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Our Vision:  A society that values and 
promotes mental health and helps people 
living with mental health problems and 
mental illness to lead meaningful and 
productive lives.

Our Mission:  To promote mental health 
in Canada and change the attitudes 
of Canadians toward mental health 
problems and mental illness, and to work 
with stakeholders to improve mental 
health services and supports.

The Mental Health Commission of Canada (MHCC) is a catalyst for improving the mental health system and changing the attitudes 

and behaviours of Canadians around mental health issues. Through its unique mandate from Health Canada, the MHCC brings 

together leaders and organizations from across the country to accelerate these changes.

Each of its initiatives and projects is led by experts from across the country who bring a variety of perspectives and experience to the 

table. The MHCC’s staff, Board, Advisory Council and Network of Ambassadors all share the same goal: creating a better system for 

all Canadians.

The MHCC is funded by Health Canada and has a 10-year mandate (2007–2017). Among its initiatives, the MHCC’s work includes the 

country’s first mental health strategy, striving to reduce stigma, advancing knowledge exchange in mental health, and examining how 

best to help people who are homeless and living with mental health problems.

The imagery on the covers and section pages reflects the notion of “change” – taking one thing and turning it into something completely new and different. In the case of At Home/Chez Soi, 
for example, a piece of paper becomes a home, or the Mental Health Strategy becomes a roadmap. The Mental Health Commission of Canada, in the second phase of its ten-year mandate, 
is moving from knowledge creation to creating change – taking the Mental Health Strategy for Canada and translating aspiration for change into action, creating a blueprint to draw 
together people’s efforts into an unstoppable movement to improve mental health from coast to coast to coast.

Production of this Annual Report has been made possible through a financial contribution from Health Canada. 
The views expressed herein represent the views of the Mental Health Commission of Canada.
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Message from the Chair, 

and President and CEO

In the time it takes you to read this 
message, someone, somewhere  
in Canada will become part of the 20 per 
cent of Canadians with a mental health 
problem or illness.

The fundamental goals of Canada’s 
first-ever Mental Health Strategy are 
to create a more recovery-oriented, 
collaborative, intersectoral approach 
to addressing mental health problems 
and illnesses, preventing them where 
possible. It’s about working together to 
effect change.

C 
anadians have begun to think differently about the 

importance of mental health and the role it plays in 

our society. As this year’s Mental Health Commission 

of Canada’s annual report makes clear, Canadians living with 

a mental health problem or illness are beginning to feel the 

positive impact of that change and are realizing they are no 

longer alone.

For some time, we’ve known that the conversation about 

mental health in Canada has been changing. People are 

courageously sharing their stories, moving mental health 

out of the shadows, into the public imagination and onto the 

national stage. We’ve seen the nation wake up to the reality 

that there is no health without mental wellbeing, that 

mental illness affects the lives of millions, and that its impact 

on the economy is in the billions of dollars. And, thanks to 

consensus building, collaborative initiatives, and compelling 

original research, we can prove it – see page 10.

As a catalyst for change, the Mental Health Commission of 

Canada – together with our partners and stakeholders – has 

been advancing the conversation through research and 

collaborative initiatives, preparing for a “tipping point” when 

enough health professionals, volunteers, families, and friends 

are raising awareness and calling out for change. We believe 
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that day has arrived, and we are uniquely prepared to 

move from knowledge creation to creating change.

The Commission took a crucial step forward on the path to 

a better future with the completion of the Mental Health 

Strategy for Canada: Changing Directions, Changing Lives. 

Thanks to the input of experts and individuals from across the 

country, the Strategy became a highly anticipated blueprint 

for a renewed mental health system, quickly making its way 

into the hands of policy makers and leaders in mental health 

across the country and internationally. The Mental Health 

Strategy is a landmark document and the foundation of our 

efforts; all aspects of our work going forward will be guided by 

it. On page 5 of this report, you’ll see how it has already 

made a tremendous impact – and the momentum is building.

