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g u e s t  e d i t o r i a l

The recent Senate committee report, “out of the Shadows at  
last,” contains compelling testimony from people who have used  

mental health services. Their accounts of how it feels to be  
labelled, marginalized and isolated have brought the issues of stigma, 

discrimination and exclusion into sharp focus for canadians.

Bonnie Pape

Relections  
on Inclusion

Even though the concept of “inclusion” is not new, its importance for people with 
mental illness (and indeed for the mental health of people in general) is becom-
ing increasingly clear. The time is right to initiate a fresh conversation about what 
inclusion means and how to facilitate it.

My very first project when I joined the CMHA National staff in 1986 was 
to convene a national User Involvement Task Group with the goal of enhancing 
the participation of “service users” both within CMHA and in society in general. 
It’s been an ongoing learning process ever since, but reflection on these years of 
experience brings a few observations.

Inclusion resists traditional labels: People who have experienced the mental 
health system are still too often defined by that experience. An inclusive commu-
nity moves beyond the labels of patient, client or consumer, to embrace people as 
relatives, friends, neighbours, peers, employees, students — in short, citizens like 
any other. The experience with mental health services is not the only element of 
who they are, nor is it relevant for belonging in community.

Inclusion emerges through creative thinking: While service approaches such as 
psychosocial rehabilitation are certainly important and effective in helping con-
nect people to community, they are not the only possible responses. CMHA’s 
Framework for Support model discusses how other mediating structures such 
as religious institutions, interest groups, colleges, and survivor businesses create 
community linkages. Several years ago, some Ontario CMHA branches built on 
this model to demonstrate new strategies for inclusion. Their initiatives included 
a community theatre troupe, partnering with generic agencies such as the Food 
Bank and United Way for volunteering opportunities, and working with the 
YMCA to enhance access to recreational programs.

Inclusion thrives on community partnerships: The above examples illustrate how 
community groups can kick-start an innovative inclusion strategy by engaging 
partners outside the mental health sector, along with mental health stakeholders 
(including people who have used services). Not only can this lead to identification 
of creative joint initiatives, but it also helps keep the focus on people’s capacities 
and citizenship rather than on just their mental health status.
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Inclusion is affected by stigma, and vice 
versa: Inclusion cannot be successfully 
achieved if stigma and discrimination 
continue to shut people out. Must we 
first tackle stigma before promoting 
inclusion? Since reducing stigma is a 
long-term prospect, concurrent strate-
gies would seem to make sense. In 
fact, evidence that proximity can help 
reduce unfounded fears and prejudice 
suggests that inclusion initiatives them-
selves may help to combat stigma.

Inclusion must be embedded in the 
broader policy context: Clearly, inclusion 
is connected to other efforts that support 
mental health and recovery. A strategic 
policy approach that includes support 
for peer initiatives and families, targeted 
public education, and action on the social 
determinants of health will create a fertile 
ground for inclusion to flourish. 

Inclusion promotes mental health: Inclu-
sion is a key element of mental health 
promotion. Regardless of a diagnosis 
of mental illness, having a place where 
you belong, can contribute, and feel 
accepted is fundamental to everyone’s 
mental health. 

Bonnie Pape is an independent consul-
tant and former Director of Programs 
and Research at CMHA National.
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An inclusive society is one in which all members 
feel valued and engaged in the civic processes that 
define democracy itself. And the hallmark activity 
of a democracy is the right to vote. Voter turnout 
rates, however, are often disappointingly low. While 
some suggest complacency by way of explanation, 
there is also concern that citizens in general are 
increasingly alienated from the political process.

voter  X
counts

e v e r y

by Elizabeth Lines



nd then there are 
those who may never 
have been connect-
ed in the first place: 
people with mental 
illnesses or other 

disabilities who have been excluded 
or marginalized through stigma and 
discrimination.

As a recent report from the Social 
Planning and Research Council of 
British Columbia notes, “Exclusion… 
is the shadow of civic engagement. If 
everyone does not feel entitled to par-
ticipate, we risk silencing and discour-
aging the voices of significant portions 
of our communities. The result is deci-
sions that marginalize people.”

Allan Strong is the Recovery Edu-
cation Coordinator at the Self Help 
Alliance, a working partnership of four 
consumer/survivor organizations in 
the Waterloo Wellington Local Health 
Integration Network. He is a consumer 
himself. And he has run as a political 
candidate in elections at each of the 
three levels of government — munici-
pal, provincial and federal. So he brings 
a rather unique view to the challenge of 
building an inclusive society.

“My experiences with the mental 
health system began with my life as a 
child growing up in a home where one 
of my parents had significant mental 
health difficulties and was hospitalized 
frequently,” reflects Allan. “And then 
I was hospitalized about 12 years ago 
and was diagnosed with bipolar dis-
order. So I’ve had the opportunity of 
experiencing the mental health system 
from a variety of perspectives.”

He has always felt a passion for 
politics. “I feel that the strength of 
our government and our democracy is 
driven by engagement and participa-
tion,” he enthuses. “I believe that the 
government is not a faceless thing that 
interacts with us from the shadows. 
Rather, it’s a living, breathing orga-
nization that is driven by the active 
engagement of all of its citizens. So 
it is incumbent upon all of us to be 
engaged and participate. And of course 
the other thing that really drives me is 

my desire to see the end of prejudicial 
beliefs about individuals with mental 
health problems. That has fuelled my 
political activity as well.” 

“In reality, the government is us,” 
continues Allan. “It is citizens acting 
individually and collectively to make 
their wishes known and also to estab-
lish what we feel are priorities for us as 
a society and a culture. The ballot box 
provides a singularly important oppor-
tunity for us to make those wishes 
known. But to me, it doesn’t stop there. 
We need to consistently be engaged 
and aware of what’s going on because 
we are ultimately responsible for hold-
ing our elected officials accountable. 
No one else is going to do it for us.”

According to Allan, “One of the 
biggest barriers to civic participation 
for people with mental health problems 
remains the risk of stigma and dis-
crimination. For instance, when I was 
a candidate in the 2003 election, I did 
not disclose my mental health history. 
I thought the public reaction would be 
so negative. But as I contemplate run-
ning this year, my feeling is I wouldn’t 
run and hide. I think it’s only by put-
ting oneself out there and taking that 
risk that change will come.”

“I think there is the lingering per-
ception that people with mental health 
issues may not even be competent and 
capable enough to vote, let alone run 
for office. That’s a pretty damning 
indictment,” observes Allan. “In fact, 
it wasn’t that long ago that people in 
psychiatric institutions were not legally 
allowed to vote. But just because a per-
son may be in hospital with depression, 
or a psychotic illness, does not mean 
they’ve lost their competency or abil-
ity to understand what’s happening in 
terms of an election. Unfortunately, this 
false belief about the abilities of people 
with mental health issues remains a 
major obstacle to participation and it’s 
one that’s founded in misinformation, 
ignorance and fear.”

A lack of participation may also be 
a result of competing priorities and 
the cumulative impact of social and 
economic exclusion. As Allan puts it, 

“When all of your energies are spent 
on keeping a roof over your head and 
buying food and trying to maintain 
income and employment, then those 
are your priorities. There’s virtually no 
time or energy for anything else.”

Allan suggests too that there need 
to be ongoing efforts to reach out and 
educate people about these issues and a 
concerted effort to see that there are no 
additional practical barriers to being on 
the voters list. “We need to figure out 
ways to promote the participation of all 
and make a commitment to reach out 
to people who may be on the street and 

include them as part of mainstream 
civic life. So we’re really talking about 
building an inclusive community.”

In fact, at the provincial level, 
Elections Ontario has been formally 
engaged in this very kind of activ-
ity since 1999. According to Heather 
Bussey, their manager of communica-
tions and external relations, “Elections 
Ontario is committed to providing for 
a fair and accessible election process for 
all Ontarians. In striving to fulfill this 
commitment, the Outreach Program 
was developed to ensure that electors 
with special needs and circumstances 
have the information they require in a 
format they can use and are then able 
to act on.” 
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counts

“ We always want 
to be sure that 
citizens know they 
do not need to 
have a permanent 
address, nor are they 
disqualified from 
voting if they have a 
mental illness.”
Heather Bussey, Elections Ontario

Ao
 
 



lections Ontario has 
refined its products 
and servicesthrough 
consultation with 
various groups and 
organizations that 

represent those with special needs. It 
continues to work with stakeholders to 
make them aware of the products and 
services available and to identify the best 
ways of communicating with electors 
with special needs. In addition to organi-
zations serving people with mental health 
issues, Elections Ontario works with 
stakeholders serving people who have 
mobility challenges, low literacy or devel-
opmental disabilities, or who are blind or 
deaf. Elections Ontario also works with 
organizations serving people who require 
information in a language other than 
English or French. As well, they work 
with organizations serving people who 
are homeless or in women’s shelters. 
Heather notes that they often find there 
are crossover applications that serve more 
than one group.

