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By now, those in the mental health sector are well aware of the immediate and long-term benefits of early intervention in children and 
youth mental health. Research has shown that half of all lifetime cases of mental illness begin by age 14 and for children and their families, 
the positive results of early prevention and intervention can be significant. For example, improved cognitive and physical benefits, less 
stress and distress, more success in schools and enhanced social attitudes and skills. But there’s also the cost benefit, as preventing 
and treating an individual in their younger years can mean less strain on an already stretched mental health and health system as that 
person ages. In other words, it’s more efficient to buy an ounce of prevention instead of a pound of cure.

Still, with an estimated 1.2 million Canadian children and youth affected by mental illness, less than 20 per cent will receive appropriate 
treatment. Many point to an uncoordinated mental health system as a significant reason why so many children and young people don’t 
receive the help they need. 

To its credit, the Government of Ontario is trying to create a comprehensive, integrated 
children and youth mental health system. The government plan, called Moving on Mental 
Health, was released in November 2012. It’s an action plan to ensure children, youth and 
families are able to get mental health services in their communities that are accessible, 
responsive and based on the experiences of the children and youth who need help.

Many children and their caregivers are hopeful the plan will, crucially, mean that parents 
and families might only have to tell their stories once, instead of repeating the details 
each time they visit disparate professionals who have few mechanisms to communicate 
to one another and relay critical aspects of a client’s history. Speed is another key factor 
in this endeavour: shorter wait times; earlier identification; fast access; services delivered 
quickly; timely answers and clear pathways to care.

Mental health involves many organizations, professions, sectors and approaches – that 
is why the government’s strategy for mental health and addictions involves multiple 
ministries: Children and Youth Services; Education; Health and Long-Term Care; and 
Training, Colleges and Universities.

To date, the Ontario government states the investments made under the strategy have served an estimated 50,000 more children and 
their families. Another significant component of the strategy has been the addition of 770 new mental health workers on the ground in 
schools, communities and youth courts.

Barney Savage is the senior advisor for the system transition team at the Ministry of Children and Youth Services. He is working on the 
Moving on Mental Health initiative and spoke to Network. Here are edited excerpts from the conversation.

AN INTERvIEW WITH BARNEY SAvAGE, SENIOR ADvISOR,  
MINISTRY OF CHILDREN AND YOUTH SERvICES

BY CAROLINE WALKER
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Q:  What is the state of child and youth mental health care  
in Ontario?

A: The Ministry of Children and Youth Services spends $500 million 
a year on community-based mental health services for children and 
youth up to the age of 18.

One of the persistent complaints about those services is that when 
young people have a mental health problem, it’s difficult to find 
the right service and that the services are not connected very well 
and they’re not very collaborative. Here’s an example of where you 
would want a collaborative system: if you’re a 16-year-old who is 
admitted to a psychiatric bed at a hospital. As you are leaving, you 
want to be connected to good follow-up service outside of the 
hospital, in the community, and sometimes those services don’t 
connect very well.

Q:  What is Moving on Mental Health?

A: The Government of Ontario made some significant investments 
in the community-based child and youth mental health system in 
2011 as part of the government’s mental health and addiction 
strategy. And at the same time they said we’re going to take a 
good look at the structure of this system… a year later, in 2012, the 
government launched this initiative called Moving on Mental Health, 
which is designed to change the structure of the services that meet 
the needs of children and youth in the community, and to make 
[services] more coherent to young people and to their families. 
Also, to make it easier to find services and to try and make sure that 
services that are delivered across systems—such as education and 
health care—connect well. Moving on Mental Health is an attempt 
to change the structure of child and youth services in a way that 
promotes young people and their families knowing where to go for 
services and knowing how to access services that address their 
mental health needs.

There will be one lead agency for a community. One of the 
responsibilities of the lead agencies is to sit down with all the 
other organizations who play a role and make sure that everyone 
understands how to make these systems work together. What we 
need to do is to make it function more like a system. 

The lead agency will not do all the work but they will be in charge 
of sitting down with the school board, for example, and saying, 
“Let’s map out what will happen when a kid comes in with this type 
of problem.” Instead of it being ad-hoc, there is actually a plan for 
when kids come in and say they have anxiety, for example. They 
know they can go to this agency. Young people will get better 
services across the board if, when they have a problem, the school 
psychologist and the family doctor and the community agency can 
all understand the problem in the same way and agree that there’s 

BeCAUSe MOvIng On MenTAL HeALTH 
IS A MULTIFACeTed PROBLeM WHICH 

ReQUIReS A MULTIdISCIPLInARY 
SOLUTIOn, THe gOveRnMenT TASKed 

FOUR MInISTRIeS: children And 
youth ServiceS, educAtion, 

heAlth And long-term cAre, 
And trAining, collegeS And 

univerSitieS

a way to address the mental health needs of that child. The child’s 
best chance, and the family’s best chance, is when these different 
services can work together well. That’s a huge challenge but it’s 
something we’ve determined should be done better.

Q:  What are the basics of the plan and the changes  
being implemented?

A: The ministry funds about 400 organizations to provide hundreds 
of programs, but it’s not particularly systemized. It’s not clear what 
responsibilities are, where they start and end, and it’s absolutely 
not clear to young people and their parents what kind of services 
are available and who they should be contacting.

What that means is that, often, people with mental health problems 
don’t get service easily and don’t get service early, which means 
they may end up in a crisis situation or in an emergency room.

If you think about how we deal with most parts of our body, it’s not 
a good idea to wait until things are a complete emergency. If you 
have pain in your chest, you don’t wait for a massive heart attack. 
You say, I’m going to go to my doctor, have a test, get a procedure 
and be referred to a cardiologist. There are mechanisms in place 
where people’s problems are being dealt with earlier.

We want to get to a state where people are connected to service 
faster, where problems are dealt with more quickly, where people 
are less likely to use emergency services, and where mental health 
care is more like other parts of the care system in that we don’t 
have stigma attached to it and people can go and find the help 
that they need earlier on when mental health problems begin to 
develop.

Q:  Is there guidance as to how to transition youth into  
adult care?

A: That’s a really good question. Generally what happens is that 
people move from the child and youth system to the adult system 
at the age of 18, but we know that lots of people don’t make the 
transition very easily. When kids are 16 or 17 and receiving mental 
health treatment, it’s the responsibility of services to say this youth 
is about to be eligible for adult services. Work has to be done to 
develop that transition. It’s not easy; it takes a lot of work.

Q:  The idea that families will only have to tell their story once 
will resonate with a lot of people.

A: We speak to a lot of parents who complain about that. It’s about 
how well-connected different programs and sectors are. People 
feel like they’re starting from scratch every time.

TO dATe, THe OnTARIO gOveRnMenT 
STATeS THe PROjeCT HAS Served An 
eStimAted 20,000 more children 

And their fAmilieS. AnOTHeR 
SIgnIFICAnT COMPOnenT OF THe 

STRATegY HAS Been the Addition of 
600 new mentAl heAlth workerS 

on the ground In SCHOOLS, 
COMMUnITIeS And YOUTH COURTS

Barney Savage is a senior advisor at  
the Ministry of Children and Youth Services

Caroline Walker is a freelance writer and person with lived experience
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A Personal 
Perspective on the 
Child and Youth 
Sector

Many parents and families know all too well how difficult it is to 
get help for, or even recognition of, their child’s mental illness. If 
everyone involved in children’s mental health, from government to 
a general practitioner, is to succeed in treating people in the early 
stages of their illness, then it must become easier for children and 
youth to get help with their emerging mental illnesses before it 
takes their young lives off the rails. 

The impact on a young life of years of suffering from mental illness 
cannot be overstated. Normal social and educational development 
during this period, interrupted by mental illness, leaves youth 
reeling and left behind, potentially for long periods of time. 