The National Standard of Canada for Psychological Health 

and Safety in the Workplace is an example of how rec-

ommendations from the Mental Health Strategy are being 

brought to life. Even before the launch of the Standard in 

January 2013, employers, unions and professional associations 

were clamouring for this much needed, real-world standard 

aimed at creating safer workplaces where mental health is as 

important as physical health. On page 8, you’ll read how 

this very practical, hands-on initiative is providing employers 

with the tools (not rules) to protect employee mental health 

in the workplace to better prevent mental health problems 

and illnesses on the job. People and organizations across the 

country are signing up for Mental Health First Aid – more 

than 80,000 to date, with 1,000 accredited MHFA instructors.

You can feel the groundswell growing. The news and social 

media channels are filled with compelling stories about the 

rights of people with lived experience. Discussions around 

suicide and its prevention are no longer taboo. Mental health 

and wellness are making it onto the agenda at conferences, 

workshops, and symposia around the country. For some time 

now, governments at all levels have been paying attention to 

the work of the Commission; now, they are making funding 

decisions based on that work (see the At Home/Chez Soi 

update on page 11).

Internationally, the story is much the same. Our work in the 

areas of workplace mental health and homelessness has 

drawn great interest from other parts of the world, leading 

to global collaborations and agreements, such as the 

Memorandum of Understanding signed in April with our sister 

organization in Australia.
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With all of these wonderful gains, we remain conscious of 

the fact that millions of Canadians are still not getting the 

help they need. The impact of changed understanding 

and behaviour must reach them too, which means our 

work continues.

This annual report represents a shift in focus for the 

Commission, but not a change in direction. We will continue 

full steam ahead according to our original mandate, but 

shift focus from knowledge creation to creating change, 

because we, together with our partners and stakeholders, 

understand there is still so much more to do (see page 26).

In addition to homelessness and workplace mental health, 

our focus going forward will include stigma reduction and 

suicide prevention where the potential for positive impact 

and change is staggering. Our Knowledge Exchange 

Centre will continue to play a major role in disseminating 

to Canadians, researchers, stakeholders and governments 

around the world, the knowledge and related products that 

have been developed to this point.

The momentum we have helped nurture to date should ultim-

ately take on a life of its own with Canadians from all walks of 

life carrying on our vision for mental health. To that end, the 

Mental Health Commission of Canada will continue to work 

closely with our partners and stakeholders, creating change 

together with all who seek to eliminate the stigma associated 

with mental illness and who see a future characterized by 

recovery and good health for all.

This has been a watershed year for the Commission. We are 

confident that, working together, we will continue to create 

change and a more caring society – one in which people 

living with mental illness are treated with the respect and 

dignity they are due, enjoying the same rights and freedoms 

as all Canadians. Together, we are creating change. 

Louise Bradley 

President and CEO

David Goldbloom 

Chair, Board of Directors



 Changing Directions, Changing Lives: The Mental Health Strategy for Canada 5

Changing Directions, 
Changing Lives: 
The Mental Health 
Strategy for Canada

Shared knowledge underpins Canada’s 
first-ever national mental health strategy. 
This blueprint for change is already 
helping to bring Canadians together to 
transform the nation’s mental health 
system – and improve the mental health 
and wellbeing of all.
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A mbitious, useful and practical, Changing Directions, 

Changing Lives: The Mental Health Strategy for Canada 

is a historic first, and reflects the very heart of the Mental 

Health Commission of Canada’s mandated role as a catalyst 

for change.

The launch of the Strategy on May 8, 2012 was the culmina-

tion of five years of work involving thousands of people and 

multiple consultations nationwide. The hope of recovery – 

which is increasingly seen as the foundation for mental health 

programs and services – is the central tenet and the lens 

through which the Strategy’s six strategic pillars and more 

than 100 recommendations are viewed.

The Strategy is serving as the nucleus for efforts to reform the 

mental health system. Its greatest power lies in its ability to 

unite people, governments, agencies, mental health profes-

sionals and communities to freely share their expertise in, and 

ideas and hopes for, mental health, and to inform strategic 

planning and decision making.

