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

 “Money can’t buy everything, it’s true,” professed the Beatles. We also 
know it can’t buy you love. But it can buy you better health.

Lorne Zon

Income, Health,  
and Policy  
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There are many research reports from the World Health  
Organization (WHO) and other renowned researchers that 
make it quite clear that health is directly related to money 
through such programs as affordable housing and income  
supports. In a 2003 WHO report entitled “Social Deter-
minants of Health: The Solid Facts,” the author states, 
“Good health involves reducing levels of educational failure, 
reducing insecurity and unemployment and improving  
housing standards.” In this issue of Network, we examine the 
impacts on consumers, families and communities of inad-
equate income and financial supports. More importantly,  
we see what providing those supports can accomplish. 

In 1974, Canada became a world leader in health policy 
frameworks with the release of a report, “A New Perspective 
on the Health of Canadians.” From such beginnings, the 
concepts of social determinants of health, healthy public  
policy and healthy communities have grown and flourished —  
though mostly outside of Canada. The knowledge that has been  
gained by research in these areas has influenced but, to 
date, has failed to lead interdepartmental, interministerial and 
intergovernmental health policy. Most certainly there have 
been significant investments in programs and services that  
address the elements of the social determinants of health, but  
the failure to integrate and consolidate these efforts has meant 
that investments have not performed to their fullest potential.

There are many reasons why public policy does not 
reflect what the research has told us: diffuse jurisdictional 
responsibilities, poor interdepartmental coordination, lack 
of political will and the fact that those in need have little 
political clout. There have been some noteworthy efforts right 
here in Ontario. In the 1970s, the Ontario government  
brought in the policy field concept. Under the leadership 
of a “super-minister,” line ministries were to work together 
to achieve more coordinated and effective policies and  

programs. The social policy field included ministries such as 
health, community and social services, education and housing. 
As well, policy coordinators from these ministries, along with 
municipal affairs, finance, and the cabinet office, would meet 
routinely to discuss upcoming policy initiatives. The attempt 
was laudable, but the lack of power provided to the super- 
ministers and real incentives to change decision-making  
structures meant that good intentions did not necessarily  
result in better health outcomes.

Fast forwarding to the 1980s, we saw a new vision and a 
new government. In follow-up to a milestone report,  
“Health Goals for All Ontario,” the government established  
the Premier’s Council Health Strategy. Rooted in the  
WHO concept of health and chaired by the premier, it counted 
among its members at least half of the cabinet and 
key business, academic and medical leaders. The council 
was charged with developing healthy public policy for  
Ontario. Again, a very admirable initiative, but an election  
and a change of focus interrupted the process before it  
took hold.

My brief time with CMHA has already demonstrated  
to me that our sector not only believes in but also  
delivers on the promise of the social determinants of 
health model. Our branches have built delivery systems 
based on consumer-centred care that address housing, financial 
supports, care, counselling, life skills, education and  
employment or employment support. What governments 
have failed to do, the community has shown it can do when 
given the chance. In this issue of Network, we celebrate  
some highly successful examples.

Lorne Zon is the chief executive officer of the  
Canadian Mental Health Association, Ontario.
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Mental illness comes with many costs attached.  
Beyond the personal toll the illness can take, there are hard 
financial costs as well. Against a backdrop of publicly funded 
medicare and social safety nets, consumers can face significant 
expenses in their efforts to get well and stay that way.

of
pocket

O T

by Elizabeth Lines



ccording to Dr. Annette 
Dufresne, a psychologist 
with a part-time private 
practice who also works 

with CMHA, Windsor-Essex County 
Branch, there is no doubt that cost is a 
barrier to treatment. One of the most 
pressing needs she sees is for affordable 
access to psychotherapy.

“While in the past psychotherapy  
wasn’t seen as necessary in the treat-
ment of serious mental illness, there’s 
a growing body of evidence in support 
of some talk therapies, such as  
cognitive behavioural therapy (CBT), as 
an efficacious adjunct in the treatment  
of serious mental illnesses including 
chronic depression, bipolar disorder, and 
schizophrenia. And for the treatment  
of mild or moderate mental illness,  
there is solid research evidence that, 
either in conjunction with medication 
or on its own, it can be effective.”

But resources are scarce. Dufresne 
continues, “Our services here at CMHA, 
Windsor-Essex County Branch consist 
largely of case management done by 
community support workers, and they 
provide supportive counselling, but  
not more in-depth psychotherapy. 
Rather, as case managers they help with 
problem solving, working on goals  
and accessing services. But I know there  
are a number of clients who could  
benefit from psychotherapy.”  

“And,” she explains, “not only are the 
agency’s resources for psychotherapy 
limited but the community resources for 
such services in the Windsor area are also 
very limited. While we know that some 
general practitioners [or family physi-
cians] in some parts of the province are  
providing psychotherapy, there are very 
few in this vicinity. It’s just not a  
common thing.”

Karen Liberman, executive director 
of the Mood Disorders Association of 
Ontario (MDAO) and a vocal advocate 
for increased access to evidence-based 
psychotherapies, notes that “while  
theoretically, consumers have access to 
psychotherapy through either a general 
practice psychotherapist (GPP) or a 
psychiatrist, the reality is that the num-

ber of family doctors and psychiatrists 
who actually do CBT or interpersonal 
therapy (IPT) is so small that waiting 
lists can run two to three years in some 
locations.” 

Dr. Victoria Winterton, a practicing 
GP psychotherapist and President 
of Ontario’s General Practice Psycho-
therapy Association (GPPA), knows 
the story only too well. “I have a  
waiting list of close to a year,” she says.  
“I know most GPPs have waiting lists 
or aren’t taking on new patients. It’s 
difficult to assess overall but I believe 
the wait times are a real problem. We 
ourselves have a long wait even to see a 
psychiatrist for a consult.”

A large part of the issue is that, with 
some exceptions, Ontario’s public health 
insurance only covers services rendered 
by medical doctors, whether family  
physicians or psychiatrists. Some private 
coverage through extended health plans, 
often available through the workplace, 
will cover some costs of psychotherapy 
services provided by other health  
professionals such as psychologists. But 
Dufresne notes that, while most clients 
in her private practice have some private 
coverage, it is very inadequate.  

Winterton continues, “The need for 
greater access to psychotherapy in this 
province is enormous and acute. 
I practice in a rural area and we are  
particularly short on publicly funded 
providers of psychotherapy. We have 
few psychiatrists and those in the area 
cannot offer psychotherapy because 
they are so busy that they cannot afford 
the time. Even those who used to do 
some psychotherapy had to stop.”

“So, at least in rural areas like this, 
we seem to have created a two-tier  
system where those who can afford it 
can access private therapists. People  
with good jobs who have employee 
assistance programs and private health 
insurance through their employers can 
get some coverage.” 

“And most importantly ,” adds 
Winterton, “the fact is there’s a huge 
volume of people who have neither of 
those resources. So their only options 
are mental health clinics, where there 

are very well-qualified practitioners but 
there just aren’t enough of them.” 

Outside Ontario, there are jurisdic-
tions where services such as CBT are 
being publicly funded. For example, 
Medicare in Australia will cover up to 
12 psychological therapy sessions per 
year with qualified psychologists, social 
workers and occupational therapists. 
Dufresne says that in the UK there’s 
a push for the government to start 
funding more psychotherapy. “And it 
makes economic sense,” she adds. “In 
fact, it was the economic argument 
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“ If something is 
a recommended 
treatment and we 
operate under the 
Canada Health Act, 
and people are denied 
a recommended 
treatment by virtue  
of their inability to 
pay, this is contrary  
at least to the spirit  
if not the word of the 
Act. Access should not 
be limited because 
they cannot pay.”
Karen Liberman, 
Mood Disorders Association of Ontario

A 
 
 



in the UK that seems to have caught 
government’s attention. But unfortu-
nately, Ontario seems to be moving 
in the opposite direction, looking to  
family physicians to be the primary 
line of service for mental health services. 
It’s a big expectation that may not 
be realistic.”