The stigma of mental illness is difficult enough without the 
additional pressures of catching up to peers due to an extended 
period of illness. Imagine a youth who must repeat credits for high 
school, university, or college, and the knock in confidence that 

Caroline Walker is a 
freelance writer and person 

with lived experience

BY CAROLINE WALKER

results from falling behind, in addition to having to struggle with an 
illness which often undermines one’s confidence and self-regard. 
How does this young person fare when competing with others for 
scholarships or employment? 

It’s easy to see the ripple effect of this problem well into young 
adulthood. This is why effective mental health care really saves 
lives, especially for children and adolescents.

Caroline Walker
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CMHA Ontario/MCYS 
collaboration
On September 9, 2014, Working with Children and Youth with 
Complex Mental Health Needs was launched as a professional 
development initiative between the Ministry of Children and 
Youth Services and the Canadian Mental Health Association, 
Ontario Division. This training program is aligned with the Ontario 
government’s Moving on Mental Health action plan to strengthen 
the community-based mental health system for children and youth.  

 

Working with Children and Youth with Complex Mental Health 
Needs offers a series of skill-based workshops, webinars and an 
online course that aim to support direct service providers in their 
work with children and youth with complex mental health needs. 
Topics such as brief-service provision, trauma-informed care and 
the social determinants of mental health are applied specifically 
to children and youth experiencing significant, rare or persistent 
mental health challenges that impact their lives; in other words, 
those living with “complex mental health needs.”

dIReCT SeRvICe PROvIdeRS ARe geARed UP And devOTed TO 
enHAnCIng THeIR exPeRTISe In THe SeCTOR TRAnSFORMATIOn. 
other SucceSSeS of the project include:

75,000 
WeBSITe 
vISITS WITHIn 
THe FIRST SIx 
MOnTHS

2,242 
RegISTeRed 
PARTICIPAnTS 
OveR SIx 
WeBInARS

326 
PARTICIPAnTS 
AT FOUR 
InSTRUCTOR-
Led TRAInIngS 
In THUndeR 
BAY, OTTAWA, 
TOROnTO And 
LOndOn

80  
enTRIeS 
In TWO 
gROWIng 
OnLIne 
TRAInIng 
InvenTORIeS

BY RENÉE FERGUSON

You can find more information by visiting complexneeds.ca or complexneeds.ca/fr
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Health Quality Ontario (HQO) is the province’s advisor on quality 
in health care. We report to the public on the quality of their 
health care system, evaluate the effectiveness of new health care 
technologies and services, and support the spread of quality 
improvement throughout the system. 

As HQO’s president and chief executive officer, I am fortunate in 
that this mandate gives me the opportunity to collaborate with 
people in all sectors of our health system on ways to make it work 
better. As a family physician, I am fortunate in that I am able to 
directly help the people who come to my clinic to have a better 
experience of care. 

As a physician, I often see first hand what it is like to cope with 
illness or care for someone who is struggling with a chronic 
condition, including mental illness. Many of the patients I see are 
living with a mental illness, and I see the impact it has on both the 
individual and the health care system. It is a subject that means a 
great deal to me.

One of the ways HQO is supporting 
the system is by working with the 
Ministry of Health and Long-Term Care 
and the Mental Health and Addictions 
Leadership Advisory Council on a best-
in-class public reporting strategy that 
will provide insight into the performance 
of Ontario’s mental health sector.

Public reporting is an important tool 
for transparency, accountability and 
quality improvement. It is important that 
people know, for example, that almost 
two-thirds of patients with mental 
health conditions do not have a follow-
up family physician or psychiatrist visit 
within seven days of their hospital discharge. Knowing this helps us 
identify areas where we could be focusing our quality improvement 
efforts.

We reported this data in the 2014 edition of Measuring Up, our 
yearly report on the state of Ontario’s health care system. We will 
be expanding our focus on mental health in the 2015 edition, and 
exploring the subject in greater depth in a special themed report, to 
be released this fall. It is our hope that this public reporting strategy 
will support improved care for mental health clients across Ontario 
and, in turn, improve the health system as a whole.

PUBLIC RePORTIng IS An IMPORTAnT 
TOOL FOR trAnSpArency, 
AccountAbility And quAlity 
improvement

Health Quality Ontario 
& Public Reporting in 
Mental Health Care

Dr. Joshua Tepper is a family physician and  
the president and chief executive officer of Health Quality Ontario

BY DR. JOSHUA TEPPER

Dr. Joshua Tepper
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the impact of challenges on the clients they 
serve. Some branches have partnerships with 
community health centres, family health teams, 
or provide their own on-site clinical services 
through nurse practitioners, nurse-practitioner 
led clinics and integrating a community health 
centre on-site. These partnerships might involve 
co-location, funding arrangements, shared staff 
and resources or cross-training and education.

For clients, integration can provide convenience. 
Having service providers in the same 
location cuts down on the number of missed 
appointments due to transportation, time and 
financial issues. It can also reduce problems 
related to the sharing of a client’s medical or 
clinical information. With better information 
sharing, individuals might not have to repeat the 
same information to different providers and, over 
time, may help clients develop a greater trust and 
comfort of the system.

One of the strengths of CMHA branches across 
Ontario is that they are responsive to the needs 
that arise in their local communities. Each 
branch integrates primary care in a different way, 
based on that local need. While the approach 
may vary from branch to branch, are all striving 
for the same outcomes: integrating primary 
care with community mental health services 
to improve the well-being of a traditionally 
marginalized population that experiences poor 
health outcomes.

CMHA Elgin County, for example, has effective 
partnerships with community health centres 
in its area. Christian Daboud, intensive case 
management, court support and vocational 
programs director at the branch, explains one 
initiative in which the agency shares its vehicles 
with the West Elgin County Community Health 
Centre (CHC). The result is that CHC volunteers 
are able to drive both CHC and CMHA branch 
clients to services and appointments for physical 
and mental health concerns.

Physical health and mental health are 
intrinsically linked and most would agree that 
access to primary care and mental health 
services is crucial in a health system. Yet we 
have a system that often silos physical and 
mental health with the result being that many 
people don’t get adequate access to the 
primary care they need. This is especially true 
for people who are vulnerable. Individuals with 
mental illnesses, for example, face a greater 
multitude of challenges getting their needs 
met by the health care system. This failure is 
cause to highlight the benefits and need for 
different types of service models, including 
one where primary care is integrated within 
the community of mental health.

People with lived experience of mental health 
concerns can be turned away from primary 
care services because family doctors may 
not want to take on clients with complex 
mental and physical health needs. There is 
often a concern that supporting the care of 
someone with mental illnesses takes more 
time than a “regular” visit. Without a family 
doctor, screening is limited. There are fewer 
opportunities for an annual checkup or to 
monitor chronic health conditions. Care tends 
to be episodic, occurring through urgent 
care centres or in already overcrowded 
emergency departments. These issues are 
often compounded in certain regions of the 
province. In northern Ontario, for example, 
there’s not only a lack of family physicians but 
an overall human resource shortage in health 
services. Though capacity in the system may 
be limited, innovative approaches do exist and 
could and should be part of a solution.

The benefits of an integrated service approach 
have long been noticed by CMHA branches and 
the wider community mental health sector. As 
such, many branches are integrating primary 
care into the work they do to try to minimize 

Primary Care 
Integration with 
Community Mental 
Health Services

BY ZARSANGA POPAL

Stephanie Skopyk

Clark MacFarlane

Christian Daboud
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dIAgnOSTIC OveRSHAdOWIng

In many primary care settings “diagnostic 
overshadowing” is a barrier for people with serious 
mental illnesses. 

This occurs when the doctor misses a physical health 
condition because they attribute the symptoms to the 
person’s mental health issue.

There are many other factors that may contribute 
to diagnostic overshadowing, including bias or 
discriminatory attitudes.  

Other challenges are that there are barriers to referrals 
and sharing information between service providers and 
this negatively impacts the health of clients.

