MENTAL HEALTH AND ILLNESS

Introduction
Assessing the state of mental health of the population involves examining two distinct but interrelated concepts:
positive mental health and mental illness. A mental illness is a medically diagnosable condition where a person’s
thinking, mood, and/or behaviours can negatively and sometimes severely impact functioning in life. Positive
mental health describes a person’s ability to enjoy life, work productively, and manage life’s challenges. People
living with mental illness can still experience high levels of emotional well-being and positive psychological and
social functioning in life, while people not diagnosed with mental illness can experience lower levels of emotional
and functional well-being [1, 2].
Overlapping with those which influence physical health, the social determinants of mental health drive risk and
protective factors for poor mental health and illness across the lifespan [3]. Research suggests that social inclusion
(supportive relationships, community and social connections, and civic engagement), freedom from violence and
discrimination (physical security, living in a community that values diversity, self-determination), and access to
economic resources (access to adequate housing, education, work, money and meaningful engagement) are
important determinants of mental health [4].
Mental illness and poor mental health are associated with a range of negative physical health outcomes, increased
health care use, work absenteeism, and lower quality of life [5, 6, 7]. This chapter examines both positive mental
health and mental illness, as well as related issues such as stress and coping.
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Suicide is the leading cause of death for those 18-35
Seriously considered suicide:
� 2% of adults
� 12% of grade 7-12 students
� 35% of lesbian, gay, bisexual, pansexual, other or unsure students
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Positive Mental Health
Mental health is more than the absence of a mental
health condition or illness [1]. The World Health
Organization defines positive mental health as “a
state of well-being in which every individual realizes
[their] own potential, can cope with the normal
stresses of life, can work productively and fruitfully,
and is able to make a contribution to [their]
community” [8]. Improving mental health can occur
regardless of the presence or absence of mental
illness. Higher levels of positive mental health have
also been shown to reduce the risk of developing a
mental illness [9]. Mental health promotion includes
a range of social and environmental interventions
that enable individuals, families, communities, and
organizations to increase control over and improve
their mental health.
The topics examined in this section are related to
concepts described in the Positive Mental Health
Surveillance Framework developed by the Public
Health Agency of Canada (PHAC) [10, 11, 12, 13].
This framework presents indicators assessing three
dimensions of positive mental health: emotional
well-being, social well-being, and psychological
well-being.
Emotional Well-Being
Emotional well-being describes the extent to which a
person feels positively about themselves and is
satisfied with their life. Three indicators of emotional
well-being are self-rated mental health, happiness,
and life satisfaction.
Among Toronto adults (18 years of age and over):
� 71% rated their mental health as being “excellent”
or “very good” in 2015/2016.
� In 2015, 83% reported feeling happy “every day” or
“almost every day” in the past month.
� In 2015, 84% reported being satisfied with their lives
“every day” or “almost every day” in the past month.

Positive mental health is lower
among Indigenous people in
Toronto. In 2015/2016, 31% of
Indigenous adults reported having
“very good “or “excellent” mental
health, 65% reported feeling happy “every day” or
“almost every day” in the past month, and 59%
reported being satisfied with their lives “every
day” or “almost every day” in the past month.
This inequity should be interpreted in the context
of colonization, anti-Indigenous racism, and
inter-generational trauma. These root causes and
additional social determinants can negatively
impact mental health [14].

Social Well-Being
Sense of belonging to an individual’s local community
is an indicator of social well-being within the positive
mental health framework [11]. It has been associated
with perceived mental and general health, with higher
sense of community belonging corresponding to
better self-rated mental and general health [15].
In Toronto, in 2015/2016:
� 68% of adults (18 years of age and over) reported
a “very strong” or “somewhat strong” sense of
belonging to their local community.
� Younger adults (18 to 34 years of age) (59%) were
less likely than those aged 50 to 64 (71%) and those
65 years of age and over (78%) to report a “very
strong” or “somewhat strong” sense of belonging
to their local community (Figure 6.1).
For youth in school, a sense of belonging to their
school community is an important component of
social wellbeing. In Toronto, in 2014:
� More than 85% of students in grades 7 to 12 agreed
or strongly agreed with statements associated with
school connectedness, such as feeling close to
people at school, feeling a part of school life, and
feeling happy to be at school.
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Figure 6.1: Strong Sense of Community Belonging
by Age Group, Toronto, 2015/2016
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H: Significantly higher than those aged 18 to 34 years.
Data Source: Canadian Community Health Survey, 2015/16.

