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

For hundreds of years the relationship between mind and body was considered to be a philosophical issue. Some would 
contend that Plato was the first “dualist.” Dualism is the view that mind and body are two distinct and separate entities. 
The 17th-century French philosopher Descartes also emphasized the separation between mind and body, but acknowl-
edged that each could influence the other. We have come a long way from these earlier philosophical views, and although 
many questions remain, recent advances in the neurosciences have helped us to understand that the relationship between 
mind and body has a critically important impact on both health and disease.

network spring•summer 2006  � 

Dr. David K. Conn 
Psychiatrist-in-Chief, Baycrest

Understanding  
the Interplay between  
Mind and Body

The Canadian Mental Health Association (CMHA) has 
emphasized the importance of understanding the mind/
body connection through a number of innovative initia-
tives such as the national awareness campaign “Practice 
Mind + Body Fitness.” Many branches of CMHA across 
Ontario have developed their own programs to support this 
initiative. Mental Health Week (May 1-7, 2006) will also 
encourage people to take control of their health by focusing 
on both mind and body.

The relationship between physical illness and mental 
health is complex. As a geriatric psychiatrist assessing 
and treating depression in older adults, the vast majority 
of my patients suffer from some form of medical illness. 
Depression is often precipitated by a change in physical 
health, as highlighted by several of the articles in this edition 
of Network. The article on the interrelationship between 
heart disease and mental health serves as a perfect example. 
Important Canadian studies have shown that depression is 
associated with worse outcomes following a heart attack, 
including increased mortality. This underlines the impor-
tance of screening and early identification of depression in 
people who have become physically ill. 

The list of medical disorders that are associated with 
depression is very long and includes a variety of neurological 
disorders (such as stroke, Parkinson’s disease and the demen-
tias such as Alzheimer’s disease), heart and lung diseases, 
endocrine disorders and cancer. However, there is recent 
evidence that even if depression is associated with a medical 
illness, the outcome with treatment is equally favourable.

Many of the common symptoms of depression are actu-
ally physical. The fact that depression leads to sleep dis-
turbance, appetite change and loss of energy demonstrates 

that depression is both a mental and a physical condition. 
In addition, depression may indirectly cause physical ill-
ness when people neglect their health, for example, by not 
taking their medications regularly or by not eating well. It 
should also be noted that sometimes physical illnesses can 
mimic depression. 

The psychological impact of physical illness is highlighted 
by the article on diabetes. It is clear that individuals who suf-
fer from acute or chronic illnesses must learn to adjust and 
adapt. It is important that healthcare professionals be aware 
of the need for support and counselling, and indeed self-help 
groups may be extremely valuable as people learn to cope.

Finally, it is clear that mental health and physical health 
are intimately connected. The articles in this edition of 
Network that highlight the importance of exercise and good 
diet provide critically important messages. There are numer-
ous studies that demonstrate the significant benefits of 
exercise on mental health, with improvement of both mood 
and anxiety symptoms. Certainly the importance of a well-
balanced diet cannot be over-emphasized, and as the article 
on obesity suggests, excessive weight gain can complicate 
both physical and mental illness.

Although we have come a long way since Descartes, there 
is still much left to understand about the interplay between 
mind and body. Congratulations to Network magazine and 
CMHA for highlighting these important issues and for 
making this information available to all.

Dr. David K. Conn is psychiatrist-in-chief at Baycrest, 
associate professor in the Deptartment of Psychiatry, University 
of Toronto, and co-chair of the Canadian Coalition for 
Seniors’ Mental Health.
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What may have been mere 
conjecture only a decade ago is 
now a well-established medical 

fact: heart disease and depression 
are inextricably linked. 

According to Dr. Brian Baker, associate professor of psychiatry at the  
University of Toronto and spokesperson for the Heart and Stroke Foundation,  

“Until the mid-90s, nobody realized that so many cardiac  
patients were getting depressed.”

T

More  
Than a  
Broken  
Heart

he risk of depression among heart patients 

is “3 to 5 times what you’d expect,” says Dr. 

Baker, and people with depression don’t do 

as well recovering from a heart attack. “Since 

the mid-90s, cardiac specialists, rehab spe-

cialists, GPs and psychiatrists have become 

more aware that cardiac patients are at 

greater risk for developing depression.”
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The fact is that over the next 20 years, 
heart disease and depression are expect-
ed to top the list as leading causes of dis-
ease burden worldwide. “They’re linked, 
definitely,” explains Dr. Baker. “If you 
already have heart disease, you are more 
likely to be depressed and you are less 
likely to do as well from a heart health 
perspective. That is, your survival and 
cardiac outcomes are worse. And that’s a 
really big problem.”

“We know that after a heart event 
— a bypass, heart attack, or even a 
diagnosis of heart disease — 1 out of 6 
people will have a major depression and 
1 out of 6 will have a minor depression. 
And both of these groups will have a 
worse outcome in terms of survival.”

“Now there’s evidence that people who 
are depressed earlier on are more likely to 
develop heart disease. Their risk ratio is 
only about 1.5 or 2 times, but it does 
increase their chances of getting coronary 
artery disease,” says Dr. Baker. “That’s an 
interesting new development.”

“The link between depression and heart 
disease is fairly complex and intertwined,” 
explains Dr. Jaan Reitav, psychologist with 
the Cardiac Rehabilitation and Secondary 
Prevention Program at the Toronto 
Rehabilitation Institute. “If you take people 
who’ve had chronic depression or anxiety 
through their early adult years, they do 
tend to be at more risk for heart disease 
and/or heart attack. So they are vulnerable 
and that’s important to understand.”

“In addition,” says Dr. Reitav, 
“depression is the kind of condition that 
often presents to the family doctor with 
a variety of physical symptoms — the 
so-called ‘masked depression.’” 

When the doctor diagnoses the under-
lying depression, there’s the risk that all of 
the physical symptoms will be attributed 
to depression, and not taken as seriously. 
But in fact, Dr. Reitav continues, “these 
people are at risk for cardiovascular dis-
ease, and possibly having a heart attack 
down the road. So they need to be 
monitored closely for their mental health 
status as well as advised of their heart 
health risks.”

The combined challenge of depression 
and heart disease is a significant one.

As Dr. Reitav explains, “If the person 
with a history of depression does have 
a heart attack, the mountain they have 
to climb in order to be successful in 
their rehabilitation tends to be longer 
and steeper than someone without the 
depression.” 

That climb to recovery is more dif-
ficult for a number of reasons. “First of 
all, depression as a syndrome can really 
sap your motivation,” says Dr. Reitav. 
“You may not feel like getting out of 
bed to do even the basics, let alone 
getting yourself out to the rehab pro-
gram to participate in an active exercise 
program. In addition, you’re expected 
to do the exercises at home five times a 
week and keep a daily log of your activ-
ity. So you can imagine if you’re strug-
gling with depression how difficult that 
would be. There’s a real risk that people 
will begin to fail at rehab because of 
their depression.”

Toronto Rehab’s Cardiac Rehabili-
tation program, one of the largest in 
North America, treats close to 1,600 
people a year who are recovering from 
heart disease and/or surgery. The goals of 
the program are “to prevent and limit the 
physiological and psychological effects 
of cardiac illness, and to improve overall 
cardiovascular fitness and health.” These 
goals are achieved through individual-
ized programs of exercise, education and 
lifestyle modification.

The evidence tells us that participa-
tion in a cardiac rehab program is ben-
eficial to recovery and may reduce the 
risk of additional cardiac events. 