“In large counties, physical access to needed care is a challenge 
and this type of partnership facilitates access for those who need 
it,” says Daboud. 

CMHA Elgin County is also involved in a pilot project to develop 
a form that will give general practitioners (GPs) access to clinical 
information about the mental health care plan of clients under 
intensive case management. The form is called a “continuity of care 
report” and the branch is currently piloting it with multiple GPs.

CMHA Durham has a nurse practitioner-led clinic that provides 
comprehensive primary health care to people of all ages. The 
clinic focuses on prevention, promotion and acute care. This 
clinic provides comprehensive services to all clients that access it, 
addressing both physical and mental health needs. The team at the 
Durham branch consists of nurses, nurse practitioners, consulting 
physicians, case managers, pharmacy professionals and health 
care administrators.   

Clinics like this provide a one-stop model of service for clients. 
There is access to both the primary care services of the clinic as 
well as the services of the CMHA branch. Having services housed 
together make access seamless and convenient.

Many of the clients served at the CMHA Durham nurse practitioner-
led clinic are people with multiple chronic diseases with complex 
medication regimens and high psychosocial needs. To help clients 
get access to the services they require, the branch takes advantage 
of the Ontario Telemedicine Network (OTN). Using OTN allows 
clients to stay close to home but still get access to care providers 
outside the branch community.

In another specific example, using OTN has resulted in shorter wait 
times and increased access to psychiatric services, says Stephanie 
Skopyk, clinic lead and nurse practitioner at CMHA Durham.

“The wait time can be up to nine months for a psychiatrist but with 
OTN some clients are waiting three to four weeks. This is making 
a difference for the people we serve,” Skopyk says.

CMHA Simcoe County is involved in multiple primary care initiatives. 
It offers a full time nurse practitioner to provide primary care to 
clients with mental health and addiction issues and the branch 
has a partnership with a family physician to work collaboratively, 
providing both mental health and primary care to clients of a local 
youth shelter.

Another, more intricate partnership, is the branch’s relationship with 

the Barrie and Community Family Health Team. The team flows the 
funding to the branch and the branch provides the family health 
team with the mental health services, which includes 12 therapists, 
psychiatrists, a manager, two booking clerks and a transcriber who 
are all CMHA employees.

“Primary care needs to focus on mental health and mental health 
needs to focus on primary care,” says Jim Harris, director of 
support services at CMHA Simcoe County. “The mind and body 
are connected so we need to work together in a connected way 
to help people.”

CMHA Cochrane Timiskaming Branch is also integrating primary 
care into its mental health services through partnerships such as 
Health Links or via the full spectrum of services provided by its 
nurse practitioners.

Clark MacFarlane, executive director of the branch, emphasizes 
that there is no cookie-cutter approach for increasing access to 
primary care. And unlike the past, where a visit to the family doctor 
would suffice, there is no single way to receive care anymore.

“We see our primary care service as transitional in nature. One of 
the first things our nurse practitioner does when taking someone 
on as a patient is to link them with Health Care Connects,” 
MacFarlane says. “In this way if a physician becomes available in 
the community, the individual has the choice to either stay with us, 
or transfer their care to the physician.”

Some clients choose to transfer their care, which the branch 
supports because it believes in integration in the community.

“We don’t want to become a different type of silo,” says MacFarlane. 

He also notes that not all clients want to receive their primary care 
in a traditional primary care setting. Some clients choose to stay 
with the branch because they like and value the integration of their 
primary care and mental health services.

“For these people we are not a point of transition, but rather their 
preferred choice for receiving primary care services. This does 
not mean we are better, it simply means we are the best choice for 
them,” MacFarlane says.     

“There is no one optimal model.  We need to allow for diverse 
models that reflect peoples’ needs and life circumstances. Whether 
the primary care is based in a community mental health agency, a 
traditional doctor’s office or even the emerging emergency medical 
services primary care model, we need to ensure that the system is 
coordinated and the providers have the information they need when 
they need it in order to provide the best care possible.”  

MacFarlane also notes that some clients of his branch might never 
have received primary care before. Although this increases the time 
nurse practitioners spend with them, it highlights the importance of 
having the option to receive primary care from a variety of places. 

Caring for the physical health of people with mental illnesses is 
an important issue that needs attention, from both the community 
mental health and primary care sectors. CMHA branches are an 
important asset. By integrating primary care into a continuum of 
services, they are helping people with mental illnesses get the 
individualized assistance they need. Ultimately, community mental 
health agencies that integrate primary care are improving health 
outcomes for a broader marginalized population that experiences 
multiple barriers to care.

Zarsanga Popal is a policy analyst at CMHA Ontario
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arrears, not having an income, not having a phone, or language and 
cultural barriers can all be factors in limiting access.

While systemic, organizational or personal factors can limit access 
to housing, so too can they contribute to the difficulty in keeping 
housing, Stergiopoulos tells Network.

Systemically, for example, the presence of stigma, discrimination 
and social exclusion, and lack of adequate income support often 
play major roles in whether an individual has the ability to keep 
their place to stay.

Organizationally, Stergiopoulos says a client’s complex needs may 
exceed the expertise, resources and other supports available to an 
individual in a supportive housing setting. This can lead to further 
inadequate support, which in turn may result in poor retention rates.

Then there are personal issues such as lack of peer support, social 
isolation, and behavioural problems. These factors are significant 
enough that, even if a person does find appropriate housing, they 
may find themselves at risk of losing that roof over their head.

overcoming barriers
Without adequate and affordable housing options—linked with 
supports tailored to individual needs—the possibilities of being 
housed and maintaining that housing are diminished. However, the 
results can be promising when organizations have deliberately and 
consciously worked innovatively to respond to the unique needs 
of their communities.

Research and experience of service providers tells us that the key 
to these solutions is relationship-building and an overarching desire 
by all players—be they hospitals, social service agencies, mental 
health service providers or community landlords—to work within 
a client-centred frame of reference.

For people with lived experience (PWLE) of mental illness, barriers 
to housing need to be framed in the context of two related but 
somewhat distinct obstacles: accessing housing and keeping 
housing. Dr. vicky Stergiopoulos, a leading researcher of 
community-based interventions for homeless people and PWLE, 
feels homelessness can be the result of both these barriers. Unless 
overcome, these challenges will continue to negatively impact the 
lives of PWLE, resulting in sub-standard living or homelessness.  

But what creates these barriers to housing access and 
maintenance? Both recent research and Stergiopoulos, 
psychiatrist-in-chief at St. Michael’s Hospital in Toronto, suggest 

that the contributing factors are systemic, 
organizational or personal in origin.

From an accessibility point of view:

Systemic barriers that can limit access 
include an insufficient housing stock, 
affordable housing policies that fail to 
meet needs adequately, insufficient 
levels of provincial funding for rent 
supplements, inadequate income of 
PWLE and long wait lists.

Organizational factors, in turn, can 
exacerbate systemic barriers. For 
example, housing programs often will 
exclude clients with complex needs 
because selection criteria may be too 

selective or too restrictive. The result is that programs end up 
“cherry picking” clients.

Personal (or client-level) barriers can add to and sometimes 
compound systemic and organizational barriers. From the client’s 
point of view, a past history of unsuccessful tenancy, owing rent 

BY ZAHIR DIN

Barriers to 
Accessing 

and Keeping 
Housing

Dr. vicky Stergiopoulos
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the cmhA lambton-kent experience 
Ann-Marie Simpson, integrated manager of counseling and 
residential services for CMHA Lambton-Kent and the Chatham 
Kent Health Alliance, is a passionate champion for housing needs 
of PWLE. She’s also been witness to the interesting and exciting 
journey that CMHA Lambton-Kent has traveled in order to meet 
the changing housing needs of its community. 

Originally, the branch operated three group or congregate living 
homes that were opened in the 1980s. Simpson says over time, 
the branch’s housing team realized that the group home model was 
not adequately meeting the growing needs of either its existing 
residents or people in the community in need of housing.

