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research objective(s). Pursuit of the present study’s research objective demands a
methodological design driven primar /by analysis of the data itself. This heuristic
process unfolds according to wl is found, and produces results on multiple levels
with tabular and graphic illustrations when necessary. A clear and practicable
distinction between mental health research and mental illness research is employed,
and the implications of this distinctic  for the study’s research method are explored.

The results point to one overrid 1 conclusion: Cstensibly, Mh..« as a whole is
adequately funded at CIHR, but there i«  nple evidence that allocations within MHIR
may not satisfactorily address all e cc :rns falling under its extensive mandate. In
particular, mental illnesses may :ll be under-funded and under-researched. Thus
closer scrutiny of CIHR’s funding allocations within its MHIR, both quantitative and
qualitative, is required on a number of levels. Based on the extensive but nevertheless
preliminary nature of the present study, rther research could ultimately call into
question the = -ceived sufficiency of CIHR’s overall funding of MHIR.

Recommen itions for future research are derived from two principal sources:
1) the methodological challenges :t in the course of the analysis and its results; and
2) the unexpected limitations discov¢ d in generating the results. The value of the
findings for mental health/illness advocacy and for CIHR itself is discussed, as well as
the influence of CIHR's funding allocation policies, or lack thereof, on the quality and
quantity of the M [IR it cc ducts. This leads to consideration of Canada’s level of
commitment to this research area, particularly in light of the burden and prevalence of

mental illness in Canada, and the fundamental importance of mental health.
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CHAPTER 1: INTRODUCTION

1.1: Rationale and Purpose

Until late in the 20" century, 2 chronic failure to address mental health and
illness issues was manifested in a pervading stigma regarding mental illnesses and those
who suffer from them, and a lack of appreciation for the central importance of mental
health. In recent years, however, public awareness and political consciousness concerning
these issues have been raised s* ificantly, both in Canada and globally. From this more
enlightened perspective a more compassionate view has emerged, and we now take a
more caring approach to those coping with mental health and illness problc  s.

Inevitably, the fundamental re-c iceptualization of how we address mental health
and illness issues exposes many outdated, inadequate, and even inhumane policies and
practices. In Newfoundland and Labr lor, for example, the shooting deaths of two
mentally ill men by police in 2000 (in s arate standoffs), and the Reid/Power inquiry
that followed in 2003, revealed serious :ficiencies in provincial police policy regarding
mentally ill _ ople. These tragic  ide1 , a persistent failure to consider the needs of
mentally ill individuals who run afoul of the law, and the provincial justice system’s lack
of mental health related policies and procedures in general, led to the new Mental } \lth
Care and Treatment Act (Government of Newfoundland and Labrador, 2006) and the
Mental Health Care and Treatn it F v Board in 2006 (Department of Health and
Community Services, Government of Newfoundland and Labrador, 2008). The
Newfoundland and Labrador Division of the Canadian Mental Health Association has
also been a consistent force for mental health/illness education and advocacy, introducing

many important initiatives including a call for a provincial mental health policy












administered 1 partnership with Industry Canada, the Social Sciences and Humanities
Research Council (SSHRC), and the Natural Sciences and Engineering Research Council
(NSERC) (Government of Canada, 2006). To produce a comprehensive set of results, this
study identifies and quantifies CIHR’s funding of programs related to mental health and
illness in all three of these areas for inclusion in the data collection and analysis.

CI Ris, by far, the premier body for health research mandated for Canadians by
their government. Therefore, CIHR's fundir levels, the relative composition of CIHR’s
funding allocations to each of its 13 vir 1l institutes, and the allocations within each
institute, may be seen as representati-  of our relative health research priorities in
Canada. However, before we can gai  : these priorities, and their implications for the
funding of feder: y mandated MHIR in the context of a national health research agenda,
an in-depth analysis of CIHR’s first 10 years of MHIR funding levels and allocations as

found in its funded research dat: 1se  required.

1.3: Ethical Considerations

This study received ver  apprc al by the Human Investigation Committee
(HIC) of the Faculty of Medicine at Me orial University. Inasmuch as the rescarch does
not involve I nan subjects, a formal ethics approval process was not required by HIC.
The research relied upon administrative 2rsonnel at the Canadian Institutes of Health
Research (C1 R), but the role of these individuals was only to assist with data extraction
and collection. Secondary data were ret  ved with the assistance of personnel contacted,
but these persons were not interviewed as research subjects. Aside from a commitment to

reliable, evidence-based quantification, is study has no other ethical considerations.




1.4: Assump ns and Limitations

This research rests on four basic assumptions: 1) a nation’s health research
priorities are reflected in the comprehensiveness and diversity of its health research
agenda; 2) health research funding levels and allocations are indicative of these priorities,
and they are fundamental, seminal components of a comprehensive health care
system; 3) it is important to ascertain the range and depth of these priorities to determine
if our health research agenda is bi ince and ensure specific health research areas such
as MHIR are ot neglected; and 4) the chief federally funded health research body in
Canada, CIHR, is the optimum site for evaluation of Canadian health research priorities
in general, and our M R priorities in particular. These are reasonable suppositions, and
the need to know levels and relative allocations of federal health research funding is the
impetus for the present study.

With respect to research method, the study’s limitations are self-imposed by strict
adherence to the research objective, a steadfast pursuit of the research question, and an
exclusive focus on the object of the research — detailed data sets extracted from CIHR's
funded research itabase. This is not e sampling of a population of health research
projects to ol in a statistical estin of the proportion of MHIR therein — it is the
scrutiny of the abstracts for every project in a population of MHIR projects, thereby
determining the actual proportion and relative allocations of funding they constitute.
Moreover, the method is gover | by examination of the data itself. Research procedures
and findings ¢ based on what is found in CIHR’s database, in the details of the abstracts

of the proje  identified as MHIR. There are no externally conceived evaluatic too or



research me ods brought in and adapted for use here. The method is nothing more than
the self-unfc ling process of an abstract-by-abstract analysis; results are, for all intents
and purposes, in  parable from the method used. A study methodologically conceived
and executed in this way must nevertheless account for the researcher’s role in the
process (i.e. flexivity), as will be explained further in Chapters Three and Four.

As important as it is to know our national health research priorities as reflected in
the governme s relative allocation of nding for a range of health research objectives,
it must be ar  nowledged that federally funded health research constitutes just a fraction
of all health research conducted in Canada. To some extent, this may be seen as a
limitation in terms of the value of the present study’s findings; this issue is revisited in
Chapter Seven where its implications fi efforts to influence health research agendas in
Canada, and the significance of achieving the present study’s research objective, are more
thoroughly discussed. A pair of unantic™ ated limitations that arose during the generation
of the results is also addressed.

Another conceivable lin ation of this study revolves around the *politics” of
funding, and the impact of such considerations on research studies and the abstracts
written to justify fundii  for them. Wit invest’ ors apply for health research funding,
they respond to calls for abstracts based on funding parameters that indicate the kinds of
studies they will be funding. Experienced researchers know that, in many cases (how
many is a matter of pure speculation without further research), e abstract written and
the study ultimately conducted do not perfectly correspond; that is, the investigator’s

abstract was as much or more concerned with securing funding than with having the




abstract faithfully represent the form the study would ultimately take. When using project
abstracts to research health research funding, this limitation comes with the territory, so
to speak, and further discussion of its implications is given in the concluding chapters.
The analysis 1s designed to gene e reliable results constituting a scientifically
valid circumscrij on and quantification of CIHR’s funding levels and allocations for
MHIR, leading to further study into M  [R funding in Canada. Speculative discussion on
the adequacy of fundii levels and effectiveness of relative funding allocations revealed

by the study is confined to the study’s conclusions and recommendations.

1.5: Defin on of Terms

Technical terms used in this thesis not readily understood by a layperson outside
the fields of heal research and health research funding are defined when they appear in
the text. The terms in the typology of irch objectives and study features that emerged
from the abs  cts over the course of 2 research as a set of sub-categories is extensive;
they are nc involved in the pursuit of t|  present study’s research objective, and so they
are included in the appendices for readers interested in this data.

However, the distinction between mental health research and mental illness |
research is st 1 pivotal feat  of the stu ' that it requires special consideration. The

value of the results depends on a clear de!  tion of these concepts and their relation to

one another at the outset, and a strict m: itenance of the distinction throughout the
analysis. Therefore, to provide t| read with an understanding of how and why these

terms are applied as they are in the study, both terms are defined here.









scurvy research, and can only be considered such indirectly. By extension, any research
designed to better understand and preserve mental health is no more research into a given
mental illness like depression, tl 1 research designed to better understand and preserve
physical health is research into a given physical illness like scurvy. Illness research, as
opposed to health research, must have a specific focus on one or more illnesses.

Examples ¢ how this distinction is . | plied 1 >ughout the analysis are given in
the next chapter, ut as each abstractis  /iewed the distinction is made based on the
study’s research objective(s). If the abstract contains a clearly stated, direct intention to
target one or more mental illnesses or ¢ ss of illnesses, conceivably directly improving
the lives of  se suffering from these affliction(s), it is deemed mental illness research; if
the research ¢ jective(s) does not target one or more specific illnesses, and the research
only benefits the mentally ill indirectly, it is deemed mental health research; and if a
study involves a mental health research objective and mental illness research objective
(e.g. stress in diabetes patients), it is categorized as a mental illness study.

For these  asons, the keywords sreach| ject could only be used as a last
resort. For example, a project claimii “may open up new areas of research into
schizophrenia™ will have ‘schizophrenia’ listed among its keywords, whereas such a
project could not be considered schizophrenia research in this study. This is why all
keyword searches for specificde” ’s  the abstracts are inherently flawed, makir  the
method of analysis a necessarily unique approach to data in this form. Almost all
abstracts were accommodating in terms making the distinction, as a clear statement of

research objectives in the abstract is always af  equisite for achieving research funding.
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In this study, :search projects with objectives designed to address the former are
considered mental illness research, and projects with objectives designed to address the
latter are considered mental health research. The two do often overlap and support each
other, and success in either sphere does mean indirect benefit to the other; but their
difference is an important point when determining how balanced and effective our health
research agenda is in terms of helping the mentally ill versus fostering mental health.
One of the clearest distinctio ween health and illness can be found in Valuing
Mental Health, an excellent document | t forth by the Government of Newfoundland and
Labrador in 2001. Based on consultations with key stakeholders, it represents a collective
effort to explore policy directions in the mental health system. The paper defines mental
health as the everyday efforts of an individual to cope with the challenges of life, with or
without abuse, support networks, financial security, adequate housing, education and/or
employment. It defines mental illness as a medically diagnosable disorder that impairs
thought, mood and behaviour; essential  the presence or absence of symptoms of
disorder. However, the paper also argues that the phenomena of mental health and mental
illness are two interrelated continuums, whereby a person whose everyday circumstances
are good (mentally healthy) may nevert less be suffering from a mental illness, and the
everyday circumstances of a person free of mental illness may be unfortunate enough as
to make the person mentally unhealthy p. 7-9). In terms of the present study, if the two
concepts are st ctand interre ited in the human condition, and we wish to sufficiently
address both with health care and community health initiatives, it follows that MHIR will

be more effective if it is mindful of this distinction and dynamic. Therefore, fundit



levels and fundir  allocations for MHIR must do the same.

Application of this distinction in the present research focuses the research, giving
the results more significance. It is a distinction the study must make if imbalances and
inadequacies in our relative fundir allocations are to be identified. lllness research is a
subset of health research, just as we find in the full set of health research projects funded
by CIHR. Health research cannot be a subset of illness research in a system so ordered,
particularly if we wish to draw useful conclusions from an analysis of that system. Any
conflation of ‘health’ and ‘illness’ in this study would undermine its value, and confuse
satisfaction of the second part of its res  ch objective — to ascertain how much research
funding is de cated to study specific mental illnesses in the context of CIHR’s global

health research budget and, specifically 1its MHIR.

1.5.2: The inance ~“ “eur

We are concerned with MHIR funded by CIHR from 1999 to 2009 by quantifying
this set of researr  projects in  veral v rs. CIHR’s MHIR efforts have a finite budget
with which to address the range of research objectives covered by its broad mandate, as
with CIHR as a whole. Over-emphasis on one or more research areas within MHIR
would make it much more possible fc ‘tain areas to be under-researched or neglected,
the same is true if one scientific  roar 1s stressed more than any other  such as
neuroscience.