Dr. Reitav adds, “It’s vital that where 
there is a previous history of depression 
or the person shows up with a mild or 
moderate depression, that they should 
be identified right away and additional 
treatment provided for the co-occurring 
depression. That’s very important. If 
you aren’t able to help the patient deal 
with it from day one, then the overall 
effectiveness of your rehab program 
is undermined and the patient may 
become discouraged and drop out.”

Identifying patients with low but per-
sistent levels of depression can be chal-
lenging. The experience of having had a 

heart attack will itself prompt a normal 
response of shock, sadness and grief. 
Almost all heart patients feel down ini-
tially. The trick is to identify those who 
are struggling to recover, and who require 
closer, ongoing attention. Mild depres-
sion is an ongoing mood disorder that is 
not just contingent upon life events. 

“Those with mild depression are 
those who don’t bounce back,” says Dr. 
Reitav. “Usually it’s your family and 
loved ones who gather round you and 
start helping you and cheering for you. 
This helps a lot in term of mobilizing 
your energies to get going and partici-
pate in the rehab. Those who have no 
family supports or are socially isolated 
are very much at risk and can become 
depressed in a mild but persistent way.”

“There are also lifestyle challenges 
to participating in the rehab program. 
People may arrive at the program with 
either good or bad health habits. If we 
take the worst case scenario, we may 
have someone who smokes, or who is 
obese, or who drinks beyond a social 
level, and all of these poor health habits 
compound the challenge of recovery.”

“Of course, depressed people are not 
immune to these health habits. There is 
even some evidence that teenagers who 
smoke may be resorting to cigarettes in 
order to manage their mood, and may 
go on to struggle with anxiety or depres-
sion as adults. So there is a further co-
morbidity present in terms of proneness 
to smoking. Social isolation, smoking, 
and obesity are all factors that add to the 

“There’s increasing 
evidence that the 
best thing to do 
with a minor 
depression is send 
people to a rehab 
centre and get them 
to exercise.”
Dr. Brian Baker 
University of Toronto
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challenge of recovery.”
Anger is another consideration for 

some heart patients. “Beyond the classic 
Type A personality, many of our 
depressed people will report feeling very 
irritable,” says Dr. Reitav. “They typi-
cally tend to describe feeling uncom-
fortable or awkward in social situations, 
as well as being quick tempered or easily 
annoyed. These too can be part of the 
clinical picture of depression.”

So what to do about the depression? 
Says Dr. Baker, “There’s increasing evi-
dence that the best thing to do with a 
minor depression is send people to a 
rehab centre and get them to exercise. 
This type of depression can be monitored 
and treated if necessary, but if you have a 
major depression, there’s ample evidence 

fastfacts

See www.ontario.cmha.ca/network for sources

   Number of people who have a heart  
attack who also experience depression.

 mllo   Estimated number of Canadians  
who live with some type of cardiovascular disease.

%  Proportion of Canadian heart attack survivors 
who don’t participate in cardiac rehab programs, despite 
evidence that they improve functional ability and quality of 
life and may help reduce the risk of recurrence.

that there are good treatments avail-
able. The SSRI medications [selective 
serotonin reuptake inhibitors, commonly 
prescribed for depression] are effective 
and safe for cardiac patients,” asserts Dr. 
Baker. “As for psychotherapies, we’re still 
trying to work out the best approaches 
for major depression in this population. 
Feeling supported is an important posi-
tive factor for those who are depressed.”

It is difficult to overemphasize the 
need to identify the risk for depression 
in the context of heart disease. As Dr. 
Reitav explains, “It’s not only that your 
cardiac patient may have another condi-
tion called depression alongside their 
heart condition. These two conditions 
interact, like a chemical reaction, and 
the negative impact from each on the 

Depression can lead to unhealthy lifestyle choices,  
such as poor diet or lack of exercise.

Depression may cause abnormal heart rhythms, increased 
blood pressure and faster blood clotting.

Depression can elevate cholesterol levels.

Depression may result in chronically elevated  
levels of stress hormones.

Depression can elevate insulin levels.

source: Mayo Clinic

“People who have  
had chronic 
depression or  
anxiety through  
their early adult  
years tend to be  
at more risk for  
heart disease and/or 
heart attack.”
Dr. Jaan Reitav 
Toronto Rehabilitation Institute

person’s ability to successfully meet the 
challenge of a rehab program is com-
pounded. It’s not just one plus one.”

“Depression impacts the heart con-
dition negatively in many, many ways 
— motivation, behaviour, habits, self-
esteem and focus. You must identify the 
mood problem quickly and start helping 
the patient to aggressively manage both. 
Otherwise, rehabilitation can be a daunt-
ing uphill struggle that the person does 
not feel ready, or equipped, to tackle.”

For More Information

Heart and Stroke Foundation
www.heartandstroke.ca

Toronto Rehab
www.torontorehab.on.ca
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pound

of
cure

You’re a strapping 16-year-old high school student. 
You’re active, you play soccer and other sports.  

By all accounts, you’re considered a “health nut.”  
You’re six feet tall and a trim 180 pounds. But  

by age 20 your weight has shot up to 250 pounds.  
And before you know it, it’s 315.
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knows what it’s like to gain weight. At the age of 
1�, Chris began to experience the early signs of 
psychosis. By the time he was 19, he had been 
diagnosed with schizophrenia and was prescribed 
the antipsychotic medication  risperidone. Chris 
later switched from risperidone to clozapine, 
and after several years of treatment, he was well 
into recovery — his psychotic symptoms were 
much improved, his thinking was much clearer. 
But his weight was way, way up.

}
Chris Johnson

In Canada, adult obesity rates have 
more than doubled over the past 25 
years. People with psychotic illnesses 
are at increased risk for weight gain 
and related conditions, such as diabe-
tes and heart disease. Even so, medical 
attention is often focused on managing 
the psychiatric illness at the expense of 
other serious conditions. 

“Weight gain is a very serious mental 
health issue which isn’t actually rec-
ognized by many physicians or many 
clients and their families,” according 
to Dr. Suzanne Archie, clinical direc-
tor of the Cleghorn Early Intervention 
in Psychosis Program at St. Joseph’s 
Healthcare, Hamilton, and a founding 
member of the Ontario Working Group 
on Early Intervention. “It’s quite com-
plex because the illness schizophrenia, in 
and of itself, increases the risk for weight 
gain, just as the illness depression also 
increases the risk for weight gain.”

The reasons for this are not fully 
understood. “It may be related to some 
of the chemical imbalances that occur 
with these disorders,” explains Dr. 
Archie. “There are changes in hor-
mones. Some of these changes can alter 
the brain’s regulation of hunger and 
metabolism — so these chemical imbal-
ances can change not just mood, but 
cravings for sweets.”

“Another part of it is that the symp-
toms that people experience impair 
their ability to engage in physical activ-
ity or to maintain healthy lifestyle hab-
its. So if you lack motivation, energy, 

or drive, then that’s going to impact on 
weight gain.”

“And then there are social factors. If 
you have a change in functioning and 
you’re not able to work consistently, 
then you may have to go on disability, 
and then you may not have the budget 
to buy fresh foods.”