The fact that there is strong evidence 
in support of the efficacy of therapies 
like CBT is the impetus behind the 
position of MDAO. “Our stance is 
this,” explains Liberman. “If something 
is a recommended treatment and we 

operate under the Canada Health Act, 
and people are denied a recommended 
treatment by virtue of their inability 
to pay, this is contrary at least to the 
spirit if not the word of the Act. It is 
certainly contrary to what we pride our-
selves on in this country in terms of 
providing recommended treatments to 
those who need them. Access should not 
be limited because they cannot pay.”

“We’re about to launch a major 
advocacy initiative around the issue of 
access to psychotherapy. In the treat-
ment of mood disorders, the generally 
accepted treatment guidelines are anti- 
depressants or mood stabilizers and 
certain forms of psychotherapy — 
specifically CBT or IPT. That is what 
the Canadian psychiatric treatment 
guidelines recommend.”

And that is definitely what people 
expect, Dufresne says. “When people 
first enter the mental health system I 
think they are very surprised to find 
they don’t have more ‘talk therapy.’ 
I think people expect that they’re going 
to have that opportunity but for the 
most part that’s not what they get.”

Tony recalls that when he was first 
diagnosed with schizophrenia back in 
1991, talk therapy was not presented as 
an option. “I was told at the time that 
it wasn’t necessary and I couldn’t even 
get a referral. I didn’t really know what 
to do or what my options even were at 
the time — where to go or who to see. 
And when you’re ill it’s overwhelming 
to have to look for help.”

Now, certain psychotherapies such 
as CBT are accepted as integral to 
treatment for a growing list of mental 
disorders. But finding access to treat-
ment is still an issue. “It’s so difficult to 
deal with day-to-day tasks when you’re 
trying to recover that I didn’t even 
pursue psychotherapy for many more 
years,” continues Tony. “Eventually, I 
did manage to get a referral. Payment 
was on a sliding scale but the cost was 
still substantial given my disability 
income. At times I went into arrears. It 
was very tight. But once I got therapy 
I thought, ‘Wow, I wish I’d had access 
to this years ago!’ I found it very help-

ful. The insights I arrived at through 
therapy remain helpful to this day.”

Nancy too, recovering from a major 
depressive episode, faced similar finan-
cial challenges. “Many thought I’d never 
be well again. But I’d been reading that 
the best treatment for my illness was a 
combination of medication and psy-
chotherapy. So when I was discharged 
from hospital I found a psychologist 
who helped me immensely, but I had 
to pay for that out of pocket. I saw him 
once every week or two over several 
years and had to pay $160 each time. 
It was only because my husband was able  
to help with payment. Now that we’re 
divorced I can’t afford ongoing support 
like that.” 

But like Tony, Nancy can’t imagine 
where she’d be now if she hadn’t found 
this help. “At my lowest, my psycholo-
gist combined with the medical help 
provided by my psychiatrist kept me 
alive,” she says. “For a long time, 
during the darkest times, he walked 
with me through the depression and 
was always able to remind me of how 
important life is. He was an integral 
part of my recovery even though it 
was very expensive. I just really had no 
choice. At least for my medications, 
I still have insurance from my old 
workplace that covers the cost, or that 
would be a problem too.”

While the barriers to accessing 
appropriate talk therapies loom large, 
they are not the only financial costs 
faced in recovery. Some find that com-
plementary medicine can provide a  
further boost to being well. “I found 
that along with psychotherapy, vitamins 
and other nutritional supplements have 
helped too,” says Tony. “These too are 
a big expense that aren’t covered by any 
kind of income or insurance program. 
Yet I notice a big difference when I 
take them. And at times I’ve had back 
problems that are helped by chiroprac-
tic, but I usually can’t afford the visits.”

This situation is not uncommon. 
Dufresne sees the difficulties that  
people have in accessing health-relat-
ed services beyond psychotherapy. “A 
lot of our clients at CMHA have a 
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Number of family physicians  
in Ontario as of 2005 

3  

Number of GP psychotherapists  
in Ontario (GP psychotherapists  
are family doctors who bill more 
than 50 percent of their caseload  
as psychotherapy)

fastfact

“ I knew I needed  
more than medication. 
I knew I would need 
some kind of talk 
therapy. Ironically  
I had to wait until  
I was recovered  
enough to work in 
order to be able to 
afford the therapy. 
Even then, I couldn’t 
afford the full price.” 
Tony

(Source: Ontario Medical Association)
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number of health problems, such as 
chronic pain, and they could really 
benefit from services like physiother-
apy and chiropractic — but it’s dif-
ficult to get funding for these types of  
health services.”

“And in fact, access to health services 
isn’t the only problem. Many of our 
clients are not able to work and are  
living either on disability or on social 
service payments waiting to hear if 
their disability application has been 
approved. Either way it’s a huge chal-
lenge for them to live on the small 
amount of money that they get. They’re 
trying to build a life for themselves, yet 
even accessing proper nutrition or 
being able to have a little bit of money 
for recreation — both of which should 
be a part of their recovery — remain 
out of reach. And then there’s some-
thing as basic as transportation and the 
cost of getting to treatment. That too 
can be a challenge.”

In Nancy’s case, the need for hospi-
talized care on occasion took her out 
of Windsor to London and Toronto.  
The travel costs incurred in order 
to visit with her family during these  

periods were a burden. “Then, later on 
in my recovery, I had a period of relative 
health and was living at home but unable 
to work. I was still in need of support, 
but there was little available here so 
again I went back to London by train 
once a week for two years to attend a 
support group for discharged patients.”

“So the financial piece is very chal-
lenging for them,” adds Dufresne. 
“Many have seen a real decline in their 
standard of living since becoming ill. 
Before that, many were well and were 
working and had intact families and 
adequate housing — and now they’re not 
working, they’ve lost financial stability 
and they’ve lost their social identity.”

“I see this problem every day. I don’t 
think others realize the enormous  
impact a mental illness can have on an  
individual and how difficult it can be 
for an individual to try to work on 
their own recovery. If people could only 
see the effects this has on a person and 
on their life. I think we should do 
whatever we can to help them to succeed.”  

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

cognitive-behavioural therapy (cbt) is considered  
by many experts to be the number one way to treat depression  
and anxiety. It focuses on helping clients become aware of  
how certain negative automatic thoughts, attitudes, expectations 
and beliefs contribute to feelings of sadness and anxiety.  
Clients learn how these thinking patterns, which may have  
been developed in the past to deal with difficult or painful 
experiences, can be identified and changed in their day-to-day 
lives to reduce unhappiness. They learn to have more control 
over their moods by having more control over the way they think. 

interpersonal therapy (ipt) focuses on identifying  
and resolving problems in establishing and maintaining  
satisfying relationships. These problems may include dealing  
with loss, life changes, couple difficulties or conflicts, and 
increasing the client’s ease in social situations.

SourCe:  
“Challenges & Choices,” Centre for Addiction and Mental Health, 2003, www.camh.net.

reSourCeS

Centre for Addiction and Mental 
Health, “Challenges & Choices: 
Finding Mental Health Services  
in ontario,” 2003 
www.camh.net

Centre for Applied research in 
Mental Health and Addictions 
(CArMHA), “Cognitive Behavioural 
Therapy: Core Information 
Document,” BC Ministry of Health, 
March 2007 
www.carmha.ca 

General Practice Psychotherapy 
Association (GPPA) 
www.gppaonline.ca 

Mood Disorders Association  
of ontario (MDAo) 
www.mooddisorders.on.ca

Check up from the Neck up 
www.checkupfromtheneckup.ca

“ I was hospitalized 
in another city and 
it was difficult and 
costly for my family 
to come and visit  
me. When I was able  
to come home for  
visits, there were 
travel costs too.” 
Nancy



“The complexity of the ODSP legislation and the rules and 
policies are hard to understand,” explains Vander Plaats, 
“and dealing with the ODSP offices is very difficult for some  
people.” Established in 2002, the coalition has gained the 
respect of the Ministry of Community and Social Services, 
which oversees ODSP and has repeatedly invited the coalition 
to give feedback on the program. Now Vander Plaats wants 
the ministry to take notice of its call for greater accessibility. 

The ODSP Action Coalition was born of a recognized 
need to work with the ministry to improve the program. 
While lobbying for increases to existing income levels has 

always been one of its purposes, accessibility — or rather, the 
policy and procedural barriers impeding easy access — has 
become an increasingly important advocacy issue for the 
coalition. In fact, the need for accessibility is one of four key 
messages it is bringing forward in the months leading to the 
October 2007 provincial election. The coalition has asked 
for a thorough accessibility audit of the entire ODSP system, 
including the income and employment supports processes. 

