing a mental disorder or a biological marker indicating a predisposition to a mental disorder. The diagnostic criteria for the illness are not yet met. An example that is currently being studied is the identification and treatment of people who are at ultra-high risk for schizophrenia, although they do not yet meet the criteria for the diagnosis.22

RISK FACTORS, PROTECTIVE FACTORS, AND MENTAL HEALTH PROMOTION

The IOM report specifically states that the term prevention is reserved for those interventions that occur before the onset of the disorder, whereas treatment refers to interventions for people who meet or are close to meeting diagnostic criteria. The term maintenance is used with reference to ongoing treatment for those whose disorder continues. In 1998, the NIMH enlarged the IOM's definition of prevention to include the prevention of relapse and the prevention of comorbidity.27

Risk Factors

A practical, productive approach to prevention in psychiatry is to address risk factors rather than actual causal factors, which largely have yet to be determined. Although the field needs continued research to elucidate actual causal factors, many disorders are highly associated with certain risk factors delineated by research. To identify a risk factor, researchers seek to uncover characteristics that precede a disorder and are statistically associated with that disorder. Some risk factors turn out to be causal, and others are proxy risk factors or markers of elevated risk. Some risk factors are relatively malleable, or able to be changed via a preventive intervention. Examples include psychological or social risk factors, such as family discord or parenting skills deficits, or social/environmental risk factors, such as availability of drugs and firearms and extreme socioeconomic deprivation.5 Others are relatively nonmalleable risk factors, which generally are not subject to change, although they may be very useful in terms of targeting early identification and intervention efforts. Examples include family history of specific psychiatric illnesses, adverse perinatal events that have already occurred (such as trauma, toxic exposures, or infections), and gender.          

Non-Specific Risk Factors Influencing Multiple Adverse Outcomes

Recent research has shown that shared risk factors predate a variety of mental and physical disorders. As shown in the Table (see page 322), Hawkins and Catalano demonstrated shared risk factors in the domains of community, family, school, and the person/peer.28 Durlak reviewed 1,200 outcome studies and found risk factors in his domains similar to those of Hawkins and Catalano. He expanded the outcomes to include school failure, behavior problems, poor physical health, and AIDS.29

Another large study retrospectively assessed adverse childhood experiences associated with negative mental and physical health outcomes1 (also see Chapman et al, see page 359). The risk factors occur in seven categories: three types of abuse (psychological, physical, and sexual) and four types of family dysfunction (substance abuse, mental illness, domestic violence toward the mother, and criminal behavior in a household member). The significance of this study is that shared risk factors are associated with a multitude of mental and physical disorders. The authors graphically illustrate the interaction between early risk factors mediating risky behaviors during adolescence and negative health outcomes as adults including increased mortality (see Figure 2, page 325).1

Protective Factors

Equally as important as risk factors are protective factors, which predate the associated disorder and significantly reduce the risk of developing the disorder or adverse outcome. Protective factors may shield a person from some stressors, protect one from the adverse effects of stressors that are experienced, decrease the likelihood of developing a disorder, and promote resiliency in the face of multiple stressors.30 Some examples are support from a caring adult, such as a parent, relative, mentor, or therapist; good school performance; conflict resolution skills; positive peers; and clear and consistent discipline in the family.28 The Search Institute 31 has characterized 40 "assets" that characterize mental health and can be seen as protective factors that lead to resiliency in the face of adversity. When evaluating children and adolescents, psychiatrists can evaluate these assets to characterize the strengths of the patient.

Mental Health Promotion

According to WHO, the term "health" denotes not just the absence of disease, but a "state of complete mental and social well-being." Mental health is a "state of well-being in which the person realizes his or her abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community." 8 The Victorian Health Foundation of Australia (VicHealth) states that mental health is social, emotional, and spiritual well-being.21

WHAT CONSTITUTES EVIDENCE-BASED PREVENTIVE INTERVENTIONS?

Longitudinal research during recent decades has shown that evidence-based

interventions have changed the developmental trajectory of children with certain risk factors. These interventions in childhood have been shown to decrease risk factors and improve long-term outcomes in follow-up studies of people into their third, fourth, and fifth decades of life.32 Developing the evidence base for preventive interventions requires translating controlled research studies into real-world programs in community sites. Efficacy studies are performed in ideal, controlled settings, whereas effectiveness studies are based in the community, though they also must meet rigorous standards.