The titular primacy of ‘neuroscience’ in the name of the institute charged with

guiding mental health and illness researr  at CIHR (INMHA) reflects its predominance



in psychiatric research in recent years. This issue has become contentious in Canadian
psychiatric circles, and this is addressed with the third part of the present study’s research
question. It has ; 'enrise to a he. :d debate in the literature, and the theme of a recent
edition of the Canadian Journal of Psychiatry wherein Dr. Joel Paris (2009) expresses
well the fear that this phenomenon threatens to ‘reduce’ the field of psychiatric research

to neuroscience:

A reductionis : approach c: : int for emergent phenomena occt ng at the
level of mind...Mental disorders « it be reduced to abnormalities in neuronal
activity; psychiatric symptoms ne be understood at multiple levels (p.513)

Paris is concerned about a narrowing of the scope and effectiveness of psychiatric
research, and the redefinition of psychi 'y as applied neuroscience would *...limit
psychosocial influences to a role as pre: Hitants of disorder.™

Dr. Paris’ concerns are va . N. owir the scope of this field at a time when we
are coming to understand the multiple levels of attention mental illness and MHIR
requires is, . >st, counterintuiti*  neuroscientific dominance will deemphasize
qualitative research and mixed methods, just as the value and utility of these research
methods are being realized. A position statement by the Canadian Alliance on Mental
[llness and Mental Health (2000) expla . why those of us concerned with making a clear
distinction between the concepts of health and illness in research feel called to serious

consideration of the issue of ne  Hscientific supremacy in psychiatric research:

A separate research institute for mental illness and mental health is needed to set
the research priorities in this field without competi:  with the many neuroscience
priorities for a host of other neurol il disorders. A distinct institute for mental




illness and m  tal health is necessary because research in mental illness generally
has a lower priority than rese;  h on neurological diseases, such as Alzheimer’s
disease or Huntington’s disease. With neurological diseases the pathology is known
and the sites ¢ disease can be pinpointed, but this is not the case for mental
illnesses. Because the causes of mental illnesses are multi-factoral and complex,
mental illness projects are usu y less focussed (sic) about the causes, diagnostic
criteria, and treatments. As a result, the severe competition for limited research
funds ends up with gross underfunding for mental illness research projects (para. 6).

Even thoug the distinction between neuroscientific research and non-neuroscientific
research does not parallel the distinction between health research and illness research, we
may see that neuroscientific do ination in the field of MHIR ¢ have a detrimental
effect not unlike that of an overempt  is on mental health research — there is a very real
danger of under-researching specific mental illnesses. Therefore, the third part of the
present study’s research objective provi s a quantitative evaluation of neuroscientific

versus non- 1roscientific rese:  in the MHIR funded and pertformed at CIHR.

1.6: Outline

The remainder of the thesis is st ctured as follows: Chapter Two contains the
formal literature review divided into for parts, moving the discourse concentrically
inward from the historical and global :grounds of the research to the focus of the
study. Chapter Three discusses two major methodological considerations: (i) the practical
matter of identifying an efficient way to extract the required data from CIHR’s funded
research database; and (ii) the merits of the data-driven, self-unfolding process the study
adopts as its method, and its utility for ¢ a collection, analysis, and the ultimate value of

the results.



Chapter Four uses a series of examples to deliver an account of the research
proper: a compr. ensive, in-depth analysis of detailed data sets from CIHR's funded
research database, and the categorization of each research project accordin  to what is
found in its abstract. This chapter demonstrates how the information in each abstract is
recorded and 1an ied, and describes how the process gressively gen  tes data as it
builds a typology of research categories and sub-categories. It elucidates the process of
deleting extraneous data from the data sets, and the various ways the method turns back
on itself to correct itself after the itial  view is completed.

Chapter Five provides a1 ysis ¢ the results to answer the study’s three-part
research que on regarding: (i) the proportion of all health research funded at CIHR from
1999 to 2009 that can be deemed ] 1IR; (i1) how much of this can be considered mental
health resear  versus mental illness research; and (iii) how much is neuroscientific
research. This chapter also offers conclusions that may be drawn from the results. Finally,
Chapter Six puts forth recommendations regarding: who may value the findings, and how
may they be used; future research ba 1on the study; how funding allocations at CIHR
compare with epidemiological data on the health of Canadians; and the study’s

implications for researching health rese :h.
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[are] tied to t 1 beds, lying in soiled beds or clothing...

patients in ‘caged beds” for hours, days, weeks, or sometimes even months or years...".

The release also offers pertinent statisti  facts to reveal the socio-political roots of the

; “Countries continue to lock up

problem: “32% « countries have no community care facilities...”; 30% of countries don't

have a specified budget for mental health. Of those that do, 20% spend less than 1% of

their total health budget on mental health.”; and 64% of countries do not have any mental

health legislation or have legislation that is more than 10 years old.
Early in the 21" century efforts to improve the quality of life in developing

countries still be 1y this unfortunate sense of health research priorities. Miller (2006)

conveys the scope of the problem, and is particularly damning in terms of the neglect of

the problem on the international level:

The imbalance is staggering. ..1e majority of the world's 450 million people who
suffer from neuropsychiatric disorders live in developing countries, but the World
Health Organization (WHO) estimates that fewer than 10% have access to
treatment... The United Nations Millennium Development Goals make no mention
of mental hea 1, nor do the _.Il ar elinda Gates Foundation's Grand Challenges
in Global Health...In sub-S:~ -an A :a, many countries have one psychiatrist--if
that--for every million people, compared to 137 per million in the United States.
(p.458)

Horton (20C ., e Hes these s its with~ * lictn 1t of the more prominent global

organizations in his introduction of L cet’s series on global mental health:

WHO is not the only institution with a responsibility to strengthen mental health
services. 1e World Bank, country donors (such as the USA, UK, and European
Union), foundations (such as the Gates and Rocketeller Foundations), research
funding bodies (e.g. the US National Institutes of Health), and professional
associations all share a duty to make  2ntal health a central theme of their
strategies  d financial flows. For the most part, these organisations have done far
too little, if anything at all. (p. 806)









“Overall researc  support for mental illness and substance abuse is extremely limited and
disproportionate » the overall costs to society represented by = :se disorders.” (p.575).
The next year, P cus et al. (1993) analyzed two psychiatric journals (the American
Journal of Psychiatry and Archives of General Psychiatry) to identify research trends
from 1969 to 1990, and they found MHIR output and funding had seen a modest increase
over that period. More to the point for the present study, however, they recommended
analyses of this kind be performed regularly:
Systematic analysis of trends in psychiatric research and other forms of research on
research can be useful approaches ) assessing the owth and utilization of
knowledge in the field, to planning how to most effectively use limited research
resources, and to increasing  iblic support for research. (p. 135)

Three studies published in the British Journal of Psychiatry in the late 1990s
shifted the focus to evidence-based medicine, the quality of MHIR, and the debate
thereof. On one hand, Geddes and Harrison (1997) studied translation of research into
practice, enjoining psychiatrists »emb e evidence-based medicine as the best way to
achieve an efficient exchange between high quality research and everyday psychiatric
practice; Geddes et al. (1997) hailed the arrival of Eviden: Based Mental Health, a new
journal encouraging the application of evic 1ce-based medicine in the mental health
services to close the research-practice gap: *...an approach that, firstly, acknowledges
mental health services should be fundamentally evidence based and, secondly, helps
define what constitutes the best available evidence should clarify decision-making.” (pp.
1483-1484). On the other hand, ue and Harpham (1998) were critical of reports

released by WHO and the World Bar  in the mid-1990s. ..1ey complained the reports

b9
[98)







An excellent study by Stu  :on (2006), arguir that mental health should be
given appropriate attention in the realm of health promotion, provided more examples of
interdisciplinary cooperation in the provision of evidence-based mental health services.
As with the previous study by Garland, Plemmons and Koontz, Sturgeon demonstrated
how evidence-based medicine is becoming more comfortable working with qualitative
and interdisciplinary research strategies. Both studies are examples of how a good
research project builds on revious research to solve a problem; but in the sequential
context of the present study’s literature review, they also show this building only begins
after the problem has been iden ied, quantified, and given sufficient attention by
researchers, ctitioners, and society in general.

At the turn of the 21 century, u  »nt calls for increased investment | MHIR
appeared m¢  frequently in the liter and  ore studies were being conducted in a
wider range « research areas. Howe , due to the sheer volume of under-researched
mental health and illness concerns, many research questions still required further study
and gaps in tl  research persistc  especially in the poorer countries where the vast
majority of  ople live. Several research projects studied the role of research institutions
in addressing this issue. Saraceno and £ ena (2004) asked individual, independent
research institutions to achieve “a shared vision of the urgent needs” (p.3), and atfirmed a
nation’s MHIR policies should be integral to its national mental health care strategy.
Saxena, Sharan and Saraceno (2004) pu  ished an extensive study on the gap between the
burden of mental diseases and mental h  th resources in low and middle-income

countries, reporting that these countries contain 90% of the population, but contribute

o
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only about 6% of the articles in leading psychiatric journals. The study highlighted
“Research for Change”, an initiative of WHO’s Mental Health: Global Action Program
featuring a joint statement from WHO and 25 editors of the foremost MHIR journals; it
outlined the role and responsibilities of research institutions, and generated a detailed
“catalogue of ideas™ for setting research objectives and strategies to address the problem
(pp. 66-72).

The long-awaited recc _ tion of the central importance of mental health, and
MHIR, is taking hold in more and m« : countries. This increase in research activity has
motivated some researchers to « selop methods to evaluate MHIR. Inasmuch as a
sufficient volume of research output is needed for the formulation and application of such
methods, this could be taken as an indication of progress. Tracking Australian MHIR
using information from two international research journal databases (ISI's Highly Cited
Researchers and ISI's Web of Science), ickie et al. (2005) found Australia’s output was
lower than in countries like New ..calay and Canada; inside the country the best
research was performed by select research teams. Again, assessment of the status quo was
necessary to identify problems before trying to affect solution.

Under the auspices of WHO’s Mental Health Atlas, mapping and monitoring
research in low and middle-income countries, Mari et al. (2006) did a wide-ranging, four-
year (1998-2002) descriptive study of Brazil’s MHIR activity. Brazil had revamped its
MHIR agenc and increased funding in cent years, and the researchers wanted to gauge
the country’s progress. Again the ISI Web of Science database was chosen as the source

of information for this study, and the results indicated Brazil had indeed increased its
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research output. Researchers expressed guarded optimism regarding the future of Brazil's
national research programs, provided the current level of investment was maintained.
Finally, Fiestas et al. (2008) looked at the challenges confronting MHIR in Latin
American countries, with an eye to increasing research capacity. In a series of interviews
with key informants in 13 nations, they found a lack of resources and/or government
support for MHIR in these countries meant low levels of research, very few policies or
programs we¢  generated as a .ult. In some cases the little research that was conducted
was carried out at the researcher’s ov  expense. This indicates how many developing
countries still struggle with basic issues that have been overcome in industrialized
countries. Once again, when comparii  research agendas and outputs of different
countries, we nd a country’s relative | sperity in the global context has been, and still

is, the determining factor.