“For example,” Heather continues, 
“we produce materials in Braille and 
audio format as well as on Voiceprint. 
Legislation and guidelines are in place for 
wheelchair access at polls. We also have 
pictographs without words for persons 
with low literacy or whose first language 
isn’t English or French. Then we also pro-
duce materials in a number of languages 
other than our official two languages. 
In the case of the homeless, we provide 
voting information to shelters and we 
provide a template that they’re able to 
use to create a letter on the organization’s 
letterhead which can provide proof of 
where a person is currently living in the 
absence of permanent housing. So that’s 
an idea of what we do.” 

“Ideally, we work through the various 
stakeholder groups so they can support 
and inform their constituents as to the 
electoral process. It’s most effective if we 
can reach electors with important infor-
mation through the stakeholder commu-
nication channels they are used to.”

The Outreach Program continues to 
evolve. “The feedback from our efforts 
in the 2003 election was quite posi-
tive,” remarks Heather. “But still, we’ve 
identified a number of areas that we 
want to work on, including the further 
development of our relationships with 
organizations that serve the needs of 
those with mental health issues, such 
as CMHA Ontario. And,” Heather 
emphasizes, “we always want to be sure 
that citizens know they do not need to 
have a permanent address, nor are they 
disqualified from voting if they have a 
mental illness.” 

Certainly, the outreach efforts of 
Elections Ontario represent a critical step 
towards greater civic engagement and 
inclusive practices. “I really applaud the 
steps that have been taken by Elections 
Ontario,” commends Allan. But inclu-
sion is a two-way street. “Not only do 
we need to treat the disenfranchised as 
full citizens and educate people about 
the rights and entitlements of citizen-
ship in this province and country, we 
[electors] must also assume the respon-
sibilities of citizenship.”

As the next Ontario election approach-
es, there are many things that citizens can 
do to exercise their civic responsibilities 
and include themselves in the process. 
Among these, Allan implores us all to 
“Learn about the issues, educate your-
self about the process, and attend your 
local all-candidates meetings. And if you 
support a particular party or candidate, 
there are lots of opportunities through 
the campaign period to get involved 
by knocking on doors, or dropping off 
literature, distributing signs or answering 
phones. There are a variety of tasks that 
need to be done during an election that 
allow us all to contribute to the political 
process. Being a candidate is actually a 
bit like being the tip of the iceberg. It’s 
everything else behind the scenes that 
makes the biggest difference.”

Elizabeth Lines is a researcher/writer in 
areas of health and social issues.
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“ Our government is 
a living, breathing 
organization that is 
driven by the active 
engagement of all of 
its citizens. So it is 
incumbent upon all  
of us to be engaged  
and participate.” 
Allan Strong, Self Help Alliance

% 

Percentage of eligible voters who 
voted in the 2006 federal election  
(Source: Elections Canada, www.elections.ca)

% 

Average voter turnout in Ontario 
municipal elections in 2006  
(Source: Association of Municipalities  

of Ontario, www.amo.on.ca)

%  

Percentage of eligible voters who  
voted in the 2003 Ontario election   
(Source: Elections Canada, www.elections.ca)

fastfact



OntariO  
PrOvincial  
ElEctiOn  
2007

mark your 
calendar!  
thE nExt OntariO 
PrOvincial ElEctiOn 
will bE hEld On 
OctObEr 10, 2007. 

Since legislation was passed in 2005, 

provincial election dates are now fixed by 

formula so that they occur every four years, 

unless the government is defeated by a 

non-confidence vote in the legislature prior 

to that time.

For information about any aspect of the 

election process, including accommodations 

for voters, contact Elections Ontario via 

e-mail at info@electionsontario.ca or call 

1-800-677-8683. Elections Ontario is a non-

partisan agency of the legislative assembly 

of Ontario that is responsible for the 

organization and conduct of elections. 

www.electionsontario.ca
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Defining 
Civic Engagement
Civic engagement is an umbrella term for a wide 
range of ways to be involved in a community, 
including active involvement in neighbourhood 
affairs and direct involvement in local politics 
as a candidate or as a voter….

oting patterns demonstrate that non-voting can be read 
not simply as individual apathy, but also as disaffection 
or disconnectedness. Education level, household income, 
and age correspond closely to voter participation rates. 
We also see correlations between other markers of iden-
tity such as gender and religion and levels of engagement 
in civic affairs. Among newcomers, cultural traditions 
around gender roles and the social position of elders or 

youth may play a role. Comfort with official languages may also be a factor….
A further concern is that deficiencies in access to adequate housing, a secure 

income, education, and employment opportunities also create significant barriers 
to community participation. Meeting these needs may well be a pre-condition for 
widespread civic engagement….

Civic engagement, including voting, can be understood as an individual’s deci-
sion to engage or not, but it can also be understood as a process to engage com-
munity members. It is a series of “strategies and actions to promote participation 
of individuals and groups in the full range of civic and community life to enhance 
social interaction, harmonious neighbourhoods and active citizenship.” Civic 
engagement means actively inviting community members into the process of local 
governance. Yet civic engagement — sometimes called civic participation — often 
caters to the interests, networks, and habits of a middle-class, ethnically homoge-
neous group. Diversifying civic engagement requires new spaces and approaches 
that foster inclusion.

Source: Social Planning and Research Council of British Columbia, “Policy Spotlight 
on Diversity and Civic Engagement,” November 2005, www.sparc.bc.ca.

V
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By 199�, 
Anne Neill had been working as  

a server at the Fishbowl Restaurant  
in Timmins for 12 years. 

Then she became ill.





When 
    Work

Really
Works...forEverybody

by Elizabeth Lines
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Louise Cantin, owner of the Fishbowl 
Restaurant and Anne’s employer, recalls, 
“At the time, Anne was a wonderful 
young woman in her 30s going through 

the usual life changes of marriage and children. And 
while she was always outgoing, with hindsight I can see 
there were changes happening. For example, at one point 
she became obsessed with the health benefits of carrots 
and ate so many carrots her hands turned orange. Or she 
might exercise for three hours, serve a dinner shift and 
then do three more hours of exercise.”

Adds Anne, who was later diagnosed with bipolar disorder, “When I was becom-
ing ill, I don’t think my employers knew what was happening and could only 
recognize the symptoms after the fact. And then they were shocked to realize the 
seriousness of the situation.”

To Charlotte MacFarlane, a trainer with the Canadian Mental Health Association’s 
Mental Health Works program, this story is not unfamiliar. “When an employee 
is in fact becoming ill, employers and managers may feel that perhaps what they’re 
seeing is someone who’s being lazy or unreliable, or someone who’s no longer a team 
player. Or maybe a star performer has mysteriously developed a bad attitude. Often 
the response on the part of the manager tends to be one of avoidance — they either 
avoid the person themselves, or they avoid the issue. And it is usually due to fear of 
becoming over-involved or crossing personal boundaries.” 

The Mental Health Works program was developed in recognition of the fact 
that there are people who live with mental illness and are trying to remain pro-
ductive members in the workplace, explains Charlotte. The program is designed 
to help managers identify if someone in their place of business is struggling with 
a mental illness, how to communicate effectively with them, and how to develop 
solutions that will work for both the employer and the employee.

“Even when the signs of mental illness are known,” continues Charlotte, “people will 
tend not to talk about it because they still have little understanding of it. Consequently, 
those who are unwell at work may become increasingly unwell because they’re not get-
ting the support they could. And if they become ill enough, then they need time off 
and are often off at home alone. The longer a person is off, the less likely it is that 
they’ll ever be able to return to their previous level of productivity.”

But in Anne’s case, Louise and her sister Lise were two of her biggest support-
ers. As Louise puts it, “Once Anne was diagnosed, she started on her road to 
recovery. And we knew that part of the recovery would include work. I believe 
work can allow you to focus on an activity and allow you to still see yourself as 
the person you know you are and want to be. And for Anne, that’s exactly what 
happened. We were able to use the restaurant as a vehicle towards her recovery.”

“Anne had lost a lot of weight and was very shaky. And of course, she was deal-
ing with having been identified with a serious illness that she’d have to live with 
the rest of her life. So it was a very difficult time. But we allowed her to come 
back to work at that point, even though she was quite ill.”

“On her first day back, Anne started as a dishwasher in the kitchen. There it 
didn’t matter how she looked or if she was shaking. With the support of all her 
colleagues, she would just do what she could do. But it didn't take long for her 
to get back to serving her customers.”

As Anne was fortunate to be in a work-
place that could offer such flexibility and 
to have the support of employers like 
Louise and Lise. Not every workplace so 
readily accommodates those with men-
tal illness, and the tasks of finding and 
maintaining meaningful employment 
remain a challenge for many. 