These standards have been elaborated upon by researchers in the prevention science field. Such studies are rated according to the degree of efficacy or effectiveness.33-35 The Substance Abuse and Mental Health Services Administration (SAMHSA) has developed the National Registry of Effective Prevention Programs (NREPP), which catalogues substance abuse and mental health preventive interventions.36 The Suicide Prevention Resource Center maintains a list of effective suicide prevention programs,37 and Blueprints for Violence Prevention has a list of model violence prevention programs.38 State and local agencies and mental health providers can refer to such lists to choose an appropriate evidence-based intervention that meets their needs and budget. Clearly, ongoing research must examine further the cost-effectiveness and economic implications of preventive interventions, and policy must address the financing of programs developed with preventive, rather than treatment outcomes in mind.33

Many prevention and promotion interventions occur in the community, schools, the

workplace, and faith-based settings outside of the health and mental health. Although psychiatrists may not be involved in universal or even interventions on a daily basis, it is worthwhile to be familiar with such interventions and to help promote them to the extent possible. Psychiatrists can be involved regularly in indicated prevention as well as prevention of co-morbidities and relapse prevention. Furthermore, it should be noted than many of the routine practices of clinical psychiatrists are informed by the principles of prevention, especially in terms of selective and indicated interventions.

EXAMPLES OF INTERVENTIONS

Universal Preventive Interventions

An example of a universal multisystem (multi-domain) intervention is the Intervention Campaign Against Bully Victim Problems. This intervention was designed to prevent bullying among children and adolescents in Norway (and has since been adapted to the United States). The nationwide campaign targets families, schools, and the community. Outcome data at 8 and 20 months have shown a 50% reduction in bully-victim problems.20 Another example is a universal intervention directed to all couples prior to marriage. The Prevention and Relationship Enhancement Program (PREP) was designed to prevent marital distress and divorce. Groups of couples are taught constructive ways of handling disagreements. Follow-up studies of up to 5 years' duration have shown less conflict, violence, and divorce in the intervention group.19
A universal preventive intervention that has been implemented in the general practice setting comes from the Busselton Study in Western Australia. During the child's first year, the mother received four 20- to 30-minute counseling sessions aimed at enhancing the self-worth of the mother, fostering gentle interaction with the baby, and encouraging positive behavior by the mother.  Follow up consisted of two interviews over the next two years. Positive behavioral and health benefits were seen at 6 years and lasted to at least 27 to 29 years.39

Selective Preventive Interventions

Selective interventions target populations who are at higher risk than average for a disorder. Psychiatrists can play an active role in substance abuse prevention in people with schizophrenia, bipolar disorder, or anxiety disorders who are at risk for co-morbidity. A substance abuse prevention intervention can be instituted in which psychiatrists educate their patients about the risk for substance abuse and screen for it regularly.

An example of an effective brief intervention for alcohol abuse prevention among high-risk college students was described by Baer and colleagues.40 In a large study of 17,000 students at 140 colleges, 44% engaged in binge drinking (defined as five or more consecutive drinks for men and four or more for women) on at least one occasion in the past two weeks. Nineteen percent of the students reported three or more binges in the past two weeks. The intervention was related to motivational interviewing and based on giving students feedback from standardized questionnaires to help identify patterns and consequences that interfere with their self image or personal goals. The single-session individualized preventive intervention sought to elicit ideas from students rather then using a didactic approach. Skill-building was used to teach students to estimate their blood level after different numbers of drinks. The combination of motivational interviewing and skill-building was tested on 508 newly matriculated students who engaged in at least one episode of binge drinking during the past month. Results indicated that participants receiving the brief intervention were more likely to improve and less likely to worsen regarding negative drinking consequences. 

Another example of a selective intervention targeted women who had recently lost their spouses. In a study of such women, 68 were paired with other widows who provided emotional support and practical assistance. Research revealed that the paired widows were able to adapt and participate in activities more quickly than controls.41 Although not necessarily preventing clinical depression, the intervention did promote mental health by accelerating social engagement.