Psychological Well-Being
Psychological well-being is a dimension of positive
mental health that reflects the extent to which people
accept themselves, feel that their life has a sense of
direction and meaning, have warm and trusting
relationships with others, are confident in expressing
their opinions, are able to manage daily responsibilities,
and feel that they are able to grow as a person [2].
Among Toronto adults (18 years of age and over), in 2015:
� 75% scored highly on the psychological well-being scale.
Among youth in Toronto, in 2014:
� More than 80% of students in grades 7 to 12 agreed
or strongly agreed with statements that included
phrasing related to liking themselves, being proud
of themselves, and feeling that they generally do
things well.

Positive mental health is associated
with sleep. More information on
sleep is included in Chapter 11.
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Stress and Coping
Stress is the body’s reaction to a perceived danger,
but, in moderation, can be a positive source for
motivation and problem-solving [16]. Chronic stress,
however, can negatively afect positive mental health
and the onset and exacerbation of a range of physical
and mental health conditions including depression,
anxiety disorders, asthma, autoimmune disorders,
chronic pain, cardiovascular disease, stroke, and
cancer [17, 18, 19]. Chronic stress is also associated
with an increased risk of premature mortality [18].
The impact of stress on a person’s health can vary
and is afected by a number of factors, including an
individual’s coping skills. Coping has been identified
as a determinant of positive mental health [10].
Stress
Sources of stress (i.e., stressors) are generally
described as either acute life events, which usually
occur suddenly or over a brief timeframe (e.g., loss of
a job, death of a spouse, a serious accident), or
everyday chronic stressors that can persist over a
longer period of time (e.g., caregiving for an ill family
member, precarious employment, or unstable
housing conditions) [18]. Common causes of chronic
stress include financial worries, care giving, and
health problems. Both acute and chronic stressors
can contribute to a person’s overall perceived level of
life stress. In 2010, 6 out of 10 Canadian workers
identified work as their main source of stress [20].
In Toronto, in 2015/2016:
� 22% of adults (18 years of age and over) reported
most days as “quite a bit stressful” or “extremely
stressful”.
� Older adults aged 65 and over were significantly
less likely to report most days as stressful (12%)1
compared to younger adults aged 18 to 39 (24%)
and 40 to 64 (25%).
� 28% of adults (18 years of age and over) reported
that most days at work were “quite a bit stressful”
or “extremely stressful”.
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Coping
Coping skills have been identified as a determinant of
health and important for supporting a healthy
lifestyle and developing efective strategies to deal
with adversity [21]. Coping skills can also influence
positive mental health outcomes [22]. Social and
economic factors, such as social support and income,
can afect people’s coping skills and ability to make
healthy lifestyle choices [21].
� In 2016, 75% of Toronto adults (18 years of age and
over) rated their ability to handle both unexpected
and dificult problems as well as the day-to-day
demands of life as “good” or “excellent”, while 25%
rated their ability to handle either unexpected and
dificult problems or the day-to-day demands of life
as “fair” or “poor”.

Perinatal mental health is an ofen
overlooked aspect of mental health,
crucial to women, their partners
and families. More information is
included in Chapter 4.

Mental Illness
Mental illness is prevalent in Canada, with twenty
percent of people experiencing a mental illness or
problem in any given year [23]. Mental illnesses are
medically diagnosable conditions where a person’s
thinking, mood, and/or behaviours can severely and
negatively impact cognitive and social functioning.
Mental illness can vary in severity and duration, and
can be experienced as a single episode or may recur
over time. Examples of mental illness include anxiety
and mood disorders, eating disorders, schizophrenia,
and alcohol and substance dependency.
Mental illness is associated with a range of negative
physical health outcomes, increased health care use,
lower work productivity and increased work
absenteeism [25, 26, 27]. The impact of mental illness
on these outcomes can vary depending on the nature