Dr. Heather Stuart is a Queen’s 
University professor who studies stigma 
and discrimination in the workplace for 
those with mental illness. According to 
Dr. Stuart, “When you do surveys of peo-
ple with mental health problems, one of 
the biggest problems they face is not being 
able to take on a working role. It’s a huge 
problem for self-esteem, for inclusion, for 
their economic independence and well-
being. They need to be able to work. But if 
employers don’t hire them, or keep them, 
that is a major barrier to inclusion.”

The stigma that remains a barrier to 
inclusion in many workplaces needs to be 
attacked on multiple focused fronts. “To 
me, attitudes and programs are opposite 
sides of the same issue,” Dr. Stuart con-
tinues. “If you’re trying to target peoples’ 
negative attitudes and negative attribu-
tions toward people with mental illness, 
you’re trying to fight stigma. If you’re 
trying to promote their inclusion through 
providing supportive programs, you’re 
basically doing the same thing but from 
the opposite perspective. I think we need 
to do both of those things.”

“ When I was becoming 
ill, I don’t think my 
employers knew what 
was happening and 
could only recognize 
the symptoms after 
the fact. And then 
they were shocked to 
realize the seriousness 
of the situation.” 
Anne Neill
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“Stigma is not just a hard fact that people think they know. There are negative 
emotions attached to it. And there’s a lot of good research to show that when 
people operate with these negatively charged belief systems, they’re deep-seated 
and they’re hard to change. So if you want people to change the way they think 
and feel and act towards somebody else, you’re going to have to attack the issue 
with very focused programs. You’re going to have to understand very specifically 
what is bothering them and what kinds of behaviours you want to change.”
“So if you’re working with business owners, you’re going to have a very different 
message than you would for school teachers. You need to tailor your message, 
segment your audience and focus your efforts. When anti-stigma programs do 
that, they have a much better chance for success.”

“In fact, those that aren’t very successful are those that take broad-blanket, shot-
gun approaches, that assume that if people gain knowledge about something that 
that will change the way they think about people or behave toward them. I don’t 
think that’s a very effective way to attack deep-seated fears and concerns and stigma 
about any social group, particularly those with mental illness.”

“All people have rights that are protected in law,” Dr. Stuart explains. “Disability 
legislation tells employers that they must make reasonable accommodations but doesn’t 
tell them what those actually are. So when we move to the policy and program level, we 
must be able to determine and let employers know what a reasonable accommodation 
is in a given instance. Various mental health issues may require individual approaches. 
But we must be able to operationalize accommodations at this level and employers must 
recognize this as an obligation on their part. And so this is where you have to get at the 
attitudes as well.”

According to Charlotte, the Mental Health Works program recognizes that 
“solutions are as diverse as the individuals who may require them. Every situation 
requires a unique response. For example, there was an employee who was subject 
to anxiety attacks, and she had come to recognize the warning signs. So we helped 
negotiate an arrangement where she could access the manager’s office at these times, 
which provided a quiet space with a door to close herself off from the rest of the 
office and find a place of calm when necessary.”

Like Mental Health Works, the Global Business and Economic Roundtable on 
Addiction and Mental Health is working with employers to improve the mental 
health of the working population, notes Dr. Stuart. “One of the things they’re 
working with is stigma, in the sense that employers don’t always ‘get’ why they 
have to make changes. I don’t think they would describe it as an anti-stigma 
program, but stigma is one of the underlying barriers that they’re trying to break 
down. They’re going at it in a number of ways and it shows a lot of promise.”

“In the end, it will be important for all promising strategies across education, 
policy and programs to be evaluated so we know which approaches really work. 
That’s the only way we can learn and do things better.”

After a short time, Anne resumed her preferred work as a service person at 
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“ Stigma is not just a hard fact that people think 
they know. There are negative emotions attached 
to it. And there’s a lot of good research to show 
that when people operate with these negatively 
charged belief systems, they’re deep-seated and 
they’re hard to change.” 
Dr. Heather Stuart, Queen’s University

the restaurant, where she works to this 
day. “Being able to work is mandatory 
to my well-being,” she states firmly. 
“I wouldn’t want to do it any other 
way. I’m taking university courses by 
correspondence too at the moment. 
But when I graduate, I can’t see myself 
doing office work 9 to 5. It’s just my 
back-up plan. Because I like doing 
what I’m doing more than anything.”

As for dealing with her illness in the 
workplace, “I don’t talk about my illness 
at work, but I don’t hide it either,” she 
says. “Sometimes some of the newcomers 
will ask about my books. I’ve self-pub-
lished a book on manic depression.”

“One of my best friends is a nurse 
and she thinks of my illness like the 
common cold: it comes and goes, it’s not 
a big deal. In that sense, in my personal 
life, where it counts, I don’t encounter 
stigma. But I think one of the reasons 
is I don’t carry a stigma with it. I don’t 
think I’m different than anyone else. 
And one of the reasons I wrote my book 
was to tell others like me to not be afraid 
to be who they are.” 

Clearly, Anne knows all about the 
value of inclusion — and the value of 
including herself.

See www.mentalhealthworks.ca for more 
information about the Mental Health
Works program.

Elizabeth Lines is a researcher/writer in 
areas of health and social issues.

dr. heather stUart
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do you call  
15 comics sitting in  

a circle?

he patter, mixed with compliments on 
new haircuts, starts slowly and builds as 
the comics gather and take their seats 
on plastic chairs arranged in a circle. 
It’s been a month since the last meeting of this group, 
and it seems the members are getting reacquainted and 
getting warmed up at the same time.

he patter, mixed with compliments on 

the comics gather and take their seats 

It’s been a month since the last meeting of this group, It’s been a month since the last meeting of this group, 
and it seems the members are getting reacquainted and and it seems the members are getting reacquainted and 
getting warmed up at the same time.getting warmed up at the same time.

what
by Jeff Kraemer
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Carmine adjusts the microphone in its stand, and Beamer 
(“as in Moonbeam”) seizes the opening: “Another person not 
well-adjusted!”

On this evening, there’s also a television news crew pre-
paring a feature on the group, which uses a small meeting 
room at the Mood Disorders Association of Ontario offices 
in Toronto. As the reporter attaches a microphone to Michael 
Cole, the facilitator, one of the group members, Stephen, asks, 
“Will that give him a jolt if he tells a bad joke?”

This is the graduate group of Stand Up for Mental Health, 
a program that teaches people to use stand-up comedy as part 
of their recovery from mood disorders. Stand Up for Mental 
Health is the brainchild of David Granirer, a Vancouver coun-
sellor and comic and author of The Happy Neurotic: How Fear 
and Angst Can Lead to Happiness and Success. Michael read an 
article about Granirer’s west coast program and proposed a 
pilot project in Toronto. Michael has written comedy all his 
life — he wrote a humour column for an Orillia newspaper, 
ran a comedy festival, created satirical roasts — and considers 
himself a humour coach. He started at the Mood Disorders 
Association of Ontario as a client and became a facilitator 
and, incidentally, bears some resemblance to Peter Fonda. 
With support from the association, the first group met in 
2005. It was a success, and another group followed, then 
another. The latest group will have its second meeting the 
day after this gathering of the graduate group, which includes 
alumni from all the previous classes.

Michael has the brisk-but-good-humoured air of someone 
seasoned at corralling 15 wisecrackers. To get the evening 
underway, he asks them to talk about how they’ve been since 
they met last month, and — what’s something funny to riff 
on? — what they’d do if they were prime minister for a day. 

They each take a turn, rising from their seats in the 
circle to speak into the microphone in the corner, while 
the cameraman crouches in front of the mic for low-angle 
shots. There’s Carmine, Stephen, and Lee, who were part of 
the first class in 2005; there are some middle-aged women, 
including Sarah, who chats with me during a break about 
attending the University of Toronto; Linda, with her pur-
posely mismatched shoes and purple-streaked hair; and 
Cathy, who walks in a bit late and asks the cameraman who 
he is. There’s white-bearded and bespectacled Beamer, who 
talks more than John and Ralph put together, and several 
younger women, Melissa, Gisela, Sari, and Lisa. 

Beamer says that he just learned the consumer/survivor 
organization he works for will be closing. Gisela talks about 
celebrating an anniversary. Sarah declares that if she were 
prime minister for a day, she’d put all the people with bipo-
lar disorder in charge. That draws an ovation.

Next, Michael walks them through a joke biology class, 
dissecting laugh lines. Perhaps as much for my benefit and 
that of the TV crew as for the class, he explains that a lot of 

jokes change the expectations of the audience. He pulls a cue 
card from his hard-backed brown briefcase and asks what’s 
funny about, say, this joke: 

“When driving to Buffalo last week, I really panicked 
waiting in the lineup to cross the border. Is that what they 
mean by borderline personality disorder?”

The group laughs, and Stephen and Beamer are first off 
the mark: “That just bordered on a joke,” says Stephen, to 
which Beamer adds, “I was bored by that joke.”