Canadians came together with great enthusiasm and passion 

to develop the Strategy, and have widely embraced its release. 

The momentum begun with the Strategy’s launch continues, 

as individuals, organizations and communities are inspired to 

talk about mental health issues, increase their understanding 

and take action in ways that will make a profound difference 

in people’s lives.

MHCC Chair David Goldbloom addresses the gathering at the national launch of the 
Mental Health Strategy for Canada in Ottawa on May 8, 2012. Other speakers included 
television journalist Valerie Pringle, MHCC President and CEO Louise Bradley, Senator 
Michael Kirby and the Honourable Leona Aglukkaq, Canada’s Minister of Health.
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 KEY ACCOMPLISHMENTS Myra Piat 
Researcher, Douglas 
Health University Institute, 
Montréal, Québec

“The Strategy offers a unique opportunity 

to improve the health of all Canadians, as 

well as my own. I am quite honoured and 

excited to be part of this process.  The 

Mental Health Strategy has taught me 

that mental health is a priority in Canada 

and that many different stakeholders are 

willing to get together and work on mental 

health in order to change directions and 

improve lives.” 

More than 6,600 copies  of Changing Directions, Changing Lives: The Mental 
Health Strategy for Canada and 8,600 summary copies have been distributed 
in French and English. The summary is also available in five Aboriginal lan-
guages, and a youth version is being developed.

Broad policy alignment  with the Mental Health Strategy is occurring with 
provincial, territorial and regional health plans.

A number of key elements within the Strategy  (recovery, mental health 
promotion and prevention, primary care, and data collection) have been identi-
fied by the Provincial-Territorial Reference Group as priorities for collaborative 
action to support uptake of the Strategy across the country.

Numerous presentations were made at conferences, to professional associ-
ations and at a variety of other meetings, in Canada and around the world.

Uptake of the Strategy was a key focus  at the Mental Health Commission of 
Canada Leadership Assembly in October 2012, which brought together mem-
bers of the MHCC Board, Advisory Committees, staff and invited stakeholders.

Articles about the Strategy  have been published in a variety of academic, 
professional, consumer and knowledge exchange publications. The release 
itself drew unprecedented media coverage.

A Case for Investment backgrounder  was released with the Strategy, 
outlining the importance of investments in mental health in Canada and why 
such investments make financial sense. WATCH THE VIDEO 

mentalhealthcommission.ca/English/strat-video

http://mentalhealthcommission.ca/English/strat-video
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National Standard 
for Psychological 
Health and Safety 
in the Workplace

The launch of the world’s first 
National Standard for Psychological 
Health and Safety in the Workplace 
is a dramatic step towards 
improving mental health in the 
place where so many people spend 
most of their time: at work. It enables 
organizations to put systems in 
place to create psychologically 
healthy and safe workplaces for 
millions of Canadians.
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B usiness, labour and government have united in a joint 

call to action, urging all workplaces, of all sizes and in all 

sectors, to focus on the mental health of Canada’s workers.

Their participation in the development of the Psychological 

Health and Safety in the Workplace — Prevention, Promotion 

and Guidance to Staged Implementation clearly affirmed that 

managing and promoting psychological health on the job 

is a strategic investment in the wellbeing and prosperity of 

all Canadians.

Launched on January 16, 2013, the Standard is a practical 

“tools not rules” document – a voluntary process guide that 

has the potential to be 

widely adopted and benefit 

people in all kinds of work-

places, whether there are 20 

or 20,000 people, on the 

front line or in the executive 

suite, in every industry and 

every community through-

out Canada. It is available 

free of charge for five years 

to facilitate its wide adoption.

A companion document, 

Psychological Health and 

Safety: An Action Guide for 

Employers, was released in 

April 2012. This is a roadmap that provides guidelines to help 

and encourage leaders to commit to making mental health in 

their workplace a priority.

In partnership with the Bureau de normalisation du Québec 

and the CSA Group, and supported by the Government of 

Canada, Bell Canada and Great-West Life, the Mental Health 

Commission of Canada capitalized on its unique position 

as a catalyst for change, and its ability to raise awareness 

and share knowledge. The Standard links to all of the 

Commission’s strategic initiatives which, in turn, link to initia-

tives across the country.