2.2: Mental He: h and Illness Issues in Canada

We have seen that mental health and illness issues were chronici y neglected
around the world until late in the 20" century, and the story in Canada has not been much
different. A study of psychiatric services published by the Canadian Mental Health

Association in 1963 gave a brutally honest account of the situation:

In no other field, except perhaps leprosy, has there been as much confusion,
misdirection and discriminatic against the patient, as in mental illness. Down
through the ages, they have been estranged by society and cast out to wander in the
wilderness. Mental illness, even today, is all too often considered a crime to be
punished, a sin to be expiat possess g demon to be exorcised, a disgrace to be
hushed up, a personality weakness to be deplored or a welfare problem to be
handled as cheaply as possible. (p







attention to the need for more health research in Canada. This led to the closing of the
Medical Research Council of Canada (MRCC), the legislative creation of CIHR in 1999,
and its formal establishment in 2000. The invigoration of the Canadian health research
agenda was cert: 1ly welcome, but those concerned with mental health knew this did not
necessarily mean an increase in attention to and/or funding of MHIR. Years before, Lam
and el-Guebaly  794) drew attention to this kind of incongruity with an analysis of the
MRCC’s Reference List of Health Res¢  ch in Canada. Before being phased out, the
MRCC published an annual report containing detailed data on peer-reviewed biomedical
research grants from 48 major fundir agencies, including most federal and provincial
government funding bodies (i.e. MRCC, BC Health Research Foundation), and most
federal and provincial private research funding agencies (i.e. Muscular Dystrophy
Association ¢ Canada, Alzhe r’s Society of Canada). Focusing on the 1990-1991
funding year, they found only 3.7% of . health research funding dispersed in that period
went to MHIR, reaching a familiar conclusion: “Research funding for men illness
remains dispropc ionately low  ative to other medical illnesses.” (p.141)

In the same study, Lam and el-C :baly devised a clever way to quantify and
illustrate this disproportion, with astonishing results. Using data from two other studies
and the 1991 Canadian Patient Data Registry Report, they calculated how much money
was spent in Canada researching a given mental illness per person suffering with that
illness (including Schizophrenia, mood  sorders and anxiety disorders; not including
dementia and phobias). They then compare this with figures calculated in the same way

for cystic fibrosis and muscular dystrophy. Lam and el-Guebaly found that in 1991
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Canada spent $2150 on cystic { rosis research per person afflicted with cystic fibrosis, a
disease with approximately 0.01% prevalence. Muscular dystrophy, another disease with
approximately 0.01% prevalence, received $819 of research funding per person afflicted
with the disease. ut mental disorders, with a prevalence approaching 20%, only received
approximately $3.90 of research funding per person aftlicted. Though comparing mental
disorders to other kinds of diseases with higher prevalence would be better, Lam and el-
Guebaly nevertheless observed: “These sobering statistics provide some perspective of
the discrepancies between research fi 1y of psychiatric disorders and other medical
diseases.” (p. 145).

Lam and el-Guebaly examined « y one funding year, and their determination of
the research objectives was made without the benefit of project abstracts (titles only).
Their study focused on biomedical research exclusively, and they did not include research
themes important to comprehensive study of mental health and illness (i.e. socio-cultural,
qualitative research). Despite these limitations, this study stands as the first serious effort
to comprehensively evaluate the status quo in terms of our national MHIR priorities. This
pioneering study is referenced variously in arguments for MHIR in the reformulation of
Canada’s health research ager * (see below).

As at the international level, the turn of the 21* century brought more awareness
of the need for MHIR in Canada, and more studies of mental health and illness issues
generally. In terms of scientific.  ar  :ss, Paris (2000) used articles from 50 years of the
Canadian Journal of Psychiatry to study the evolution of psychiatric practice in Canada,

and to trace what he calls the “positive  velopment” in its approach — from clinical




inference (based p ely on doctors™ interaction with patients) to the “‘stronger biological
orientations” of evidence-based medicine (pp. 34-38). Moreover, the launch of CIHR (sce
next section) as successor to the Medical Research Council meant unprecedented growth
in all fields of medical research, and the beginning of a new era in Canadian science.

In terms of political awareness, the establishment of CIHR was hailed as an
example of a renewed political will; a federal financial commitment to the future of
health research, and an essential i1 edient in the government’s new strategic plan for
national health reform. The literature also shows individual provinces were taking more
responsibility and becoming more invo :d at this time. Berland (2001) reported on the
progress of a successful 7-year plan (st: :d in 1998) for reform of British Columbia’s
mental health system, making the inr nt point that truly successful refornt “...is not a
function of new funding alone, but of balancing the iron triangle of accountability,
innovation and equity.” (p. 93). Respon ng to the challenges of these developments,
Berland (2003) used his personal exp: :e working on health care reform in the B.C.
Ministry of Health to help develop acc  lex model for change managemc

With CIHR revitalizing health research, “A Call for Action”, released by the
Canadian Alliance on Mental Illness ar  Mental Health (CAMIMH) in 2000, helped
establish a profile for mental health and illness concerns. Health Canada’s *“A Report on
Mental Illnesses in Canada™ (2 ), was designed to raise awareness across the country,
and provide a m¢ : complete picture of me  al health and illness issues than ever before.
With data from Statistics Canada and the Canadian Institute for Health Information, and

drawing on expertise in mental health rn ited associations (e.g. Schizophrenia Society of



Canada, Canadian Mental Health Association) and national bodies (e.g. CIHR, National
Network for Mental Health), it delivered the latest figures on incidence, prevalence and
burden of disease for mental illnesses. In addition the report highlighted five major
disorders, and discussed in detail major issues such as prevention, stigma and treatment.

Two « aer influential documents were published in 2002, and the healthy debates
they initiated may have done as much for health care reform and the cause of Canadian
mental health an illness as the documents themselves: “Building on Values™, the final
report of Roy Romanow’s Commission on the Future of Health Care in Canada; and “The
Health of Canadians — The Feder: Role™, the final report of Michael Kirby's Standii
Senate Committee on Social Affairs, Science and Technology. The former may be
characterize as primar /an ambitious, rogressive political document. Compiled from
public consi  ations the Commission 21d across the country, it was released to inform
the public in detail that the federal government knew what was wrong with health care.
Kirby’s Committee took almost t € y¢ s to deliver six volumes of critical analysis of
the state of Canadian health care and the government’s track record in managing it to
date, and it delivered a strong set of recc mendations i« wrding what the government
should do about it.  >th reports were lengthy; both addressed many of the same topics
(i.e. medicare, prescription drugs. ospital costs, insurance, home care, ctc.); and both
served to generate healthy discussion in the media and literature.

Alan Bernstein (2002), then CIHR’s President, praised Romanow’s agreement
with Kirby on the importance of *“...recognizing the need for increased and sustained

investment in health research as a means to ensuring a sustainable and evidence-based
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healthcare sT  em.” (p.1). But not all stakeholders shared this optimistic view. Lynch
(2002), a presenter to the Commission, saw this as a lost opportunity to lead on reform:
“Mr. Romanow's conclusion that only public employees know how to deliver health
services is a reflection of leadership by opinion poll..." (p. 9). On the other hand, the
labour-based Canadian Health Coalition (2002) warned Kirby’s report would lead to
commercialization and privatization of health care in Canada. Indeed, this group dogged
Kirby for the next four years, claimii  his shares in a private health care company while
chairing the Committee put him in a conflict of interest. Nevertheless, calls for an
investigation went unheeded (Canadian ealth Coalition, 2006). Browne (2004) and
others were concerned Romanow’s plan for paying for health care reform could lead to a
two-tiered system — one for the rich, and one for the poor.

The reports of Romanow and Kirby did much to spur debate and bring about
action on health care reform in Canada, which could only help efforts to reform mental
health in the process; but the most beneficial product of this debate for mental health and
illness issues in Canada may be  irby imself. In an interview following release of the
Committee’s final report, Kirby (2002) intimated that some areas (such as home care)
were particularly complex and problem. ¢, and the Committee would need to take a
closer look at them. . ..e state of mental health in Canada soon emerged as one of these
special areas. 1d over the course of the next few years Kirby became more and more
committed to adc  ssit  mental health and illness issues in a substantial way. Finally, the
Committee | Hled a proposal in 2005 to establish a Canadian Mental Health Commission.
The first in a list of factors leac  to th ;ommendation was a pithy summary of what

needed to be done and why:




Although 2 Comn tee’s work and, importantly, recent actions by provincial
governments have begun to focus a much-needed spotlight on mental he “th, it
remains a fact that the whole complex, pervasive problem of mental illness and
addiction in Canadian society has been neglected for many years. The Canadian
Mental Health Commission will provide a much needed national (110 federal) focal
point that will keep mental health issues in the mainstream of public policy debates
in Canada until effective so! ions are developed and implemented. (emphasis in
the origin: document) (p. 6)
The proposal ani  unced that the Committee’s final report on mental health, mental
illness and addiction in Canada, “Out of the Shadows at Last™ (2006), would recommend
such a commission be created. It is very detailed and includes a proposed budget for the
future commission.

Michael Kirby resigned as a set  or in the fall of 2006 to give his full attention to
the vocation he had taken on, and in 1st of 2007, Prime Minister Harper launched the
Mental Health Commission of Canada with Kirby as Chair. The Commission has been
given a 10-year mandate, substan | funding with which to carry it out, and have begun
work on five initiatives: 1) a national mental health strategy; 2) a comprehensive anti-
stigma campaign; 3) a major research project on homelessness and mental illness; 4)
creation of a knowledge exchange ce re; and 5) Partners for Mental Health, a grass-roots
prc am to develop a national . work of people dedicated to implementing the
initiatives of the Commission (Mental Health Commission of Canada, = 109).

Because e field of mental heal and illness was historically neglected, there are
still many areas we have yet to research. For example, the efficient translation of MHIR
findings into best practices and  tern health services is still a work in progress.
Vingilis et al. (2003) affirmed that com unity 1sed knowledge diftusion (or transfer)

and utilization (KDU) is key to improving our efforts in this area. They qualitatively
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studied and scribed a case study of the Consortium for Applied Research and
Evaluation in Mental Health (C4.... viH) wherein KDU and practice were integrated.
This resulted in CAREMH's adoption of a new set of operational principles, including an
approach to research as a means not . end, and location of the researcher in the
community to perform interdisciplinary research using participatory methods.

Vingilis et al. four involvement of knowledge users in research improves its utilization
and, of particular interest to the present study, demonstrates the need to reconsider our
approaches to research funding (p. 468). It is also important to note that development of
knowledge t 1sfer as a distinct discipline, and its application in MHIR, indicates
significant progress in recent years.

Whatever the approach to funding, it seems reasonable that research priorities
should be a fundamental consideration. ~ 1am (2004) studied research on management of
mental disability in the workplace, pric  izing research objectives by evaluating previous
research. As to improving how we deal with mental illness in the workplace, Gnam said
research indicates interventions to enhance treatment have had little or no impact once the
individual returns to work. Workplace interventions have been more efficacious;
therefore, funding research on workplace interventions should be ~“ven ah ier priority.

From alonde in 1974 to Romanow in 2002, almost thirty years of editorials,
research studies and government commissions have paved the way for the advances we
see unfoldir today. Given the progress e has made, it may be argued that Michael
Kirby has done more to further the cause of mental health and illness than y individual

in C adian  tory. Be that as it may, the fed  gov ‘nt must be credited for finally
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recognizing  d seriously addressing the state of mental health, as they have brightened
the future of mental health in this country with two historic commitments — the Mental

Health Commission of Canada and the Canadian Institutes of Health Research.

2.3: CIHR: A New Era in C:  lian Health Research
The ! :dical Research Council of Canada (2000) opens the report from its last
meeting quoting its final formal motion:
In anticipation of the imminent arrival of the Canadian Institutes of Health
Research, the Medical Research Council sends greeting to members of the
Governing Council. The Medical Research Council extends to the President and
Governing Ct ncil of the R t wishes for success in developii  health
research in Canada, and for ensur tternationally competitive funding levels for
all Canadian health researchers. The knowledge generated by these investments
will benefit the health of all C  adi.  and the national economy. (p.4) |
Appropriately enough, the repo is title  “The Road Ahead: Adieu MRC, Welcome
CIHR™. Population health had given Canada a fresh and fulsome health research agenda,
and a better-funded, more diverse, all-encompassing institution was now required.
The establishment of CIHR v vo years in the making. In 1998, a National
Task Force on Health Research  ported to parliament that there was an opportunity to
develop ani egrated, comprehensive national health research program. The government
announced the creation of CIHR in its 1999 buc :t, and an Interim Governing Council
was assembled (Canadian Institutes of Health Research, 2009¢). As Canada approached

the 21* century, appeals for a more st tantial federal commitment to health research

from stakeholders became more plentiful in the literature; when it was finally confirmed
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there would indeed be such a commitment, researchers from all health res  -ch fields
began lobbying for their fair share of funding.