“But probably the biggest factor is 
the medication,” Dr. Archie concludes. 
“The medications themselves promote 
weight gain. They have an effect on 
appetite so people have a hard time 
knowing if they’re full. So they can eat a 
lot more than they used to. The weight 
gain — and perhaps the medications 
themselves — can then lead to changes 
in their triglycerides, cholesterol, and 
blood sugar, which can increase the risk 

for diabetes and heart disease.”
Reflecting on the role that food 

came to play in Chris Johnson’s life, 
especially in the earlier days of his ill-
ness, his mother Charlotte observes: 
“It’s almost the only kind of gratifica-
tion [a person with a psychotic disor-
der] has at that point because they’ve 
lost everything else. Chris couldn’t 
read. He couldn’t concentrate. What 
else is there to do? He ate, and he 
started to smoke — about 40 cigarettes 
a day for a couple of years. And that 
was very unusual for him.”

The fallout from weight gain can be 
significant, not only in the way it exac-
erbates medical risk factors, but also in 
terms of the psychological and social 
experience of day-to-day life.

% 

Rate of obesity in young adults aged 
25 to 34. According to Statistics 
Canada, over the past 25 years, the 
rate has risen from 9%. The rate of 
obesity in adolescents aged 12 to 17 
has tripled, from 3% to 9%.

 tmes  

How much higher the rate of obesity 
is in persons with schizophrenia, 
compared with the general population.

 tmes  

How much more likely persons with 
schizophrenia who are obese are 
to request discontinuation of their 
particular antipsychotic medication 
due to concerns about weight gain, 
compared to non-obese peers.

 tmes
How much more likely persons with 
schizophrenia who are obese are to fail 
to adhere to treatment regimens.

fastfacts See www.ontario.cmha.ca/network for sources
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effects of  
weght ga o 
people wth 
schzophrea

Health risks:
• Hypertension
• Atherosclerosis
• Type 2 diabetes mellitus
• Cardiovascular disease and stroke
• Stigmatization

Non-adherence to treatment
Further impairment of quality of life
Social withdrawal

When people are overweight, they 
are stigmatized by society. “They 
are already dealing with the stigma 
of mental illness and now they also 
have to deal with the stigma of being 
overweight,” says Dr. Archie. “People 
do not understand, and blame them 
— and that’s really unfair. It makes 
it very discouraging. So medication 
side-effects continue to be a big issue 
in helping people get better. Weight 
gain in particular causes problems with 
quality of life, low self-esteem, self-
image, and body image.”

Compliance too is at risk. People may 
stop taking their antipsychotic medica-
tions because they don’t want to gain 
weight, explains Dr. Archie. “If they’ve 
gained 15 or 20 pounds and they’re 
scared they might gain another 15 or 20 
pounds, then that fear can lead to them 
stopping their medication.” 

Despite that possibility, Chris didn’t 
stop taking his medication. He is, in fact, 
still taking clozapine. But the good news 
is that he’s managed to lose more than 
50 pounds. He attributes his success to 
several lifestyle changes he’s made. 

“There are a couple of factors,” he 
explains. “In the past I was eating lots 
of food, just pigging out on lots of stuff 
as a coping mechanism. We’d buy a pack 
of 24 popsicles and I’d eat them all. Or I 
might get two pounds of candy and I’d 
eat it. So I cut down on the foods I eat 
too much of. That’s one thing.”

“The second thing is I’m more active. 
I’m doing stained glass creations, and I 
walk a lot now. I’m active. So that 
probably helps with the weight loss.”

With his family’s support and 
encouragement, Chris joined a local 
fitness facility. “I started my exercis-
ing last summer,” Chris recalls. “I was 
watching a show about a bounty hunter 
and it showed him lifting weights and I 
thought, ‘I should do that.’ I used to do 
a lot of that in high school.”

Now 25, Chris has his weight down 
to 265. He’s changed both his eating 
and his exercise habits, and he has his 
sights set on 220 pounds. “One strat-
egy is to eat breakfast. I used to have 
lunch and then have a huge supper and 

then pig out all night. I’m also on a 
Weight Watchers diet. I’ll have oatmeal 
for breakfast, and it helps cut the crav-
ings for sweets.”

Dr. Archie’s clinical findings con-
firm Chris’s success as more than an 
anomaly. She has observed that people 
who continue to exercise regularly tend 
not to gain the weight. But the exercise 
must be consistent. Basically, it’s what 
everyone should be doing — a mini-
mum of 30 minutes, five or six times a 
week, at a fairly vigorous pace. Walking 
is okay if you feel a little hot and 
sweaty; it’s got to burn the calories.

Even though it can be difficult to 
exercise during some stages of the ill-
ness, Chris believes that some degree 
of activity, no matter how little, is 
possible at virtually every point — and 
that every little bit helps.

“I call them baby steps,” he says. 
“For instance, someone with a first epi-
sode may not be able to take huge steps, 
but they might be able to do baby steps 
in that direction. So if I go to the gym 
three or four times a week, well maybe 
they could go twice a month. It’ll be 
different for each person.” Chris finds 
lifting weights is fun and immediately 
gratifying. Over time, he has added 
in some cardio training. He finds that 
exercise helps with depression and is 
generally therapeutic.

“I don’t think we even knew the 
potential for weight gain was so great,” 
says his mother Charlotte. “But you 
know what, even if we’d been told, the 
whole family was in crisis and working 
through the stages. We all had to come 
to terms with the fact that he has this 
illness and will have it for the rest of 
his life. I don’t know if anybody had 
the energy to focus on physical health 
until, as Chris says, he became more 
well mentally and his thinking pro-
cesses cleared. Once his depression was 
dealt with, only then could he begin.”

“My mind got healthier, so I had more 
discipline, and more of a game plan,” 
says Chris. “So as soon as my mind 
started getting better, my body started to 
get better too. That’s what allowed me to 
start vigorously working out.”

“Weight gain is 
a very serious 
mental health issue 
which isn’t actually 
recognized by 
many physicians 
or many clients 
and their families.”
Dr. Suzanne Archie 
St. Joseph’s Healthcare, Hamilton



In Search of  
Support

Rosalyn Broughm has spent the past year adjusting to the 
realities of living with type 1 diabetes. While she is first to 
acknowledge the emotional support provided by her hus-
band — “He was there for me. He was very supportive. He 
tried to make sure I was never alone. He did everything he 
knew how to do to help me” — she discovered there were 
limits to the type of support possible from friends and fam-
ily. They did not share her type 1 diagnosis — they lacked 
an intimate experience of the illness. 

Susan Holder agrees. “With close friends and others,” 
she observes, “people are unable to understand what it’s 
really like.” Susan has cancer and underwent a series of che-
motherapy sessions last year. She was struck by the effects 
the illness had on her personal relationships. “Of course, 
family and friends are very important,” she says. “But there 
are highs and lows. People who are uncomfortable with not 
knowing what to say, say nothing — as opposed to admit-
ting that they’re uncomfortable.” 

Like others with a diagnosis of serious illness, Susan wres-
tled with her own feelings of discomfort around acknowl-
edging her condition. “When I was going for a massage, I 
had to fill out the ‘tick the box’ section on the release form. 

And of course, cancer was there and I didn’t tick it. And my 
daughter who was with me said, ‘You’ve got to tick the can-
cer box!’ And you just don’t want to be in that box.” 

Pat Brown is a program manager at Wellspring, a network 
of support centres in southern Ontario for people affected 
by cancer. She’s well aware of the stigma that exists. “Even 
though cancer’s becoming much more prevalent in the news, 
there still are people who have a hard time talking about it.” 
Parents will ask, “‘When do I tell my kids? Or do I tell my 
kids?’ So it’s not just about talking in the community, it’s 
about talking at home.”