The Standard was developed by a Technical Committee made up of volunteers from various sectors. Collaboration was also reflected in the 
organizations represented at the official launch on January 16, 2013: Michael Nixon, Senior Vice President, Corporate Relations, Canadian 
Chamber of Commerce; Ken Georgetti, President of the Canadian Labour Congress; the Honourable Lisa Raitt, Minister of Labour; Louise 
Bradley, MHCC President and CEO; David Goldbloom, MHCC Chair; and, George Cope, President and CEO of BCE and Bell Canada.
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 KEY ACCOMPLISHMENTS

George Cope 
President and CEO of BCE 

and Bell Canada
“When we looked at [mental health] four or five years ago, we 

ran around the world and said what are the best practices 

companies have? Quite frankly, we couldn’t find them. I want 

to make sure everyone understands how important this 

morning is. We have implemented a number of things already 

very consistent with the Standard. Every manager at Bell 

Canada has been trained in mental health issues.”

In January 2013, a landmark study  by Risk Analytica affirmed why 
the Standard was needed, proving that the impact of mental illness on 
the Canadian economy is in the billions of dollars. Research highlights 
appeared in a document called Making the Case for Investing in Mental 
Health in Canada.

As of March 31, 2013, the Standard  had been downloaded almost 10,000 
times from 15 different countries.

The Commission has been encouraging organizations to adopt the 
Standard.  Bell Canada and the Centre for Addiction and Mental Health 
were early adopters, and many more have begun the process.

Media coverage of the launch event  exceeded expectations, garnering 
more than 168 references on January 1, 2013, in print, online, on the radio 
and in live video coverage.

A free English webinar  on January 29, 2013, engaged more than 1,000 
people, and the free French webinar drew more than 200 people. 

The Commission aspires to be a model organization,  optimizing the 
mental health and wellbeing of its own employees, having implemented 
the Standard since early 2012.

WATCH THE VIDEO 
mentalhealthcommission.ca/English/stand-video

In the fall of 2012, the Standards Council of Canada approved the 
Standard,  confirming that it meets quality benchmarks for a national 
standard. On January 16, 2013, Psychological Health and Safety in 

the Workplace – Prevention, Promotion and Guidance to Staged 
Implementation was introduced to the Canadian public at a news 
conference in Toronto.

The Standard effectively provides a systematic approach  to develop 
and sustain a psychologically healthy and safe workplace, including:

 identifying psychological hazards in the workplace

 assessing and controlling risks in the workplace associated with 
hazards that cannot be eliminated

 implementing practices that support and promote psychological health 
and safety in the workplace

 growing a culture that promotes psychological health and safety in 
the workplace

 implementing measurement and review systems to 
ensure sustainability

http://mentalhealthcommission.ca/English/stand-video
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At Home/ 
   Chez Soi
At the end of the four-year 
At Home/Chez Soi project, 
the majority of Housing First 
participants – people who had 
struggled with homelessness 
and mental health issues – 
remain in housing.
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S haring what we learned about the effectiveness of 

Housing First will be an asset to communities as they use 

the model to improve the lives of vulnerable Canadians.

The groundbreaking At Home/Chez Soi research demon-

stration project reached several pivotal milestones in its final 

year, affirming the value of this exceptional investment in 

community mental health research and its potential to have a 

positive impact in the lives of people with mental illness who 

experience homelessness.

Undertaken in five cities from across Canada and involving 

more than 1,000 participants, At Home/Chez Soi delved into a 

pressing societal issue whose costs can be measured in both 

lives and dollars. The project implemented a Housing First 

approach in all five locations – Vancouver, Winnipeg, Toronto, 

Montréal and Moncton – focusing first on providing people 

with mental health problems or illnesses with a place to live, 

then helping them with physical and mental health issues.