That recognition occurred at the same time an increasing body of 
evidence-based best practices, such as Housing First, suggested 
a greater emphasis within supportive housing should be placed on 
client-driven consumer choice, independence, recovery-orientation 
and community integration. 

With this evidence and shift in philosophy, CMHA Lambton-Kent 
embarked on a bold new vision.

Simpson says adhering to Housing First principles meant that each 
client’s individual housing choices were examined with a particular 
view of overcoming systemic, organizational and personal barriers.  

Zahir Din is a policy analyst at CMHA Ontario

Only by doing this, would the so-called “hard-to-serve” clients be 
able to live independently. Up until then, many clients had lived in 
congregate or group living for many years and their ability to live 
independently would have been uncertain at best.

Simpson says CMHA Lambton-Kent continued aggressively with 
this innovative, client-centred, rehabilitation-focused approach with 
an ultimate goal of fostering independent living and community 
integration. Each resident participated in an occupational therapy 
assessment to identify their day-to-day needs and how they could 
develop the skills necessary to cope with their particular conditions. 

The end result was that by 2014, the last of the group home 
clients were successfully re-housed into independent units in the 
community.

Looking back, Simpson says, one key to success was establishing 
a housing coordinator as the single point of access for clients. The 
coordinator has linkages to community mental health programs, 
income support programs, hospitals, community landlords and 
other resources. Another key to the successful transition of 

group home residents to independent 
living was accomplished through a 
strong relationship with Ontario Works 
Chatham-Kent. Each of the former group 
home clients received individual financial 
support to help cover the cost of last 
month’s rent and furniture.

“Mike’s journey from group home to 
independent living serves as a good 
illustration. He was one of the younger 
residents in one of the group homes 
who moved into his own apartment in 
November 2012,” Simpson says. “Prior to his transition, his case 
management team had viewed him as being dependent on staff 
supports and would not be successful living independently.”

With the support of the CMHA Lambton-Kent team, Mike has 
defied the odds and has been in his own unit for more than a year. 
Simpson says he has developed the necessary life skills and enjoys 
the freedom and independence of living on his own. He’s found 
seasonal and volunteer employment and now owns a pet, which 
he says is one of the best perks.

“mike iS now referred to AS the ultimAte SucceSS Story, 
Someone who iS AbSolutely thriving,” Simpson says. 

By re-visioning its housing model and adopting current best 
practices, the branch demonstrates that an agency can evolve 
its workplace culture and in so doing overcome systemic, 
organizational and personal barriers to independent living with 
appropriate supports. 

As the CMHA Lambton-Kent experience shows, the evolution of 
new and beneficial relationships, development of new processes 
and reallocation or relocation of resources can help housing 
providers achieve successful outcomes for so-called “hard-to-
serve” clients.

Any changes in organizational culture and behaviour are not easy 
and certainly were not easy for CMHA Lambton-Kent, Simpson 
says. But she says with the right leadership, vision and persistence, 
successful outcomes are achievable within a relatively short 
timeframe.

cmhA-lk community partnerships:

cmhA lAmbton-kent houSing coordinAtor

Municipality of 
Chatham-Kent 
social housing

Rural 
landlords

OW/OdSP 
income 
supports

Supportive 
housing services

Community 
landlords

Access to 
crisis beds

Chatham-Kent 
ACT team

Ann-Marie Simpson
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Like Amy, many people benefit from peer support, which is 
increasingly recognized as a key to recovery for those living with 
mental health conditions. Peer support is any organized support 
provided by and for individuals who have been affected by mental 
illnesses. People with lived experience who have overcome 
adversity can better understand the needs of others who are 
experiencing emotional pain and trauma. Peer support workers 
are in a unique position to empathize and offer encouragement, 
hope and mentorship to individuals who are experiencing similar 
challenges.

“The value of having peer support workers in housing is that we 
value mutuality,” says Bobbi McLean, peer support coordinator 
with Northern Initiative for Social Action (NISA), an organization 
run by and for consumers of mental health services that helps 
develop occupational skills, nurture self-confidence and provide 
resources for recovery.

“Peer support workers meet individuals where they are at in their 
own recovery,” McLean says. “We also honor self-determination by 
empowering individuals to make their own choices in their recovery 
journey, which includes modeling self-advocacy and encouraging 
personal growth.”

As McLean indicates, peer support workers within supportive 
housing are instrumental in facilitating an individual’s reintegration 
into the community after a period of absence.

Residents receiving peer support are more likely to develop and 
maintain independent living skills, self-confidence, and social 
connections with others. 

Like many organizations, CMHA Sudbury/Manitoulin (CMHA 
S/M) and Nipissing Mental Health Housing and Support Services 
(NMHHSS) consider peer support workers a valuable part of a 
multi-disciplinary team. The organizations partner with consumer/
survivor initiatives that provide peer support training and staffing 
within supportive housing programs in Ontario.

the moonlight Avenue home
“I probably wouldn’t be alive today if it wasn’t for the CMHA team.” 

 – Darren Schouten

The Moonlight Avenue home is a partnership between CMHA S/M, 
the North Bay Regional Health Centre and NISA. CMHA S/M’s case 
managers and NISA’s peer support workers set up a meeting with 
individuals prior to their move-in date to build rapport, understand 
their needs and goals, learn about pre-existing supports and 
connect them with appropriate community services. 

Darren Schouten first arrived at the CMHA S/M’s Moonlight Avenue 
home after being discharged from the hospital. A lifetime of neglect 
and abuse had led to his mental health condition, substance 
use, repeated hospital admissions and homelessness. His past 
experiences made it difficult for him to trust others but that slowly 
changed once he took up residence and met his peer support 
workers from NISA. 

At the home, which provides long-term housing to eight residents, 
Schouten found that he could connect with his peer support 
workers because of their shared experiences. They welcomed him, 
linked him with community services and helped him with his goal 
plan. They assisted him in developing life skills and managing his 
symptoms. He’s now drug-free and enjoys volunteering, reading 
and writing. His vocabulary, money management and social skills 
have improved and he’s planning to go back to school. He’s hopeful 
about his future now that he has a safe and stable place to live.  

Like Schouten, people experiencing mental health concerns and 
emotional distress often have difficulty transitioning from the 
hospital into the community. At sites like the Moonlight Avenue 
home, they benefit from a range of supports to enable them to live 
independently and reach their full potential. 

“After being diagnosed with a mental illness, I began to believe that I was this disease that was happening to me and I lost touch with 
who I really am. I felt like a victim, and even though I was told it wasn’t my fault, I felt defective. It was not until I connected with a peer 
support group years later that I was able to see that other people were experiencing similar kinds of emotional distress, and yet they 
were talking about their experiences with themes of resilience, hope, strength, personal empowerment and healing; very different kinds 
of messages from the narratives I’d been told and started to believe. In a safe and supportive environment, we explored our identities 
and experiences. We not only accepted one another for our truths, but valued each other’s strength in enduring the challenges we had 
faced. I also found that the personal qualities I had always believed to be weaknesses, were actually what made me unique and valuable.” 

– Amy Wakelin, program coordinator, CMHA Toronto Social Resource Centre, Keele Street Women’s Group and Peer Zone Ontario

Peer Support 
within Supportive 
Housing:

BY ZAHRA ISMAIL

A combinAtion 
for SucceSS
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percy place
Like the Moonlight Avenue home, Percy Place offers residents a 
peer support model of service delivery within supportive housing, 
but residents only stay for one year. Percy Place is a partnership 
between NMHHSS, People for Equal Partnership in Mental Health 
— a consumer/survivor initiative that provides peer-support 
training and staffing — the North Bay Regional Health Centre and 
the Ministry of Health and Long-Term Care. 