Beyond friends and family, the power of care providers and 
their medical settings to provide psychological support should 
not be underestimated. “The cancer centre does a fantastic job 
of making you feel comfortable, physically and emotionally,” 
says Susan. Rosalyn says of her endocrinologist, “She is just 
amazing. She cares, she listens, she gets right to the point and 
she’s given me all kinds of advice that’s helped me manage my 
diabetes… She’s done a lot of things that have affected me 
mentally, that have brought my stress levels way down.”

Rosalyn also participates in a peer support group for 
people with type 1 diabetes, and she can’t say enough good 
things about it. “We’re only two or three people, but you 
leave there feeling so much better you just have to come 
back. It’s not just about information, but it’s the fact that 
we understand each other and you can actually talk to some-
body who doesn’t minimize your problem. This group is a 
lifeline. I wouldn’t want to be without it.”

The bond of common experience is a powerful one. Pat 
Brown sees it every day at Wellspring. “People can come here 
and know there are others who understand where they’re at. 
You don’t have to have exactly the same kind of cancer, or 
have been in the identical spot, but at least there’s a comfort 
factor that allows you to say,  ‘Okay, I’m making that first 
big step to taking care of me.’”

For more information, visit www.wellspring.ca.

Coming face to face with a life-threatening illness is a transformative challenge.  
With diagnosis comes shock and an ongoing process of accommodation to the illness itself, to the 
medical interventions that may accompany it, and to a new view of self and future. Throughout 

this process, people often look to family, friends and beyond for comfort and support. Social 
support is good for your health. But it’s not always simple.

“It’s not just about information, 
but it’s the fact that we 
understand each other and  
you can actually talk to 
somebody who doesn’t 
minimize your problem.” 
Rosalyn Broughm
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he letters on the window read “LEARN,” for Learning Employment 
Advocacy and Recreation Network. An innovative component of the 
Centre for Addiction and Mental Health’s first-episode psychosis program, 
LEARN is designed to help young people re-integrate into school and 
work as recovery allows.

Inside the front door, the lighting levels are subdued — track lights, 
rather than fluorescent fixtures, are used. The walls are painted in earth 
tones, the layout is casual. Together, these features bring a sense of calm 
and comfort. Within this setting, through a range of programs, LEARN 
provides a holistic approach to recovery and reintegration, recognizing 
that the whole person — body and mind — must work together in order 
to maintain health and reduce the risk of additional psychotic episodes.T

0n a busy street in west Toronto sits an 
unassuming storefront. But rather than hardware or hairdressers, 
this building houses a community-based service that offers the 
hope of a productive and fulfilling future to young people who 
have experienced a first episode of psychosis.
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Towards the back of the space, a large, open kitchen is the 
home of LEAN, the Learning Essentials about Active life-
style and Nutrition program. Initiated in September 2004, 
it is both a food security and healthy lifestyle program that 
enables participants to acquire and consolidate the skills to 
plan, budget, shop and cook in a health-conscious, budget-
savvy way. LEAN also promotes the importance of regular 
physical activity. It runs for 20 weekly sessions and is geared 
to those who are living independently, or who plan to. Some 
people attend more than one series of sessions.

“Most of the LEAN groups involve shopping and cook-
ing,” explains Tara Laing, the occupational therapist who 
co-leads the program. “But we’re trying, too, to have a mini-
lesson, often based on some of the things we’ve identified as 
learning needs in previous weeks. So if something comes up 
that we need to go over, we’ll review that in the beginning. 
Like some of the safety things, for example.” 

“This is basically a community kitchen idea, where the 
participants take the food home with them,” Tara continues. 
“We say it’s okay if they want to sample it before they go, 
but we’re not sitting down here and having a meal. We’re 
making a meal that they will take away.” 

Outside of LEAN, it’s not unusual for some of the young 
cooks to share their meals with others. As Tara notes, “One 

of the neat things that’s come out of LEAN is that some of 
the folks will make dinner for their families on the days that 
they bring it home from here. And that’s been a really great 
feeling for them, to feel ‘I made the dinner and everybody 
loved it.’ It can be a really positive experience.”

Goals include learning to prepare an entire meal, not just 
contributing one piece to a group project, emphasizes Tara. 
“This isn’t a group where we all come in and make one dish 
together and I cut the onion so that’s what I learned today. 
People are either making their own meals or making them 
in pairs, and we really leave it up to them. We try to do this 
group with our hands tied behind our backs. We’re here for 
questions and suggestions. But people are actually cooking 
for themselves and surprising themselves with how much 
they can do. Some are going on to do more and more.”

Many of those attending LEAN are learning about nutri-
tion, food safety and cooking skills for the first time. And 
all of them seem to like it. Sean, for one, thinks, “It’s great. 
It’s good for strategies for living on my own and cooking 
good, healthy food for cheap.” He likes learning about how 
to make different foods, and he appreciates the variety of 
recipes offered by The Basic Shelf Cookbook that LEAN uses. 
Others agree that the recipes are very useful at home.

Beyond basic skills, the program helps participants to 
think critically about food choices and view their own 
actions within a larger social context. Mark Dwyer, recre-
ation therapist and co-leader with Tara, comments, “We 
have outings such as going to an organic greenhouse.” And 
Tara adds, “We spent a session watching Supersize Me [a 
documentary film about the health effects of eating from the 
McDonald’s menu] and discussed why we were showing it 
— because so many young people live on fast food.”

In another session, continues Tara, “We did a contest 
where people had to get the most out of the money they 
were given. We found out the items that were most lacking 
at the food bank, and everybody had to go out and get as 

Kitchen crew: staff and students of the lean program practice their cooKing sKills.

LEAN is both a food security 
and healthy lifestyle program 
that enables participants to 
acquire and consolidate the 
skills to plan, budget, shop and 
cook in a health-conscious, 
budget-savvy way.
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much as they could of the needed items — which forced 
them to bargain shop and economize — and then as a group 
we went to the food bank and made a donation, which was 
pretty neat. I think they felt good about doing that and also 
learned a few things.” These sessions also help to strengthen 
their community connections.

Staff are well aware of the risks of obesity and related 
issues that challenge the LEAN population. “A lot of our 
clients have experienced weight gain,” says Tara. “We have 
a new dietician coming in, and we’d like her to specifically 
address these sorts of issues. We thought we might have 
people fill out anonymous questions, on things like obesity, 
heart disease or diabetes, that she could answer.”

“One of the things we’ve struggled with,” admits Tara, 
“is how to make more exercise happen because we think it’s 
very important.” Mark adds that “LEAN actually started 
out as a two-day program, with cooking on the first day 
and doing exercise on the second day. But it became dif-
ficult logistically, and also everyone was showing up to eat, 
but people weren’t showing up to exercise. Because if people 
aren’t motivated to do that, it’s difficult to get them going.” 
It remains a challenge.

While learning about nutrition and fitness are the main 
focus for LEAN, the experience is about so much more. 
Preetha, another LEAN participant, shares her story:

“I was diagnosed with psychosis just over a year ago. I 
was doing my fourth year of computer engineering at the 
University of Toronto. And in November I had the illness 
and I was told to take some time off school. Being an engi-
neering student I was used to being under stress and having 
something to do. Having absolutely nothing to do was very 
hard on me. So I started coming to LEAN and started cook-
ing. I’d never really cooked before and wasn’t good at it.”

“But coming to LEAN is not just about the cooking, it’s 
also being a part of LEARN and being in touch with staff 
who are really, really, really great people. First of all, it gives 
you something to do and it also allows you to mingle with 
other people. Following the illness, when you’re off school, 
you tend to feel isolated and alone. So it’s nice to see that 
there are other people who are going through what you’re 
going through. It’s nice to have people to socialize with who 
know where you’re coming from.”

