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Addressing
Mental Health
Promotion in
Chronic Disease
Prevention and
Health
Promotion

The World Health Organization
(WHO) defines mental health as
‘‘not just the absence of mental
disorder’’ but ‘‘as a state of well-
being in which every individual
realizes his or her own potential,
can cope with the normal stresses
of life, can work productively and
fruitfully, and is able to make
a contribution to her or his com-
munity.’’1(p2) Mental illness, on
the other hand, is the ‘‘term that
refers collectively to all diagnos-
able mental disorders’’ that are
‘‘health conditions that are char-
acterized by alterations in think-
ing, mood, or behavior (or some
combination thereof) associated
with distress and/or impaired
functioning.’’2(p5)

Further, WHO has long defined
health as ‘‘a state of complete
physical, mental, and social well-
being and not merely the absence
of disease, or infirmity.’’3(p100)

Given these definitions, it should
be clear that there is no health
without mental health.

Recent arguments suggest that
mental illness and mental health
are related and can co-occur in
individuals.4,5 This relationship is
defined by the two-continuum
model, which is best explained by
a four-quadrant scheme that in-
cludes mental health, languishing,
flourishing, and mental illness
(Figure 1). In this model, Keyes
considers flourishing as a state
‘‘filled with positive emotions and
to be functioning well psycholog-
ically and socially,’’4(p210) lan-
guishing as a state of ‘‘emptiness,
and stagnation’’ 4(p210) in which
the person describes his life as
one of despair (i.e., ‘‘hollow,’’
‘‘empty’’),4(p210) and mental ill-
ness as the presence of a set of

symptoms (based on the Diagnos-
tic and Statistical Manual of
Mental Disorders [DSM III R]) in-
dicative of major depression
over a 12-month period.

In the first quadrant of this
system, there is no mental illness,
and a person in this quadrant
experiences complete mental
health, defined by Keyes as flour-
ishing.5 People who fall into the
second quadrant have moderate
mental health and exhibit low
symptoms of a mental illness.
People who are experiencing
some symptoms of mental illness
and exhibit poor mental health
are considered to be in a lan-
guishing state of mental health
and fall into the third quadrant.
The fourth quadrant is made up
of those who have a high level of
mental illness but who also may
exhibit some degree of flourishing
(i.e., exhibit a level of resilience
and coping factors). At any level
of mental health other than com-
plete mental health, people do not
function at optimal capacity and
have some signs and symptoms of
mental illness. Keyes describes
states of coexistence of mental
illness and mental health in an
analysis of the Midlife Develop-
ment in the US Study, in which he
found that only 17% of the par-
ticipants ages 25 to 74 years
experienced complete mental
health, 57% experienced some
combination of mental illness
and mental health, 12% were in
a state of languishing, and 14%
had experienced a major depres-
sive episode in the past 12
months.4 Kessler et al. reported
that an estimated 26% of persons
living in the United States age 18
years and older suffered from

a diagnosable mental illness in
a given year.6

MENTAL HEALTH AND
CHRONIC DISEASE

Epidemiologic studies have
provided evidence of a strong link
between mental illness, mental
health, and physical health, espe-
cially as it relates to chronic dis-
ease occurrence, course, and
treatment. For example, depres-
sion has been shown to affect the
occurrence, treatment, and out-
come of several chronic diseases
and conditions, including heart
disease, diabetes, hypertension,
cancer, and obesity.7 Mental ill-
nesses such as depression and
indicators of mental illness such as
frequent mental distress are re-
lated to certain risk behaviors,
including physical inactivity,
smoking, drinking,8 and insuffi-
cient sleep.9,10 Emerging evidence
shows that positive mental
health is associated with im-
proved health outcomes. For ex-
ample, in one study, individuals
with mentally healthy attributes
(such as optimism) had a lower
risk for coronary heart disease.11

Keyes also demonstrated a sig-
nificantly lower prevalence of
chronic disease among those who
met the criteria for complete
mental health.12