“We obviously do mean physical access,” Vander Plaats 
explains, “but we mean more than that. The ODSP should 
learn to accommodate people with mental health disabili-

R e d e s I g n I n g  T H e  

O d s P

by Pam Lahey
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The Ontario Disability Support Program (ODSP) was Ontario’s  

most complained about program in 2006–2007, according to the provincial 
Ombudsman. How does a system give rise to over one thousand objections  

in a year? Nancy Vander Plaats, a community legal worker who has worked for  
20 years on social assistance issues and chairs the ODSP Action Coalition  
(of which CMHA, Ontario is a member), says dissatisfaction arises from  

the system’s maze of rules and regulations.



ties, and that means really looking at attitudes of their staff, 
sensitivity training that staff [should] receive to deal with 
people who are stressed, [and] it means looking at their  
policies, figuring out where changes need to be made to  
recognize the reality of what their clients are dealing with.” 

Minister of Community and Social Services Madeleine 
Meilleur spoke with CMHA, Ontario about these  
concerns. The ministry is continuously trying to improve 
the program, Meilleur says, and is addressing client needs at 
a September 2007 forum that is part of a larger consultation  
process with stakeholders. The forum, the minister added, 
will allow the ministry to “listen to their suggestions to 
improve services [and identify] how we can assist.”

The two biggest challenges in accessing the ODSP, 
Vander Plaats says, often go hand in hand: the complexity 
of the system, which prevents timely access, and the stress 
of dealing with a system that isn’t well understood by appli-
cants and recipients (or, often, the social service organiza-
tions serving them). “Mental health issues are prominent” 
among ODSP recipients, says Vander Plaats, and “people 
suffering from those kinds of problems have even more  
difficulty with ODSP.” 

“I have to hold a lot of people’s hands,” says Angela 
Browne, a self-employed paralegal and herself an ODSP 
recipient. What applicants need, Browne insists, is indi-
vidualized attention to guide them through the process. Too 
many applicants, she adds, just do not understand what is 
required of them in a process that involves multiple steps 
and conflicting or ambiguous instructions. And many of 
Browne’s clients have addictions, mental illness or chronic 
pain, and may take enough medication to make reading a 
complicated letter from ODSP that much more difficult. 
(John Letherby, a ministry spokesperson, says the ministry 
understands this issue and is committed to making letters to 
clients easier to understand and friendlier and more sensitive 
in tone.) Browne wonders how many more people would 
not complete the ODSP marathon were it not for profes-
sionals like her. “These people do not have the temerity to 
go through all this and keep going,” she says. “They don’t 
understand the system.” 

One solution, Vander Plaats contends, is to hire advocates 
to help applicants through the process. “The ministry has an 
obligation, we say, to people with disabilities to help them 
apply for the support program that is intended to serve 
people with disabilities.” 

This approach was proven effective in a research project 
conducted by Street Health, a community-based health 
care organization in Toronto. Recognizing that its home-
less clients were eligible for ODSP but were not receiving 
benefits, Street Health sent a worker into the street to help 
them through the application process. It discovered that all 
of the clients who took part in the study were eligible for 
ODSP benefits, but only 32 percent had ever applied (and 

all had been denied). Many of the others had attempted to 
apply before but were unable to complete the process on 
their own. After being given one-on-one assistance to com-
plete their applications, 93 percent of the applicants were 
approved for benefits. CMHA, Ottawa Branch and Centre 
454, a social service agency in Ottawa, ran a similar pilot 
program, and the initial results are encouraging.

“It is sometimes the people with the most severe dis-
abilities that can’t get on the program,” says Vander Plaats. 
And these accessibility issues are intensified in an environ-
ment where too few workers are handling increasingly large  
caseloads. According to Vander Plaats, ODSP staff “clearly 
can’t give individualized attention [in this] environment.” 
For example, in Toronto, Vander Plaats states, one casework-
er can have as many as 800 clients. Yet, in a 2006 report,  
the Ontario Association of Food Banks — which says 
Ontarians with disabilities are among the hardest hit by 
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What is odsp?
The ontario Disability Support Program is ontario’s 
income security program for people with disabilities. 

It is administered by the Ministry of Community and 
Social Services and pays monthly income support 
benefits. The amount differs depending on a family’s 
size. A single recipient may receive $979, while couples 
and people with dependents are eligible for more. 

odsp has two parts

Income Supports 
Financial assistance for people with disabilities

employment Supports 
Supports for people with disabilities who need to  
get and keep jobs

Learn more about the program at  
www.mcss.gov.on.ca.

“ The ministry has an obligation, 
we say, to people with disabilities 
to help them apply for the support 
program that is intended to serve 
people with disabilities.” 
Nancy Vander Plaats, chair,  
ODSP Action Coalition



hunger — proposes a workable caseworker-to-client ratio of 
1:200. To reach that goal, the association says, the ministry 
will need to hire 150 caseworkers at a cost of $9 million. 

Many ODSP recipients say that the problem with acces-
sibility does not stop when they start receiving benefits. 
Recipients may be eligible to receive extra benefits beyond 
the basic needs and shelter allowances, such as travel allow-
ances, special diet allowances and specific employment-
related supports. Browne says many are confused about the 
extra benefits and don’t apply for them because they don’t 
know of them or don’t think the benefits are meant for 
them. But Browne is, by her own measure, “a fighter,” and 
she fights for all the extra benefits she is entitled to. “I am so 
tired of not having anything,” she says. “I have to maximize 
what I can get!” Her special diet allowance was recently cut 
— without notice or explanation — and now she’s fighting 
to get it back. Josephine Grey, program coordinator for the 
resource centre and advocacy group Low Income Families 
Together, says, “It is exceedingly stressful to fight for things 
that you need — particularly if you have depression or 
PTSD — because you fear losing what little you have.” 

Accessibility also means removing attitudinal barriers. 
While Browne says the caseworkers in her region “know 
their stuff,” she says many workers do not seem to under-
stand the needs of people with disabilities, especially those 
with a mental illness. Others have reached the same con-
clusion; a 2007 report by McMaster University researchers 
recommended sensitivity training for ODSP staff. The min-
istry has acknowledged that improvements are necessary. 
Letherby says it recently launched a new training program 
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“ If we improve people’s ability to 
return to work, everybody wins 
at the end of the day.” 
Madeleine Meilleur,  
Minister of Community and Social Services

angela broWne, a self-employed paralegal and odsp recipient.

1.   Social assistance rates need to provide for the real  
costs of living. ontario Works (oW) and the ontario 
Disability Support Program (oDSP) rates should reflect 
average market rents (as determined by the Canada 
Mortgage and Housing Corporation); cover the average 
cost of a nutritious food basket (as determined by 
municipal boards of health); and include money for 
other basic needs such as transportation and utilities. 
The rates should also be adjusted annually for inflation. 

2.   The provincial government needs to establish an 
independent committee that includes low-income 
people, representatives of disability and anti-poverty 
groups and other key stakeholders to develop rational 
and just criteria for determining oDSP and oW rates  
so that everyone has a decent standard of living. 

3.   Low-income families need to get the full amount of the 
new ontario Child Benefit more quickly, rather than 
getting only gradual increases over the next five years.

4.  In order to meet its obligations under the Accessibility  
for Ontarians with Disabilities Act (AoDA), the 
provincial government must undertake a thorough 
accessibility audit of the entire oDSP system. The  
audit must include a review of income and employment 
supports and an audit of each individual office.  
The audit must include extensive and meaningful 
consultation with oDSP recipients and other 
stakeholders. The result of the audit will be a 
comprehensive and binding accommodations plan  
for oDSP service delivery.  

odsp  
action  
coalition 

election messages



that aims, among other things, to help ODSP staff “explore 
and fully understand the complex social, economic and  
personal challenges and hardships that ODSP clients  
experience and how to demonstrate sensitivity to the effects 
of these challenges on clients.” All management and staff 
will have received the training by March 2009.