The initiative’s National Interim Findings Report, released in 

September 2012, is now helping to guide plans, budgets and 

decisions to address homelessness at local, provincial and 

federal levels across Canada. Significant steps have also been 

taken to develop a transition year for participants to bridge 

the conclusion of the research project with next-step planning.

Compiling and sharing research findings, by collaborating 

with all levels of government, not-for-profit organizations, 

academic institutions and the private sector, ensures the 

rich knowledge stemming from this world-leading research 

informs future investments – and supports recovery.

In Winnipeg on September 27, 2012, At Home/Chez Soi participants attended 
Share the Experience where they offered their stories through conversation, art 
and photography.
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“I was accepted into the At Home/Chez Soi 

project in April 2011 after being homeless 

for four months. I’ve gone from being in 

and out of hospital to not being hospital-

ized in over two years. Having a home has 

made all the difference – the difference 

between surviving and thriving. Now I 

know there is life after homelessness and 

mental illness, and it begins at home.”

 KEY ACCOMPLISHMENTS

The National Interim Findings Report  was released in September 2012. Key 
learnings include:

 Housing First makes better use of 
public dollars

 people who have not been well 
served by the current approach, 
and who have remained 
homeless for years, are being 
successfully housed in adequate, 
affordable and suitable settings

 people with mental health 
problems or illnesses can live 
independently in the community 
if they have the right supports

 there is strong support for 
continued investment

Informed by At Home/Chez Soi findings,  the Government of Canada 
budgeted in spring 2013 to continue the Homelessness Partnering Strategy for 
five years, with an emphasis on Housing First.

The Government of Ontario  announced in February 2012 that it will provide 
annual funding for housing and supports for participants in At Home/Chez Soi.

Federal and provincial governments  were engaged in post-project, transi-
tion-year plans and funding for participants in all five sites.

The Here at Home website,  an MHCC/National Film Board interactive website 
to share the stories of At Home/Chez Soi, launched in May 2012.

Second Fidelity Reports  were completed for all sites, demonstrating the 
strong and strengthening use of the Housing First practice.

Knowledge was shared with stakeholders and the wider community 
 through presentations at local and provincial forums, national and inter-
national conferences, and in numerous papers and publications.

Eireann Day 
At Home/Chez Soi 
participant in Vancouver, 
British Columbia

WATCH THE VIDEO 
mentalhealthcommission.ca/English/home-video

http://mentalhealthcommission.ca/English/home-video
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Knowledge 
Exchange Centre

Knowledge is a powerful catalyst for 
action. Research indicates that there is 
an 8 to 20-year gap from the time new 
knowledge is created to when it is used 
in practice. The MHCC’s Knowledge 
Exchange Centre bridges the gap 
between what is known and what is done, 
quickly putting knowledge in the hands 
of organizations and communities – and 
building Canada’s capacity to improve the 
lives of people living with a mental health 
problem or illness.
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K nowledge fuels progress. Exchanging knowledge speeds 

up the pace. The Knowledge Exchange Centre promotes 

evidence-based research, forges connections and fosters 

mutual learning that transforms information and ideas into 

innovation and action – that elevates and accelerates the 

work of all mental health stakeholders across Canada.

Sharing information and expertise generated by the Mental 

Health Commission of Canada’s many strategic initiatives, 

both within the Commission and within and among the wider 

external community, breaks down silos and ensures research 

findings are put to the best use.

The Commission saw 23 of its Advisory Committee projects 

transition from the research and development phase to the 

knowledge exchange phase in 2012–2013, and now those 

projects will inform the work of others across Canada. The 

learnings from all of these projects will provide mental health 

and other professionals with greater knowledge and tools to 

improve the mental health system, and the mental wellbeing 

of Canadians.

The SPARK (Supporting the Promotion of Activated Research 

and Knowledge) Training Institute, launched in 2012, will 

ensure that sharing and exchanging knowledge stays high on 

the agenda, and continues to help those working in mental 

health integrate knowledge exchange into their practices – 

across Canada and abroad.