The itii proposal for CIHR conceived of a structure consisting of multiple
institutes, and it recommended the establishment of an institute for Neurosciences and
Mental Health as one of them. On behalf of the Canadian Psychiatric Association,
Addington et al. (1999) claimed the mental health needs of Canada warranted a huge
dedication of funding for MHIR. They also called for research on addictions, but the
CIHR proposal had placed addictions r« :arch under public and population health. They
pressed the interim governing council ft  :he inclusion of addictions research in the body
of CIHR’s MHIR (p.1049). Eventually, that body became the Institute of Neurosciences,
Mental Health and Addictions (INMHA).

In Ap ¢ 2000, based on recot nendations of the Interim Governing Council,
CIHR was created with the C...R Act' vernment of Canada, 2000). The new funding
agency included 13 interactive virtual institutes, each with a scientific director and an
advisory board receiving guidan  from oth the Governing Council and a Scientific
Council. CIHR officially opened June 7, 2000, with a mandate to "excel, according to
internationally accepted standards of scientific excellence, in the creation ¢ 1ew
knowledge ar its trans tion into improved :alth for Canadians, more effective health
services and proc cts and a strengthened Canadian health-care system."(Canadian
Institutes of Health Research, 20091).

Of the 13 virtual institutes at CI ~, INMHA is most important for the present

study. Some MHIR is conducted in other institutes, as researchers sometimes need to




study the m: 1l consequences of physical disorders (e.g. depression in people with
AIDS), and some MHIR is highly specialized (e genetic etiology of schizophrenia).
Nevertheless, INMHA funds almost half of all MHIR at CIHR. As is evident in its title,
INMHA has a very wide sphere of concern, and in every funding year it has received
more than any other institute.
Remi Quirion (2002), INMHA’s first Scientific Director, argues the institute’s
three different areas of concentration e mc  interrelated than one might think,
underlining the trans-disciplin. _ streny 1s of CIHR:
Another key feature of the INMHA is a deliberate attempt to promote interaction
between neuroscientists and experts  mental health and addiction research...For
example, a better understanding of the functional organization of dopaminergic
synapses has impacts not only on the treatment of neurological disorders like
Parkinson’s disease and mental illnesses such as schizophrenia, but also on our
knowledge of 1echanisms involw various forms of addiction. (p. 268)

The interconnectedness of the three a s notwithstanding, the present study is

concerned v h a quantitative determination of the funding for each, in whatever

institutes such research takes place.

Considering the scope of the undertaking, and de  nds and expectations it faced
at the outset, the conce  ion, creation and early o nization of CIHR from 1998 to the
end of 2000 (its first full year of | eration) was a remarkable achievement. Compared to
the level and pace of healthre  rch previously, Canada’s health research agenda was
now truly cc  Hetitive internationally, addressing the health needs of Canadians more

thoroughly and on a much grander sc e. In a report of research achievements in the

2001-2002 funding year (2002), CIHR President Alan Bernstein was upbeat: “*At no time



has the pote ial of research been so clear, and the time for discovery been so great.” By
2003, however, he was forced to announce the cancellation of CIHR’s Investigator and
Senior Investigator Awards and other program reductions due to budgetary restraints; this
in spite of a significant increase in the number of grants funded, an increase of more than
25% in the value of operating ants, a 16-fold increase in heal  services research, a six-
fold increase in = pulation health research, and the fact that CIHR’s research funding
budget ($580 million) had already grown to more than twice that of the Medical Research
Council in its last year of operation ($275 million). Stakeholders weighed in on the issue,
some in support of CIHR (Gandey, 2003), and some critical (Phillipson, 2003). Citing the

uncertain tim 2 of the next fe I bu¢ :t, Bernstein (2003) went on the defensive:

This problem is not a result of the formation of the CIHR, the launch of our
strategic research initiatives or the nount of the increase to our budget this past
year. It occurs because CIHR is financed by the federal government through
“lapsing annual appropriations,” which means that we know our budget only | year
at a time, and carrying over of funds from | year to the next is not allowed. (p. 567)

With new federal government, CIHR’s budgetary situation began to slowly
improve. * nding &« alance in Federal  lth F iearch Funding™ (2004), which had
come out fo Hw g consultation with s eholders, presented an overview of the
distribution of health research fundir « z all federal agencies, and it supported
CIHR’s new four-year plan, “Investing in Canada’s Future: CIHR’s Blueprint for Health
Research and Innovation™ (201 . . aese two documents justified and solidified CIHR's

primacy in federally funded health research on into the future. As Kondro (2004) put it:



“Is the best defence a good offence? Canadian Institutes of Health Research president
Alan Bernstein seems to be banking on it.” (p. 777). By the next funding year (2005-
2006) CIHR’s global budget exceeded $800 million (Canadian Institutes of Health
Research, 2006a), and today it is approaching $1 billion (Canadian Institutes of Health
Research, 2009b).

As a nonstration of accountability and transparency, after five years of
operation, in 2005 CIHR invited an indi :ndent panel of eminent scientists and
academics from around the world to ob  :tively evaluate its operation. The 27-member
International Review Panel (IRP) studied CIHR’s operation as a whole, and each institute
individually; they assessed corporate structure, the quality and quantity of the research,
funding allocation policies, fin. :ial history and projections, administrative management
and governance, and they did so by cor icting interviews and examining all internal
evaluations, annual reports, financial st ments, and any other documents they needed to
complete their evaluation(Canad  Ins utes of Health Research, 2006b).

In 2006, the IRP released a constructive, detailed report praising CIHR for all it
had achieved, and the energy and dedication of its personnel; they qualified the results,
however, saying conclusive juc'~1 1its could not be made without objective outputs for
sufficient evaluation. The panel said CIHR was at a crossroads after five yo s, as its
success and rapid growth had  de it a more complex operation; this would require
organizational adjustments in its manag nent strategy and governance, and on-going
evaluation methc s and mechai  ms put in place to monitor the effectiveness of CIHR as

a model of health research funding. In: nmary, the panel’s recommendations included:
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services” un 1 - Canada Health Act, points to a dramatic increase in deaths from
mental disorders from 1970 to 2001, and says that Canada falls short in terms of mental
illness: “Mental disorders and diseases appear to be growing throughout the OECD, yet
all countries, including .nada, are not adequately addressing this challenge...”. But for
all its insistence that mental health be given its due in the context of overall health,
incredibly, WHO devotes just one half page to the topic in this 150-page report that
claims to assess the entire Cani  an health sys published just five years ago (p. 101).

In Canada, a frequently cited pa r by Goldner (2005) bids us to remember the
basic components that are involved whe  reforming mental health: human resources,
relevance of the research, sufficii  funding, measuring performance, improving quality;
and that all these elements should be integrated into a national strategy. *“The Human
Face of Mental Health and Mental Illness in Canada™ (2006), a thoughtful  d influential
publication rc ased by the federal government with the endorsement of leading non-
governmental mental health advo. :y oups (e.g. Mood Disorders Society of Canada,
etc.), updated and expanded on CAMIN s “Call for Action™ in 2000 (see p. 29) and
helped Canadians maintain an aware ;s of mental health issues in the early 21™ century.
The publication i 0 conveyed to all Canadians the everyday reality of a mentally ill ’
person’s life, from the subjective feelings symptomatic of particular mental disorders to
the socio-economic disadvantage faced by the average Canadian living with mental
illness (Government of Canada, ~06).

Clark, McGrath and MacDonald (2007) conducted a survey of members of

parliament tc wge their knowlec :and a tudes regarding health research and funding,
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Meanwhile, Michael Kirby and the MHCC continue to widen their sphere of
influence and encourage Canadians to get involved. Bacic (2009) highlights the long-
awaited national mental health strategy from the MHCC following cross-country
consultations and focus groups with stakeholders. Particularly heartening is the emphasis
on mental illness and mental health built into the strategy; and Howard Chodos, director
of the new MHC_ initiative, encapsula  the spirit of rc »rm felt across the country in
recent years:

Judging by the many signs of growir  public interest in mental health issues, the
momentum for change is building. Working together, we will be able to transform
our current mental health system and 1hance the mental health and well-being of
all Canadians.(Bacic, 2009)

Ten years on, CIHR continues to work on improvements to its operation with
frequent consultations (Canadian Institutes of Health Research, 2009h), further enhancing
its central role in Canada’s health research ¢ 1da with its new five-year strategic plan:
“Health Research Roadmap: C iting it ovative research for better health and health
care” (Canadian Institutes of Health I irch, 2009f). CIHR s current president, Dr.
Alain Beaudet, believes the organization is finally fulfilling its mission, particularly with
respect to tr  slating research into | act

At the bedside, we should be :tter at translating the results of that evali ion into
systematic rer :ws, guidelines, integ ion into care, integration into our health care
system and, basically, improve our health care system. (W. Kondro, 2009)

In the rocess of unpacking the 1 set of neglected mental health and illness

issues, we un  ck a set of neglected research objectives, opening up new fields of
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research; hov ver, some research objectives cannot be pursued until more foundational
research projects have been conducted. With CIHR, the federal government has been
plying a new, comprehensive research agenda, funding a panoply of studies in a renewed
effort to meet the health needs of Canadians. For decades, the call for more MHIR in
Canada went out and, for the most part, went unheeded; for 10 years, amid a full range of
demands for health research, CIHR has attempted to respond to the call. Here the basic
research que on of the present 1dy ¢ :rges: In quantitative terms, how has CIHR
been responding to the call for more MHIR? The question of *how™ must  answered

before we can ask ‘how well’.
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mental he th and illness related special programs and strategic initiatives, from each
year. All projects and programs of inte .t are conveniently included in CIHR’s funded
research database, so all data needed for the research could come from one source.

The online version of CIHR’s funded research database presented itself as a user-
friendly tool for data extraction (Canadian Institutes of Health Research, 2009d). Pulling
specific information from CIHR’s online database is a fairly straightforward procedure.
To determine if the online database was capable of yielding sufficient results for the
present study’s | rposes, and to gain a degree of facility with its search engine, a series
of searches was run to collect} imin / data. Each funding year from 1999- 2000 to
2006-2007 was searched using ‘depression’ as the search term, for all 13 virtual institutes
and the set of research projects for whit  an institute was “Not Applicable/Specified”,
and then created a table to display the results (see Appendix A). This search was not very
complicated, and any projects using the rm ‘depression’ in other ways (e.g. “depression
of respiratory function”) were easily identified and eliminated, so the results were fairly
comprehensive.

Next, the search term ¢ al’ v used, but this proved more difficult. Some
institutes were amenable, providii  ostensibly reliable data on what could be classified as
mental illness projects (i.e. targeting a specific disease/disorder or set of disorders), and
projects that could be considered mental health research (i.e. studying healthy brain
development). Most institutes, however, (e.g. ‘Institute of Genetics’, ‘Institute of
Nutrition, Metab« sm and Diabetes’) r  irned countless items having nothing whatever

to do with mental health or mental illness, as the search captured all projects with details
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CIHR defines health systems/services health research as:

...resear.  with the goal of improvii  the efficiency and effectiveness of health

professionals and tl  health care sys n, through changes to practice and policy...a

multidisciplinary field of scientific investigation that studies how social factors,

financing systems, organizational structures and processes, health technologies, and

person: behaviours affect access to health care, the quality and cost of health care,

and, ultim :ly, Canadians’ health and well-being.
CIHR defines social/cultural/environmental/population health research as:

...research with the goal of “improving the health of the Canadian population, or of

defined s populations, through a better understanding of the ways in which social,

cultural, environmental, occupational and economic factors determinc health status.

Look g at a breakdown for the Institute of Neurosciences, Mental Health and
addiction (INMHA) in terms of CIHRs research pillars would be interesting, but it
would not tell us very much about the relative distribution of health research funding by
CIHR across the 13 virtual institutes based on these pillars, or about what this means for
INMHA, relatively speaking. Nevertheless, there are a few points worth noting. The bio-
medical research pillar gets almost 55  of all research funding across CIHR, and the
relative proportion of all four pillars has been consistently maintained over the years; but
not all virtual institutes favour the bio-n lical research pillar to this extent, or at all.
Some institutes concentrate on bio-medical research (i.e. Institi : of Genetics), while
some devote a significant portion to clinical research (i.e. Institute of Circulatory and
Respiratory Health).
These pr¢ minary findi: ; revealed much about CIHR as a whole, and uncovered

a number of specific issues that needed to be pursued for clarification and/or verification.