Peers work with residents’ case managers, Assertive Community 
Treatment teams and other direct service providers. They engage 
up to seven residents in activities and assist them with their goal 
plans.

“Peer support has helped me learn to cook more and the staff are 
so patient,” says resident, Grace K. “I always feel included and 
I’m learning a lot about healthy eating and women’s health. I feel 
safe here. My mental health has never been better since living here 
at Percy Place and they are even helping me achieve my goal of 
going to school.” 

It’s not always an easy transition into supportive housing, though. 
Every resident’s experience is unique and some have difficulty 
socializing and taking care of their personal needs. Through 
experiential learning, peer support workers assist individuals 
in developing essential life skills such as budgeting, hygiene, 
shopping, cooking, cleaning, laundry and social skills. Peer 
support workers also help individuals reconnect with friends and 
family, assist in job searches or volunteer opportunities and help 
individuals find meaningful roles within the community. 

Solid infrastructure helps peer Support programs
Stable funding, strong partnerships and clearly defined roles 
underlie the success of the Moonlight Avenue home and Percy 
Place. Through external partnerships, staff within both homes 
are able to provide additional programming to residents, such as 
leisure and recreational activities.

Internal policies and procedures facilitate the incorporation of 
peer support within supportive housing. Employing peer support 
workers recognizes and establishes their credibility as a valuable 
resource. Additionally, staff training facilitates the integration of 
peer support workers into the workforce. Wrap-around services 
with an appropriate staffing mix ensure that residents’ unique 
needs are met.

Peer support workers benefit from training, confidentiality 
agreements, and support when they feel stressed. Effective 
resources for peer support training and program development 
include the Mental Health Commission of Canada’s Guidelines for 
the Practice and Training of Peer Support and the Ontario Peer 
Development Initiative’s training programs.

Positive system outcomes include decreased inpatient stays, 
quicker discharges, decreased hospital emergency room and 
crisis contacts and improved care coordination. Evidence from a 
peer-supported residential home shows that peer support workers 
are just as effective as other residential staff. Not only is peer-
staffed housing more cost-effective than complete clinical staffing, 
but peer support workers are able to contribute to program 
development, enhancing its efficacy.

Access to peer-staffed, stable and affordable housing is crucial 
for individuals living with mental health concerns and emotional 
distress. Evidence shows that their recovery is facilitated by 
peer support, which enables them to develop authentic social 
connections and feel empowered, leading to an improvement in 
their quality of life.

Zahra Ismail is a policy analyst at CMHA Ontario

PeeR PROjeCT  
A nAtionwide endeAvour
The Mental Health Commission of Canada (MHCC) Peer 
Project, launched in 2010, engaged peer support workers 
and training organizations across Canada to develop 
national, evidence-informed guidelines for peer support 
practices. 

The guidelines outline the values, principles of practice, 
skills and abilities of peer support workers as well as 
provide program-specific guidance for policy makers and 
leaders. The guidelines are accompanied by competencies 
and training curricula for peer support workers. 

The Peer Project’s communities of practice aim to ensure 
that peer support is recognized as a key component of 
Canada’s mental health system. Additionally, the Peer 
Project promotes peer-based education in schools and 
workplaces to help dispel the stigma associated with 
mental health conditions. 

The MHCC hopes that these strategies will enable 
Canadians to better understand the realities of mental 
health issues, ultimately leading to a more supportive and 
inclusive society.

Residents of the 
Moonlight Avenue Home 

and Percy Place
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BY ZAHIR DIN

cmhA toronto trhp:  
development of partnerships 
Jodi Elliott, manager of the TRHP program at CMHA Toronto, is a champion for 
forensic clients and believes in their potential for community integration. 

Elliot notes that the TRHP program at CMHA Toronto, which began in 2007, is 
(along with Ottawa) one of the pioneer programs in the province. It offers clients 
with complex needs much needed community living options. Situated in a three-
storey apartment building in a mixed residential/commercial neighbourhood, the 
TRHP Program is designed to deliver one-to-one support to 10 clients living in 
the CMHA-operated building staffed 24 hours a day, seven days a week.

The TRHP provides intensive case management services with a focus on recovery 
goals and skill building. Elliot says a key component of the program is that staff 
also work in close partnership with other CMHA and non-CMHA community 
programs. For example, TRHP Toronto clients can be referred to CMHA Toronto’s 
employment and social resource programs and where needed, referrals can 
be made to specialized support groups such as for women or LGBTQ clients. 
Additionally, support for addictions, concurrent disorders and smoking cessation 
are available. TRHP clients can also have their primary health care monitored by 
community nurses and in specialized diabetes and metabolic monitoring clinics. 
Referrals to psychiatrists in the community are also made as needed. 

TRHP clients remain in the program until they have obtained the skills to live 
successfully in the community and are connected to permanent housing. 

Steps to 
Independent Living:

— TransiTional rehabiliTaTion housing Program clienTs

“I feel less anxious, more active, 
confident. I’m not afraid to talk and 
think clearly.”

“Recovery means to me being clean 
and sober, money in my pocket, the 
ability to work. And I volunteer, too.”

“It’s a gateway to see that there is 
more to life. Like you can go out, 
have a normal functioning life.”

The brief but touching testimonials above highlight 
the hopes for many in Ontario’s Transitional 
Rehabilitation Housing Program (TRHP). Speak 
to clients of the program and they’ll tell you they 
aspire to live independently in the community, get 
a job or go to school.   

As a part of Ontario’s forensic mental health system, 
the TRHP serves eligible forensic clients who need 
intensive transitional housing support and forensic 
supervision and oversight. Based on a psychosocial 
rehabilitation recovery model, this provincial program 
is a partnership between hospitals and community 
programs and provides opportunities for eligible 
clients to develop or enhance daily living skills 
with a goal to achieve full community integration. 
Improved recovery outcomes, a greater sense of 
independence, better access to needed support 
services and a chance to live independently become 
achievable goals for many people going through this 
program.

TRHPs are not without challenges. Forensic clients 
often find transition to community living difficult. 
They may have complex needs requiring extensive 
services, but they also might face discrimination, 
stigma, fear and a feeling of being unwanted in 
the neighbourhood. There is also a scarcity of 
research on client outcomes in TRHP. However, 
an evaluation done in 2013 concluded that overall, 
the TRHP program was successful when linked 
to comprehensive services that include housing, 
psychiatric treatment, vocational support and 
addictions treatment.  

Although there are many TRHPs across Ontario, this 
article will examine two: one at CMHA Toronto and 
another at CMHA Ottawa.

THe TRHP PROgRAM IS deSIgned TO 
deLIveR One-TO-One SUPPORT TO 10 

CLIenTS LIvIng In THe CMHA-OPeRATed 
BUILdIng STAFFed 24 hourS A dAy, 

Seven dAyS A week

trAnSitionAl rehAbilitAtion houSing progrAm in ontArio
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Zahir Din is a policy analyst at CMHA Ontario

Lisa St. PierreJodi Elliott

pathway to recovery:  
A client Story
Elliot and her staff have numerous success stories. Here’s 
one they wanted to share.

When Chung was referred to the TRHP Toronto program, 
he doubted whether he would be accepted. After all, he had 
a very lengthy criminal justice history and prior attempts at 
community re-integration had not been successful. With 
his complex case history involving justice, mental health 
and substance abuse issues and after nearly 10 years as 
an inpatient at the Centre for Addiction and Mental Health, 
getting out of a secure unit seemed nearly out of reach. Since 
entry to the TRHP Toronto program, he has had two brief 
readmissions, but on the positive side, Chung continues 
to meet one-to-one with a CMHA addictions specialist 
and is fully engaged in preventing a relapse. He has found 
employment and also volunteers in the community. An 
excellent cook, he collects money to buy groceries and then 
prepares meals in his kitchen for the other residents. He 
also feels like he’s almost ready to transition to permanent 
housing within CMHA.

ottawa trhp program:  
Strength in collaboration
TRHP Ottawa is a partnership between CMHA Ottawa, The Royal 
Ottawa Hospital (ROH) and Salus, a community program serving the 
rehabilitation and supportive housing needs of adults with severe mental 
illness.