To the ministry’s credit, Vander Plaats says, it has made 
changes over the years to improve the system in a number of 
areas. Some of these changes include creating plain language 
brochures (making their communications easier to read and 
understand), increasing rates and exemption time limits, 
enhancing extra benefits and approving transportation costs 
for recipients to attend mental health programs. When asked 
what change the ministry should focus on next, Browne  
suggests improving the employment supports system. Indeed, 
some changes have already begun. 

In November 2006, the ministry introduced important 
improvements to the employment supports system: recipi-
ents going back to work now receive a monthly $100 work 
benefit, and keep the money they earn plus 50 percent of 
their ODSP benefit, more than in the past. Both of these 
changes increased the incentive for recipients to enter the 
workforce or increase their work hours. And in September 
2007, Letherby says, the program will change the system 
clients use to report income, “which will make it easier for 
ODSP recipients with earnings to understand how their 
ODSP income support is calculated, improve the accuracy 
of monthly ODSP income support payments and reduce the 
number of overpayments and arrears.”  

One of the most significant policy changes made to 
the employment supports program is that “people who are 
able to work are able to keep their health benefits,” notes 
Meilleur. She told CMHA, Ontario that she was “shocked to 
hear that only nine percent [of ODSP clients] were accessing 
employment supports.” Recognizing that “work is good for 
morale,” Meilleur hopes these changes will provide the assur-
ance recipients need to enter or re-enter the workforce. 

“If we improve people’s ability to return to work,” the 
minister adds, “everybody wins at the end of the day.”

The ministry has taken significant steps to close the gap 
between policy design and program delivery. In 2006, it paid 
$5.5 million dollars to over 5,000 recipients who, under a 
now-revoked rule that limited retroactive payments to four 
months, were left without support if their application took 
longer than four months to process. And the delays that led 
to those repayments should no longer be an issue. “I am 
proud to say we have eliminated application backlogs as 
of December 2006, having surpassed our standard” of 90  
business days to judge new applications, says Meilleur. “We 
are also in the process of hiring a deputy chief medical advi-
sor to help with the application process.” Since many ODSP  
clients apply to the program through Ontario Works, the 
ministry also made another substantial change, Letherby 

notes: clients of Ontario Works no longer have their finan-
cial eligibility reassessed if they apply to ODSP, which 
should improve processing times. 

Many recommendations to improve ODSP have been 
made since it was created almost 10 years ago. There is more 
work to be done. The ODSP Action Coalition and the  
ministry will continue to collaborate on making the pro-
gram work for the people it was meant to serve: the most 
vulnerable in our society. 

Pam Lahey is a community mental health analyst  
at CMHA, Ontario.
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22,2
All ODSP cases as of December 2006 
(Source: Ministry of Community and Social Services)

 in 3  

Approximate ratio of ODSP recipients who have a  
mental illness as of December 2006 
(Source: Ministry of Community and Social Services)

,
Number of complaints to the Ontario Ombudsman  
about the ODSP in 2006-2007 
(Source: Ombudsman Ontario)


Rank of ODSP among top 20 provincial programs  
most complained about  (Source: Ombudsman Ontario)

fastfact

“ It is exceedingly stressful to  
fight for things that you need —
particularly if you have depression 
or PTSD — because you fear 
losing what little you have.”  
Josephine Grey, program coordinator,  
Low Income Families Together
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in late 2006, 
eIgHT consuMEr/survivors took part in a cMHa, tHundEr BaY  

BrancH projEct to rEcord, in picturEs and words, tHEir  
ExpEriEncEs of MEntal illnEss and journEYs of rEcovErY.  
tHE rEsult, “pHotovoicE: Exposing our patH to wEllnEss,” 

is a MultiMEdia projEct tHat was ExHiBitEd at tHE  
tHundEr BaY art gallErY in tHE spring. 

talking 
pictures

This picture represents a barrier to my recovery. 

Being on welfare, I tend to have to visit these places 

a lot. It’s not easy adjusting to a fixed income and 

budget when you don’t have much to budget with. 

Being broke for long stretches each month really 

lowers my activity level and can adversely affect my 

mood. –Jesse
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To purchase a Cd-ROM of the Photovoice project or to 
request an exhibit in your community, contact Joanne Books 
at �07.���.���� or jbooks@cmha-tb.on.ca. To hear the 
voices of the artists, visit www.ontario.cmha.ca/network.

These pills are what I’m forced to take to keep my 

disability cheque coming in. My doctors monitor 

me by taking blood tests and urine samples. I wish 

I could take natural medicine because I don’t know 

what these are doing to me.

    Over the years of having to take these, what will 

become of my liver? My internal organs? My eyes? 

Anishnawbe were healthy people at one time. We 

never took medicine for long periods… This can’t be 

healthy, but yet I have no choice, comply or live on 

the streets. –Stella

This photo was taken at sunrise. I thought this tree would be destroyed in 

the name of progress. Low and behold, several days later the tree was still 

standing. This gave me hope for humanity. This gave me hope for myself. 

It gave me a sense of optimism in the general scheme of things. –David

The picture was taken on my way to work. I was 
on the bus waiting. It was a beautiful day. It 

 is a picture of the number three. I liked the fact 
that it was a number. It reminded me of three 

things in my life. First, I was without problems 
and healthy. Then I got ill. Finally, I got better.   

The third part — the getting better — is my  
favourite part. –David

Budgeting my money is difficult and most of 

the time it consumes my thoughts and rules my 

life. Calculating my money every day on such a 

limited income is necessary. At times the difficult 

decision to spend a dollar today will mean no 

bread next week. The self-help book is a tool I  

use to give me inspiration and hope. –Kathleen
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Their stories are strikingly similar, and 
at the core of their common experi-
ences is their husbands’ bipolar disorder. 
People with the disorder cycle between 
periods of depression and mania, and 
those in manic phases often have poor 
impulse control. So, while families with 
mental illness face particular strains, 
and all families face financial strains, 
McLaughlin and Weiss (*not their real 
names) and their husbands had to deal 
with the point where those strains get 
tangled together. 

Essentially, manic symptoms and 
credit cards are a bad combination.

“My husband would go way beyond 
the maximum of the credit cards,” 
McLaughlin says. “I would get so angry 
with the credit card companies for  
repeatedly increasing his spending limit.” 

But there were greater costs than 
credit card debt. During one manic 
phase, her husband left home and leased 
a condo just after they had moved into 
their first house and started paying a 
mortgage. McLaughlin had covered the 
extra rent when he had left home during 
manic phases in the past, but couldn’t 
afford mortgage payments on her own 
income. Now she had a few weeks to sell 
their new home and rent a place on her 
own. And she did. She was a motivated 
seller. She sold it at a loss.

“I remember walking through the 

house with the real estate agent,  
crying,” she adds.

In time, his manic phase ended, he 
returned to his wife — who helped him 
break the lease on the condo — and his 
recovery began. But the credit card debt 
and unpaid taxes didn’t go away when 
his symptoms did; they amounted to 
around $60,000, and he was forced to 
declare bankruptcy.

“The bankruptcy process was compli-
cated because we were living together,” 
McLaughlin says. “I don’t even recall 
how we did it, but we did; he declared 
bankruptcy in such a way that it didn’t 
affect my assets.”

“The process is so onerous; you have 
to detail every cent. And my husband 
was in recovery and couldn’t manage the 
process, so I did.”

Weiss was the manager of her hus-
band’s finances, too, during that year 
or so between the period when his 
symptoms first appeared and when his 
treatment took effect. They had been 
together for 11 years before he started 
showing symptoms.

“The minute he got ill, I knew that 
there was something seriously wrong,” 
Weiss says. “And one of his major 
symptoms was spending money. And 
in an extreme way, a really scary way, 
actually.”

But Weiss’s husband took an extraor-

dinary step for someone experiencing 
mania, one that saved the couple an 
enormous amount of money and trou-
ble. He ended his control over their 
joint bank account and opened his own 
account, so he was spending only his 
own money. He left the household assets 
untouched. 

“At the time I think I took it person-
ally — ‘Why do you want your own 
bank account?’ In retrospect he tried to 
tell me, ‘I did it because I knew not to 
touch any of the household [assets]’…. 
But still, a lot of money was blown.”