“So why’s that funny?” Michael asks (referring to his joke, 
not the post-joke quips), and several group members point 
out the joke-crafting technique they learned in class, the play 
on words.

Michael tries another one:
“In the phone book, there are 20 pages listing massage par-

lors and only one of psychiatrists. Maybe the psychiatrists are 
rubbing people the wrong way.”

The group members hoot, and Michael leads another seri-
ous discussion of how the joke functions, something like the 
way chefs talk about spices. 

It’s time to test drive the new jokes. About half of the 
comics have one to run by the group, and Sari appears the 
most eager to go first. Michael suggests that her joke about a 
woman getting dental surgery — Dentist: “Don’t worry. It’s 
my first time too!” — could stand to have its set-up trimmed 
to get to the punchline faster. (Beamer adds, “He’s turning 
her into a dental case,” a joke that, based on its reception, 
might be what the group calls “a groaner.”)

Lee makes a joke about being a suicide blonde — “dyed 
by my own hand!” — which gets a big laugh. And Carmine 
asks how you can tell the difference between the doctors and 
the patients at a mental hospital. “The patients are the ones 
who get better and go home.”

Beamer has three, but the biggest laugh is for his second: 
“My psychiatrist is cheap. For shock therapy he rubs his feet 
on the carpet and sticks his fingers in my ears.” As he hits 
the laugh line, he rubs his feet on the floor and pokes his 
fingers into the air on either side of the mic, then shakes a 
little to drive it home. The group roars, and someone cries, 
“Love it! Love it!”

Stephen, one of the first graduates, 
calls Stand Up for Mental Health 
his “laughter therapy” and recalls 
the words of King Solomon: 
Laughter doeth good like a 
medicine.



ompleting the 14-week Stand Up for 
Mental Health course requires “a com-
mitment,” according to Stephen, one 
of the first graduates. “And when 
you’re not feeling well, it’s hard to 

make a commitment.”
Stephen has gone from being a work-

ing doctor to a non-working patient, a 
transition he calls “a very big pill to swallow.” Along with the 
challenges that came along with his role change, he ran into 
“other bits of tragedy.” He says he was withdrawing socially, 
and found that Stand Up for Mental Health helped him 
emerge in “a very good, healthy, safe way, in a peer group 
that’s non-competitive and encouraging.” He calls the group 
part of his therapy, his “laughter therapy,” and recalls the 
words of King Solomon: Laughter doeth good like a medi-
cine. “There’s real wisdom in that,” he adds.

While he’s soft-spoken and thoughtful in a one-on-one 
interview, Stephen acknowledges that he feeds off the energy 

of the group, and he clearly loves making a room full of 
people laugh. More importantly, he says, he feels useful 
fighting the stigma around mental illness.

Stephen saw an advertisement for the program in the 
waiting room of his psychotherapist’s office. The others 
say they heard about it here and there — some through 
the Mood Disorders office, others in a consumer/survivor 
newsletter. Stand Up for Mental Health is also promoted in 
hospitals, psychiatric wards, doctor’s offices and day treat-
ment centres. 

“And we post in washrooms,” Michael adds. “‘If you’re 
not feeling well mentally, for a good time, call Michael.’”

While the TV crew interviews a couple of members in the 
hallway, I conduct a group interview, waving the recorder 
toward whoever’s talking. It goes as smoothly as simultane-
ously interviewing 15 comics can go:

How do you feel when you get offstage?
“Like you’ve been on a Disney ride,” one says. “You want 

to get right back in line again.”
“You enjoyed that you’ve shared something with someone 

else that might’ve lifted their spirits.”
“I head straight for the bathroom.” (Laughter)
“Cause your jokes were in the toilet?” (Even more laughter)
“I’m feeling a little flushed about that.”
How do you come up with new material?
Melissa, one of the younger group members, says, “Once 

you get the hang of the structure of making a joke — taking 
facts and thinking of a twist that’s funny — you can take 
any fact and make a joke about it, and the more traumatic 
or depressing it is the funnier it can be, right?”

How did you feel the first time you had to make a joke 
about your experiences with mental illness?

It’s easy and hard at the same time, says Beamer, “because 
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“ Doing stand-up comedy for  
other people gives them hope — 
that if we can do it, they can do 
it too. I think that’s a really 
valuable message to give to 
people: let’s turn this around and 
fight the stigma with laughter.”
Linda, Stand Up for Mental Health participant

stand UP for mental health Performers have been doinG shows in front of sUPPortive aUdiences, says comedy coach michael cole  
(at microPhone), bUt his lonG-term Goal is to take it on the road and do shows across ontario.

ompleting the 14-week Stand Up for 
Mental Health course requires “a com

make a commitment.”

ing doctor to a non-working patient, a 

c



there’s a lot of suffering involved in this. I mean, this isn’t 
fun to start with; we’re making it fun because we gotta make 
it fun. ‘Cause if you don’t laugh you’re going to cry…. What 
we have all been through, it’s all different — every person 
in the room and all the other people [in the group] who 
didn’t make it here tonight for whatever reason, all have 
their own unique response. It might be the same diagnosis 
but their use of it, so to speak, their experience of it, they’re 
all completely different and there are a lot of tears involved.” 
Mental illness isn’t funny, he says — but it’s hilarious.

Michael, who’s been leaning back in his chair, taking in the 
group’s high energy, adds, “They say that endorphins are the 
body’s natural painkillers. When you laugh, it releases endor-
phins. In fact, I just released one right now.” BA-DUMP!

How do audiences respond to this?
“They love it.”
“Of course, they’re nuts.”
Another group member says that they performed at the 

Whitby Mental Health Centre in front of staff and patients 
— they usually perform in front of staff — “and the patients 
related so much and they laughed so much. For them it was 
therapeutic to laugh about their own situations.”

Michael notes that they’ve been doing shows in front of 
somewhat supportive audiences, but his long-term goal is to 
take the group to a wider audience, maybe even take it on 
the road and do shows across Ontario. They’re always look-
ing for new bookings.

“I just wish that the whole general public could see this,” 
says Melissa, “because there is a myth that someone who 
has a mental illness looks a certain way. With the diversity 
in this room alone, and to see us capable of doing this and 
being genuinely funny, it would be a great way to break 
down a lot of prejudice.”

Later, as people gather their coats and chat with each 
other about their lives and whether or not their material 
worked that night, Linda will tell me, “When you’re down, 
when you’re depressed and you just can’t even get out, being 
involved in this course gets you up and gets you out. You can 
be really depressed when you get here, but you’re in with a 
good lot. We’re together like a family. We all make jokes — it’s 
amazing how it just comes spontaneously — and it takes you 
out of your depression. And then it gives you self-esteem and 
confidence. And doing stand-up comedy for other people 
gives them hope — that if we can do it, they can do it too. 
I think that’s a really valuable message to give to people: let’s 
turn this around and fight the stigma with laughter.”

As the evening winds down and the TV crew wraps up, 
Michael sorts out who will take part in two upcoming show-
cases in Toronto — one at the Centre for Addiction and 
Mental Health, another at a Parkdale community centre. He 
names the dates and times and people check their schedules. 
Some, clearly disappointed, can’t make it. Michael reminds 
everyone that there are only so many spaces on a billing; 
those who get the places should let him know as soon as pos-
sible if something comes up so one of the other comics can 
take the gig. Of those who can make it, Michael writes their 
names on paper scraps to draw from Beamer’s hat. There are 
only a few spots, and everyone wants to get in on the act.

To book Stand Up for Mental Health in Ontario, contact 
Michael Cole at michaeldavidcole@sympatico.ca or  
416-285-7125. For more information on David Granirer and 
the program he created, see www.standupformentalhealth.com.

Jeff Kraemer is the e-content developer for CMHA Ontario.
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the crowd cracks UP at a recent stand UP for mental health showcase Performance at the mood disorders association of ontario. 
Photos by PaUl Grissom
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my life 
in labels

The older I get, the more I detest labels,  
so I lose them or use them as I choose, but  

I refuse to be defined by them.





by Sandy Naiman



By definition, a label or classification 
is restrictive. But labels are often inac-
curate, and in psychiatry, this is com-
monplace. After all, you’re dealing with 
diagnostics in an imprecise science –– 
the interplay between the brain and the 
mind, emotions as they colour behav-
iours, the medical mind-body connec-
tion –– not just a liver, a kidney, a heart 
or a broken bone. Are mental illnesses 
diseases or psychosocial problems? Or 
both? More than any other medical 
specialty, psychiatry is by nature subjec-
tive and amorphous. No wonder most 
people diagnosed with a mental illness 
can list four or five different diagnoses 
for which they’ve been treated, espe-
cially if they’ve been in treatment for 
any length of time.