MHCC President and CEO Louise Bradley spent two weeks in Australia and New 
Zealand in March 2013, sharing details of the launch of Canada’s first-ever national 
Mental Health Strategy. While in New Zealand, she met with several stakeholders, 
including staff of HealthTRx, a leader in e-therapy programs in mental health. Pictured 
are George Hill, Kaumatua (Māori elder), HealthTRx; Louise Bradley; Dr. Lynne Lane, 
Mental Health Commissioner (New Zealand); and, Anil Thapliyal, CEO, HealthTRx.

Award winners gather at the Commission’s 5th Anniversary National Mental Health 
Awards Ceremony which took place in Ottawa on October 16, 2012.
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 KEY ACCOMPLISHMENTS

The SPARK Training Institute launched.  SPARK improves the capacity 
for effective knowledge exchange for people in the mental health, sub-
stance use and addictions systems. 

The International Knowledge Exchange Network for Mental Health 
 (IKEN-MH) was established jointly with the International Initiative for 
Mental Health Leadership to increase the capacity for effective global 
knowledge exchange. 

The 200-member Mental Health Commission of Canada Network 
of Ambassadors  was formed, engaging experts who will actively share 
information from their areas of focus and serve as external ambassadors 
at public events.

Launch of the Mental Health Commission of Canada Advisory Council 
 which will engage experts who provide strategic advice on specific initia-
tives, projects and priorities, while also serving as external ambassadors. 

Innovation to Implementation: A Practical Guide to Knowledge 
Translation in Health Care  was developed as a step-by-step guide to 
create an effective knowledge exchange plan. It highlights the importance 
of using a wide range of perspectives so knowledge can be jointly identi-
fied, created and applied.

The MHCC’s 5th Anniversary National Mental Health Awards  were held 
on October 16, 2012 to recognize initiatives, innovations and leadership  
across Canada which are contributing to improving mental health. 

“We have worked hard to produce a lot of resources for 

people with mental health conditions and their health care 

providers about how to live well with bipolar disorder. With 

the help of the Knowledge Exchange Centre, what we can 

do with those resources is disseminate them and share them 

much more widely across Canada than we would be able to 

do in isolation.”

Erin Michalak 
Associate Professor, 

Department of Psychiatry, 
University of British Columbia

WATCH THE VIDEO 
mentalhealthcommission.ca/English/kec-video

http://mentalhealthcommission.ca/English/kec-video
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Mental Health 
First Aid

Canadians are increasing their capacity to promote 
mental wellbeing because Mental Health First 
Aid Canada is training thousands of people how 
to recognize the signs and symptoms of mental 
health problems, giving them increased awareness 
and reduced stigma around mental illness, along 
with an improved ability to provide effective help 
to friends, colleagues and family members in the 
event of a mental health crisis.
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“If I sprain my ankle, chances are you’ll know what to do. If I 

have a panic attack, chances are you won’t.” Mental Health 

First Aid Canada addresses the reality that while physical 

health problems are readily understood and addressed, the 

same cannot be said about mental health challenges or crises.

Through this nationwide, evidence-based program (part of a 

global network), the Mental Health Commission of Canada 

teaches people how to recognize a mental health problem 

and respond confidently and effectively. As of March 31, 2013, 

more than 70,000 individuals and 800 instructors have 

become more aware and better able to help – 20,450 individ-

uals and 262 instructors in 2012–2013 alone.

Families, teachers, health 

service providers, emer-

gency workers, volunteers, 

human resources profes-

sionals, staff at community 

agencies, and municipal, 

provincial, territorial and 

federal employees are 

among those who have 

learned vital skills in 

homes, workplaces, academic institutions and health care 

facilities, as well as in for-profit, not-for-profit and public 

sector organizations.

In the coming years, expanding the program’s reach 

into diverse communities will enable it to do even more. 

Customizations of the Mental Health First Aid program for 

people in First Nations and Northern communities, and for 

seniors – where the population is growing quickly and there is 

great need – are key investments in Canadians’ collective abil-

ity to address mental illnesses and to promote mental health.