Their household income took a 
double hit when Weiss’s husband first 
became ill, because she had to quit her 
job to care for her husband. It was, she 
says, “a huge financial upheaval.” Still, 
they had income from his business — 
they have since started a second — and, 
Weiss adds with a laugh, “My husband 
was lucky enough to have a nice wife 
who made sure that all of his bills were 
paid, [which protected] his credit. But a 
lot of people don’t have that.”

“I would say that we’re among the 
fortunate ones,” Weiss adds. “He sought 
treatment early and had some insight 
that he was ill, so even now if he gets 
ill, he knows to trust me to say, ‘Hand 
over your credit cards.’ He’ll warn me,  
actually; he’ll say, ‘I have the urge to 
[spend] all the money on the line of  

About 10 years ago, Janice McLaughlin’s* husband signed a lease on a luxury condo 
without consulting her. He liquidated RRsPs and handed out twenty dollar bills to homeless 
people he passed on the street. Alison Weiss’s* husband blew so much on spending sprees 
a few years ago that she still feels anxiety when she opens the monthly credit card bill.

family
business by Jeff Kraemer



credit.’ And my response to that will be, 
‘Is that a warning sign to me?’”

There can be longer-term effects on 
finances, too. McLaughlin’s husband 
found his credit rating was ruined. Over 
the course of several years, he got a  
high-paying job and in time the 
McLaughlins were ready to take on 
another mortgage. To do that, though, 
they had to explain his past financial 
troubles, which meant disclosing details 
of his bipolar disorder.

The McLaughlins now have a finan-
cial adviser who urges them to get 
life insurance. But, given his medical 
history, McLaughlin says her husband 
won’t qualify.

In fact, planning for the future gener-
ally becomes more difficult when your 
symptoms may lead to financial insecu-
rity. “We could plan [only] a couple of 
months ahead,” says McLaughlin. “You 
don’t plan on vacations. You stop think-
ing about the distant future. It becomes 
overwhelming.”

Weiss says she and her husband don’t 
feel as free to invest in everyday items 
as they used to. “We’re concerned that 
he may get sick again and not be able 
to work,” she says, “or that his access 
to money should be limited at all times 
due to the fact that, if his illness does 
act up, his impulses do increase. They 
may not be completely out of control 
for months on end, but might be out of 
control for a week.”

“Everything is done with a lot of 
caution,” Weiss adds. “Financially, 
[my husband] might have moments 
of impulsivity. But nothing we’ve been 
concerned about for a while — nothing 
major. I would know how to maneuver 
if I saw signs of his illness; I wouldn’t 
be sitting back as much [as I did when 
he first got ill]. I would take control 
of the situation, try to get him to 
stop spending and take his credit card  
away. It’s set up so he gives me his  
paycheques from the one business so 
I can pay his expenses, his fixed costs. 
And then his income from the other 
business is his disposable income, so he’s 
free to do what he chooses with that, so 
he feels he has independence as well.  

I guess it’s working out a budget of what 
a household can afford to make sure all 
their expenses are taken care of, and 
then whatever’s left over, you can work 
with that. That’s how we’re handling it 
right now.”

What advice would they give others 
in their position? 

McLaughlin says it depends on what 
stage of recovery one’s loved one is at. 
“If the family member is participating 
fully in his or her recovery and taking 
responsibility for it, they should be will-
ing to work as a team member around 
managing financial resources.” In fact, 
she adds, “Managing money becomes 
part of managing one’s recovery, because 
it’s tied to personal security.”

And ask for help when you need it, 
McLaughlin says. Lawyers, bank man-
agers, accountants and financial advisors 
can offer strategies families can use to 
protect themselves — but be prepared 
to educate them about the illness.

Weiss has considered talking to finan-
cial professionals about planning for 
another manic phase, but she worries 
that they’ll discriminate against her and 
her husband and refuse to do business 
with them.

Her advice to others is simple: pro-
tect yourself. The Weisses had a lawyer 
draw up a document assigning power of 
attorney to her if he became ill, so that 
she could control all the finances. Yet 
even that had complications.

“I don’t know if you know anything 
about mania,” Weiss says with a rue-
ful laugh, “but the first thing a person 
would do when they’re manic, of course, 
is revoke the document that was put in 
place” limiting their financial control. 
Luckily, her husband didn’t spend much 
that time, but they learned their lesson: 
add a clause that if either party revokes 
the document, the revocation will not 
take effect for a certain period of time, 
perhaps a month. That requires a lot of 
trust, Weiss points out. 

The solution the Weisses settled upon 
is the same the McLaughlins have used, 
and that most couples use for whatever 
challenges they face: work as a team.

Weiss’s husband is “very comfortable 

with the idea of working as a team, and 
having restricted access at times,” she 
says, and “he’s also relayed this message 
to close friends and families. Because 
they misunderstand. He gets ill and 
they just think he’s taking his wife for a 
ride,” she adds with a laugh. “So when 
his insight was restored and all that 
damage had been done, he told them, 
‘If I go out of control, you guys have 
permission to pull rank to prevent me 
from spending.’”

Managing spending when a partner 
has bipolar disorder, she says, means 
being cautious. And “the average person 
has difficulty doing that on a regular day. 
It’s just much more intensified when 
somebody has this kind of illness.”

“We manage the finances jointly as 
much as possible,” McLaughlin says. 
“And he’s got to the point where he 
doesn’t resent it — much. And I under-
stood how he found it emasculating and 
controlling, but I simply couldn’t risk my 
own financial security again by not doing 
it. It was a line in the sand I had to draw. 
But we’re working on it as a team now, 
and we’re doing much better. We’re even 
working on a retirement plan!”

“I’m learning to trust him, and 
he’s learning to appreciate the checks 
and balances I provide, so we’re work-
ing together on our joint security,” 
McLaughlin adds. “We’ve met in the 
middle, as couples managing conflict so 
often do.”

Jeff Kraemer is the e-content developer  
at CMHA, Ontario.
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 Planning for the  
future generally 
becomes more  
difficult when  
your symptoms,  
or your partner’s,  
may lead to  
financial insecurity.
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by Angela Hood

WeLL
“other programs work 

 like a treadmill,” 
says Mike. “You just end up spinning your wheels 
over again and again. Here it’s different. Here  

you have supports that allow you to determine your 
own speed and movement. Here they encourage  

you to determine your own needs and wants. 
without this program i can’t always cover basic 

expenses. with it, because i’m involved in a  
regular schedule and know what money i have  

coming in, i can cover those expenses.”

W O R k I n g
w

w



Fern is one of the program’s clients. She 
lives with schizoaffective disorder, and 
before joining New Horizons the 47-
year-old couldn’t always afford to buy 
groceries and found many situations 
“scary.” Now, she says, “[the program 
has] helped me to be able to buy food 
in the middle of the month, which I 
couldn’t always do before. I can even 
buy myself a treat once in a while. I feel 
important because I am working and it’s 
my money.”

Money isn’t the only thing Fern earns 
from her work placement through New 
Horizons. She also gains access to com-
munity resources; opportunities for edu-
cation, leadership and personal growth; 
and help with planning her goals. The 
staff members who provide this sup-
port “are cool and usually understand 
what we’re going through,” Fern says. 
Margaret, another client, adds, “There 
are good people here who are helpful 
and kind.”

The staff members go a long way 
toward creating a safe, nurturing envi-
ronment where clients can hone their 
skills for employment, which in turn 
helps the clients to integrate into the 
community. 

Integration, team leader Kelly Weeks 
believes, comes partly from the “little  
things we do” to help participants  
function both financially and socially  
in the community. These “little things”  
make a big difference in helping part-
icipants become less vulnerable, and 
include helping them “to know the value 
of their money.” 

“We give them confidence to go out 

and feel more comfortable having a bank 
account or saving a little bit of money 
or even just getting past the stigma of  
fearing that if they report their income 
that they’re going to get kicked off their 
support. They’re able to do basic bud-
geting [and] go to the store to do their 
grocery shopping without someone 
there to support them all the time.”  

Participants can further develop their 
confidence and financial know-how 
through Small Business Initiatives, a 
non-profit employment services com-
ponent of New Horizons. It supports an  
individual’s return to work with a broad 
range of paid work options, including 
transitional, part-time, full-time and 
independent placements. As Ilija, a Small 
Business Initiatives participant, says,  
“Jobs like catering help build self-esteem 
and help you earn some money.”  