 Years ago, a diagnosis could depend 
on where you lived. In the 1970s, the joke 
among North American psychiatrists 
was that “you could cure schizophrenia 
if you could fly to Europe.” Psychiatrists 
there, using the tighter diagnostic crite-
ria of the World Health Organization’s 
International Classification of Diseases 
or ICD, would more likely diagnose you 
with bipolar disorder, which was more 
treatable. Here, where the American 
Psychiatric Association’s Diagnostic and 
Statistical Manual of Mental Disorders 
or DSM is the standard reference, you 
would most likely get stuck with schizo-
phrenia –– then, much harder to treat 
and often considered hopeless. Now, 
such discrepancies are less likely as 
diagnostics have become more globally 
understood.

Still, there are no reliable biological 
markers, no blood tests or x-rays or 
urinalyses for psychiatrists to determine 
whether someone has a mood disorder 

or a thought disorder or an anxiety dis-
order or a borderline personality disor-
der or any other disorder, and there are 
hundreds of them.

As you read this, the American 
Psychiatric Association is hard at work 
on a new and improved DSM. The 
fifth edition, slated for publication in 
2011, will be chock full of new criteria, 
new classifications, new symptoms and 
new disorders –– new pigeonholes into 
which psychiatrists must try to fit their 
patients. Must because labels aren’t just 
applied for kicks — they help to deter-
mine the course of treatment.

New information is surfacing all the 
time. Labels change. Language changes. 
Socially and culturally, our collective 
consciousness is constantly evolving –– 
and, with the mind, that matters. Some 
people prefer to call psychiatric illnesses 
“brain diseases” because of an increasing 
understanding of brain chemistry and 
the psychotropic drugs used to allevi-
ate psychiatric symptoms. It is also an 
attempt to heal a specialty scarred by 
centuries of superstition, mythology, 
misinformation and entrenched fear.

Research has shown that most North 
Americans still believe that people with 
mental illnesses are dangerous, a myth 
the media perpetuates. Even some psy-
chiatrists and mental health workers 
denigrate the patients with whom they 
work. No wonder a psychiatric diag-
nosis, more than any other medical 
label, places such a huge burden on 
the patient. It is more than simply a 
linguistic symbol describing a series of 
symptoms. A psychiatric label describes 
not only a behavioural disturbance but 
a state of mind, a personality, a spirit, a 
persona, an individual. Though no two 

individuals are identical with identical 
life experiences, when you are given one 
of these labels, you are treated like that 
label, given medications for that label, 
and it becomes your defining feature. 
The individual behind that label often 
gets lost. You become your diagnosis.

Mental illnesses are chronic, but 
increasingly and effectively treatable, 
yet you’re considered to be mentally 
ill rather than a person with a mental 
illness. People, including many mental 
health professionals, inadvertently refer 
to “the mentally ill” when they should 
talk about “people with mental illness-
es.” We are all multifaceted and far more 
than our illnesses. With other chronic 
illnesses, like asthma or diabetes, you 
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“By definition, a label 
or classification is 
restrictive. But labels 
are often inaccurate, 
and in psychiatry, 
this is commonplace. 
After all, you’re dealing 
with diagnostics in an 
imprecise science ––  
the interplay between 
the brain and the mind, 
emotions as they colour 
behaviours, the medical 
mind-body connection 
–– not just a liver, a 
kidney, a heart or a 
broken bone.

I’ve had my share: Schizophrenic. Catatonic schizophrenic. Manic Depressive.  
Bipolar I. Hypomanic. One of my psychiatrists once diagnosed me as having a borderline  

personality disorder. Luckily, that one never stuck. Unfortunately, though, most  
psychiatric labels do. Right or wrong, labels have a habit of sticking.
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can be asthmatic or diabetic without 
being degraded by your disease. Not 
with a mental illness. In our modern 
idiom you “suffer” with a mental illness, 
even though millions of people live and 
thrive with their mental illnesses. 

Language is political and it matters. 
Use it accurately. Pay attention to it. Be 
conscious of it. Doing so can only help 
heal the sick public discourse about a 
population of people who can no longer 
be ignored. We’re everywhere. Some of 
us are homeless. Some of us are invis-
ible. Hidden or in hiding. Still afraid to 
come out with our craziness. Yet we can 
all be a little crazy, sometimes, can’t we?

The mind is not a broken bone that 
can heal if put into a cast. When I was 
a kid, I was sent to a psychiatrist each 
week because I was said to be histrionic, 
wildly emotional, and I didn’t fit in. The 
cast was an analogy my mother used 
to help me accept my treatment and 
become a happier child. 

“If you have a broken leg, you go to 
a doctor and have it set so it can heal. 

And if something’s wrong with your 
mind, you go to a psychiatrist and talk, 
so your mind can heal,” my mother 
used to say, with all the best intentions 
in the world. 

The only problem with this analogy 
is that when the cast comes off, you can 
see your leg working. But no cast comes 
off your mind to show when it’s healed. 
You never know for sure. Yet, I grew 
up feeling there was “something wrong 
with my mind.” Those five little words 
were the first and most enduring label 
of my life. They still haunt me. Long 
before I even knew my mental illness 
had a name or names, I internalized that 
label. I was 12.

Innocently, unwittingly, I talked open-
ly with my friends about my weekly psy-
chotherapy sessions –– it never occurred 
to me not to –– but some of them 
whispered about me behind my back 
or openly called me names: “Mental.” 
“Crazy.” “Loony.” “Insane.” “Nuts.”

I had no idea psychiatry in the 
early 1960s was, unlike physical medi-

cine, an unmentionable, unscientific 
science. My family was filled with doc-
tors and psychiatric social workers. No 
one ever hinted that I should feel odd 
about going to a psychiatrist. For me, it 
became my norm. 

We talked about my psychiatric ses-
sions openly around the dinner table, 
just like we talked about anything else. 
My sister might mention her weekly 
appointment with her allergist, and I 
might discuss my ongoing adventures 
with my psychiatrist.

I learned fast, however, that my psy-
chiatry sessions were far from the realm 
of my friends’ experience. Psychiatry 
wasn’t table talk in their homes, and 
what kids don’t know or understand, 
they fear and ridicule. The words they 
spit at me were brutal — my first brush 
with the stigma that clings to mental ill-
nesses and to those of us who live with 
them. I’ll never forget their sting.

I had been going to a psychiatrist for 
six years, was hospitalized twice, endured 
several rounds of electroconvulsive shock 

“I grew up feeling there was ‘something wrong  
with my mind.’ Those five little words were the first and  

most enduring label of my life. They still haunt me.  
Long before I even knew my mental illness had a name  

or names, I internalized that label.”
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treatment, and was relentlessly tranquil-
ized by a then-revolutionary drug called 
chlorpromazine –– it replaced lobotomy 
as a treatment for mania –– before I 
found out, at the age of 18, that my 
mental illness had a name.

My psychiatrist at the time, at the 
Clarke Institute of Psychiatry, handed 
me my five-inch-thick file. The previ-
ous year, I had spent seven months as an 
inpatient on the eighth floor. I was visit-
ing him for a referral to an outpatient 
therapist. Instead, he pronounced me 
“cured,” ushered me into a glassed-in 
cubicle a few steps from the in-patient 
unit, sat me down and told me to read 
about “how far I’d come.”

That’s when I first saw the word 
schizophrenic describing me at the age 
of 12. The word catatonic was added by 
the time I was 17. Now, I knew there 
really was “something wrong with my 
mind.” I could look myself up in the 
dictionary. And I did.

Seven years after these revelations, 
following another lengthy hospital stay 
for psychosis, my diagnosis was changed 
from schizophrenia, classified in the 
DSM as a “psychotic” disorder, to manic-
depression, a “mood” disorder.

In 13 years, my diagnosis had changed 
three times, although my symptoms 
were always the same. Over time, as the 
psychiatric community increased their 
knowledge of the disorder, manic depres-
sion (which is by far its most descriptive 
name) became known as affective mood 
disorder, and then bipolar disorder. 
Rather than helping people understand 
these illnesses, medical terminology 
needlessly muffled their meanings and 
muddied the public discourse.

None of those labels ever felt right to 
me because I have never been clinically 
depressed. Just high. Psychotic. Manic. 
Unipolar. I was never psychotic until 
after I was first hospitalized for observa-
tion, at 14, when an orderly sexually 
assaulted me. My current psychiatrist 
has suggested this trauma may be the 
precipitating cause of my mood disor-
der, although the genetic predisposition 
was always there.

During the 16 years I was labelled 

manic-depressive, I was prescribed a 
steady diet of lithium carbonate, which 
I took religiously. During that time, 
I was hospitalized almost every year 
for mania. When I was 41, and again 
hospitalized for mania, doctors discov-
ered I was in fact suffering from acute 
end-stage kidney failure caused by lith-
ium toxicity. I encountered a new label 
–– “iatrogenic” or “treatment-caused” 
end-stage kidney failure, which neces-
sitated two years of dialysis and a kidney 
transplant. Oddly enough, I felt relieved 
to be physically, not just mentally, ill. I 
finally had my “broken leg.”