Australian Betty Kitchener, the international founder of Mental Health First Aid, spoke to Canadian government officials on June 5, 2012 about 
the importance of Mental Health First Aid in Canada.
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 KEY ACCOMPLISHMENTS

In the 2012–2013 reporting year, the number of people taking part  in 
Basic Mental Health First Aid increased by 28 per cent over the previous year, 
totaling 73,520 participants since 2007.

The number of people taking part in the Youth course  increased by 69 per 
cent over the previous year, totaling 6,869 participants since 2007. 

The Mental Health First Aid for First Nations program  customization went 
through its pilot phase and the curriculum remains under development to 
ensure cultural appropriateness. This course will launch in 2014.

The Mental Health First Aid for Northern Peoples  program customization 
was drafted and piloting was begun, with the goal of launching the program in 
the fall of 2013.

First steps for a specialized Mental Health First Aid for Seniors  course 
were taken, in partnership with the Trillium Health Centre, with a view to 
launch a customized program in 2013 or 2014.

In 2012–2013, more than 100 agencies –  of all sizes and from all parts of  
the country –  contacted Mental Health First Aid Canada about training 
opportunities for their managers, employees and volunteers. As many as  
70 organizations are in various stages of finalizing plans for training.

Violet 
Shepherd 
Mental Health First Aid 
Instructor, Edmonton, 
Alberta

“Everyone should take a Mental Health 

First Aid course – it will teach the signs 

and symptoms. It also addresses the 

issue around stigma about mental health 

illnesses.  I will continue to offer Mental 

Health First Aid instruction because there 

are a lot of people out there who don’t 

know how to help – they want to help, but 

they don’t know how.”  

WATCH THE VIDEO 
mentalhealthcommission.ca/English/mhfa-video

http://mentalhealthcommission.ca/English/mhfa-video
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Opening Minds

Opening Minds has reached 
a watershed moment, and 
is now setting its sights on 
transforming knowledge 
into change. This is a major 
step in breaking down the 
discrimination barrier that 
causes two out of three people 
to forego seeking help for their 
mental health problems.
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T hree years of research undertaken by Opening Minds, the 

Mental Health Commission of Canada’s historic 10-year 

anti-stigma, anti-discrimination initiative, is beginning to pay 

major dividends. It is now shifting its focus from gathering 

evidence to developing toolkits and sharing information 

that is pivotal for creating programs that effectively change  

behaviours and attitudes – and reduce stigma.

The number of programs partnering with Opening Minds for 

evaluation over the past three years has more than doubled, 

growing from the initial 40 to a total of 95 in 2012–2013. 

Strategic expansion over the last year centred on the 

initiative’s four key groups: youth, health care providers, the 

workforce and media.

Of the programs evaluated, a significant number that success-

fully use contact-based education have been identified. This 

information now helps guide organizations and communities 

eager to replicate promising programs and practices.

Through Opening Minds, the Commission is recognized as 

a national and international leader in anti-stigma research, 

and a powerful force for change. Overcoming stigma and 

discrimination is essential for building a person-centred, 

recovery-oriented and culturally safe mental health sys-

tem in Canada, and improving the mental wellbeing of 

people worldwide.

Lloyd Robertson, former chief anchor and senior editor of CTV’s national evening 
news, was a featured speaker at the 5th International Together Against Stigma 
Conference, Ottawa, June 4-6, 2012.
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 KEY ACCOMPLISHMENTS
The world’s largest anti-stigma conference,  Together Against Stigma: 
Changing How We See Mental Illness, was co-hosted by Opening Minds 
and the World Psychiatric Association in June 2012, bringing more than 
700 delegates from 29 countries together in Ottawa to share knowledge. 
Featured speakers included actor Glenn Close and members of her family.

The international Global Alliance Against Stigma,  comprising 20 mem-
ber organizations from around the world, was established to continue the 
discussion about the best practices for reducing stigma. 

New partnerships were forged  with federal, provincial and territorial 
governments, universities and other organizations to evaluate workplace 
programs to reduce stigma, while work continues with partners across the 
country to evaluate programs. Opening Minds continued to strengthen 
bonds with the medical and journalism communities, with 110 partners in 
2012–2013.