The types of work, which range from 
entry-level to advanced, include catering, 
moving, lawn care, cleaning, maintenance 
and cafeteria services. Clients perform  
each type of work for two to three 
hours at a time, and they are assessed 
before beginning the next available task. 
Program coordinator Leesa Venning says 
she doesn’t “know of any other program 
that has this many options for clients  
that are based on what the individual can 
do and how long they are able to work.” 

If participants aren’t ready to take 
on the responsibility of a paid work 
placement, they can volunteer in the 
communications unit, where they 
may contribute to a newsletter, record  
statistical data, catalogue a library of  
community resources or maintain pro-

gram information. They can also volunteer  
in the kitchen unit, which Venning  
calls “the hub.” By training in the  
bustling industrial kitchen, participants 
learn meal and menu planning, shopping  
and budgeting, nutrition, safe food  
handling and team building.  

In both units, staff members and 
participants team up to complete the 
daily tasks. In fact, virtually every action 
taken at New Horizons is a collab-
orative effort. Joanne, who lives with 
both a mood disorder and epilepsy, says,  
“We help each other here with so many 
things. This program works because 
together we make it work.”

In 2006, CMHA, Durham Region 
Branch earned a three-year accreditation  
by the Canadian Council on Health  
Services Accreditation (CCHSA), 

3. 
Percentage of people with long-term 
physical or mental health problems 
living in poverty in 1996-1997

.  

Percentage of Canadians without 
disabilities living in poverty in  
1996-1997

(Source: Citizens for Mental Health,  
CMHA, National)

fastfact
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Mike lives with schizophrenia.  
He also has anxiety and, at 61, a heart condition. And the program  

Mike describes is New Horizons, an innovative, award-winning 
vocational rehabilitation program offered through CMHA, Durham Region Branch. 

 Since New Horizons opened in Oshawa in 1987, it has worked  
with about 850 people who are unemployed and dealing  

with a serious mental illness.
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the highest ranking given to health care facilities in Canada. The evaluators 
singled out the Rehabilitation and Employment Team that coordinates New 
Horizons. One of the program’s services, the Hubbell Manufacturing  
Company cafeteria, garnered a Leading Practice award, and evaluators called  
Hubbell Café a “unique partnership” and a “model for private sector involvement.” 

The accreditation process takes about two years but Venning believes it’s worth 
it. “It’s a lot of work,” she says, “but it improves the organization every time we do 
it.” The staff also won a Best Practice award for developing IT TELLS (Individual 
Tracking for Transferable Employment and Life Learning Skills), which includes 
monthly goal reviews and progress reports, as well as daily measurement. Venning 
says, “For years it has been a daunting task for any rehabilitation program to show 
a person’s progress. I could tell you that a person has come a long way but now  
I can actually show you.”

Team leaders use IT TELLS to track clients’ social skills, task skills and task 
consistency. Tracking these areas, Weeks explains, “shows really positive movement 
[and] for people who want to work on independent goals, we can make a goal plan 
around what tools you can use or what systems you can put in place so you can do 
the thing you want to do.” 

“Some people come in and say, ‘My goal is to buy a house. How do I do that?’ 
It might not be achievable for many years, but they can determine what’s going to 
get them to their goals.” 

And many are reaching their goals. One former participant now holds art shows 
and sells his own paintings. Another participant has held a retail position for over 
seven years. And others have met personal objectives. Susan says, “I have friends 
now and my own place and I am an independent woman. My self-esteem is high 
and I am confident in my choices. I can help others.” 

And Mike? Currently, he says, “I’m involved in an [employment] opportunity 
five days a week. My self-esteem and self-confidence have dramatically increased.  
I have participated in providing peer support and I have even led an intensive group 
on assertiveness. Not having the opportunity to come [to New Horizons] would be 
a shame for anyone in a similar situation.”

Angela Hood is a recent Centennial College Communications/Public  
Relations graduate living in Toronto.

“ For years it has been a 
daunting task for any 
rehabilitation program 
to show a person’s 
progress. I could tell 
you that a person has 
come a long way but 
now I can actually 
show you.”
Leesa Venning, Program Coordinator, 
New Horizons

reSourCeS

New Horizons is just one of ontario’s 
many employment support programs 
for people with mental illness. 

For more CMHA branch programs 
like New Horizons that support 
vocational rehabilitation and 
employment, see  
www.ontario.cmha.ca/branches 

NoN-CMHA ProGrAMS 

STrIDe (Supported Training 
& rehabilitation in Diverse 
environments) is a non-profit, 
community-based vocational 
rehabilitation program. The program 
was founded in 1983 in Halton,  
and has offices in Milton, Acton 
and oakville. STrIDe accepts 
referrals, including self-referrals.

www.stride.on.ca

BuILT (Building up Individuals 
through Learning and Teamwork) 
Network was founded in North Bay 
in 2002. The program has expanded 
to six sites across Canada and also 
features an online bilingual program. 
In June 2007, the BuILT Network 
was honoured by the Canadian 
Council on Learning.

www.builtnetwork.ca
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heriault, Joncas and Eliese have a serious mental illness and have had difficulties 
managing their money and maintaining stable housing. They are not alone. 
According to a recent Senate report, at least 140,000 Canadians with mental illness 
do not have adequate housing. Moreover, people with a serious mental illness are 
disproportionately affected by homelessness, and are often released from hospitals 
and jails without proper community supports in place for them. But today the lives 
of Eliese, Joncas and Theriault are more independent and secure, thanks in part  
to the Bridges Voluntary Trusteeship Service. 

Bridges was created by CMHA, Nipissing Regional Branch to help clients 
manage their finances and keep their housing. The program operates in the  
district of Nipissing and the northeast quadrant of Parry Sound. Georges 
Kristolaitis, the executive director of the branch, notes that since the Ministry  
of Health and Long-Term Care began funding the program in 1987, “Bridges 
has continued to evolve in response to the needs of its clients and the growth of 
the mental health system. Today, 96 people have chosen Bridges to help them  
support their decision-making and make their independence real.” 

 “I never knew when my next meal was coming”, says kathy eliese. “Often I would have to go 
without food for days, as I could not manage my money. I would move from rooming house 
to rooming house. I had no stability and no place to call home.” “Me too,” adds Monique 
Joncas; “I never had any money left after the first couple of days of the month.” And Tony 
Theriault notes, “When I left north Bay Psychiatric Hospital I had no home except the odd 
rooming house and boarding home run by slum landlords with unclean living conditions.” 

T

Cheques 

Balances
&  

by Nicole Zahradnik 
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rior to the creation of 
the program, CMHA, 
Nipissing Regional 
Branch opened Bridges 
to Community Living, 

a storefront operation designed to help 
people with mental illness find housing 
and support for their daily living needs. 
This program was created out of a grow-
ing need for community supports for 
people discharged from the North Bay 
Psychiatric Hospital. Many had been 
patients of the hospital for decades and 
lacked daily living skills and the abil-
ity to manage their finances. Today, 
one-third of Bridges clients are former 
residents of the North Bay Psychiatric 
Hospital. 

Before Bridges, the Office of the  
Public Guardian and Trustee was the 
only option available for financial  
trusteeship for Ontarians with mental 
illness. However, the office has absolute 
control and makes all financial decisions 
and transactions on behalf of the people 
it serves, so it is not appropriate for  
anyone who has the capacity to under-
stand their finances. 

As Kristolaitis comments, “How can 
you make progress or enjoy your life if 
you’re [capable, but] not in control of 
the money you have, no matter what 
that amount might be? At Bridges, our 
clients get the support they need to look 
at their priorities and set spending plans 
in motion to achieve them.”

Bridges is part of a common refer-

ral process for all community supports 
within the Nipissing region. When 
someone requests the trusteeship ser-
vice, a Bridges case manager will contact 
the individual to confirm their inter-
est in the service and assess whether 
they meet the program’s criteria. To be 
eligible, one must have a serious men-
tal illness and the capacity to learn to 
eventually manage one’s own finances. 
If the applicant meets the criteria, they 
are added to a wait list that now stands 
at 40. As Cheryl Brotherston, a case 
manager, says, “The program does not 
work for everyone. Some clients will do 
incredibly well and graduate with a full 
and comprehensive understanding of 
how to budget. Others will think it is an 
open pocket book.” 