Lisa St. Pierre, TRHP program manager at CMHA Ottawa, says the 
program benefits from the strengths of each of the partners. Salus 
provides transition housing and programming, the hospital gives medical 
and nursing support and CMHA Ottawa provides transitional case 
managers, oversees the administration of rent supplements and delivers 
concurrent disorder services.

While in hospital, the ROH undertakes assessments for transition to 
community and works with the TRHP program to assign transitional 
case managers to support clients. When clients become familiar with 
their case manager, the eventual move to community often becomes 
much smoother, says St. Pierre. The program helps clients find housing 
and offers them training to develop life skills and tools to maintain their 
physical and mental health. As appropriate, CMHA Ottawa makes 
referrals to other community services and provides advocacy when 
needed.

Sam’s Story
While challenges and difficulties remain for some, St. Pierre fondly recalls former clients who excelled. Sam’s story is one of many 
successes for the Ottawa program. Sam immigrated to Canada in his early teens and from a young age developed a pattern of drug 
use that resulted in charges and court involvement. He was ultimately found not criminally responsible by a court. For a while, he 
was hospitalized but then was referred to the TRHP program. While still at The Royal Ottawa Hospital, he was motivated and actively 
participated in his recovery and rehabilitation. This pattern continued while living at TRHP. With support from TRHP over a period of 
time, Sam has successfully made the move to his own independent apartment. He now volunteers on a regular basis, has become 
connected to a local church community and is continuing to make progress. 

Integrating forensic clients in the community is an inherently difficult and complex program. Some would have you believe that 
community safety should be the overriding consideration without acknowledging rehabilitation whatsoever. However, evidence is 
showing the opposite: adequate assessment with a focus on rehabilitation allows many residents of secure units in hospitals to 
be successfully managed in the community with the appropriate levels of support. That’s the essence of TRHPs.
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On a cold February afternoon, a 35-year-old homeless man, who 
was diagnosed with schizophrenia and had stopped taking his 
medication, is approached by two Toronto police officers on a 
bus after allegedly striking a woman at a transit stop. The man 
waves a small hammer at the officers and they respond with 
gunfire. The man is killed.

The victim’s name is Edmond Yu and since his highly-publicized 
death in 1997, there have been more than a dozen instances where 
individuals experiencing a mental health crisis lost their lives in 
similar tragedies. In most cases, the police officers involved were 

BY DORINA SIMEONOv

from 
Crisis to 
Change:
collAborAting with police 
to Support our clientS

cleared of wrongdoing, inquests were held and recommendations 
made with the aim of preventing similar events in the future. Still, 
these types of deadly incidents have continued and the issue 
remains: how can we improve the way police interact and de-
escalate situations involving individuals in mental health crisis?

CMHA Ontario and its branches are addressing this challenge by 
collaborating with police to develop training programs to help them 
respond appropriately to individuals at risk, ensuring those in crisis 
transition smoothly from police custody to hospital and community 
supports and services.
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collaborating on training
When a police officer encounters an individual in crisis, their 
knowledge of the available options and their approach can 
determine how that individual is exposed to the criminal justice 
system. For example, should a call be made to bring in a mobile 
crisis team or should the person be diverted to a community service, 
taken to hospital under the Mental Health Act (MHA) or held in jail. 
An officer’s approach can be informed by the training they receive. 
Before police ever encounter an individual experiencing a mental 
health crisis in the field, they must complete a minimum of 12 hours 
of mental health training at the Ontario Police College. Training 
includes de-escalation techniques, tactical communication, 
mediation and an explanation of the MHA. Still, some officers go 
on to receive additional in-service training after they graduate. Not 
surprisingly, demand for additional mental health training is high 
and at the CMHA Sudbury/Manitoulin Branch, Sarah Gauthier and 
her team are meeting that demand.

The branch, in collaboration with Health Science North and the 
Greater Sudbury Police Service (GSPS), launched new training 
in 2012 to help authorities determine the best way to respond to 
crisis calls. Rather than labelling individuals, the training aims to 
destigmatize mental illnesses and teach police officers how to 
recognize what they’re seeing and respond by focusing on verbal, 
environmental and visual cues. A unique component of this training 
is simulated psychosis. Police officers are given iPods and through 
headphones are exposed to simulated auditory hallucinations. 
They are also asked to simultaneously complete a task, such as 
participate in an interview or answer math questions.

About 300 police officers as well as 
911 dispatch staff have participated 
and benefited from the training 
initiative, which only takes a half day.

“It did the job, which is to put them 
[police officers] in someone else’s 
shoes and hopefully give them 
another perspective so that when 
they are trying to speak to someone 
and getting a particular reaction, they 
can try a different approach,” says 
Gauthier.

As a result of its success, interest in 
the training has grown. New recruits 
at the GSPS are now shown a video 

of this training as part of their orientation and court officers, who 
often deal with individuals held for up to eight hours a day at the 
court house, have also completed the training. 

“We have received a lot of requests for training, not only from 
police officers but from emergency services as well,” Gauthier 
says. Later this year, another series of half-day training sessions 
will begin. GSPS officers will receive a refresher course and discuss 
the application of the skills they learned. The GSPS also have a 
new simulator which they will use to create a yet-undefined mental-
health specific scenario to practice and evaluate police officers’ 
ability to recognize and respond to individuals experiencing a 
mental health crisis. 

collaborating on urgent response
Another way CMHA branches are partnering with police is by joining 
local “situation tables,” also known as “community mobilization” 
or “connectivity” tables. These initiatives are based on a model in 
Prince Albert, Saskatchewan and offer a multi-sector integrated 
approach that addresses the needs of individuals and/or families 
who may have mental health and/or addictions issues and are at 
risk of harming themselves or others, becoming homeless, coming 
into contact with the law or suffering a relapse. The aim of these 
tables is to provide solutions in 24 to 48 hours, to reduce the level 
of risk and ensure individuals are connected to the appropriate 
services.

Waterloo is the first in the country to have three of these connectivity 
tables in the same region. The Connectivity Cambridge Table, for 
example, includes 14 agencies which have been meeting each week 
to discuss situations of elevated risk and provide a coordinated 
immediate response from multiple human service providers. 

“There’s great representation at the table. We have the police, 
school boards, developmental services have started sending a 
rep, the Community Care Access Centre and the hospital. It is 
always a well-attended table which speaks to how people view it 
as being very helpful,” says Dwight Syms, a manager from CMHA 
Waterloo Wellington Dufferin, who participates in the Connectivity 
Cambridge Table.

These tables are not a new service delivery mechanism but rather 
a way of mobilizing existing resources and systems in an integrated 
and collaborative way. The main challenge at any situation table is 
the issue of privacy. In order to ensure there is a balance between 
an individual’s privacy and the need to link them to services, 
the connectivity table concept uses the “four filter approach,” 
which begins with a description of the situation without personal 
identifiers and by the time the group gets to the fourth filter, an 
intervention strategy has been created.

The Connectivity Cambridge Table saw more than 70 cases in its 
first nine months and continues to look at trends in risk factors 
among the situations they see to identify opportunities for systemic 
change.

The host agency, Langs Community Health Centre, has hired a 
consulting company to do an evaluation of the table’s process and 
outcomes in 2015.  Across Ontario, CMHA branches are involved in 
similar situation tables in North Bay, Sudbury and Halton.