The findings also raised doubts about tt  process by which the results were obtained —



















As described above, the perforn 1ce of keyword searches for specific research
objectives with the online search engine left something to be desired in terms of the
discernment necessary for a su  cal extraction of data. The advent of CIHR’s internal
search capacity for data requests was a promising development for the research, but it
would also be restricted to usii  keyword searches for specifics like research objectives,
and subject to the same shortcomings as the online search engine, only less so. Only
careful reading of each abstract could provide all the details of each project, and permit
analysis, ¢ egorization and sub-c  2gorization of specific aspects necessary for
achievement of this study’s research ob tive.

Even though CIHR’s int 1] :yword searches for specific details are less
erroneous than searches using the online database, there may still be an unacceptable risk
of error. Confronted with this, it was de led that the limited capabilities of CIHR's
internal keyword search may be  ter suited to generalities than specifics. Keyword
searches may not be good for extraction of the specifics on which this study would
eventually need to focus, but they may suffice for the initial stage of data collection under
the broad category of ‘mental health and illness research’. As found later in exchanges
with CIHR personnel, any broad-then  search they perform uses a host of keywords —
essentially, a list of every term that could conceivably fall under the general category that
is the subject of the search. If it is a thorot  medical science search, common and
uncommon 1 1es of specific illi ;ses  |related terms may be included in the master
list of keywords, as well as any common abbreviations and variations in spelling, in

English and French. Such wast  case when CIHR perfc  :d an internal search for all




its “mental health and illness research™ (see Appendix C).

Instead of trying unsuccessfully to capture all the particular research interests
individually, we cast a wide net using the particulars to circumscribe a set of interests,
promising a reasonable expectation of success in the quest for truly comprehensive data
collection. [t would not be necessary to scrutinize the abstracts of all 26,471 research
projects in C  R’s database to achieve the study’s objective — just all MHIR project
abstracts. This could be accom| she allowing precise categorization and sub-
categorizatic  of projects based on the details found in their abstracts — specifically, and
primarily, their research objectives. With a detailed data request to CIHR, valid data
extraction an collection could be achieved with CIHRs internal keyword search.

The ode of data collection for the present study was determined when CIHR’s
internal database search became availat :; however, the study’s method and its
necessarily unique ‘process’ nature first emerged when working with the online version
of the database. After formulating the study’s objective and research question and
completing the literature review, the re:  ch proceeded in four successive stages,
representing efforts to meet four successive methodological challenges. First, a way to
accurately capture the abstracts of all MHIR funded by CIHR from 1999 to 2009 had to
be found to facilitate extraction/collection of secondary data; second, a way to record,
categorize and sub-categorize the new data that would be generated by analysis of the
abstracts woi | be needed; third, many weeks of painstaking analysis of well over 5000
individual abstracts in the data sets was requirc  and, fourth, t les, charts and/or graphs

to illustrate the findings would ] /e to be created.




The first stage has been addressed above, and the fourth stage would have to await
completion of the other three; but the r« itionship between the second and third stages
presented unique challenges, ultimately dictating the methodological approach to the
analysis of the data sets and generation of new data. Initial forays into CIHR's online
version of its funded research database provided an opportunity to engage this dual
methodological problem, and to begin considering how to solve it without compromising
the integrity of the research and its findings. Even as preparations were beit  made to
initiate the first search with the online ¢ abase using the keyword ‘depression’, the
matter of what to do with information t  search returned immediately presented itself.
For the valid, precise quantitative measurement this study needs, it would have to concern
itself with a systematic, faithful reportii  of the facts found in the abstracts; and,
occasionally, this would prove difficult when discerning between mental health research
and mental illness research.

Before performing any formal sear. s on the database, a cursory review of 450
randomly chosen abstracts provided a od sense of the specific aspects of each research
project that could be found and objectively recorded with the analysis, and it offered an
opportunity to e: eriment with different methodological approaches to the systematic
recording of these specifics. Not surprisingly, the research objective(s) was the feature of
each project easiest to glean from a close reading of the abstract, as the main function of
any research stract is to justify fundir  for a study by extolling the scientific virtues of
its research objective(s) in some detail.

These fle :ling efforts to devise a method for the study’s analysis gave rise to a
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typology of research objectives and study features from the information found in the
abstracts, which grew progressively until analysis of the last abstract in the data sets. A
closer look at this evolving, heuristic method comes in the next chapter, but it is an
appropriate methodological choice because the method is necessarily bound up with, and

binds together, the research question of this study, the data studied, and the analysis itself.









utility for the res: : study was carefully considered. In preparation for the analysis, two
new columns were created in the working copy: one labeled “Category”, to record broad
categorical designations; and another labeled “Target Health/IlIness™, for the more
specific sub-categorical scheme tt would be used to record projects’ research objectives
(see Append E).

The column in the original data sets titled “Related to Neuroscience (1) or Mental
Health (2)” only classifies projects as either neuroscientific or mental health related. The
special status modern medicine has given neuroscience, reflected in INMHA's full name,
would have to be preserved in the categorical/sub-categorical scheme. A purposeful
expansion of this column could provide the means to b 'n making the desired distinction
between me al health research and mental illness research, and the distinction between
neuroscientific research and non :uroscientific research, supported by more specific
sub-categorical determinations.

The data sets  m CIHR show at a glance which projects were and were not
neuroscientific in nature, and this was used to formulate five designations for the general
classification of new data generated by 2 analysis. As they were analyzed, research
projects were classified in the newly created “Category™ column as either neuroscientific
mental health research (NMH), neuroscientific mental illness research (NMI), mental
health research (MH), mental illness research (M), or addiction research (ADD).

Durit  the preliminary review, when a medical term appeared that was unknown
or not completely understood, a Google search for encyclopedic medical dictionaries

available on 1e was performed. The choice was narrowed to the best five and, based on
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their detail, clarity and user friendliness, two were selected for use during the full
analysis: Mec nePlus, a health information website provided by the U.S. National
Library of Medicine and the National Institutes of Health (National Library of Medicine,
2009); and 1 dicineNet.com, an equally reliable website maintained by a healthcare
media publishing company called WebMD (WebMD, 2009). Both websites were
important tools in terms of the study’s quest for accuracy, but especially in the process
method’s efforts to discover each stract’s true ‘voice’ with the analysis, unencumbered

by unfamiliarity with or ignorance of m 1y highly specialized medical concepts.

4.1.2: Typology Creation

The preliminary review ¢ 450 randomly chosen abstracts from CIHRs data sets
provided an opportunity to explore ideas for the sub-categorical designation of research
objectives found in the abstracts. The most important feature in any project’s abstract is
its research objective(s); no otl  detail brings the current study closer to the successful
fulfillment of its own research objective. Therefore, the designations created for the sub-
categorizatic  of research objec /es di 1g analysis, whether for mental health research
projects or ment. illness research projects, may be termed primnary designations in the
sub-categorical scheme.

Preliminary review of abstracts ; 1erated a short list of primary des ations for
mental illness research objectives based on various mental illnesses of interest found in
the abstracts, and systc  1itic analysis and classification of all abstracts in the data sets

uncovered ¢ 1 captured their res| tive subject matters, producing a complete list of 55
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We begin, however, by looking at the first two projects in the IAH sheet, as they brought
out two important issues that had to be addressed in the analysis: abstracts given in
French, and projects with no abstract provided.

The first abstract in the IAH sheet was in French, so a reliable method of
translating the data for these projects was needed. Google’s translator did well enough to
be adopted as the translation tool for analysis, performing well throughout the study and
facilitating comprehension of French tit , abstracts and keywords. It provided as close
to a complete translation of words wi  syntax and grammar as could be expected,
permitting the analysis to generate cate rical and sub-categorical designations based on
details. Approximately one in fifteen projects in the data sets were in French, so having
complete and relatively accurate translations was important.

The second project in the IAH ¢ a sheet came without an abstract. In such cases,
only the title and keywords cot 1 be used to make the required categorical and sub-
categorical designations. The project, awarded $10,208 in the 2008-2009 funding year,
was titled “Relationships Betw: 1 Cultural Continuity and Addictive Behaviours
Among Urb:  Aboriginal Women”, indicating it should be categorized as an addiction
study (ADD). The keywords given were “F lth ™ havioural; Psycho-social; Nicotine;
Behaviour; Alcohol; Add™; most of these don’t appear in the title, so they were deemed to
have been taken from the missing abstract. Based on this, it was determined that the
research objectives in the study were fo 1wulated to address addiction to alcohol (ADDA)
and addiction to nicotine (ADDN). The ore, this project was categorized and sub-

categorized as “ADD/ADDA; ADDN™. ess than one percent of projects came without




an abstract, ¢ | the titles and keywor ir these projects provided enough information
during analysis to maintain the scientific integrity of the present study and its findir ..
As with categorical des  ations, the sub-categorical designations were not
independently conceived or applied. The designations used in the sub-categorization of
each project (i.e. Hra given project’s research objectives, study descriptors, and/or
additional cross-category observations) were determined by the data unde Hing analysis
— the project’s title, abstract, and keywords (if necessary). The above examples, and those
that follow in the next section, demonst e that details found in the abstracts could and
would be recorded with a process meth:  of analysis and the typology of « iignations it
generates — recorded as faithfully as sir ~ : person coding can permit. In fact, short of
using error-prone keyword searches, de s in the abstracts must be signified and
recorded in this way. In some cases, the » acts were challenging with respect to the
assignment of designations to  Hrd ively obscure or technical research objectives
and study features, but the analyses of these more challenging abstracts are believed to
have achieved a level of reliability cc  nensurate with that of the more straightforward,

accessible data found in most abstracts.

4.1.4: Data Generation

The foregoing examples convey a general sense of how the analysis proceeded
from abstract to abstract, and how abstracts in French and projects without abstracts were
addressed. But we need a more particu™  set of examples to achieve a more perspicacious

understanding of 1is process, its creation of a typology, and how it dealt with other
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including health problems, side effects of medications and specific
sleep disorders,  ount for this age-related increase in sleep
difficulties. However, critical changes in the sleep-wake cycle are
also observed in optimal aging, i.e., when people do not sutfer trom
medical, psychiatric or specific sleep disorders. These age-related
changes occur as early as the middle years of life. Between the ages
of 20 and 60, increasing age is associated with less time asleep,
more awakenings during sleep, less deep sleep, and more lighter
stages of sleep. With increasing age, sleep is also more vulnerable
to challenges such as jet-lag or shift-work. The long term goal of
our research program is to understand the mechanisms that underlie
age-related modifications of the sleep-wake cycle. In this proposal,
we will use innovative brain imaging techniques to evaluate if age-
related changes 1 brain morphology and activity may explain age-
related changes in the sleep-wake cycle. The sleep of yom (20-39
y.0.) and midé aged sub  ts (40-60 y.o.) will studied under
habitual and sleep deprivation conditions. This research should
provide important answers on how aging impacts sleep oscillations
in their role to protect sleep and how age-related changes in the
brain during sleep oscillations may underlie changes in vigilance
and cc ition. The long-te  goal of our research program is to
develop preventive ¢ | therapeutic strategies for the older
population based on the mechanisms underlying age-related

anges of the sleep-wake cycle.

Categorical Designation Used: NMH

Consider catc Hrization of an addiction  iearch project in the following example:

Project Title (Institute): The role of injection drug use and hepatitis C
infection on tolerability of highly active antiretroviral
therapy and HI\  treatment outcomes. (Institute of
Population and Public Health)

Abstract: HIV infection is increasing among injection drug users and this
population is frequently co-infected with Hepatitis C. This may
have an effect on how such patients tolerate antiretroviral therapy
that can be toxic to the liver and we know very little about these
patients tolerate these medications. The results of studies have been
conflicting. One study showed that Hepatitis C affects HIV disease
progression whereas anc  er study did not find this. Given the
challenges of adherence to HIV treatment among drug users, we
want to understand the magnitude of treatment interruptions due to
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Project it (institute): AutismCONNECTS: Building a virtual community
of autism spectrum stakeholders (Institute of
Neurosciences, Mental Health and Addiction).