James, also a LEAN participant, agrees: “I get to meet 
people and get to experience cooking and it challenges me 
to use my mind and use my communication skills. It teaches 
me patience and how to get along with people. It’s just good 
experience.”

And another adds, “I’m coming here and meeting new 
people and seeing new faces. It’s really nice. And old faces 
too. And everyone’s always really nice and together. And it’s 
weird because not only do you see these people once a week 
but you see the miraculous changes that they go through. 
Like just bettering themselves from being in the program.”

At LEAN, clients meet each other, shop and cook and 

All recipes in The Basic Shelf Cookbook are prepared from one 
list of low-cost, nutritious ingredients. Most ingredients have a 
long shelf life, and few require refrigeration. All the recipes are 
low in fat, quick and easy to make, and require a minimum 
of cooking experience and equipment. They are designed to be 
economical without sacrificing nutritional value and taste. 
Published by the City of York Health Unit, The Basic Shelf 
Cookbook was updated and revised in 2004. Available from 
the Canadian Public Health Association at www.cpha.ca.

learn together. They do real things in a community setting. 
And through this integrated approach, LEAN promotes 
recovery and provides the tools for prevention that will 
enable clients to realize and maintain good health.

The benefits of LEAN extend well beyond the kitchen. 
Mark suggests that clients are empowered by the approach. 
“People just feel better about themselves — more confident. 
We get a lot of people who, when they first step in the door, 
find it difficult to make eye contact or talk about themselves. 
But when we do a group like this and put the power in their 
hands to take control over making something and seeing the 
product from start to finish, it feels as though they’ve accom-
plished something.” 
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diabetes

According to the Canadian Diabetes 
Association, more than two million 
Canadians presently live with diabetes. 
While 90 percent of diabetes cases are 
type 2 variety — the form most amenable 
to treatment through modifications 
to diet and exercise — the number of 
cases in Canada is expected to rise to 
three million by the end of this decade. 

m e n t a l  h e a l t h

+
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Diabetes is a 
difficult disease  
at the best of  
times. For those  
who are living with  
both a psychotic 
disorder and 
diabetes, the 
challenges are  
even greater.

diabetes
At the Centre for Research in Women’s 
Health at Women’s College Hospital in 
Toronto, psychiatrist Dr. Mona Gupta 
is leader of the Mental Health and 
Medicine program, which is devoted to 
the care of patients who have concurrent 
medical and psychiatric problems. Most 
of the patients who see Dr. Gupta have 
had a diagnosis of some major medi-
cal condition already. She herself has a 
special interest in diabetes and works 
very closely with the hospital’s diabetes 
education program (TRIDEC) and the 
endocrinologists, based on a model of 
integrated service delivery.

Among the mental health problems 
that come her way, depression is com-
mon. “From a traditional medical point 
of view,” says Dr. Gupta, “the main 
things we tend to see are major depres-
sion, or people being troubled with 
depressive symptoms.” Increasingly, 
research is confirming links between 
diabetes and depression. It is estimated 
that people with diabetes are twice as 
likely to experience depression as those 
without. And as one TRIDEC hand-
out explains, “Depression may make 
diabetes more difficult to manage and 
diabetes can make it harder to recog-
nize and treat depression.”

Dr. Gupta and her colleagues also 
see anxiety symptoms and troubles 
around eating. Managing the demands 
of eating, checking sugars, and, for 
some, taking medications can take its 
toll over time, particularly when cli-
ents realize that these demands are not 
temporary but will define a new way of 
living and being. 

People also have difficulty with their 
diabetes in ways that transcend diag-
nostic categories, observes Dr. Gupta. 
“They may have depressive symptoms, 
anxiety symptoms, or trouble with 
their eating, but if you look a little 
beyond that, there are ways in which 
the management of the diabetes has 
been caught up in a difficult interper-
sonal relationship.” So, while manage-
ment of the illness is a problem, it 
may be occurring in the context of an 
abusive or conflictual relationship.

“Or,” she adds, “you might find 
others where the experience of manag-
ing the illness is quite traumatic, and it 
reactivates upsetting or traumatic expe-
riences from earlier in life. And while 
those people may not necessarily have 
classic post-traumatic symptoms, their 
experience gets channeled into the way 
they manage their illness — where 

                                                                           Ontario, the 
Canadian Diabetes Association reports that 706,500 people — or 7.5 
percent of the population — have been diagnosed. According to the 
Ministry of Health Promotion, another 200,000 may be unaware that 
they have the disease. Diabetes can make its advance without much 
fanfare. But it is a very serious chronic and progressive disease with 
links to depression, cardiovascular illness and several other serious 
health complications, including blindness and kidney failure. It is a 
difficult disease to live with and can be a challenge to manage — both 
medically and psychologically.

In
management of the illness is almost 
like re-traumatizing themselves. So we 
see things that don’t fall cleanly into the 
usual diagnostic categories.”

TRIDEC — the Tri-Hospital 
Diabetes Education Centre — was 
the first diabetes education cen-
tre established in Ontario, 35 years 
ago at Women’s College Hospital in 
Toronto. According to Gwen Morgan, 
a TRIDEC social worker, at the time of 
its inception TRIDEC was pioneering 
in its recognition of psychosocial issues 
and the need to treat the whole person 
and not just the disease. Today there  
are 50 diabetes education centres across 
the province, most of them operating 
from hospitals.

On an ongoing basis, TRIDEC 
offers a two-day educational program 
for clients diagnosed with either type 2 
or pre-diabetes. The course is accessed 
by both the newly diagnosed and those 
not so new to the illness. The course 
helps clients learn about diabetes and 
develop the self-management and cop-
ing skills they’ll need to live well with 
this chronic disease. From Dr. Gupta’s 
perspective, one of the things that’s so 
great about working with TRIDEC 
and the endocrinology group is that 
“they have a very sensitive appreciation 
of the fact that management of illness 
is a psychological task — it’s not just a 
medical, scientific task.” 
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The challenges only start there. 
Diabetes is largely an invisible disease 
in that others may not know a per-
son has diabetes without being told. 
Patients tell Dr. Gupta that when 
they’ve told others, the response has 
often been, “Well at least you don’t 
have cancer,” or “At least you haven’t 
had a heart attack.” Compared to these 
other conditions, diabetes tends not to 
garner much sympathy. 

“I think it makes the whole inter-
nal psychological process that much 
more difficult,” Dr. Gupta reflects, 

“when you feel like ‘I’m really strug-
gling inside, but everybody else seems 
to think this is no big deal, so why 
am I having so much trouble?’ There’s 
a conflict there between what you’re 
going through and what you think you 
should be going through.”

“One thing that I find with adults 
is the remarkable extent to which they 
feel that they’re facing the disease on 
their own, that they don’t have sup-
port. Even if there are people in their 
lives, they can feel that those people 
either don’t understand or can’t really 

help them.” She adds that this type of 
experience points to the limits of self-
care and reminds us of the ongoing 
need for access to high-quality supports 
and services. Otherwise, she says, “I 
do think it does leave people with that 
feeling of being alone.”

Diabetes is a difficult disease at the 
best of times. For those who are liv-
ing with both a psychotic disorder and 
diabetes, the challenges are even greater. 
The psychotic illness itself can make self-
care in general more difficult. And those 
living with psychotic disorders often face 
employment, income and housing insta-
bility and related food security concerns. 
So, managing diet and related behaviours 
such as exercise can pose an extreme chal-
lenge for this population.