Agencies in the area that refer appli-
cants to Bridges are on a numbered list. 
When Bridges can accept a new client, 
the program coordinator will call the 
next agency on the list. It is the agency 
that determines who will become a  
client of Bridges, usually based on how 
long potential clients have been waiting, 
but also on who most needs the service 
at the time.

Once the new client has been decid-
ed upon, Bridges arranges to meet with 
them and their case worker. During this 
time, both case workers and the client 
create a trusteeship service plan which 
clearly outlines for the client what the 
case workers will do. At this time, the 
Bridges worker will also thoroughly 

review the client’s current finances, 
including debts, rent, utilities, basic 
needs and spending habits. If a debt is 
too substantial, the Bridges case worker 
will negotiate for lower payments with 
the creditor. If the debts were incurred 
while the client was ill — if they were 
experiencing delusions, for example — 
Bridges staff will try to void the debt. 

“We work really hard to make sure 
our clients are not victimized or taken 
advantage of,” says Rhea Funnell, the 
program coordinator for Bridges. 
“Almost one third of our clients [have 
paranoid schizophrenia]. It is often dur-
ing a psychotic episode that a client  
will incur a significant debt, not know-
ing what they have just purchased or  
said yes to. In at least 70 percent of the 
cases, we are able to reduce the debt 
payments significantly. We strongly 
advocate on behalf of the clients to 
ensure that their rights are protected at 
all times. It is also a perfect opportunity 
for us to educate the various agencies 
and creditors about mental illness and 
its cyclical nature.” 

Bridges also provides full support 
services to its clients if necessary, includ-
ing assistance with daily living, such as 
buying groceries. Eighteen of the 96 
trusteeship clients have case managers 
in place to assist with these types of 
activities. 

Because the program is voluntary 
and client-directed, clients are involved 
in all aspects of the handling of their 
finances, including developing budgets 
and allocating bill payments. Trusteeship 
service plans are adjusted as clients’ 
needs or abilities change. The service 
provides for a range of clients. Some 
clients have very little understanding 
of their finances, may require frequent 
encouragement and receive daily cheques 
in small amounts. Others may need 
help only with bill payments and  
financial advocacy, and receive the  
balance of their funds in one cheque at 
the beginning of each month. 

Ronda Taylor (not her real name), a 
client of the Bridges program for over 
two years, says, “Having a monthly 
budget is much better than trying to live 

P
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week by week. Every Monday I get $15 
dollars for disposable spending which 
has to last me until Thursday. Then 
again on Thursday I get $75 dollars; 
$50 of this is for groceries and $25 is 
for the weekend. I have two kids and I 
get one each weekend. I now have the 
luxury of being able to take my kid to 
the movies on the weekend. Having 
control over my money and learning 
how to budget is great.” Kerry Waddell, 
a Bridges case manager, adds, “The goal 
of Bridges is to help clients achieve and 
maintain their highest level of financial 
independence and security.”

In fact, recovery is an important part 
of Bridges’ approach to financial man-
agement services. Mental health workers 
expect that their clients will grow and 
learn within the service, and someday 
will no longer require it, but there is no 
official time limit as to when a client 
must exit from the program. As Funnell 
states, “You cannot apply a time limit 
to when a person will graduate from 
the service. It is not fair to assume that 
an individual no longer requires the ser-
vice. [That] is not recovery. Some clients 
have been with us for almost 18 years, 
while others only stay with us for six 
months. It all depends on the individual 
and their circumstances.” 

When a client is ready to graduate 
from the program, the process is staged 
over three months. A case worker will 
work with the client to ensure that the 
transition is as smooth as possible, set-
ting up a bank account and working 
with appropriate agencies and creditors 
as needed. Similarly, clients may leave 
the program because they have relo-
cated. These clients are monitored for 
three months and linked to the appro-
priate mental health services in their 
new area. Often a program like Bridges 
is not available, in which case the staff 
work hard to set up a bank account 
and coordinate with the local Ontario 
Disability Support Program or Ontario 
Works office. 

Some Bridges clients are serviced by 
other mental health agencies within the 
community and receive no other sup-
port services from CMHA, Nipissing 

Regional Branch. Claudette Lamothe, 
program manager of North East Mental 
Health Community Programs, says, “As 
a collaborative partner with Bridges, 
we have found that our Assertive 
Community Treatment (ACT) programs 
can stay focused on being therapeutic, 
as the trusteeship service will assist cli-
ents only with managing their money. 
Sometimes when you mix treatment 
and money it can create barriers. But 
this [collaboration] gives clients choice, 
and opportunities to have some inde-
pendence with more natural support. 
Our ACT teams know that CMHA 
is client-centred and will advocate for 
clients. Bridges will go that extra mile to 
assist clients to make decisions that will 
[improve] their quality of life.” 

Collaborating with other programs 
has many advantages, including the 
ability to monitor clients’ mental health 
status. As Waddell comments, “We 
often receive calls from other agencies 
asking if we have seen or heard from one 
of their clients. If there is a stack of the 
person’s cheques piling up on my desk 
then we can assume that something has 
changed in the individual’s circumstanc-
es and they might not be well. There are 
other times when we might respond, 
‘Yes, I have seen this person every day 
of the week.’ We work together to best 
serve our clients.”

Another advantage of Bridges is that 
all clients maintain stable housing as the 
program reliably pays clients’ rent on 
the first of each month. Funnell adds, “I 
receive on average two calls a week from 
landlords in the region asking if we have 
any clients looking for an apartment 
to rent. Landlords in the area trust the 
program as the rent is paid on time and 
they have a place to call if anything goes 
wrong. Thirty-seven different landlords 
house our clients in the area.”

Bridges prides itself on having a 
very high success rate. As Kristolaitis 
remarks, “When you know your rent 
is paid up front each month and you’ve 
figured out a detailed plan to buy gro-
ceries, that would reduce anyone’s stress 
and increase your feeling of being in 
control. It’s all good for your mental 

health.” Many clients report having 
a savings account for the first time. 
Eliese, a client of Bridges for seven  
years, exclaims, “Bridges is probably one 
of the best things that ever happened 
to me. I now have savings, something  
I never had before. I no longer have  
problems budgeting my money.” 
Likewise, Stuart Buxton, a Bridges  
client for three years, adds, “I would be  
lost without the program. I now live in 
a three-bedroom house and am saving 
for a trip to Toronto in August.” 

Says Lamothe, “We need more pro-
grams [like] Bridges. This program 
empowers individuals to make decisions, 
and they are not judged if they make 
decisions that have normal consequences. 
They simply learn from them... You can 
see the difference the support makes.”

Nicole Zahradnik is a community 
mental health analyst with CMHA, 
Ontario.

“How can you make 
progress or enjoy  
your life if you’re 
[capable, but] not  
in control of the  
money you have, 
no matter what that 
amount might be?  
At Bridges, our  
clients get the support 
they need to look  
at their priorities  
and set spending  
plans in motion  
to achieve them.”  
Georges Kristolaitis,  
executive director of CMHA,  
Nipissing Regional Branch



22  network fall 2007

Studies over the past 40 years have con-
sistently shown that children living in 
poverty experience more mental health 
problems compared to children grow-
ing up in households with adequate  
financial resources. Specifically, chil-
dren living in poverty demonstrate a 
higher prevalence of internalizing 
symptoms, such as depression and  
anxiety, or externalizing (aggressive or 
anti-social) behaviour. 

Two theories that explain the associa-
tion between low income and children’s 
mental health are the family stress model 
and the family investment model.

The family stress model asserts that 
economic hardship occurs when families 
lack the financial resources to acquire  
basic necessities such as food and 
clothing and suitable housing. These 
economic pressures create emotional 
distress in parents and distraction 
from the necessary activities of positive 
parenting. In the case of single parents, 
distress may be further amplified  
as a result of having to cope on one’s 
own. As a result, parents are less likely 
to be involved in their children’s daily 
lives. A high-quality parental relation-
ship is one where parents and children 
spend time together, and trust and 
respect one another. Research has con-
firmed that children in families expe-
riencing economic hardship are more 
likely to have weak emotional bonds 
with their parents, which predisposes 
children to psychological distress. 