and severity of the illness involved, as well as the
availability and accessibility of treatment and support
options. The economic burden of mental illness is
also significant, costing the Canadian economy over
48 billion dollars in 2011 [23]. Prevention of mental
illness through addressing its determinants is an
important role for public health in reducing this
burden. Public health and other social services can
also contribute through early identification of mental
illnesses and referrals to appropriate services within
the health care system.
Mood Disorders (including Depression)
Complex mood disorders are caused by various
factors, including genetic predisposition, personality,
stress, and brain chemistry [28]. Clinical depression
is a complex mood disorder, and one of the most
common mental illnesses in Canada [29].
Among Toronto adults (18 years of age and over),
in 2015/16:
� 7% reported having been diagnosed with a mood
disorder, such as depression, bipolar disorder,
or dysthymia.
� Mood disorders such as depression may be underdiagnosed. Based on a validated tool used for
screening, diagnosing, monitoring, and measuring
severity of depression [30], 7% of adults had
moderate to severe symptoms of depression.
An additional 15% were considered having mild
depression symptoms.
Mental Health and Addiction-Related Healthcare
Utilization
Estimates for the prevalence of many mental illnesses
in Toronto is currently lacking. Therefore, this section
uses health care utilization rates as proxy measures.
A limitation of these data is that they underestimate
the true prevalence of mental illness in the
population because they exclude individuals who did
not seek medical care for their condition. In addition,
the relationship between incidence and utilization
can be afected by diferences in the provision of
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services across areas and other factors related to
health care accessibility.

In Toronto, in 2016:
� There were 98,407 emergency department (ED)
visits (17.2 per 100 population) and 11,671
hospitalizations (2.1 per 1,000 population) for
mental health and addiction-related issues.

In Toronto, general physician (family doctor) visits
due to mental health or addiction-related issues:
� Occurred at a rate of 7.1 per 100 population in 2016.

� The most common diagnoses for a mental health
and addiction-related ED visit were substancerelated disorders, with a rate of 6.6 per 100
population (Table 6.1), whereas the most common
diagnoses for hospitalization were mood/afective
disorders, with a rate of 0.7 per 1,000 population.

� Decreased from 8.5 per 100 population in 2007 to
7.1 in 2016. This decrease was observed for both
males and females. This may not indicate a
decrease in the incidence or prevalence of mental
health or addiction related issues, as it does not
capture individuals accessing other types of mental
health care or treatment programs.

� Males were more likely to have an ED visit or a
hospitalization for substance-related disorders, and
schizophrenia, delusional, and non-organic
psychotic disorders, whereas females were more
likely to have ED visits or hospitalizations for anxiety
disorders and mood/afective disorders (Table 6.1).

� Were at least 30% higher among females compared
to males between 2007 and 2016. In 2016, the rates
were 6.2 per 100 males, and 8.0 per 100 females.

Table 6.1: Rates* of Mental Health and Substance-Related Emergency Department Visits and
Hospitalizations by Leading Diagnosis Groups, Toronto, Fiscal 2016
Hospitalizations (per 1,000)

ED visits (per 100)
Diagnosis Group
Substance-related disorders
Anxiety disorders
Mood/afective disorders
Schizophrenia, delusional and non-organic
psychotic disorders

Overall
6.6
4.4
3.0

Males
9.8
3.9
2.6

Females
3.7
4.9
3.3

Overall
0.5
0.2
0.7

Males
0.8
0.2
0.5

Females
0.3
0.3
0.8

2.6

3.6

1.8

0.6

0.7

0.4

* Age-standardized rates.
Data Source: National Ambulatory Care Reporting System (NACRS), Discharge Abstract Database (DAD), and Registered Persons Database (RPDB) (2016 fiscal year). Data provided
by the Ontario Community Health Profiles Partnership.

Toronto had a lower agestandardized rate of ED visits for
anxiety disorders (4.4 per 100
population) compared to the rest of Ontario
(6.6 per 100 population), but had a higher rate
for schizophrenia, delusional, and non-organic
psychotic disorders (2.6 in Toronto compared to
1.6 in the rest of Ontario).
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Intentional self-harm and suicidal behaviour are
separate but related concepts, both potentially tied to
mental illness and/or a lack of positive mental health.
Self-harm is ofen used as a coping mechanism by
those who sufer from poor mental health and lack
proper social support [31]. It can occur with or
without suicidal intent [32], although people who
engage in self-harm are generally at higher risk of
dying of suicide compared to the general population
[33]. Suicide is the ninth leading cause of death in
Canada and the second leading cause of death
among youth and adults aged 15 to 34 [34].

HELP IS AVAILABLE
If you or someone you know may be
experiencing signs of suicide risk,
seek help as soon as possible.
There is always help available.
You are not alone.
Crisis Lines (24/7)
Toronto Distress Centre: 416-408-HELP (4357)
Gerstein Centre: 416-929-5200
If you are in crisis and
require emergency assistance,
please go to the nearest hospital or call 911.