Talk about labels.
Sorting and classifying has its uses, 

but the inherent danger in adhering too 
closely to labels applied to the mind 
is manifold. In my case, the sense that 
there was “something wrong with my 
mind” has marked me profoundly.

In 1977, when I was hired as a staff 
writer at the Toronto Sun, my mental 
illness was no secret. I’ve always been 
“out.” But I always felt so beholden 
to “The Little Paper That Grew” for 
hiring me –– a courageous move for 
a corporation and one that should be 
routine –– that I never felt I could ask 
for a raise, and for 30 years, I never did. 
That’s how insidious labelling-turned-
inward can be.

That doesn’t matter anymore because 
now I’m self-employed. And with years 
of psychotherapy and appropriate 
medication, I’ve gained the insight that 
enables me to recognize the early warn-
ing signals of hypomania so I can take 
my prescribed medication and prevent 
full-blown mania.

Pills alone will never give you insight. 
Only psychotherapy will give you that. 
Yet lack of insight in serious psychiatric 
illnesses, when you’re psychotic, has its 
own label: “anosognosia” or “the denial of 
one’s own illness.” I’ve been there many 
times, and it’s the most frightening feel-
ing of all. Nothing makes sense. There 
is no logic. No one understands what 
you’re saying. You feel like everyone else 
is crazy and you’re perfectly fine, when in 
fact, the opposite is usually true. 

Anosognosia is a defining characteris-

tic of psychosis, but it’s a real Catch-22. 
Psychosis means losing touch with reality 
and anosognosia becomes your reality. 
But anosognosia isn’t real. It’s the denial 
of what’s real. It’s unreal. A hallucination. 
Voices only you can hear. People you 
perceive to be threatening you.

Even something as seemingly benign 
as serious sleep deprivation can cause 
anyone to have a psychotic break. With 
me, sleeplessness always triggers my 
hypomania. If my mind is racing, I 
medicate to induce sleep, thus inter-
rupting the cycle. If I sense I’m slightly 
psychotic, I medicate with a tiny dose 
of a powerful antipsychotic. This insight 
into my condition didn’t come from a 
pill. It has come through years of hard 
work with a skilled and compassionate 
psychiatrist who treats me, the person, 
and not just me, the label.

Would that this were the case for 
everyone with a mental illness. 

Sandy Naiman, a Toronto writer, 
received the 2007 “Deloitte Hero 
Award” from the Mood Disorders 
Association of Ontario for her mental 
health advocacy. She can be reached  
at sln@sandynaiman.com.

“Research has shown that 
most North Americans 
still believe that people 
with mental illnesses are 
dangerous, a myth the 
media perpetuates. Even 
some psychiatrists and 
mental health workers 
denigrate the patients 
with whom they work. 
No wonder a psychiatric 
diagnosis, more than any 
other medical label, places 
such a huge burden on 
the patient.”
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“There is a dramatic rise in students 
attending post-secondary institutions 
who have a mental illness,” says Jackiw, 
a program coordinator and disabil-
ity specialist at the Centre for Student 
Development (CSD) at McMaster 
University. “There are better treatments 
and illnesses are being managed better 
prior to attending post-secondary, so 
more people with mental illnesses are 
able to attend.” 

During the 2005-2006 academic year, 
995 students came to CSD for help. Of 
those, 283 had some form of mental ill-
ness. While the centre has always worked 
with students who are blind or visually 
impaired, deaf or hard of hearing, have 
mobility impairments or learning dis-
abilities, students with mental illnesses 
have become the fastest growing popula-
tion accessing the service. 

The first Coordinator for the Disabled 
position at McMaster was created within 
the Office of the Registrar in 1988. The 
Ontario provincial government began 
providing funding for services for dis-
abled students in 1989. The position 
remained within the structure of the 
Registrar’s Office until 1995, when it 
shifted to the Student Affairs portfolio. 
Services, programs, and staffing have 
all changed over the years in response 
to student volumes, needs, advances in 
technology, and additional funding.

“Generally, the leap from high school 
is a big leap for anyone,” says Jackiw. 
“Many of the students have had almost 
daily support by guidance counsellors 
or teachers. That support would be 
difficult for us to provide, so we try to 
encourage independence.” 

Obtaining a post-secondary educa-
tion can be tough enough, but for a stu-
dent with a mental illness, the support 
requirements often exceed the limits of 
what friends and family can provide. 
In order to ensure that students with 
mental illnesses are able to achieve their 
academic goals and develop socially in 
the same ways as their peers, the CSD 
has created specific approaches to stu-
dents with these unique needs.

Students come to the CSD in a 
variety of ways. They can come on their 
own, or they can be referred by a fac-
ulty member, campus health care pro-
vider, or an outside care provider. Even 
before entering university, a student 
with unique needs may be identified by 
a guidance counsellor or special educa-
tion teacher in secondary school. 

Depending on the complexity of a 
student’s situation and individual needs, 
the CSD can help with various aspects 

of a student’s university life. Students 
begin by sitting down with a program 
coordinator to discuss the appropriateness 
of different services, ranging from assis-
tance with their academic work or finding 
student housing, to registration and finan-
cial aid, to picking up books or help with 
attending classes. Academic accommoda-
tions are made on a case-by-case basis with 
input from faculty members.

“There is an expectation that the 
student will be accommodated,” says 
Jackiw. “If the instructor finds that 
the specific accommodation requested 
brought into question the integrity of 
the course, then the fact that an accom-
modation will be given is not in ques-
tion, but the type of accommodation 
might be subject to negotiation.” 

Once the appropriate accommoda-
tions have been identified, the centre 
then puts them into place with help 
from the student. 

Every year, more and more people  
come to Christine Jackiw for help with  

adjusting to university while dealing  
with a mental illness. 

Obtaining a post-secondary education can 
be tough enough, but for a student with a 
mental illness, the support requirements often 
exceed the limits of what friends and family 
can provide. In order to ensure that students 
with mental illnesses are able to achieve their 
academic goals and develop in the same 
ways as their peers, the Centre for Student 
Development at McMaster University has 
created specific approaches to students with 
these unique needs. 



“ Generally, the leap 
from high school is a 
big leap for anyone. 
Many of the students 
have had almost daily 
support by guidance 
counsellors or teachers. 
That support would  
be difficult for us  
to provide, so we  
try to encourage 
independence.”
Christine Jackiw, Centre for Student 
Development, McMaster University

“We have the student be as much of 
a self agent as possible by setting up any 
accommodation that they can by them-
selves. Of course, if the student is ill and 
needs us to intervene in that, we will,” 
says Jackiw. “The student is central and 
we are the network around them.”

 “We encourage the student to do as 
much for themselves as they can, recog-
nizing that once they leave the university 
they will have developed the skills to care 
for themselves,” says Tim Nolan, man-
ager of disability services and university 
advisor on disability issues at McMaster. 

While all universities in Ontario have 
an office that accommodates students 

with disabilities, McMaster has some 
unique initiatives that were developed 
to help students with mental illnesses 
participate in the university commu-
nity. One student is doing research and 
resource development, a role that is cur-
rently being developed, but may include 
doing assessments for incoming or new 
students, conducting research on best 
practices at other institutions, conduct-
ing research on admissions policies for 
general admission or specific programs in 
post-secondary studies, and assisting with 
reviewing and documenting changes to 
CSD’s policies and procedures.

Another student has been hired to 
develop cross-cultural mental health 
programming, to help CSD meet the 
challenges posed by the intersection of 
diversity and mental health. The goal, 
Nolan says, is trying to understand 
mental health from a different cul-
tural perspective and its impact on the 
individual. That often means taking 
a unique approach to each student in 
terms of his or her service needs. 

Different cultures hold different 
views toward mental illness, explains 
Jackiw. “We try to recognize our own 
Eurocentrism and challenge ourselves 
to broaden our service philosophy to 
become more culturally aware and 
responsive. For example, western cul-
ture tends to rely heavily on individual-
ism and the medical model, whereas 
other cultures may be more inclusive of 
societal, familial and spiritual contexts 
of mental health.”

“It is important to recognize the 
additional stigma that one might fear 
when addressing a mental health service 
need, for example, as an international 
student in a foreign country or as a 
newcomer adjusting culturally to the 
western world,” Jackiw continues. “Also, 
other cultures hold their own particular 
stigma toward mental health, which 
cannot be assumed to be the same as 
that held in North America, so it is 
important to understand and support 
the student as much as possible within 
his or her cultural context.” 

“This helps them with integrating 
into the broader community,” says 
Nolan. “You would think that because 
they are here [at university], they must 
be very in tune with who they are, but 
that is often not the case. We work with 
the students to help them with all levels 
of acceptance — with themselves, with 
their families, and their friends.”