The mental health consequences of 
economic hardship appear to vary in 
children, depending on the family’s  

history of poverty. In a renowned longi-
tudinal study of four- and five-year-olds, 
children with previous family histories of 
poverty had higher levels of depression 
than anti-social behaviour, and their 
rate of depression continued over the  
five years of the study, regardless of 
whether the family’s financial status later 
improved. In the same study, exhibiting 
anti-social behaviour at baseline was not 
significantly linked to a previous history 
of poverty. However, these children 
demonstrated rising rates of anti-social 
behaviour as they aged under conditions 
of persistent poverty. The authors  
suggest that increasing rates of anti- 
social behaviour may be the result of 
ongoing harsh disciplinary reactions to  
their behaviour, or may result from  
continued exposure to the unsafe or 
unhealthy living conditions that poor 
families typically experience. Thus, 
economic hardship in the early years  
can significantly affect the mental health 
of children.

Economic hardship also affects  
adolescents, and the impact can be long- 
term. In a study following a random 
sample of American families for 17 
years, adolescents who experienced  
economic hardship in their teenage years 
reported significantly poorer psycho-
logical well-being all the way into  
adulthood compared to adolescents who 
did not experience economic hardship.

The family investment model focus-
es on the other end of the continuum 
by drawing attention to the assets that  
promote healthy child development. 
This model posits that families with 

greater economic resources are better 
able to invest in financial, social and 
educational resources for their children, 
which ultimately promotes psychologi-
cal well-being through to adulthood. 
Children in families with higher incomes 
have greater access to books, stimu-
lating games, special lessons, sports, 
cultural events, as well as safe, qual-
ity housing. These children also tend 
to achieve higher levels of education, 
which creates greater opportunities for 
employment, higher incomes and an 
enhanced sense of control over one’s life.

Conversely, poor families are primar-
ily consumed with acquiring resources 
to meet their basic needs. These families 
typically live in crowded, unhealthy or 
unstable housing, experience more 
accidents and have greater exposure 
to violence. Disadvantaged neighbour-
hoods typically have less social capital, 
such as weaker social ties, less interper-
sonal trust and lower levels of support. 
These types of conditions are linked to 
increased psychological distress, thereby 
affecting a child’s emotional and behav-
ioural well-being. Lack of investment 
also appears to reduce opportunities to  
foster children’s social competence and 
educational attainment, which are pre-
disposing factors for future work and 
subsequent earned income. These fac-
tors create conditions that can perpetu-
ate the cycle of poverty. 

In Ontario, one in six children lives 
in poverty. Families are considered to be 
living in poverty when their income is 
below the low-income cut-off, a  
measure used in Canada to reference the 

By Michelle Gold
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Income is a key determinant of children’s mental health. 



c a l e n d a r
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. Toronto, ontario. 416-325-7643, 
opmhan@sympatico.ca, www.opmhan.ca.

september 24–25, 2007  
New Directions in Seniors’ Mental Health. Second national conference  
of the Canadian Coalition for Seniors’ Mental Health. Mississauga,  
ontario. 416-785-2500 ext. 6331, kwilson@baycrest.org, www.ccsmh.ca.

september 27–30, 2007  
Lighting the Path: Hope in Action. International conference organized  
by the World Fellowship for Schizophrenia and Allied Disorders, the 
Schizophrenia Society of Canada and the Schizophrenia Society of  
ontario. Toronto, ontario. 416-961-2855, pr@world-schizophrenia.org, 
conference.world-schizophrenia.org.

september 30–october 6, 2007  
Mental Illness Awareness Week. Coordinated by the Canadian Alliance  
on Mental Illness and Mental Health. www.miaw-ssmm.ca.

october 5–8, 2007 
embracing Life: Choosing Your Future. Canadian Association for Suicide 
Prevention annual conference. Yellowknife, Northwest Territories.  
867-873-9640, info@casp2007.ca, www.casp2007.ca.

october 10, 2007  
World Mental Health Day. Mental Health in a Changing World:  
The Impact of Culture and Diversity. organized by the World  
Federation for Mental Health. www.wfmh.org.

october 31–november 3, 2007 
31st Canadian Congress on Criminal Justice. Canadian Criminal Justice 
Association annual conference. Toronto, ontario. 613-725-3715,  
ccja@bellnet.ca, www.ccja-acjp.ca/cong2007/en/.

november 7–9, 2007  
Help Wanted – Jobs Wanted – Making The Connection. National  
Supported employment Conference. organized by the Canadian  
Association for Supported employment. Calgary, Alberta. 403-283-0611,  
info@supportedemployment.ca, www.supportedemployment.ca.

november 21–23, 2007  
3rd Annual Mental Health research Showcase. organized by the  
Alberta Mental Health Board. Banff, Alberta. 1-866-436-0983  
ext. 234, showcase@buksa.com, www.amhb.ab.ca/showcase. 
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threshold below which households  
devote a larger share of income to the 
necessities of food, shelter and cloth-
ing than the average family. This is 
informally referred to as the “poverty 
line.” Not only are almost half a million 
children living in poverty in Ontario, 
but the depth of poverty is significant.  
Using 2004 statistics, the aver-
age low-income family in Ontario 
with two parents needed an addi-
tional $11,000 per year just to bring 
them up to the poverty line. For a  
low-income single parent family, $9,500 
in additional income is needed. 

In 2006, 280,000 children depended 
on the financial support their parents 
received through Ontario Works or the 
Ontario Disability Support Program, 
intended for individuals and families with 
little or no alternative source of income. 
Provincial social assistance benefits have 
declined significantly in real dollars since 
1994 due to cutbacks and inflation.  
These families are living significantly  
below the low income cut-off. However, 
poverty is not only a condition for those 
without employment earnings. Forty per-
cent of low-income children in Ontario 

have a parent is who working full-time.
Poverty is a fundamental issue that 

impacts the well-being of children, fam-
ilies and society. Through Campaign 
2000, a coalition of organizations is 
supporting action to achieve the 1989 
all-party federal resolution to end child 
poverty in Canada by the year 2000. 
With a provincial election this October, 
the coalition is urging the new gov-
ernment that will be formed to put 
in place a poverty reduction strategy 
that includes an adequate level of 
income for persons on social assistance;  
earlier implementation of the new 
Ontario Child Benefit; work tax cred-
its for low wage workers; affordable  
housing and rent supplements; enhanced 
access to early learning and child care; and 
more education and training programs.

CMHA, Ontario is also calling on all 
parties this election to make a commit-
ment to reducing poverty in Ontario.We 
are urging the provincial government 
to increase Ontario Disability Support 
Program rates. Ontario must also con-
tinue to invest in affordable housing, as 
well as supportive housing for persons 
with serious mental illness. Income is 

a key determinant of mental health for 
children, and throughout the life cycle. 
This election is an opportunity to make 
your voice heard. We encourage you 
to speak to your candidates about the 
importance of taking action to reduce 
poverty in Ontario.

Michelle Gold is senior director of policy 
and programs at CMHA, Ontario.
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physicians: please place in your patient Waiting rooms.

make Your vote count  
for mental health!
the provincial election will be held on october 10, 2007.  
you can help put mental health on the provincial election  
agenda by asking your candidates to support mental health  
and people with mental illness.

cmha, ontario has five key messages for the election:

cmha also supports our provincial mental health and addictions  
partners who are calling for the government to recognize and  
adequately fund addiction treatment as a critical health care  
service in ontario.

www.ontario.cmha.ca/election2007

vote
1 continue to invest in community mental health services and  

supports. provide access to a comprehensive, responsive and  
integrated range of services and supports close to home.

housing is a key determinant of health. continue to invest in affordable 
housing units, increase the number of housing allowances, and build  
at least 5,000 units for supportive housing over the next four years. 

people with mental illness need an adequate income. increase  
ontario disability support program rates to reflect the real cost of  
living and index them yearly to keep pace with inflation.

consumer/survivor initiatives play a critical yet undervalued  
role in recovery from mental illness. increase funding to  
consumer/survivor initiatives.

families of people with mental illness play an important role in  
recovery from mental illness. provide dedicated funding for  
family peer support and family organizations. 

2

3

4

5