In Toronto:
� Rates of Emergency Department (ED) visits for
self-harm fluctuated between 2008 and 2015,
then increased from 9.0 per 10,000 residents in
2015 to 10.8 in 2017 (12.9 for females, 8.8 for males)
(Figure 6.2).
� Higher rates of ED visits for self-harm occurred
among younger people (Figure 6.3). Females aged
10 to 19 had the highest rates of ED visits in 2013 to
2017 combined2, at 24 cases per 10,000.
Among youth in Toronto, in 2014:
� 11% of students3 in grades 7 to 12 reported hurting
themselves on purpose, for example, by self-cutting
or burning, in the past year. Female students (18%)
were more likely than male students (6%4) to report
self-harm in the past year.
Figure 6.2: Emergency Department Visits for
Intentional Self-Harm, Toronto, 2008 to 2017
All
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Intentional Self-Harm
Intentional self-harm is defined as purposeful injury
by cutting, burning, or ingesting poisonous
substances. The indicators provided in this section do
not provide information about whether intentional
self-harm was related to a suicide attempt or nonsuicidal self-injury.
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Data Source: National Ambulatory Care Reporting System (NACRS), 2008 to 2017,
Ontario Ministry of Health and Long-Term Care, IntelliHealth Ontario

Four years of data were combined in order to stabilize the trend and reduce the likelihood of anomaly due to chance, considering the small numbers within each age/sex group.
Excludes students attending Catholic schools, who were not asked about suicidal ideation or self-harm.
High degree of variability. Interpret with caution.
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Figure 6.3: Emergency Department Visits for Intentional Self-Harm by Age Group, Toronto, 2013 to 2017
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Data Source: National Ambulatory Care Reporting System (NACRS), 2013 to 2017, Ontario Ministry of Health and Long-Term Care, IntelliHealth Ontario

Suicide
Suicide is recognized by the World Health
Organization (WHO) as an important cause of
preventable death that is ofen overlooked by
governments and policy makers [35]. It has widereaching consequences in afected families and
communities. Public health strategies for preventing
suicide include reducing access to means and
methods of suicide, responsible media reporting, and
training of lay and professional “gatekeepers” on how
to identify and respond to suicidal behaviour [36] [35].
In Toronto:
� The overall rate of suicide deaths for adults (aged
18 years and over) was relatively stable from 2006 to
2015, with 9.7 deaths per 100,000 people in 2015.
However, the rate of suicide deaths among females
increased from 4.6 per 100,000 in 2006 to 6.4 in
2015. Despite this increase, in 2015, the age
standardized rate of suicide for males was more
than twice as high (13.3 per 100,000) than for
females (6.4 per 100,000).
5
6
7
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� Males had a higher suicide rate across all age
groups. The highest rate of suicide for males was
among those 80 and older, whereas it was among
those 50 to 59 for females. (Figure 6.4)
� Suicide was the leading cause of death for people
aged 18 to 39 in 2015.
� In 2015/16, 2%6 of adults (aged 18 and older)
seriously considered suicide over the preceding
year.
Among youth in Toronto, in 2014:
� 12% of students7 in grade 7 to 12 reported having
seriously considered suicide in the preceding year.
Female students (18%) were more likely than males
(6%) to report having seriously considered suicide
in the past year.

Four years of data were combined in order to stabilize the trend and reduce the likelihood of anomaly due to chance, considering the small numbers within each age/sex group.
High degree of variability. Interpret with caution.
Excludes students attending Catholic schools, who were not asked about suicidal ideation or self-harm.
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Figure 6.4: Suicide Rate by Age Group and Sex, Toronto, 2012 to 2015 combined
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Data Source: Vital Statistics 2012-2015, Ontario Ministry of Health and Long-Term Care, IntelliHEALTH ONTARIO.

Population level data to identify
inequities in suicide and self-harm
are limited at the local level.
Suicide deaths and attempts by
Lesbian, Gay, Bisexual, Transgender, Queer, and
Two-Spirited (LGBTQ2S+) adults, and data
disaggregated by race, ethnicity, income,
education level and refugee and immigrant status
would add valuable information to understand
the extent of these inequities.

More information on mortality is
included in Appendix 1.

Among grade 9 to 12 students in
Toronto in 2014, Lesbian, Gay, and
Bisexual youth had a higher
prevalence of suicidal ideation
(35%) compared to heterosexual
students (12%). An Ontario study found that 35%
of transgendered persons reported having
considered suicide in the past year, while 11%
attempted suicide in the past year [37]. Additional
research has established a multitude of mental
health inequities in the LGBTQ2S+ community,
many of which are due to impacts of homophobia
and discrimination.
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