Abstract: Autism Spectrum Disorders (ASDs) are characterized by
impairments in communication and social interaction with repetitive
behaviours & stereotypies, and affect about 1/150-1/250 people.
Since social networks are highly dependent on social interaction and
communication, individuals with ASDs frequently lack the social
¢ Hports that many of us take for granted, making them among the
most marginalized individuals in society, with family members
struggling to provide the necessary support. Members of ASD-
CARC, Autism Society Ontario, GRIDS and the Centre for
Research on Stress, Coping and Well-Being have established a
Knowledge Translation Program aimed at disseminating research
findings and fos  ing communication among ASD stakeholders
(persons with ASDs and their families, volunteers, agencies,
advocacy groups, res  chers and policy makers). Consortium
members have created a specialized virtual community,
AutismConnects, as a catalyst for knowledge translation (by
providing a vehicle for researchers to disseminate their findings)
and a means for maximizing the impact of the knowledge
translation, by bringii sether all other stakeholders to share their
information, experier 1d expertise and to collaborate on the
deployment of best practices. AutismConnects members can share
ideas, concerns, and solutions, such as the availability of special
programs, services, voluntt  opportunities, housing, and
transportation through collaborative media such as forums,
discussion groups and b gs, displayit  information, such as a
region;s need for speech-language pathologists or the location of
specific workshops. This project will track the use of
AutismConnects among stakeholders, evaluate user satisfaction and
changes in the extent of  cial networks and quality of life, and
make adjustments to the system to ensure the development of an
interactive virtual community for AS stakeholders.

Categorical Designation Used: MI

The process method of reading each individual research project’s abstract, creating
designations for 2 various pieces of information they contained, and the classification of

each project ¢« lingtothe »m tofits st cor = duntii M4 stracts in
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the data sets provided by CIHR1 | analyzed and classified, producing a complete
typology of categorical and sub-categorical designations, and comprehensive sets of new

primary data.

4.2: Adjust ats

Before proceeding with generating results, the data sets provided by CIHR
required various kinds of ‘cleaning’ to remove project records found inappropriate for
one reason « another. Given tl limitations of single person coding of data, certain
method evaluation measures need to  taken to verify the accuracy and consistency of
the analysis. Some of this took place before ialysis, some during, and some after, but
these procedures were necessary for the enhancement and preservation of the scientific
integrity of the research and its findii .

PP —~ . — PR - .« s TS cw. O

€
Once the data sets from CIHR were prepared for analysis (i.e. columns hidden,
column titles shortened, columns adi |, etc.), the records of certain projects had to be
deleted ..om the working data s for three reasons. . ..st, all projects with funding
earmarked for future research (beyond : )9), but which had not been funded in any
previous years, were deleted because they fell outside the funding period of interest
(1999-2009). This eliminated 75| »Hject records from the data sets.

At around the midpoint of the a1 ysis, it was realized that the data sets may

inadvertently cor iin duplicates, so a search for duplicates in the “Funding ID” column of
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the data sets was conducted, as each project has a unique funding ID number. Excel’s
“Duplicate Values™ function produced 153 highlighted pairs; but after reviewing the first
ten pairs it was determined that they were not actually duplicates. Each pair represented a
study funded for one period, then renewed for another period, generating a second record.
For example, one project hadt 1 funded from 2002 to 2004, and then funding was
approved for 1 extension to the project from 2004 to 2006, producing two records of the
same study. This was so for all 153 pairs; the two funding periods of each pair never
overlapped, and e titles, abstracts and keywords were always identical. Addressing the
‘duplicate’ pairs was a simple matter of transferring figures from the fundit  period in
one record to the blank cells for the same funding period in the other record, then deleting
it, leaving one record of the project recc | with one long funding period. This ‘cleaning’
procedure eliminated 153 more search project records from the original data sets.
During the analysis, only one inappropriate project record. Somehow, CIHR's
keyword search had captured a study designed to investigate the ergonomic advantages of
different types of lighting in a given wo place, and so was not related to mental health or
illness research. This eliminated one project from the data sets, bringing the total

number ot roject records deleted to © ), leaving a total of 4975 projects out of 5204.

4.2.2: Quality Control: “**ath~~* 7~=-=*-="

All human endeavour is prone to human error, so no matter how consistently the
process method of the analysis was followed in terms of trying to comprehend, represent

1 faithfully record no more orl  than wt  wi tt ycon nedint abstrac a
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mental health research. In due time, all three quarters of abstracts previously analyzed
were searched fc  “cell death™ and the related abstracts were re-analyzed, making re-
categorization of two studies necessary. In another case, the initial understanding of the
term “sonic hedgehog™ was of an electronic device for neurological stimulation, but when
analysis was almost complete an abstract indicating that “‘sonic hedgehog™ was actually a
name scientists had given a particular molecule came to light. This completely changed
the original understanding of the  abstracts, necessitating a re-analysis of all abstracts
containing this term.

After the analysis of all the abst :ts was complete, the categorization and sub-
categorization was periodically checked with ten randomly chosen projects, with titles,
abstracts and keywords of projects reread to identify any other methodological mistakes
that needed correcting. Approxit  ely -95% of the re-views were in agreement with
the first assessment of the abstract; but sometimes designations were added, subtracted or
replaced to 1" "iten or correct cat Hrical and/or sub-categorical designations representing
the information in the abstract; there were also a handtul of typographical errors. During
these post-analy  checks, the researcher found the capacity for incisive comprehension
of abstracts had improved with e: e ga :d om analysis of over )00 of them.
This was encouraging in one sense, but also raised the distinct possibility that still more
inaccuracies  the original analysis may remain. As a result, almost 30 m¢  random
checks were  rformed in the weeks th  followed, mostly on projects categorized and
sub-categorized in the early stages ol 1e: lysis. When a mistake was conceivably

repeatable, a search for that mis (e was initiated. These checks were discontinued after




finding ten projects in arow tt  did not need to be corrected in any way.

Random quality control checks notwithstanding, another kind of check performed
after analysis ~1ve confidence that the study had achieved an acceptable margin of error.
In the process of reading thousands of abstracts, creating designations to represent the
various data they contained, and categorizing and sub-categorizing projects accordingly,
gradually the researcher becan  more educated regarding the terminology and phrasing
commonly u 1 in mental health and illness research abstracts. The encyclopedic online
medical dictionaries were used when a tenn  not immediately recognized or understood
was encountered, providing a working  >wledge of MHIR abstract jargon, and
progressively increasing the effic 1cy of the analysis.

All the above measures resulted in significant adjustments being made to a
number of abstracts revisited over the course of this process of method correction; but
these measures ensured that mo of  : abstracts that could have conceivably needed
correction had been revisited, and those und in need of correction had been corrected,
bolstering the integrity and reli.  ty of the research method and its findings. These
corrections arose directly from the study’s process method of analysis: the method had
generated its own corrections by turnit  the researcher’s experience of performing the
complete analysis back on itself to fix errors made earlier when less experienced. The
systematic edification of the researcher was a product of the process methc * and this
became a functic of the process, even it used the researcher’s progressive experience
with the data to correct itself.

Finally, the writing of this thesis, involving explanations of the method of analysis
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and typology generation, afforded countless opportunities to check the work. Whether
defining a designation, lookir  for the best examples to include in the method section, or
pursuing a passing scientific curiosity — once the initial analysis was completed, further
interactions with the data sets, for whatever reason, were occasions for evaluating the
research met d. At this point, 1dii  fewer and fewer adjustments need to be made
until there are rarely any . all, ay be taken as a fair indication of the quality of the
analysis, and verification of the process method’s capacity for self-correction through the
prc essive ¢ 1cation and experit :e of the re rcher — all of which is necessary if we

are to deliver reasonably reliable results.



CHAPTER 5: RESULTS AND CONCLUSIONS

In st nary, the current study t  put forth its research objective, formulated its
three-part research question, and justified both with a thorough literature review. Next, it
considered how best to ask the iestion and fulfill the objective methodologically, which
meant finding an effective approach to  ta extraction/collection, and designing a suitable
method of analy . for the scrutiny of the 5204 research project titles and abstracts in the
data sets provided by CIHR (reduced to 4975 after various “adjustments™). Concurrently,
the analysis involved progressive creation of a typology of designations based on what
was found in the tles and abstra. , and the application of designations to systematically
categorize and sub-categorize each research project accordingly. The research question
has been posed; it has been just ed and properly ‘asked’. We now turn to the study’s
findings for quantitative answers to the 1estion. The analysis  awned several sets of
figures, but what do they tell us? First we revisit some of the preliminary findings to sec

what conclusions can be drawn from this information.

5.1: On the reliminary Analy. :and Findings
S.1.1: Results

The preliminary analysis was performed using CIHR’s online funded research
database. Although the database’s limited keyword search capacity was obviated for this
study by CIHR’s internal search «  1bi ies, as s of queries using the online
database’s search criteria produced a number of interesting and, in some cases, intriguing

facts r¢ ( Rrresearch: awhole. ...e results of the breakdown by institute
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of Populatic and Public Health; Institute of Musculoskeletal Health and Arthritis; and
Institute of Human Developm: , Child and Youth).

It was curious to find 95% ol e $1.46 billion of research for which no institute
was applicable or specified ($1.39 billion) is contained in a larger set of research projects
that has taken a 24% of the global bud_  ($1.57 billion) from 1999 to 2009 — research
uncategorize in terms of CIHR’s four rescarch pillars. The results of the breakdown by
program family (1999 ~)08) shown in Table 3 (p.53) indicates almost three quarters of
the research funded by C R comes in the form of operating grants, with salary programs
a distant second. Several other general :ts emerged from the preliminary analysis that

merit consideration:

e INM A has consistently received imore funding each year than any other
institute, by far.

e INV A hasspentlesstl 13% of its research funding budget on randomized
controlle trials.

e The Institute of Population d  blic Health (IPPH) received less than 3.5% of
the CIHR budget on ave  ge frc 1999 to 2008, and the Institute of Health

Services and Policy Research (1 5PR) barely 3%.

Between them, the IPPH and IHSPR received less than 6.5% of Cl....’s total funding
over its first nine years of operations; and checking the figures for the full ten year period
of interest, we find that together these two institutes received just 6% of the total C R

budget, so it Hears to have lost ground last year.
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5.1.2: Conclusions

Besides what was found in the literature, the first signs in this study that CIHR
may not have an adequate grasp « the impact of its funding allocations wi  found in the
preliminary analysis. Using CIHR’s online funded research database and exploring
information in the public domain to  niliarize myself with its operation, indicators were
discovered on several levels. Strictly speaking, the preliminary findings are secondary to
the study’s research objectives; but they nevertheless provide important background for
the study, giving us a sense of CIHR’s general practices and policies. Any one of them
alone may not have seemed questionable, but together they weigh in favour of legitimate
concerns if not conclusions, and they w juire more study than preliminary analysis
for this resea 1 could provide. Even so, some of the information gathered with the
preliminary work is glaring, and raises a number of questions.

For example, what kind of rese:  h funding can fall outside the scope of all four
research pillars, and take almost 25% of CIHR’s total funding budget, including the more
than 20% w lated to any institute? In terms of program families, it is not surprising that
Operating Grants and Salary Programs receive most of the money, but betw :n them they
take 86% of all funding. With the extensive and varied health research concerns across
CIHR as av ole, and the growing appreciation for the value of qualitative and mixed
research me odsi recent years, the :rcc ages for all other program families seem
lower than o1 might expect. A closer look at relative levels of funding to the institutes,
research p sand pr¢  am families gives us pause regarding our commitment (as

represented by CIHR's fundin  locations) to the contemporary concept of population
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health. As pointed out previously (p. 28), the population health movement has contributed
greatly to a positive change for :ntal ] \lth and illness issues early in the 21" century;
therefore, knowing the standing of population health at CIHR may be contextually
important for the findings of the present study.