Malcolm Smithwick (not his real 
name), a fourth-year health sciences 
student, knows all about attending uni-
versity while dealing with a mental ill-
ness. Last year, when he was depressed, 
he wanted to talk to people who had 
experienced the same thing. “I wanted 
to speak to people who had been where 
I was, who related to what I was going 
through. I felt that they would imme-
diately understand what I was saying, 
without me having to explain every-
thing,” he says.

Smithwick now co-facilitates a peer 
support group, started by the CSD to 
provide students with a forum to meet 
and talk to other students with mental 
illnesses. The meetings are held each 
Tuesday with the help of Smithwick’s 
co-facilitator, Jackiw. They usually start 
with a few minutes of informal talk, 
followed by a check-in with each per-
son, to give him or her a chance to tell 
the group how things are going. The 
group then finds a common issue on 
which to focus their main conversation. 
“Christine asks great questions to get us 
to explore the topic,” says Smithwick. 
“She has a great sense of what is most 
pressing on people’s minds despite what 
they say in words.”

Smithwick’s main challenge in dealing 
with depression while attending uni-
versity was getting motivated to study. 
Thinking back, he says he saw studying 
and working on getting better as two sep-
arate things. Now Smithwick knows that 
completing his schoolwork helped him 
to feel better, and as he felt better he was 
able to be more productive. Smithwick 
feels that the competitive nature of uni-
versity can trigger some types of mental 
illnesses. “Universities would do well to 
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the accommodations listed below are just a few examples. there may be others that 
better suit your particular situation. not all accommodations are available at every 
college or university.

my illness or  
medication caUses  
Problems with: Possible accommodations

peer note-taker
a formal arrangement where someone in the class takes 

notes for you. You still have to attend class, but it may 

help to reduce your anxiety and allow you to participate 

more in class.

taping the lecture
this can supplement your own note-taking, and reduce 

the pressure of having to capture all the information. if 

you use a digital recorder, the software will allow you to 

download the lecture to your computer for easy access. 

You will need to get the permission of your teacher prior 

to taping.

preferential seating
You can arrange to sit in the front of the classroom and 

away from windows to help reduce audio and visual 

distractions.

note-taking technology
laptops, personal digital assistants (Pdas) with folding 

keyboards or small word-processing keyboards are an 

option if you find taking notes using a keyboard easier 

than handwriting.

companion/accompanier
another student can walk you to class and sit with you 

in class.

more frequent breaks
You can arrange to step out of class when you need to 

move around to relieve stress, anxiety or restlessness

beverages in class
Permission can be given to have beverages in class if this 

is not usually permitted.

SOmE tYPical  
acadEmic accOmmOdatiOnS

concentration   
keeping focused  
processing information  
organizing my thoughts  
dealing with social situations

anxiety

ExcErPt FrOm canadian mEntal hEalth aSSOciatiOn, “YOur EducatiOn – YOur FuturE: 

a GuidE tO cOllEGE and univErSitY FOr StudEntS with PSYchiatric diSabilitiES” (2004), 

availablE at www.cmha.ca/YOurEducatiOn.

thirst caused by medication

what iS an  
academic accommodation?
an academic accommodation is an 

arrangement that is put in place to 

support a student with a disability. it can 

be anything from having an extension on 

an assignment, to being provided with an 

academic tutor, to writing your exams in 

a quiet, separate room. accommodations 

are provided to “level the playing field” 

for you. they are available because your 

disability may put you at a disadvantage 

compared to other students who don’t 

have a disability.

accommodations don’t mean you are 

being given a special break or an unfair 

advantage over other students. You will 

be evaluated using the same standards as 

everyone else. how well you do in school 

is still up to you. the accommodation 

just makes sure you have the chance to 

demonstrate your real ability.

it’s important to remember that 

receiving accommodations for a 

psychiatric disability is your right. You 

don’t need to feel bad about asking for an 

accommodation. You’re not asking for a 

favour — you’re just asking for the same 

chance to learn as everyone else....

accommodations are based on 

documented need. You will only be 

eligible for accommodations that address 

the challenges caused by your disability. 

the goal is to provide you with the 

support you need, while helping you to be 

as independent as possible.... 

in order to be eligible for academic 

accommodations, you will need to 

disclose your disability to the disability 

Services Office. but that’s the only place 

you need to provide information about 

your illness. Your instructor simply needs 

to know that you have a documented 

disability; you don’t have to discuss what 

kind of disability you have.
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“it is very cool that young people are mobilizing to advocate for themselves 

and to support each other,” says lucy costa. costa is a founding member 

of the mad Students Society (mSS), a group that supports and empowers 

students who have experience with the psychiatric system.

the group was formed in april 2005 to address the lack of peer 

support for students in post-secondary education, and to address sys-

temic issues. the group has been meeting once a month, both to discuss 

“action and advocacy” and to provide peer support for its members. while 

the meetings are held in toronto, the group is open to membership by any 

student in post-secondary education, anywhere in the country.

“One of the reasons that the group was started was because there are 

students who do not identify as having a mental illness,” says member 

Jeremiah bach. “we feel that the idea of mental illness is just one per-

spective. we accept people who identify as mentally ill, but we also work to 

provide alternative ways of looking at experience and community.”

“the word mad is reclaimed as an alternative to mental illness, not a 

synonym for it,” continues bach. “it has historical roots as a term people 

used before psychiatry was developed.”

in 2006 the mSS conducted a survey to determine what experiences 

post-secondary students were having with disability offices and what sorts 

of accommodations students were using. the survey helped mSS to iden-

tify several issues on which to focus their future advocacy work.

many students who responded to the survey felt that there were insti-

tutional barriers to accommodation, such as the need to submit medical 

documentation of their illness. Other students indicated that some instruc-

tors felt that they could decide which students were disabled, and that 

accommodation services did not necessarily challenge those instructors. 

the survey found that the kinds of accommodation offered often pre-

sumed a student’s needs, and were not grounded in research or consulta-

tions with the students who used them.

it’s not that students lack the skills or competency to complete a 

degree, costa explains. what’s important is that they feel supported in 

getting the accommodations they need.

“we are a solidified group that is interested in moving an advocacy agen-

da forward in post-secondary institutions,” says costa. “we want to keep 

students from feeling isolated, and we want to share information about our 

history and culture as a community, rich with a diversity of perspectives.”  

For more information, see www.madstudentsociety.com.

students  
society

examine this, as the environment doesn’t 
give a space for students to take their 
emotional temperature. The demands 
are so great and persistent that you don’t 
have space to grow.”

“I feel grateful to CSD and to the 
faculty in my department for giving 
me this chance to grow as a person,” 
says Smithwick. “I will miss undergrad 
because I know that the environment 
they have created is so rare.” 

The CSD’s support for its students 
does not end on graduation day. The 
centre helps students plan the transition 
to wherever they are headed after gradu-
ation, whether that is work or further 
education. “The university is just one 
stop along the way,” says Nolan. “Even 
while they are students, we are just one 
point of contact. People have to look 
after themselves in many ways outside 
of the university even while they are stu-

dents. If what we are doing here helps 
them manage the other pieces of their 
lives, then we have accomplished what 
we set out to do.”

For more information about the Centre 
for Student Development at McMaster 
University, see csd.mcmaster.ca.

Anna Wyse is a freelance writer  
working in Toronto.

“ We encourage the student to do as much for 
themselves as they can, recognizing that once 
they leave the university they will have developed 
the skills to care for themselves.” 
Tim Nolan, Manager of Disability Services and University Advisor on Disability Issues, 
McMaster University 

mad 



network spring•summer 2007  2� 

By Michelle Gold

t h e  
g o l d   
s t a n d a r d

How much do you feel a part of your community?  
In Ontario, two-thirds of residents report a strong or somewhat strong 

sense of community belonging. That’s a statistic for health, as people 
reporting a strong sense of community belonging were two times as likely to 

report excellent or very good mental health in the same survey.1

belonging
o f 

a sense

The concept of “social capital” can 
help explain why community belonging 
affects population health. Social capital 
refers to the social networks that exist 
within a community. These include 
bonding among individuals through 
social ties and relationships, as well as 
bridging between groups.2 

Social ties, which can include inti-
mate relationships, family, friends, col-
leagues and acquaintances, can enhance 

mental health and sense of well-being, 
as they promote feelings of attachment 
and companionship, enhancing one’s 
sense of purpose and self-esteem.3 It 
is well recognized and demonstrated 
through research that people who feel 
socially isolated are at increased risk of 
depression. Social ties can also serve as 
protective factors for mental health. For 
those experiencing stress, one’s social 
network can provide personal support 

and enhance coping. Social contacts are 
also a source for sharing information. 
It has been suggested that knowledge 
of resources promotes a sense of per-
sonal control that enhances one’s ability 
and confidence to deal with adversity, 
thereby moderating distress.4 

Community participation and civic 
engagement have also been associated 
with better self-reported mental health. 
Participating in social clubs and recre-
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ational activities or volunteering can 
enhance social ties, which create the 
circumstance that enable people to 
receive the positive health outcomes 
just described. Empowerment can be 
a significant benefit from civic engage-
ment.5 Signing a petition, joining a 
neighbourhood improvement group or 
even voting, all heighten the oppor-
tunity to influence decision-makers, 
which ultimately can impact one’s abil-
ity to acquire desired resources.6 This 
empowers people to gain control over 
social, economic and political forces to 
improve their lives.