Additionally, higher emotional
well-being, which is an important
facet of positive mental health, has
been shown to be related to lon-
gevity.13 Further, in this same
issue Keyes et al. show that losses
of positive mental health lead to
increasing risk of mental illness,
and Snowden et al. show that
recovery from mental illness can
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lead to gains in the level of posi-
tive mental health.14,15

A COMPREHENSIVE
PUBLIC HEALTH
APPROACH IS
WARRANTED

These findings suggest that
public health must focus on pre-
venting and treating mental illness
but at the same time must promote

mental health by addressing the
emotional, social, and psycho-
logical well-being of the popula-
tion. The barrier to this goal may
lie in the strategies that should
be used to facilitate mental health
promotion. Research findings sug-
gest that using individual ap-
proaches may have limited success
for improving mental health.16 It is
clear, then, that population-based
interventions are needed, but to

date few population-level inter-
vention studies with large sample
sizes have been conducted. Health
promotion principles may be
a starting point to develop effective
population-based interventions.
WHO defines health promotion as
‘‘the process of enabling people to
increase control over their health
and its determinants, and thereby
improve their health.’’17(p10) Health
promotion is also defined by
O’Donnell as ‘‘the science and art
of helping people change their
lifestyle to move toward a state
of optimal health,’’18(p5) which in-
cludes physical, emotional, social,
spiritual, and intellectual health.
Using these principles, mental
health promotion will require
a broad-based approach that fos-
ters personal resilience within
a supportive community environ-
ment. O’Donnell notes that creat-
ing a supportive environment
might have the greatest lasting
impact on optimal health.18

Addressing issues of racism and
inequalities in housing, education,

social justice, community safety,
outlets for healthy food, and com-
munity participation may foster
a more supportive community en-
vironment.19–21 Achieving these
conditions will require that public
health understand and address the
social determinants of mental
health.22 This focus may require
social policy interventions at the
community level to ensure equity
in livable wages, safe housing and
neighborhoods, attractive and
safe places for physical activity,
and access to affordable and
healthy food. At the individual
level, people need to be educated
on the importance of positive
mental health and well-managed
mental illness, ways to cope in the
face of adversity, and the role that
mental health care shares with
physical health care in helping
them take control of their total
health. Additionally, a comprehen-
sive approach to address the social
stigma of mental illness is needed.
This approach should include
nondiscriminatory policies that
provide equal parity and re-
imbursement for mental illness
treatment as well as educational
programs and campaigns to bet-
ter educate the public on mental
illness. Stigma can affect the
overall health, employment op-
portunities, and lack of social
acceptance of those with mental
illnesses.

THE CHARGE TO PUBLIC
HEALTH

The 1999 surgeon general’s
report on mental health called for
a broad public health approach
that included not only clinical di-
agnosis and treatment of mental
illness but also surveillance, re-
search, and promotion of mental
health.2,22 Furthermore, a recent
workgroup of mental health ex-
perts, representing state health

Tourists in Beijing, China, practice tai chi at a Buddist temple. Photograph

by Michael Wolf. Printed with permission of Aurora Photos.

Source. Adapted from Keyes.5

FIGURE 1—Two-continuum model of mental health.
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departments, academic institu-
tions, professional organizations,
community-based organizations,
and federal agencies, suggested
that new measures for mental
health be developed and incorpo-
rated into national surveys.23 The
group also suggested that more
research should be conducted on
the relationship between mental
health and chronic diseases. This
approach would suggest that sur-
veillance data are needed to assess
not only the prevalence of mental
illness in the population but also
the mental health status and its
correlates in the population.

If public health is to meet the
contemporary challenge of pro-
tecting and promoting the public’s
health, mental health promotion
and protection must be incorpo-
rated into the overall goal of
traditional treatment and risk
model for health promotion. This
approach requires the under-
standing that mental illness is
a chronic disease that has a high
rate of relapse and recurrence and
is estimated to be second only to
cardiovascular disease as a source
of the global burden of disease by
2020.24 Therefore, the goal of
total health for the population as
a whole will require an integrated
approach, with all health profes-
sionals working across disciplines,
organizations, and health systems,
including those addressing phy-
sical health and mental health
and those encompassing primary
care, mental health, and public
health.19,22,25
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