Sarah Gauthier
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In HAMILTOn FOR 
exAMPLe, THe 

AveRAge WAIT TIMe 
fell to 75 minuteS 

FROM 122 MInUTeS

Dorina Simeonov is a policy analyst at CMHA Ontario

collaborating on mental health Act Apprehensions
At the provincial level, CMHA Ontario works closely with the 
Provincial Human Services and Justice Coordinating Committee 
(HSJCC) to identify systemic issues in the areas of human services 
and justice, including policing. One example is the need for clear 
and consistent communication between police officers, hospital 
emergency department (ED) staff, community care providers 
and the individual in crisis with respect to Mental Health Act 
apprehensions. 

Typically, police officers are the first at the scene of a mental health 
crisis and have the option to apprehend an individual under the 
MHA and take them to hospital for assessment. At the ED, police 
officers and the individual in crisis often face long wait times 
because of a high volume of cases in the ED and being given a 
low triage priority. 

With the support of CMHA Ontario, the Provincial HSJCC 
released Strategies for Implementing Effective Police-Emergency 
Department Protocols in Ontario. It’s an information guide to 
improve communication and help to reduce wait times. Some of 
these strategies include: 

•	 Building	strong	relationships	between	police	services	and	
hospitals.

•	 Providing	cross-sectoral	training	for	police	services	and	
hospital staff.

•	 Using	a	mental	health	screener	form	to	communicate	
information about the circumstances and observations of  
the person in crisis.

The second phase of this work identified three promising protocols 
in Hamilton, Waterloo, and the United Counties of Prescott and 
Russell in Eastern Ontario. Each example showed significant 
decreases in police-ED wait times. In Hamilton, for example, the 
average wait time fell to 75 minutes from 122 minutes.  While police 
departments are collecting metrics to assess the impact of these 
protocols, there have not been any third-party evaluations, nor 
have patient experiences been studied. Nonetheless, the findings 
are encouraging and can be adapted at the local level in other 
jurisdictions to further reduce wait times for police officers and 
individuals in crisis.

As CMHA Ontario and its branches continue to collaborate with 
police and human services organizations, we are helping to drive 
a culture shift for the benefit of people like Edmond Yu. This shift 
focuses on the client’s unique needs, respects their privacy and 
supports them in their recovery. Edmond Yu believed there was 
no place in the world for him. Today, he is remembered with the 
transformation of the rooming house in which he once lived. Now 
a 29-unit affordable and accessible housing heritage building, 
Edmond Place strives to be the kind of home Edmond could have 
called his own.

A connectivity table in action in Waterloo Region
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5 ways to Support 
Your Client with 
a Mental Health 
Police Record
A MenTAL HeALTH POLICe 
ReCORd IS A nOn-COnvICTIOn 
ReCORd And CAn Be 
CReATed AS A ReSULT OF:

WHAT IS A MOBILe 
CRISIS TeAM?

•	 Police	contact	with	an	
individual in a mental health 
crisis.

•	 A	911	mental	health	crisis	call.

•	 A	Mental	Health	Act	
apprehension. 

•	 A	withdrawn	or	stayed	charge	
after mental health court 
diversion.

Mobile crisis teams comprise a specially-trained crisis intervention police officer and a 
mental health professional (e.g nurse, social worker, child and youth crisis worker, mental 
health worker). Mobile Crisis Teams come in various forms across the province:

BY DORINA SIMEONOv AND CHRISTINE GAGNÉ

Christine Gagné

Dorina Simeonov is a policy analyst at CMHA Ontario, Christine Gagné is a community mental health consultant with CMHA Ottawa

1
2
3

4
5

 Give plain language information. Explain how to get a police record check 
and next steps if they discover they have a mental health police record.

 Help with forms and support clients at meetings. Talk to lawyers, police 
and your client to get all necessary information.

 Get to know your police service, its practices around record checks, 
appeals and how to file a Freedom of Information request. Find out if it 
adheres to the Ontario Association of Chief of Police Law Enforcement and 
Records (Managers) Network (LEARN) Guideline for police record checks. 

 If appealing, go up the chain of command. Appeal to your police services 
board and/or the Information and Privacy Commissioner. If your client is on 
the Ontario Disability Support, ask to waive any fees.

 Let the client know that the issue is bigger than just them. The more cases 
brought forward, the better equipped government will be to improve 
standardized practices for police record checks across Ontario.

MenTAL HeALTH POLICe ReCORdS ARe nOT CRIMInAL 
ReCORdS And SHOULd nOT Be TReATed AS SUCH. STILL, 
dISCLOSURe OF nOn-COnvICTIOn ReCORdS dOeS OCCUR. 
here’S how you cAn help your client:

mobile criSiS intervention teAm

•	 Uniformed	police	officer	and	
mental health professional

•	 Act	as	a	secondary	response	team

•	 Program	exists	in	Toronto,	Ottawa

criSiS outreAch And Support teAm

•	 Plain-clothed	police	officer	and	
mental health professional 

•	 Act	as	a	secondary	response	team

•	 Program	exists	in	Hamilton,	
Halton, Niagara, Peel

mobile criSiS rApid reSponSe teAm

•	 Uniformed	police	officer	and	
mental health professional

•	 Act	as	a	primary	response	team

•	 Pilot	project	exists	in	Hamilton
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Did you know that a daily walk in nature can be as effective in 
treating mild cases of depression as taking an antidepressant? 
In fact, walking in the natural environment — getting “green 
exercise” — has many health benefits. Studies have proven that 
being physically active in the great outdoors can lead to improved 
concentration, increased energy, better immunity, weight loss, 
reduced anxiety, increased fitness, more vitamin D production, 
and reduced risk of diabetes, heart attacks and cancer. 

The next time someone tells you to take a hike, you would be 
wise to listen to their advice.

“Research literature on the relationship of nature to physical and 
mental health is extensive and growing,” says Elizabeth Lines, 
author of a recent literature review on natural settings and their 
mental health benefits. 

“Findings suggest that natural settings such as parks, wilderness 
areas, urban green spaces and gardens may be just what the 
doctor ordered to improve both physical and mental health,” 
Lines writes in The Nurture of Nature: Natural Settings and Their 
Mental Health Benefits. 

“For one thing, green space provides an opportunity for physical 
activity, which contributes directly to physical health and, through 
biophysiological mechanisms, enhances mental well-being. That 
much is well established. There is also a growing collection of 

evidence suggesting that exposure to natural settings has direct 
positive effects, independent of physical activity, on reducing 
stress levels and enhancing mental well-being.”

Between May and October 2014, more than 20 mental health 
agencies across the province — from Iroquois Falls in the north to 
Niagara Falls in the south — listened to the evidence and decided 
to offer their clients a new way to be physically active. They signed 
up for the Mood Walks program and started taking long walks in 
Ontario’s conservation areas and hiking trails. The impact has been 
extraordinarily positive.

Mood Walks is a physical activity initiative led by CMHA Ontario, 
in partnership with Conservation Ontario and Hike Ontario. 
Financial support for Mood Walks was provided by the Ministry 
of Tourism, Culture and Sport through the Ontario Sport and 
Recreation Communities Fund. The fund is a grant program that 
creates opportunities for Ontarians to become more physically 
active, including groups who experience barriers to participating 
and those who are traditionally less active. Many people with lived 
experience of mental illness fall squarely within those parameters. 

Mood Walks is intended for hikers of all ages. During its inaugural 
year, Mood Walks focused on hiking groups for adults over 50. 
Why? Because older adults can face additional barriers to physical 
activity, such as physical ailments, mobility issues, and chronic 

BY SCOTT MITCHELL

Hiking for 
Health and 
Happiness
how A wAlk in the woodS cAn booSt your mood 
And creAte SociAl connectionS
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pain. Older adults are also more likely to experience social and 
emotional isolation. Walking groups offer an effective response to 
the various physical and mental health challenges faced by older 
adults.

Mood Walks participants were asked to record their mood, anxiety 
and energy levels before and after every walk, using a simple rating 
scale. When we analyzed the results, we saw statistically significant 
improvements across all three domains. At the end of the hike, they 
were happier, less stressed and more energetic. 