A further example of a selective intervention relevant to psychiatrists relates to targeting children and adolescents with a parent who had a depressive disorder during the past year. Beardslee and coworkers have shown that parent,  child, and family sessions increased the child's/adolescent's understanding of affective illness and improved behaviors and attitudes.23

Indicated Preventive Interventions

Indicated interventions comprise the sort of preventive interventions most familiar to many psychiatrists. These are recommended when a person demonstrates sub-syndromal symptoms but does not fulfill diagnostic criteria for a formal diagnosis. For example, recent research suggests some success in delaying the onset of schizophrenia by treating people who have a genetic risk for the illness who have some early symptoms of psychosis but not the full diagnosis.  Although still being studied, such programs may eventually be able to decrease the prevalence and possibly the incidence of schizophrenia.22

SUICIDE PREVENTION

Suicide prevention has received increasing attention since the publication of the National Strategy for Suicide Prevention supported by former Surgeon General David Satcher, MD, PhD. This plan, using a public health approach, provides a guide to universal, selective, and indicated preventive interventions. These include media advocacy, public and gatekeeper education, and referral for treatment.42 In terms of suicide prevention, "a prevention-minded psychiatrist" can use selective or indicated interventions. In people with bipolar disorder,  major depressive disorder, or other illnesses associated with an increased risk of suicide, the patient can be monitored for risk of suicide and treated for his/her underlying disorder. Risk factors can be evaluated and corresponding interventions put in place.

Suicide rates for those with bipolar disorder, recurrent major depressive disorder, and schizophrenia are much higher than people who have other mental disorders and the general population. Indicated interventions are based on recognizing risk factors for suicide in someone with depressive symptoms, previous attempts, guns in the home, or a history of suicide in the family. The greater the number of risk factors, the greater the risk for suicide.  Additionally, specific pharmacologic interventions may be beneficial given the heightened suicide risk in patients with specific illnesses. For example, treatment with lithium in patients with bipolar disorder43 and treatment with clozapine in patients with schizophrenia44 may decrease the likelihood of suicide. Recent research reveals the highest suicide risk in patients with bipolar disorder compared to those in the general population and those with other mental disorders.45 Therefore, screening for risk factors for suicide in this very high risk population should  be undertaken regularly and consistently  (also see Mann and Currier, page 331).

THE PARADIGM SHIFT TOWARD PREVENTION

An important aspect of practicing prevention psychiatry is the community consultation and advocacy work with which psychiatrists can be involved.  Psychiatrists can practice prevention and promotion when consulting with primary care physicians, health clinics, community agencies, schools, and the workplace.  They can educate about screening for depression and bipolar disorder, suicide prevention, co-morbidities, and more generally, the concept of risk and protective factors. As an advocate, psychiatrists can educate other psychiatrists and mental health providers, physicians, educators, the public, and legislators about the urgent need for prevention research and programs.  Psychiatrists are in a critical position to influence changes in practice and policy by supporting expansion of evidence-based practices. The fact that mental disorders are often co-morbid with physical disorders provides support for the importance of treating mental disorders to improve overall health. Furthermore,  an important role is to address the risk of co-morbidity between various mental illnesses, and between mental disorders and substance abuse. Once one disorder is identified, there are effective interventions to reduce symptoms or prevent the other. In order to implement all the above, it is vital to include prevention and promotion in medical student education and residency training programs.

A prevention orientation requires a paradigm shift: with a balancing of traditional patient-focused medical model and a population-based public health perspective; from a specific disease focus to a health and well-being focus; and from work in isolation to collaboration with primary care and the community. The role of all psychiatrists can be expanded to include the practice of "prevention psychiatry." This would involve awareness of risk and protective factors in clinical practice, advancement and advocacy of prevention and mental health promotion, and consultation with primary care physicians, health clinics, schools, community agencies, and the workplace to reduce common risk factors and promote protective factors. Finally, although clinical psychiatrists generally do not plan or implement population-based prevention and promotion programs, they can practice "prevention-minded psychiatry" on a daily basis by providing prevention and promotion interventions for their patients and their patients' families.

CME EDUCATIONAL OBJECTIVES

1. Describe the two most commonly used classifications for prevention/preventive

interventions.

2. Explain the importance of risk factors and protective factors in the paradigm of prevention psychiatry.

3. Discuss the ways in which clinical psychiatrists can become "prevention-minded psychiatrists."

THINK ABOUT IT

►There has been a tremendous increase in knowledge about risk and protective factors related to mental and behavioral disorders. 

►Recent research has shown that shared risk factors predate a variety of mental and physical disorders.

►Indicated interventions comprise the sort of preventive interventions most familiar to many psychiatrists.
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