Dr. Gupta suggests that this issue has 
not yet been adequately tackled by the 
diabetes community. Recognizing the 
additional challenges that many with 
chronic mental illness face — such as 
difficult financial situations, limited 
family contact and lack of community 
support — she thinks that this problem 
is going to challenge the way in which 
diabetes education has been delivered 
up until now because of the presump-
tions that are made about patients and 
their abilities.

“I don’t think many of those assump-
tions can apply to that group. And I 

component of the TRIDEC program focuses on stress and stress 
management. For many, the diagnosis itself is a major stressor. Dr. 
Gupta explains that “there’s a huge process there of grieving, of feeling 
angry, of feeling overwhelmed, of being almost existentially challenged. 
The question for many is, ‘Why me? What have I done?’ And 
individuals will answer that question in various ways.”

one

fastfacts

See www.ontario.cmha.ca/network for sources

 mllo
Number of Canadians with diabetes.

 mllo
Estimated number of Canadians who will have  
diabetes by the end of the decade.

,
Number of Ontarians with diabetes, or  
7.5% of the population.

% to  % 

Percentage of patients with diabetes who meet  
the criteria for depression (twice the rate of the  
general population). 

 to  
Number of times more likely Aboriginal  
people are than the general population to develop  
type 2 diabetes.
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Chronic disease 
is a “deeply 
transformative 
experience. Many, 
many people struggle 
with it…. There is 
no shame, and there 
is no surprise, that 
somebody would 
have difficulty coping 
with that.”
Dr. Mona Gupta 
Women’s College Hospital

think there may be a beneficial spin-off 
to the people who don’t have chronic 
psychotic disorders, because it may be 
by developing new models of educa-
tion and care that we’re actually able 
to take a bit of pressure off the people 
who don’t have psychotic disorders, 
because maybe they too will be offered 
a bit more support from the institu-
tional providers.”

“I think that people can experience 
the trend towards care in the commu-
nity and self-care as a lack of support 
or even as abandonment, rather than 
an opportunity for independence and 
autonomy. I think when we finally 
get a grip on the massive increase in 
diabetes amongst people with chronic 
psychotic disorders, I don’t think we’re 
going to be able to use those strategies 
and I don’t think that promotion of 
self-care and care in the community is 
going to be the solution.”

“Models like TRIDEC where people 
come several times, often over a course 
of weeks, among other things, pro-
vides people with the opportunity to 
meet others with similar issues and 
share information, ideas and support. 
Because these sessions are open to par-

ticipants at any stage of their illness, 
and people can attend as needed over 
time, people are able to benefit from 
a wide range of knowledge and experi-
ence.” They in essence become hubs of 
psychological and social support.

Dr. Gupta is emphatic in stating that 
a chronic disease is a “deeply transfor-
mative experience. Many, many people 
struggle with it, and people experience 
their struggles in a variety of ways. 
There is no shame, and there is no 
surprise, that somebody would have dif-
ficulty coping with that. And I just want 
to make it clear that while it may be a 
minority of people who desire or need 
the services of a psychiatrist or social 
worker to help them with their strug-
gles, the struggle is very common.”

Ultimately, how they learn to engage 
in that struggle will determine how 
well a person is able to cope with and 
effectively manage their disease.

For More Information

Canadian Diabetes Association
www.diabetes.ca

Women’s College Hospital
www.womenscollegehospital.ca

Diabetes is a condition in which the body either 

cannot produce insulin (type 1 diabetes) or cannot 

effectively use the insulin it produces (type 2 diabetes). 

approximately 90 percent of people with diabetes have 

type 2. Type 2 diabetes usually occurs in adults over 40. 

Many people who have type 2 diabetes may display no 

symptoms.

pre-diabetes refers to blood glucose levels that are 

near but not quite at the level that defines a diabetes 

diagnosis. Many people with this designation may avoid 

diabetes through changes to diet.

signs and symptoms of diabetes

• Unusual thirst

• Frequent urination

• Weight change (gain or loss)

• extreme fatigue or lack of energy

• Blurred vision

• Frequent or recurring infections

• Cuts and bruises that are slow to heal

• Tingling or numbness in the hands or feet

• Trouble getting or maintaining an erection

source: Canadian Diabetes association

DiaBeTes BasiCs

What is diabetes?
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spring 200�, the Canadian Mental Health 
Association (CMHA) launched a national 
awareness campaign, “Practice Mind + Body 
Fitness,” to highlight the connection between 
physical and mental health and the need to 
take care of both. To mark Mental Health 
Week 2006, celebrated during the first week 
of May, CMHA is continuing the theme by 
encouraging people to take control of their 
health and take care of their mind.

IN

body
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Increasingly, CMHA branches in Ontario have been embracing 
the mind/body connection through a variety of innovative 
initiatives, ranging from public awareness programs through 
to the human resource policy level, client programming and 
new partnerships. 

Raising Awareness…
CMHA Thunder Bay Branch, along with several other 
mental health agencies, began its mind/body public aware-
ness program in conjunction with the national initiative in 
2005. “As local agencies we came together to plan and host 
over 20 workshops that were offered throughout the whole 
community. The workshops were all designed to focus on 
enhancing both physical and mental wellness and stressed 
the connection between the two,” explains Joanne Books, 
education and training coordinator.

In 2006, the Mental Health Week event is growing. 
CMHA Thunder Bay is again partnering with health agen-
cies, athletic clubs and businesses that promote the body/
mind connection. Joanne is pleased to report that “this 
project helped us form partnerships with a diverse group 
of community businesses that are now working with us to 
promote positive mental health as well as physical health.” 
Activities planned for this year will range from workshops on 
mindfulness and meditation to financial fitness. A 16-page 
program with details of all events will accompany the local 
newspaper to 43,000 homes in the community. 

Last year’s event was a big hit. “People loved the variety of 
the workshops offered,” says Joanne. “We really see the need 
for this type of awareness event. We’re living in a time when 
most of us are pretty stressed — with our work culture and 
our family lives — so taking time out for ourselves is becom-
ing more and more important to people, and I really think 
they see the need for this.”

Working from the inside out…
Practicing what it preaches, CMHA Peel Branch initiated an 
employee wellness program that is now in its third year of 
operation. According to Executive Director Sandy Milakovic, 
“We have a lot of consumers on our staff and we’ve seen over 
the years the impact of mental health on physical health and 
vice versa. So, we decided that for all of our staff it would be 
a good business practice to encourage them to think about 
what they’re doing to maintain their physical health.”

While consulting with staff about possible routes to bet-
ter health, the branch recognized that the financial costs 
attached to many health promoting services and activities 
could well be a barrier to change. So, in order to “walk the 
talk,” CMHA Peel instituted a benefit for each staff member 
— part-time included — of $250 yearly toward the purchase 
of health-promoting goods or services. 

Staff are required to apply for these monies and to explain 
how their mental health will benefit. But the list of possibili-
ties is long, varied and evolving, with examples ranging from 

yoga through painting, to gym memberships, reflexology 
and hobby materials.

People are very pleased with this policy. “It makes a big 
difference in terms of our own mental health in the work-
place and how we’re able to go about doing our jobs on a 
day-to-day basis,” notes Sandy. “And there’s a direct payoff 
to the clients that we serve because staff are feeling less stress 
and are able to get some additional support for leading a 
healthy lifestyle. It’s not just about how they approach their 
job, it’s that they believe in it, and they’ll be passing the mes-
sage along to clients.”