Participants were encouraged to set a personal goal at the start of 
the program. They also completed a detailed questionnaire at the 
beginning and again after 10 weeks of walking. Of 99 participants 
who took part in the Mood Walks evaluation, 95 achieved or 
somewhat achieved their goal. Their targets ranged from improved 
physical fitness and stronger connections with people and 

nature, to exploring new places, having a positive experience and 
increasing their comfort and knowledge of hiking. 

“I lost some weight, saw some new places, had fun with friends,” 
said one participant. “I feel better about things. I can do things that 
I thought I couldn’t.”

Another reported: “It helped bring a commitment – a scheduled 
pattern on Tuesday. I may not always want to go but it helped push 
my boundaries and I felt more positive, refreshed and relaxed when 
I was finished.”

To help mental health agencies get new walking groups off the 
ground, Mood Walks provides a comprehensive program manual 
that covers every step, from planning to evaluation. The manual, in 
both French and English, is available on the Mood Walks website 
(moodwalks.ca). Throughout the 2014 hiking season, Mood Walks 
provided additional support and encouragement through a series of 
webinars that brought program leaders, partners and participants 
together to learn and share experiences.

The real strength of Mood Walks comes through collaboration with 
our partners. Hike Ontario offers a modified version of Safe Hiker 
training for all participants and helps to connect mental health 
agencies with local hiking clubs and trail associations. Hike Ontario 
also builds capacity by providing Certified Hike Leader training to 
qualified Mood Walks program managers and participants. 

“MY BeST MeMORY WAS WATCHIng THe 
MOOdS OF eveRYOne CHAnge FROM 
WHen We STARTed OUR WALK UnTIL OUR 
ReTURn. phenomenAl trAnSition,” 
observed one mood walks group member.

CMHA York and South Simcoe Mood Walks group, Jefferson Forest, November 2014
PHOTO: Aaron Harris
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Scott Mitchell is director of knowledge transfer at CMHA Ontario

Conservation Ontario contributes by encouraging conservation 
area staff to support Mood Walks hiking groups, and by organizing 
its annual Healthy Hikes Challenge (www.healthyhikes.ca). Between 
May and October, educational guided hikes are offered in many of 
the province’s 270 conservation areas, and prizes are available to 
the most active hikers. 

In 2014, one of the Healthy Hikes winners was Bob Dhillon, a crisis 
outreach worker and co-organizer of the CMHA Elgin Mood Walks 
group. 

“[Hiking] quickly became a new passion of mine,” says Dhillon. “I 
met some incredible individuals and had the opportunity to share 
in some great times.”

“I incorporated our weekly hikes into my routine and it was life-
changing. During the challenge, I noticed that my physical health 
improved, my moods became more positive and my outlook on 
nature was transformed. I learned to appreciate the importance 
of being grounded and the peacefulness and tranquility that this 
could bring. I also came to realize that Ontario has some wonderful 
parks, trails and conservation areas to experience and explore.”

Group walks are a great way to make new friends and strengthen 
social bonds through shared experience. 

“Conversation is different,” explains one avid hiker. “When we 
meet in a room or a coffee shop we have a tendency to talk about 
what we did yesterday. When we are in nature we talk about 
things when you were a kid, or how you’d like to have a cottage 
someday — your mind just frees right up.”

No program is without challenges, however. Program leaders 
reported a variety of issues, from scheduling and time pressures 
to transportation and inclement weather. Leading a group of people 
with varying levels of physical ability can complicate matters and 
getting consistent attendance over 10 weeks can be difficult if 
the group is run as a drop-in activity. Barriers like these can be 
addressed with the proper training and a little creativity. At the 
end of the day, despite any challenges they may have faced, 100 
percent of program leaders said they would do it again. Many were 

planning to keep their hiking groups active during 
the winter months, both indoors and out.

We asked about the impact that Mood Walks 
had on the host organizations. Among the many 
benefits, staff strongly agreed that the program 
had enhanced their capacity to implement 
physical activity interventions. It had improved 
staff connection to clients, and it strengthened a 
health-promoting culture within the agency. Staff 
also agreed that Mood Walks helped them build 
new partnerships and it improved community 
awareness of their agency and its services. For 
some, it even brought media attention.

Hiking club members who participated as 
volunteers, leading hikes and sharing their 
knowledge of local trails, also reported high levels 
of satisfaction with the Mood Walks program and 
shared some very encouraging results. They 
reported that Mood Walks challenged stigma 
around people with mental health issues that 
existed within the clubs. The program raised their 
awareness of trail users with special needs and 

provided a push to develop barrier-free sections of trail. Some even 
credited Mood Walks with increasing the involvement of their own 
members in the club.

Ultimately, creating a positive impact on individual participants is 
the key objective of Mood Walks. 

“I TRULY BeLIeve THIS PROgRAM WILL  
MAKe A huge difference in the 
quAlity of life FOR MAnY OF OUR 
CLIenTS,” stated one program manager. 
Bill Mungall, past president of the Guelph Hiking Trail Club and a 
Mood Walks volunteer, says Mood Walks participants found nature 
uplifting and that sharing their hiking experience with others was 
rewarding. 

“There is lots of mutual support through rubbing shoulders on a 
hike, in overcoming minor obstacles, in pointing out features of 
interest, and in communicating about other hiking opportunities,” 
Mungall says. “Participants are effusive in their thanks at the end 
of the hike, and also at what they see or hear during the hike. The 
sense of wonder is a delight to see.”

For more information about starting a Mood Walks group, visit 
the website at moodwalks.ca

A Program Manual for 
Educational Walking Groups  
to Promote Mental Health

CMHA_MoodWalks_Manual_PRINT_FA.indd   1 14-05-13   1:51 PM

Homewood Mood Walks group,  
Fletcher Creek Ecological Preserve, June 2014

PHOTO: Barb Cohen
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Growing evidence demonstrates that diet, mental health 
and physical health are intricately related. While most 
researchers focus on understanding the impact of various 
nutrients on the brain, eating a healthy diet depends on 
so much more than knowing which foods are good for 
you. Housing, income, education, employment and access 
to healthy, affordable food are among the many factors 
that influence what we eat. How can research help the 
community mental health sector reduce the barriers faced 
by so many of the clients we serve?

Diet and 
Mental Health:

For more information, read the full project report, 
Dietitians and Community Mental Health: Setting 
the Research Agenda, at ontario.cmha.ca

Setting the reSeArch AgendA

Recently, CMHA Ontario worked in partnership with 
Dietitians	of	Canada	and	University	of	British	Columbia’s	
School of Nursing, with funding from the Canadian Institutes 
of Health Research, to conduct a national, multi-stakeholder 
consultation to identify nutrition and mental health research 
priorities. More than 900 people participated, ranging from 
individuals with lived experience of mental illness and family 
members, to mental health workers, registered dietitians, 
researchers and policymakers.

FOUR ReSeARCH PRIORITIeS eMeRged FROM THe COnSULTATIOn PROCeSS:

Identify the needs, gaps and barriers 
faced by people living with mental 
health conditions with respect to food 
access	and	skills	development.	Use	the	
evidence to develop effective models 
of care to address these issues in 
community settings.

Investigate the impact of social 
determinants on food security and 
how	this	influences	mental	health.	Use	
the evidence to advocate for effective 
systems-level food-related policies 
to benefit people living with mental 
health conditions.

Explore the roles and responsibilities of mental 
health care providers, including dietitians, in the 
effective provision of nutrition care to clients living 
in	the	community.	Use	the	evidence	to	enhance	
collaboration and cross-training among service 
providers, and improve access to dietitians at the 
most effective points of intervention.

Explore methods of knowledge translation and 
exchange for nutrition and mental health research. 
Use	the	evidence	to	improve	dissemination	
and uptake of new and existing knowledge to 
strengthen the impact of community services, 
inform policy and program decision-makers and 
increase food literacy in the target population.
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