Con ler that from 1999 to 2009 the Institute of Aboriginal People’s Health,
Institute of Aging, Institute of Gender and Health, Institute of Health Services and Policy
Research, Institute of Human Development, Child and Youth Health, and  stitute of
Population and Public Health — combined — received just 17% of CIHRs total funding. In
light of this, I looked at pillar t 1res for the 2008-09 funding year and found two of the
four pillars combined, Health Systems/¢ vices and Social/Cultural/ Environmental and
Population He  th, :ceived just 14% of the total funding. The institutes and research
pillars in questic represent all areas identified as crucial to population health in Canada,
and in the context of healthres  :hat ...... Given the percentage for these six
institutes, and the level of funding for these two research pillars, the health research
priorities reflected in CIHR’s funding a Hcations to its institutes and research pillars over
its first 10 years appear to undervalue e :ntial elements of population health. One can
appreciate the need for certain institutes 1d research pillars to dominate to some extent,
but such a sweeping lack of emphasis on the fundamental precepts of population health
raises the question of funding allocation imbalances at CIHR, at least on some levels.

If the set of projects defyir categorization with respect to institute is bigger than
that of every institute, we begin to w¢ - afourteenth institute or category may be

necessary. When such a set of projects is larger than seven of CIHRs virtual institutes
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deemphasizes the universal spirit of what has been established, and threatens to disable
purposeful movement forward. We must not allow ignorance of the cause to frustrate the
effect. Research studies with objectives formulated to identify imbalances and help CIHR
evaluate the imp t of its funding allocations routinely would give us a more informed
and effective ei hresearch: :nda, and make research projects like the g ent study
unnecessary.

Little 1ore can be said about these matters, as hard and fast conclusions cannot be
drawn without pursuing them more substantially than this study could accommodate.
Nevertheless, the preliminary analysis and its results provide the context for the MHIR

undergoing analysis.

5.2: Mental alth and Illness Research — Proportion

For the first part of the earch 1estion we set out to determine the proportion of
CIHR’s global budget that has gone to fund MHIR over its first 10 years of operation.
When finite resc  ces must cover av le range [ expenditures and research demands, as
with CIHR’s mandate, proportions arc a good way to evaluate how well t|  resources are
being distributed. To find the proportional percentages of MHIR for each funding year at
CIHR, the yearly totals from CI R’s global health research budget were divided into the
yearly MHIR totals from the data sets. T 2 results are shown in the followir table and

graphic:












Metabolism: 1 1iabetes). However, this is not so with the Institute of Neurosciences,
Mental Health and Addiction. Although the main focus for INMHA is, of course, MHIR,
more thant f of the MHIR funded by CIHR has been conducted outside INMHA in
other institutes. In fact, MHIR funded by CIHR, captured in the data sets for analysis in
the current study, can be found in every institute, including a substantial portion in
CIHR’s “No Institute Applicable or Specified™ category. This is indicative of the
universality ¢ mental zalth and illness issues in the spheres of human life, health and
medicine.

More to the point, if we evaluate MHIR funded by CIHR by studying INMHA
alone, we do so with less than half of all MHIR, and our evaluation may not give us an
accurate reading. Therefore, the current study has sought out all MIHR from 1999 to
2009 for review, wherever itocc 3 CIHR, to achieve optimum evaluative precision.
As stated, we are examining each member of the entire population of MHIR projects over
the first ten years, notn " ings istic ~ estimations with samples.

Table 8 and Figure 5 (p. 93)1 h indicate CIHR’s total funding buc :t has
consistently grown over the ten years of interest; and, but for a setback in the 2005-06
funding year, MHIRs totals have also | n steadily climbing from year to year. This
supports the findings from the g minary work done with the online database, which
showed that every year INMHA received more money than any of the other 12 virtual
institutes; INMHA took 13.25% of CIHR’s budget for the decade (see Table 2, p. 51),
surpassed only by the ‘fourteenth institu - “No Institute Applicable/Specified™.

The yearly growth in funding r M IR has been fairly constant, t  the rate of

this  owth compared to that of CIHR is another matter. The figures in Table 8, and

96




particularly the comparison in Figure 5, show CIHR’s yearly gains have been much more
dramatic, while MHIR funding grew modestly by comparison from the 1999-00 funding
year to 2004-05, and the last four funding years have seen a slowing in the owth of
MHIR funding as it approaches an annual allocation of $200 million. For a closer look at
this, the percent growth rates (PGR) of both were compared. The results are displayed in
Table 9 (p. 94) and Figure 6 (p. 95), and they give us another perspective.

Here we recall Hampton (2006) and the deceptive nature of the figures she studied
on American zalth research s. 1ding (p. 43). Whereas previous figures indicated a fairly
consistent rate of increase and comparability, the PGRs for CIHR and MHIR over the
decade ear display a haphazard variability from year to year, and there is very little
consistency by comparison. Given the |t set of results, these findings are surprisingly
unusual. MIF  ’s PGR plummeted from the 2001-02 funding year to 2005-06 (a year of
negative growth), then comes up to leve off much closer to the PGR of CIHR. However,
much of this is due to a leap in PGR tfor MHIR of more than 100% in 2001-02 that skews
the overall numbers, after whir it would have to decline to some degree toward CIHRs
average rate of 13.91%. For example, if we remove the funding years 2001-02 and 2002-
03, MHIR’s average PGR drops from 33.93% to 16.83%. One can see the early
development and establishment of CIHR’s funding allocation strategy reflected in the
figures from the early years, as the CIHR personnel had pointed out.

We conclude that on the macro- ‘el of funding dollar proportions, there has
clearly been a concerted effort at CIHR to elevate the tunding of MHIR over the course

of its first 10 years, even considering the understandable imbalances in the figures from
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the first two years of operation. Indeed, this may be the only explanation for the fact that
all the percentages in the proportional calculations for Table 8, and many other such
calculations in this study’s results, work out to whole numbers — they have not been
rounded off.

Funding levels give us a raw sense of the extent of the funding in general, but the
funding alloc ions deliver a view of the range of and relative emphasis on * - particulars
being funded. Having had the « ortun ' to closely examine and consider the demands
of the mandate of MHIR, both inside IM [HA and in the other virtual institutes, it is
reasonable to say the mandate of MHIR  _....\ is far more extensive than any other
institute, and this needs to be taken intc  nsideration. This is borne out by the funding
levels for INMHA, and the fact that the is more MHIR being funded in other institutes
than in INMHA. The range of resear.  objectives in the Institute of Nutrition,
Metabolism and Diabetes, for example, is undoubtedly more limited than that of the
Institute of Neurosciences, Mer  Health and Addiction. Dependir  on how much more
extensive INMHA'’s range of objectives is, there is a greater likelihood particular
researchobje:  ves and areas of resea | could be underfunded.

Asst ng MHIR is sufficiently funded as a whole, as these results would seem to
indicate, we now need to ask: How is M IR funding allocated, considerir ~ the extensive
set of demands in its mandate? Inasmuch as we have used the macro-numbers for CTHR
and MHIR, :c culations in this section may be said to give us the ‘big picture —a
picture we m t now analyze in two ways, corresponding to the two remaining parts of

the question.
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Il and Figure 9 (p.102), and F ire 10 (above) show that if we average the 10 years, well
over half of all1 {IR at CIHR has been neuroscientific research (58%). Furthermore,
looking at the figures from year to year, a troubling trend for Paris (2009) and the anti-
reductionisi 1mp has been developing — except for the first year, which can be discarded
as statistically misleading, neuroscientific research dominated with an average of 59.44%
of all MHIR fun ng, leaving  other earch to share little more than 40%. Figure 9
indicates this wi continue, as in the la  two years the lines in the graph for cach flare in
different directions; neuroscientific res. ch funding is continuing to go up, while all
other types of MHIR funding are going v

We can conclude from the resu  of the present study that neuroscientific
research does indeed dominate all other study types in the field of MHIR, whatever the
consequences may be for the future of - 7 iatric research. This data was not collected
and compiled without interest, as the contemporary discussion regarding the growing
domination of neuroscience in psychiatric research relates to the present study’s pivotal
distinction b- veen mental health and mental iliness research. It further justifies this
study’s efforts to determine, to some extent, whether the funding needs of certain mental
illness research areas are adequately addressed in CIHR’s broad MHIR mandate, as it
pursues a host of mental health  search objectives amid its mental illness research
agenda. In fact, 61% of neuroscientific MHIR analyzed in this project was categorized as
mental health research. Clearly, Paris (2009) shares this concern: “Thus far, neuroscience
research has contributed more to the understanding of the brain than to determining the

causes of mi tal disorder.” (p. 513)
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thoroughly, 1in greater numbers; and we must begin to address our ignorance of the
efficiency a le :ctiveness of CIHR's 1nding and funding allocations for MHIR. In so
doing, we can rectify and guar against the underfunding of research into specific mental
illnesses.

In the process of investigating this, the study faced a number of methodological
and philosop cal issues inherent to this kind of research. In response, it had to make
decisions on how best to cope with each of these issues in a scientifically sound manner.
Every stage brought new questions and considerations, not infrequently calling for more
research, sending the study back to its «  gin. The study endeavoured to break out of this
circularity w 1an intentional r suit of its  search objective. The issues it encountered
throughout now form the basis for a set of widespread recommendations.

Recommendations fall into two categories: 1) those that come from the analysis
itself, the me od it needed to adopt, ar  the results; and 2) those appearing in the process
of generatit sults due to the unexpected limitations it revealed for the study. This is
followed by a discussion of the implications of this research for CIHR and health
research in general. Finally, the merits . d complexities of researching CIHR’s health

research agenda are explored in light of the study’s limitations.

6_1 Analooie ,\nd_Dnn\\Ifn
The present study approached it search objective with a degree of skepticism
regarding the funding levels and distribution for MHIR, based on a literature review that

followed years of professional an  personal experience with mental health and illness
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issues. However, once the research objective had become focused in a question, every
effort was made to lay aside any opinions and assumptions. Healthy questioning brought
the researcher tc e study, but a irit of discovery and scientific curiosity governed the
analysis. Research projects assessing o; -ations, systems, practices and/or policies that
only look for and report on what is wrong, limit themselves to e detriment of science
and that whi. is being assessed. Obviously, improvements are made when problems are
identified and solved, but it is also impc ant to know what is working, so that these
things may be maintained and enhanced to bring us closer to knowing what works best.

Analysis of the data with respect to the first part of the three-part research
question found solid evidence of a positive trend in CIHR’s funding allocations to MHIR
from 1999 to 2009. The online database indicates that every year INMHA has been given
more funding dollars than any other ins ute. The results of this study show rapid,
substantial grow intotal MH  funding as a percentage of CIHR's total budget - an
encouraging 1d. There has been a purposeful | 1sh to give MHIR 20% of CIHR’s global
budget — even managing to allocate 22% in the 2004-05 funding year. In this regard,
MHIR’s 17% average for the decade is misleading, as over the last seven years the
average has been over 19%. Future research may reveal 20% is not enough, but working
towards addressing the 20% prevalence of mental illi s in the population with 20% of
the global bu et is a laudable initial goal that has been achieved.

It bears mentionit  here tl communications with CIHR personnel, they
advised not to put too much stock in the figures for the first two years, as much of what

took place early in the transitional calendar year of 1999 is considered pre-CIHR, and the
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rest of 1999 . d most of 2000 was taken up with establishing benchmarks for the funding
of 13 newly configured institutes. This is reflected in Table 8 (p.93).

Coni 1sions regarding the second part of the research question were that, on
balance, mental health research and mental illness research are being funded equally.
However, this may or may not be desirable. Should they be funded equally, or would it be
more preferable to have one dominate the other; and, if so, which one? Answering this
question rec res answers to several o er questions, some of which have been rarely
asked, and others that will requ  serious consideration leading to extensive research —
research hereby recommended. This recommendation leads us deeper. In evaluating a
body of health research, as with this stu  +, how important is it to know relative
proportions of funding to indiv  1al research objectives (e.g. post-traumatic stress),
and/or groupings of related resec  1¢ jectives (e.g. mood disorders)? Should individual
research objectives pursued within MHIR be assigned to either side of this distinction as
has been done in the present study, or i+ 1ere a better way? Do different medical research
pursuits require different blends of health and illness research to achieve their desired
ends? In pursuit of a clear unders ding of the etiology of schizophrenia, for example, to
find a cure or develop best treatments and practices, how much does studying healthy
brain activity cor ibute to the achievement of this goal?