Healthy bodies, healthy minds…
Several CMHA branches in Ontario are developing or 
expanding the health promotion and prevention services 
available to their clients with serious mental illness. Sault 
Ste. Marie and SDG Prescott-Russell branches offer health 
and fitness programs that include health education, nutri-
tion, physical activity and smoking cessation. In both cases, 
these programs grew out of branch involvement with local 
chronic illness coalitions.

Drawing on the expertise and support of the Eastern 
Ontario Health Unit and the Healthy Rhythm Coalition, 
SDG Prescott-Russell developed their Focus on Fitness pro-
gram in 2004 to promote the physical and mental well-being 
of their clientele. The program consists of three components: 
The Walking Club offers short and longer walking circuits, 
aqua-fitness classes, training in a gym, yoga classes, and 
other opportunities to experiment with physical activity. 
Healthy Living provides educational sessions on nutrition, 
stress management, Tai Chi, and other topics. And Focus 
on Fitness clients participate in the annual Mental Health 
Awareness Walk, a community event that takes place during 
Mental Health Awareness Week. 

In Sault Ste. Marie, the Families in Training (FIT) program 
was initially designed as a heart health initiative for many com-
munities. The four-session program consists of Active Living, 
Smoke-Free Living, Healthy Eating and Stress-Free Living. As 
far as client feedback goes, according to mental health worker 
Marilou Scali, “They’re really interested in the Healthy Eating 
part of it, because quite a few of them realize they’ve gained 
many pounds since they went on medication. So they want to 
know how to eat right, how to eat right on a budget, how to 
cook, how to grocery shop, what to look for, how to read the 
labels… They want to know all of that. So there’s a really good 
response to anything we do with food.”

In the case of CMHA Cochrane-Timiskaming Branch, 
their Primary Care Pilot Project allowed for the development 
and delivery of a healthy lifestyle program. “The people that 
CMHA serves all suffer from mental illnesses,” explains 
Lynn Lamarche, the nurse who delivered the program. “As 
part of the primary care focus on wellness, we addressed 
some of their physical health needs as a way to also improve 
their mental health. The Healthy Lifestyles Program Group 

mind
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ran for two hours a week for two months. The first hour of 
each meeting consisted of teaching relaxation techniques, 
coping with anxiety, and self-care (nutrition, sleep, etc.).”

“For the second half of the meeting,” continues Lamarche, 
“a personal trainer and mental health worker with CMHA, 
Frankie O’Connor, offered the participants physical exercis-
es tailored to address the specific symptoms of their mental 
illnesses. For example, calming exercises like yoga for clients 
suffering from bipolar disorder, and higher impact aerobic 
exercises for depression. We had an evaluation at the end 
and the feedback was excellent.” Cochrane-Timiskaming 
Branch has plans for the program to run again.

All in the Family…
Meeting the mental and physical health care needs of people 
with mental illness is much easier and more effective when 
both services can be provided in the same location. A num-
ber of CMHA branches in Ontario are taking the collabora-
tive approach by bringing their community mental health 
expertise to Family Health Teams (FHTs).

The Ministry of Health and Long-Term Care has so 
far approved applications for 150 FHTs in Ontario. The 
Leamington and Area Family Health Team will be one of 
the first in the province to open its doors, and CMHA 
Windsor-Essex County Branch is on board as a partner. 

Other CMHA branches with a Family Health Team connec-
tion include Barrie-Simcoe, Brant County, Durham Region, 
Halton Region, and Peel. Those partnerships vary from 
branch to branch, and may include sitting as a member of 
the community advisory board, donating office space, and 
providing mental health staff. 

“In Barrie we have about 70 family doctors who’ve been 
working as part of a family health network, and it’s likely 
that 60 or so will sign up to be part of the FHT,” says Nancy 
Roxborough, executive director of CMHA Barrie-Simcoe 
Branch. Barrie has been approved for a team and they’re in 
the process of preparing their business plan. 

“I think the number one issue that doctors are struggling 
with,” Roxborough continues, “is how best to provide care to 
their patients who have mental health needs or have family 
members with mental health issues. Physicians themselves have 
identified this as one of their greatest needs. So the plan will be 
to eventually have 15 mental health allied health professionals 
working directly with the family doctors, doing assessments 
and providing treatment to those clients in need.”

Roxborough anticipates that the work will focus mainly 
on those with mental illness of moderate severity. While 
much of the CMHA branch funding provides for the sup-
port and treatment of people with serious mental illness, 
she explains that “many physicians struggle with the client 
group that may be dealing with various life crises or may 
experience anxiety, depression and mood disorders.”

“But,” she adds, “we also hope to identify early on those 
persons who may be exhibiting symptoms of first-episode 
psychosis. I think those two aspects will be critical. And 
there’ll also be a psychiatrist available as needed.”

“Ultimately, the hope is that if doctors do not need to 
spend as much time dealing with mental health issues, then 
there’ll be some space available for other people in their 
patient load, because we have about 40,000 people in Barrie 
who are without a family doctor. So there is that hope, that 
these changes will help to improve capacity for the FHT to 
pick up some new patients.”

“It’s really exciting,” concludes Roxborough. “I think I’ve 
enjoyed this community development process more than 
any other. The doctors are very, very passionate about this 
process and they’ve put a lot of effort into this. I’m sure it 
will be a huge success. And I’m sure the story is much the 
same throughout the province.”

to celebrate mental health weeK 2006, the canadian 
mental health association is encouraging everyone to 
maKe the mind/body connection.

CMHA branches in Sault Ste. 
Marie and SDG Prescott-Russell 
offer health and fitness programs 
that include health education, 
nutrition, physical activity and 
smoking cessation.
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By Michelle Gold

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

Individuals with emotional distress or mental illness report poorer 
physical health and have greater rates of chronic conditions such 
as arthritis, diabetes, high blood pressure, heart disease and stroke 
than the general population. This is why it is said there can be no 
health without mental health. For persons with serious mental 
illness, poor physical health is attributed in part to unhealthy weight, 
resulting from medication, poor nutrition and lack of exercise.

getting

for 
Mental Health { }

physical
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Exercise is an essential strategy for achieving a healthy weight. 
Given the mind/body connection, exercise enhances not only 
physical health but also mental health. Physical activity is as 
beneficial to persons with mental illness as for the general popu-
lation. In one study, physical activity was associated with better 
quality of life among persons with anxiety or affective disorders 
(depression, mania or bipolar), even after adjusting for differ-
ences in income.1 This is an important qualifier, as income is a 
well-known determinant of health. Typically, the greater one’s 
income, the better one’s self-reported health. However, in this 
study, they found that persons with anxiety or affective disor-
ders and low income who were physically active reported better 
health-related quality of life than persons with the same condi-
tion who had higher income but did not exercise. 

There are a number of explanations offered as to why 
exercise benefits mental health. Psychological explanations 
include that exercise generates a sense of control over one’s 
health and improves self-esteem. It increases opportunities 
for social contact and therefore reduces social isolation. It can 
provide distractions from unpleasant thoughts or feelings, 
thereby creating a greater sense of well-being. Physiologically, 
exercise can reduce muscle tension, as well as generate the 
release of chemicals in the brain that elevate mood. 

Formal exercise programs can promote a healthy weight. 
However, the drop-out rate for exercise programs can be 
greater than 50 percent after six months, and the cost is often 
prohibitive for persons with serious mental illness. Canada’s 
Physical Activity Guide to Healthy Active Living recom-
mends that Canadians take 20 to 30 minutes a day of vigor-
ous physical exercise. Alternatively, they can engage in 30 to 
60 minutes a day of moderate physical activity or 60 minutes 
per day of light effort physical activity.2 The thinking is that 
some physical activity is better than none at all.