A socially inclusive society is one 
where all people feel valued, their dif-
ferences are respected and they are 
able to participate to meet their needs. 
Conversely, social exclusion is the situa-
tion where people are shut out from the 
social, economic and political systems 
that contribute to the social integration 
of individuals in society.7 

There are some thoughtful activities 
taking place to promote mental health 
and lessen social exclusion of persons 
with serious mental illness among poli-
cymakers who understand the value of 
applying the concept of social capital 
to mental health. In Australia, the state 
of Victoria has funded the Victorian 
Health Promotion Foundation as an 
independent authority reporting to the 
Minister of Health under the name 
VicHealth. One of its strategic priorities 
is promoting mental health by funding 
projects that enhance social inclusion. 

Guided by the country’s mental health 

strategy, this Australian state has under-
taken a comprehensive evidence-based 
review of effective strategies to promote 
mental health.8 VicHealth identifies 
nine strategies that have been shown to 
be effective in increasing social ties and 
fostering social inclusion: community 
building and neighbourhood renewal 
programs; school-based programs for 
mental health; workplace mental health 
promotion; programs that provide social 
support, such as parent training pro-
grams; volunteering; community arts 
programs; physical activity; media cam-
paigns that challenge stigma and raise 
mental health literacy; and civic struc-
tures that encourage community par-
ticipation in decision-making.

They are already at the midpoint in 
implementing their mental health pro-
motion plan.9 Some of their funded pro-
grams include promoting mental health 
through the creative arts, increasing 
access to recreation and physical activ-
ity, and supporting children who have 
a parent with a mental illness. Their 
evidence-based plan should be required 
reading for everyone concerned with the 
promotion of mental health. 

Closer to home, initiatives that focus 
on enhancing social inclusion to pro-
mote health with an implicit benefit for 
mental health include Inclusive Cities 
Canada10 and Count Me In!: Tools for 
an Inclusive Ontario.11 

Other countries are focusing their 
effort on reducing social exclusion. Mind, 
a mental health charity in England and 
Wales more formally called the National 
Association for Mental Health, explains:

“Social exclusion is what happens 
when society marginalizes people so that 
they are not able play a full and equal 
part in their community. Many peo-
ple who experience mental distress live 
in poverty and experience stigma and 
discrimination. They may find it hard 
to access employment or find adequate 
housing. The net result is that people can 
become seriously isolated and excluded 
from social and working life.”12 

The Social Exclusion Unit in the 
United Kingdom has identified persons 
with serious mental illness as one of 

the most excluded groups in society. 
They offer five reasons why persons 
with serious mental illness remain on 
the margins: stigma and discrimina-
tion; professionals across service sectors 
have low expectations; lack of social 
and informational support to encour-
age participation; barriers to accessing 
community resources; and lack of clear 
responsibility as to who is responsible 
for promoting better outcomes.13 They 
are setting specific goals and objectives 
to ensure that policies, services and 
supports are aligned and coordinated 
to reduce social exclusion. Enhancing 
vocational services for persons with seri-
ous mental issues is one of their priori-
ties to reduce the cycle of poverty and 
consequences of economic exclusion.

The World Health Organization has 
written extensively on promoting mental 
health.14 They reaffirm that the Ottawa 
Charter for Health Promotion (1986) 
strategies of developing personal skills, 
strengthening community action, creat-
ing supportive environments and build-
ing healthy public policy continue to be 
the foundation for promoting mental 
health. To be effective, these strategies 
must be taken up and acted upon not 
only by the mental health sector but also 
by the broader community. Reorienting 
health services is the fifth strategy iden-
tified in the Ottawa Charter, but it exists 
alongside health promotion, rather than 
being central to it.

Here at CMHA Ontario, we have been 
involved with our branches across the 
province in revisiting our thinking about 
mental health promotion.Our action 
framework includes meaningful relation-
ships, inclusion and participation as key 
outcomes that promote mental health.15 
Our approach references the two-contin-
uum model for mental health, applicable 
to people both with and without serious 
mental illness. Applying this model, we 
concur that mental health can be pro-
moted by both fostering social inclusion 
and remedying social exclusion. 

The Ministry of Health Promotion 
indicates that mental health and addic-
tions is one of its four strategic priorities. 
However, few directions are yet evident. 

A socially inclusive 
society is one where 
all people feel valued, 
their differences are 
respected and they are 
able to participate to 
meet their needs.



c a l e n d a r
may 7-13, 2007
mental health week. a canadian mental health association national  
event to increase awareness of the importance of good mental health.  
416-484-7750, info@cmha.ca, www.cmha.ca.

may 23-24, 2007
celebrating innovations in health care Expo 2007. ministry of health 
and long-term care. canadian national Exhibition Grounds, muZiK 
(former horticultural building), toronto, Ontario. 1-888-779-7767, 
transforminghealth@moh.gov.on.ca, www.ontariohealthexpo.ca.

may 31-June 1, 2007
26th annual Ontario Gerontology association conference.  
bank of montreal institute for learning, toronto, Ontario. 416-535-6034, 
ontgeron@idirect.com, www.ontgerontology.on.ca.

June 6-8, 2007
managing and assessing aggression and violence. crisis workers’ Society 
conference 2007. crisis workers Society and the Sudbury regional  
hospital crisis intervention Program. Sudbury, Ontario. 1-877-841-1101, 
www.cwsontario.org.

June 7-8, 2007
completing the vision: the Second Stage of medicare. association of 
Ontario health centres conference 2007. holiday inn Select, toronto, 
Ontario. www.aohc.org.

June 7-9, 2007
Sharing Expertise: Sharing responsibility. Eighth national conference  
on collaborative mental health care. Quebec city, Quebec.  
guylaine.blais@psa.ulaval.ca, www.shared-care.ca.

June 11-13, 2007
addictions Ontario 2007 annual conference. Stage west hotel, mississauga, 
Ontario. 1-800-965-3307, info@addictionsontario.ca, www.addictionsontario.ca. 

June 25-28, 2007
working together: interdisciplinarity in Forensic mental health. Seventh 
annual international association of Forensic mental health Services 
conference. le centre Sheraton, montréal, Quebec. 604-924-5026, 
tmoropito@iafmhs.org, www.iafmhs.org.

september 10, 2007
Older Persons’ mental health and addictions: From the Political to the 
Practical. Second annual conference of the Older Persons’ mental health 
and addictions network of Ontario. Ontario room, macdonald block, 900 
bay Street,toronto. www.opmhan.ca.

september 24-25, 2007
new directions in Seniors’ mental health. Second national conference 
of the canadian coalition for Seniors mental health. delta meadowvale 
resort and conference centre. toronto, Ontario. 416-785-2500 ext. 6331, 
kwilson@baycrest.org, www.ccsmh.ca.

september 27-30, 2007
lighting the Path: hope in action. 2007 international conference,  
hosted by the world Fellowship for Schizophrenia and allied disorders,  
in partnership with the Schizophrenia Society of canada and the 
Schizophrenia Society of Ontario. delta chelsea hotel, toronto,  
Ontario. 905-405-8415, wFSadconference@conexsysregistration.com, 
conference.world-schizophrenia.org.
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Practical, evidence-based strategies for 
enhancing social inclusion and reducing 
social exclusion, such as those taking 
place in other jurisdictions, should be a 
key consideration for discussion with pro-
vincial stakeholders as the ministry moves 
forward in setting policy directions to 
promote mental health in Ontario.

Michelle Gold, MSW, MSc, is senior 
director of policy and programs at 
CMHA Ontario.
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Physicians: Please Place in yoUr Patient waitinG rooms.

Mental Health Works
Complex Issues. Clear Solutions.
Mental Health Works helps employers, human 
resources personnel, occupational health 
professionals, managers, supervisors and union 
stewards assist employees with mental health  
issues to remain productive.

Employers want to do the right thing when employees are experiencing 
mental health problems, but it is a challenge to know how. We help 
employers address the issues, including:

• Recognizing the signs early on

• Learning how to discuss issues without violating rights

• Effective performance management

• Creating accommodations that allow the employee to remain productive

• Reducing conflict among employees

• Increasing the comfort level of frontline managers and supervisors

For more information or to  
book a session, please contact us at:
180 Dundas Street West, Suite 2301 
Toronto, ON M5G 1Z8
416-977-5580 ext. 4120
info@mentalhealthworks.ca

www.mentalhealthworks.ca