These may be difficult questions to answer, and some may argue we do not need
answers to such questions at all. The sults. 1 limitations of the present study indicate
they do need to be asked and pursued with an array of research objectives and methods,

and this is highly recommended. As regards achieving detailed knowledge of the
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study types: neuroscientific mental health research (NMH), non-neuroscientific mental
health research (MH), neuroscientific mental illness research (NMI), non-neuroscientific
mental illness research (MI), or addictic  research (ADD). With the sub-categorization
scheme applied to the detailed records for all MHIR projects at CIHR from 1999 to 2009,
a more speci ' comparison is possible compared with the simple juxtaposition of CIHR
and MHIR totals. However, two methodological issues were encountered after analysis
during the process of generating results, indicating movement from general categorization
to the particulars involved in the sub-cc  rorization of research objectives will be fraught
with difficulty.

The first revolves aroun quantifying, combining and/or comparing projects with
different numbers of funding years. Without the level of detail for CIHR globally as we
have in the MHIR data sets, this problem was unassailable at the macro-level of
proportional 2: rement, and it became necessary to rely purely on dollar values; but
working within the detailed MHIR d 1 sets this could be achieved. As stated above,
simply counting individual projects wou | hide the fact that CIHR funds research projects
for one or mi iple years, and that sometimes additional funding is granted for extension
of a project. Having worked with the data sets from CIHR, the researcher believes this
problem can be overcome by breaking 1 : data down into ‘project-years’ — individual
years of funding as units of funding for calculative valuations and comparisons of
research projects funded for different m \bers of years.

Consider, for example, that from 1999 to 2009 INMHA funded 2440 MHIR

prc_ s, but it this translates oatc of " V7 pt ect- s foranaverageof 3.7






how much of e total funding allocated for a multi-objective project should be assigned
to each individual research objective pursued with the project? At first, it may seem
reasonable to give each objecti” in such a project a fraction ol e project-years, and
apportion the dollar value of funding among the different objectives, equally or
otherwise. Such a procedure would inve e weighing the relative value of each objective
according to what is laid out in the abstract — a complex operation more difficult and
labour intensive an the present study could accommodate, even with the data in Excel
spreadsheet form. Careful consideration of this issue, however, reveals this approach to
multi-objective projects may unnecessarily and even improperly complicate the
generation of results. Having read more than 5000 of these abstracts, the researcher
knows this method of dealing with muiti-objective research projects would imperil the
integrity and reliability of the findings due to the abstracts’ inability to convey this kind
of information clearly, if at all.

How, then, will this problem be solved? We can apportion a fraction of the
funding and project-years for multi-objective projects to each of its research objectives,
or we may decide all research objectives targeted by a given study should claim the full
value of the funding, as each is looking o an important aspect of their respective
concerns — its relation to the others; and 1ere may be other methodological avenues we
can take. If we are to be more discerning than the present study, and mine the data
generated by the sub-categorization of projects according to their research objectives, a
scientifically valid means of addressing  search projects with multiple objectives will

need to be found.

114




In a sea ¢ research objectives pursued by CIHR with its MHIR, this degree of
specificity w  be needed ) find out how individual objectives and groupings of related
research objectives are faring, relatively speaking; and, in particular, how research
objectives formulated to study :etiole 7, symptomology, treatment or provision of
adequate services for people with this or that mental illness are doing. To determine if
CIHR’s funding of MHIR is spread too thin, thereby possibly leaving some mental
illnesses or r  tal illness research areas under-researched, the funding for individual
mental illness research objectives and -o1 ings of related mental illness research
objectives will have to be quantified. As with the historical neglect of MHIR as a whole,
we need to see the value of knowing the composition of MHIR in terms of research
objectives before we move to address it.

It may be helpful here to restate a question posed earlier on: Amid all our mental
health and illness research, across the extensive mandate of CIHR, what research are we
conducting to alleviate the suf ing of entally ill Canadians? The data generated from
the current analysis of the CIHR data sets, and the sub-categorization of MHIR projects
according to their research objectives, lies ready to provide a provisional answer to this
question. On the strength of how far this study has taken its an: /sis, and the value of
taking it further, further research on these methodological issues is recommended, that an
even better understanding of what has been happening at CIHR with respect to its MHIR
funding allocations may be achieved. Indeed, these recommendations con:  ved in eftorts
to confront various methodological obstacles the study encountered along the way may

prove the most worthwhile and  itir  contributions of this research.













funds and performs such a subs itial portion of our health research in Canada, but the
considerable portion being funded and performed by the business enterprise sector is less
inspiring. Even so, while it is true that research conducted by pharmaceutical companies
is a vital part of our overall health care stratc v, the profit-oriented motivation that drives
this kind of health  earch wou make it a biased indicator of our health research
priorities in { s or any other country.

In any case, we could never suc :d in dictating or even significantly influencing
the research agendas of these ¢« orations to better reflect the national will, but we must
influence what v can otherwise. Co eival 7/, all other sites of Canadian health research
can be influenced to some extent, which would amount to 70-75%. It may  difficult, if
not impossible, to gain a complete picture of health research in Canada, taking all health
research funding agendas and sites of health research into account; but if we are to
accurately assess our national he  th research priorities, research like the present study
will have to be performed in all realms of health research in Canada, that a meta-analysis
of some kind may be possible in the future. This study’s examination of CIHRs funding
allocations to MHIR over its first ten y¢ s of operation provides a measure of insight
regardit  how to be n.

One final recommendation needs to be made. In terms of data needed to fulfill its
research objective, this study analyzed the abstracts of MHIR funded from 1999 to 2009
at CIHR, as nothing in the funded research database could yield more of t/  information
it required. Stric 7 speaking, howev «earch project abstracts are the stated inrentions

of researchers regarding the objectives they wish to pursue, and how they plan to pursue
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them, justif: 1g hy the research shoul be funded. This may be seen as a limitation of
the present study; but, more importantly, it shows the need for another kind of research
approach to eval ting health search funding allocations, at CIHR or elsewhere.

The s 1y looked at the research intentions of principal investigators as found in
10 years of MHIR abstracts, but we will also ne¢  to examine their concrete rest s; that
is, follow-through research is required to track these projects regarding what they have
said they would do, compared with what they succeeded in actually doing. Whether or
not the pre-research nature of project abstracts can be termed a limitation for the present
studys, its findings nevertheless provide baseline of intentions for further research into
the results, and such research is hereby recomn 1ded. Whatever else this study has
achieved, it has succeeded in highlighting some of the important MHIR yet to be
conducted, and in revealing s of the merits and complexities involved in researching

research.

Recent y s have seen s ificant conceptual advances in terms of mental health
and illness issues in Canada and around the world, giving rise to a number of significant
practical advances (e.g. improved treatn 1ts, better medications, etc.). It may be argued,
however, th  substantial improvement  the education of health professionals and the
public with respect to mental health and illness tops the list of conceptual advances,
providing an increase in awareness and a corresponding decrease in stigma. These

advances have brought many challenges, including a need to update practi  and policies
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Resc ch inding imbalances notwithstanding, the Canadian Institutes of Health
Research has "ven Canada a more s stantial and internationally competitive health
research agenda, one that is un;  :edented in our history. In the process, light has been
cast on ment health and illness, expanding our national consciousness and conscience,
and the cause of mental health and illness research has received more attention than ever
before — publically, politically and financially. The Institute ot Neurosciences, Mental
Health and Addiction bei  one of the ¢ ginal 13 institutes at CIHR is strongly
indicative of is, and the comprehensive, well-funded Mental Health Commission of
Canada is another indication that much has improved. These advances are underlined by
the very existence of research like the present study, and the excitement and anticipation
regarding the future of mental health and illness in this country is palpable.

Without the establishment of CIHR, and the new era in Canadian he  th research
it embodied, we would still be lacking a purposeful national health research agenda: and
without the track record of CIHR, the research objective of this study could not have been
conceived or pursued. Critical analysis ¢ our national health research in terms of MHIR,
or any other health research area for that matter, would not be possible without the track
record of an established national health research agenda, as it is embodied in CIHR, to
analyze. What is wrong with CIHR certainly needs to be addressed, but what is right with
CIHR is monumental.

That said, mental health and mental illness are such fundamental features of
health care and the human experience in Canada that any degree of neglect of MHIR is

more than - health ( r—itisi 7y ntaltoall
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L’A" . oNTION AVEC HYPERACTIV..3; . ROULLE ENVAHISSANT L
DEVELOPPEMENT; TROUBLE HUMEUR; TROUBLE OBSESSIVO-COMPULSIF;
TROUBLE PANIQUE; HYPERACTIVITE AVEC DEFICIT DE L’ATTENTION; TROUBLE
DE PERSONN/ ITE; TROUBLES DE PERSONNALITE; TROUBLES DE
L’ALIMENTATION; TROUBLES DU SOMMEIL,; VISION; VISUAL; VISUEL; HRONIC
FATIGUE SYNDROME; DISEASES AFFECTING SPEECH; GLAUCOMA; INJURY,
REGENERATION; PITUITARY; SPINAL CORD DISEASE; BIOCHEMISTRY ; GENOMICS,
PROTEOMICS, AND BIOINFORMATI( ; IMAGING; MOLECULAR BIOLOGY;

NERVOUS SYSTEM; PSYCHOSOCIAL; HEALTH BEHAVIOURAL










Appendix F

Prii  ry Sub-Categorical Designations: Mental Illness Research Objectives

ABS - Abnormal sexuality and/or sexual experience
ADHD - Attention Deficit Hyperactivity Disorder
ALZ — Alzheimer's

AM -/ ng ental)

ANX - An: ity

AS - Andermann Syndrome

AUT - Autism

BBS — Bardet-Bied]l Syndrome

BT - Brain or spinal cord tumour/disease
BPD - Bipolar Disorder

CP — Cerebral Palsy

D — Depression

DD - Developmental disabilities (as a group)
DS - Down Syndrome

E — Epilepsy

ED - Eating disorders (as a group)

FA —Friedreich’s :axia

FAS - Fetal Alcohol Syndrome

FXS - Fragile-X Syndrome

HD - Huntington's Disease

HYD - Hyd cephalus

IBS - I 1ry to brain or spinal cord

IS — Ischem re stroke



L — Lupus

LBD — Lewy Body Dementia

LD — Learning deficit/disability (as a group)
LGD - Lou Gehrig's Disease

MD — Mood/affective disorders (as a group)
MDYS — Muscular Dystrophy

MR - Mental Retardation

MS — Multiple Sclerosis

NDD - Neurodegenerative disorders (as a group)
NPD - Niemann-Pick Disease

NTD - Neural Tube Defect

OCD - Obsessive-Compulsive Disorder

PA — Psychology (abnormal)

PAN - Panic Disorder

PD — Parkinson's Disease

PED - Pedophilia

PH — Phobias (as a -oup)

PRMI - Pregnancy related mental i 1ess
PSY — Psychosis (in general)

PTS - ost-Traumatic Stress

PWS-P 1 ‘Willi Syndrc =

RS — Rett Syndrome

SCH - Si  zophrenia

SDM - ¢ ep disorders(mental aspects) (as a group)
STR -S ss

SUI - Suicide



TS — Tour: :'s Syndrome

TSC - Tuberous Sclerosis Complex

TSE - Transmissible Spongiform Encephalopathies (as a group)
TSSD - Tay-Sachs/Sandc  Disease

WBS — Williams-Beuren Syndrome

WKS — Wernicke-Korsakoff Syndrome

“~1 Re bjectives

ADD — Addiction (in gener
ADDA- Addiction to Alcohol
ADDD - Addiction to Dn
ADDG - Addiction to Gambling

ADDN — Addiction to Nicotine






Appendix H:

Secondary and Tertiary Sub-Categorical Designations

Mental Health Research Descriptors
CPn - Bio/chem/pharma (normal)
sNF — Brain, spinal cord & CNS function

NG - Neuroscientific genetics

Mental Iness Research Descriptors
BCPab — Bio/chem/pharma (abnormal)
BSM D —Brain, sp 1l cord & _NS injury/disorder

PG - Psychiatric genetics

Tertiary Designatio

Additional Cross-Category Observations
»B — Psycho-social, / and/or qualitative studies
NSET Neuroscientific equipment and techniques

PARD - Prosthetic/a:  stiv ehabilitative devices and developments