Mental health service providers are beginning to experi-
ment with offering physical activity programs to persons 
with serious mental illness. They are a natural fit with a 
recovery-based approach. In the Michigan Walk Your Talk 
Program, participants from a hospital outpatient program, 
a community mental health centre and a clubhouse (social-
recreation) program participated in both a walking group and 
educational sessions on nutrition and the benefits of physical 
activity. While the drop-out rate was still high, those individuals 
who completed the program lost weight and were encouraged 
enough to continue to organize themselves for a weekly walk 
even after the formal program ended.3 

In a more intensive exercise program for persons with seri-
ous mental illness, three vigorous exercise sessions were provided 
each week, along with an individualized fitness assessment and 
personal wellness plan. Adherence to the program was better 
than average. Participants showed significant improvements in 
cardiovascular fitness and enhanced self-esteem, quality of life 
and mood. The program was so successful it sparked the cre-
ation of the Recovery Center within the Center for Psychiatric 
Rehabilitation at Boston University. The Recovery Center uses 
an adult education model to offer a range of courses to promote 
health for persons with mental illness.4

Integrating exercise into mental health services is being 
recommended as an important strategy to promote better 
health.5 Physical activity programs offered through mental 
health services have the potential to lift the financial burden 
that restricts the participation of persons with low income. 
Motivation to adhere to exercise can be enhanced when bar-
riers to participation are addressed in a non-judgmental and 
supportive setting specifically designed to meet the needs of 
persons with mental illness.

Of course, a focus on the individual to participate in 
exercise programs is only one strategy. Through the pursuit 
of healthy public policy, communities have an important 
role to play in promoting the physical and mental health of 
all. Recreation fees geared to income can ensure that persons 
of limited means can participate in activities as full members 
of the community. And municipal policies that ensure, for 
example, pedestrian walking paths, attractive scenery, and 
adequate lighting can create safe and friendly environments 
that are conducive to the pursuit of health.6

Michelle Gold, MSW, MSc, is senior director of policy and 
programs at CMHA Ontario.

1 Schmitz, N., Kruse, J., and Kugler, J. (2004). The Association between 
Physical Exercises and Health-Related Quality of Life in Subjects with 
Mental Disorders: Results from a Cross-Sectional Survey. Preventive 
Medicine 39(6): 1200-1207.

2 Public Health Agency of Canada. Physical Activity Unit. Physical Activity Guide 
to Healthy Active Living. www.phac-aspc.gc.ca/pau-uap/fitness/about.html.

3 Richardson, C. (2005). A Lifestyle Physical Activity Program for Persons 
with Serious Mental Illness. Psychiatric Services 56(3): 354. 

4 Hutchinson, D. (2005). Structured Exercise for Persons with Serious 
Psychiatric Disabilities. Psychiatric Services 56(3): 353-354.

5 Richardson, C., Faulkner, G., McDevitt, J., et al. (2005). Integrating 
Physical Activity into Mental Health Services for Persons with Serious 
Mental Illness. Psychiatric Services 56(3): 324-331.

6 National Center for Environment Health. Centers for Disease Control and 
Prevention. Designing and Building Healthy Places. www.cdc.gov/healthyplaces.
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c a l e n d a r
may 1-7, 2006 Mental health Week. a Canadian Mental health association 
national event to increase awareness of the importance of good mental 
health. 416-484-7750, info@cmha.ca, www.cmha.ca.

may 11-13, 2006 sharing the Care: practice and promise. 7th national 
Conference on shared Mental health Care. Calgary, alberta.  
www.shared-care.ca.

may 20-25, 2006 From science to public policy. 2006 american 
psychiatric association annual Meeting. Metro Toronto Convention Centre, 
Toronto, ontario. 703-907-7300, hball@psych.org, www.psych.org.

June 1, 2006 Beyond the Bias of ageism: older adults Mental health and 
addictions — it’s Time to Talk! older persons Mental health and addictions 
network conference. Toronto, ontario. 416-325-7643,  
opmhan@sympatico.ca, www.opmhan.ca. 

June 5-6, 2006 Bridging the gaps: inspiration to execution. addictions 
ontario 2006 annual Conference. stage West, Mississauga, ontario.  
519-772-0113 ext. 226, debbie@highonlife.org, www.addictionsontario.ca. 

June 14-16, 2006 Mentally Disordered offenders: What have We learned 
in 20 years? 20th annual forensic conference, organized by the Mental 
health Centre penetanguishene, the McMaster/penetanguishene Centre 
for the study of aggression and Mental Disorder, and the ontario Ministry 
of health and long-Term Care. Midland, ontario. 705-549-3181 ext. 2001, 
confor@mhcp.on.ca, www.mhcva.on.ca/forensic.

July 13-15, 2006 voices of resiliency. national Conference of the 
schizophrenia society of Canada. Winnipeg, Manitoba. 204-786-1616,  
Mss-ssC-2006@mss.mb.ca, www.mss.mb.ca.

september 12-15, 2006 psr and recovery: Building on Basics. 
psychosocial rehabilitation Canada 2006 national Conference. holiday inn 
Waterfront, kingston, ontario. Conference2006@psrrpscanada.ca,  
www.psrrpscanada.ca.

october 1-7, 2006 Mental illness awareness Week. Coordinated by the 
Canadian alliance on Mental illness and Mental health. www.miaw.ca.

october 10, 2006 World Mental health Day. Building awareness 
— reducing risks: suicide and Mental illness. organized by the World 
Federation for Mental health. www.wfmh.org.

october 25-27, 2006 Complexity of suicide: prevention, intervention and 
aftermath. Canadian association for suicide prevention annual conference. 
Toronto, ontario. 416-978-2719, ce.med@utoronto.ca,  
www.suicideconference2006.ca.

november 5-8, 2006 Making gains in Mental health and addictions. 
Fourth annual joint conference of addictions ontario, Canadian Mental 
health association, ontario, Centre for addiction and Mental health, and 
ontario Federation of Community Mental health and addiction programs. 
Toronto, ontario. 705-454-8107, rachel@haliburtonhighlands.com,  
www.makinggains.ca.
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physicians: please place in your patient waiting rooms.

ADDICTIONS

ONTARIO

Conference    November 5 - 8, 2006   Toronto, Ontario

For more information please visit www.makinggains.ca 

HEALTHCARE TRANSFORMATION IN ONTARIO: EVOLUTION OR
REVOLUTION?, the theme of Making Gains 2006, examines
the response of mental health and addictions to rapid
change in the healthcare system. This year's conference
will put the spotlight on how to make change for the
better, and truly transform the system into one that 
works better for consumers and families. It is in our
responses to transformation both individually and
collectively that will determine whether this happens.
How we manage the change - maintain a positive focus
on the needs of consumers and their families by forging
new partnerships and collaborations leading to better
outcomes and quality of life - is the challenge of
transformation. As mental health and addiction services
move into the mainstream in healthcare and in the
workplace, a host of new possibilities for creative service
delivery and integration will open up.

Transformation, whether it be evolutionary or
revolutionary, will extend us beyond our traditional
boundaries and will challenge us to think broadly and
boldly of how to incorporate the determinants of health
as we conduct research, plan, develop, and implement
the necessary services for consumers, families and 
our communities.

Making Gains 2006
IN MENTAL HEALTH 
& ADDICTIONS

Hosted by Ontario's leading 
organizations in mental health, 
addictions and substance use, 
the 4th Annual Making Gains 

in Mental Health & Addictions Conference 
will be held in Toronto, ON, Canada, 
November 5-8, 2006.