Seven peer-reviewed scientific papers  were published and 11 evaluation 
reports were completed.

A process model/tool was developed  that can be used to develop or 
assess youth anti-stigma programs. A similar model is being developed for 
health care provider projects.

A Canadian journalistic foundation was hired  to develop a resource 
guide to educate reporters and editors about mental illness and to assist 
them in writing stories that are objective and not stigmatizing. The CBC 
will test the guide, which is expected to be ready for full distribution 
in 2014.

A three-year study examining news reports  about mental illness to 
determine whether they were stigmatizing was completed, and the 
final report was published in the Canadian Journal of Psychiatry in 
February 2013.

A modified version of the Department of National Defence’s mental 
health program  was adapted for use in the civilian workplace and testing 
will begin in the fall of 2013. 

Organizations across Canada  and throughout the world, including the 
World Health Organization, are turning to Opening Minds to learn more 
about the research and how to implement anti-stigma programs.

Glenn Close 
Actor and founder of 
BringChange2Mind,  
a campaign to eradicate the 
stigma and discrimination 
surrounding mental illness 

“Because of [my family] I decided to use my name and image 

to focus on the eradication of the stigma, prejudice and dis-

crimination that I came to realize was such a hurtful burden 

to beloved members of my family. And my education began.  

Little did I know that it is the last, perhaps most challenging, 

civil and human rights challenge of our time.”

WATCH THE VIDEO 
mentalhealthcommission.ca/English/minds-video

http://mentalhealthcommission.ca/English/minds-video
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Their role was to concentrate efforts on key areas of the 

Commission’s work, informing and advancing The Mental 

Health Strategy for Canada and also spearheading the 

development of tools and resources that could be put into 

practice across Canada.

By 2012–2013, Advisory Committees had embarked on a total 

of 27 projects, of which almost 90 per cent have moved from 

research and development to knowledge exchange – ready 

to share what has been learned with the full range of mental 

health stakeholders eager to make use of this knowledge.

As the Commission evolves and the focus shifts from know-

ledge creation to creating change through The Mental Health 

Strategy for Canada and other projects and initiatives, the 

mandates of the original Advisory Committees have come to 

an end. The momentum they have built through their work 

will be sustained by a new 16-person Advisory Council and a 

Network of Ambassadors. Membership on these new bodies 

will include past and present Advisory Committee members, 

along with experts in the field who were not part of the 

Commission family in the past.

Advisory Committees

Delving deeply into high-priority issues, 
Advisory Committees channelled their 
expertise in, and passion for, mental 
health to make a valuable contribution 
to The Mental Health Strategy for Canada 
and the mental wellbeing of all Canadians. 
What they have learned and shared 
inspires continued dialogue and action.

M ore than 120 people from across Canada – experts and 

academics in a variety of fields, people with lived  

experience of a mental health problem, family caregivers 

and others – lent their time and talent to the Mental 

Health Commission of Canada as members of eight 

Advisory Committees.



24 Creating Change: MHCC Annual Report 2012–2013

COMMITTEES
Child and Youth Advisory Committee 
Despite the fact that most mental health problems and illnesses begin in child-
hood, children’s mental health needs are not well understood, nor are children, 
youth and their families well served. The Committee focused on school-based 
early identification, interventions and key issues affecting youth, such as transi-
tioning to adult services, and how best to provide youth with access to mental 
health knowledge.

Family Caregivers Advisory Committee 
Appreciating that long-term caregiving can affect the caregiver’s own wellbeing, 
the Committee has contributed to a gradually changing support landscape for 
caregivers, advocating for support that can make a dramatic difference in the 
lives of caregivers, their families and across entire communities.

First Nations, Inuit and Métis Advisory Committee 
Issues that have destroyed the fabric of family and community have contributed 
to mental health problems experienced by First Nations, Inuit and Métis peoples 
living on and off reserves in Canada. The Committee sought ways to reduce the 
threat to mental wellbeing.

Mental Health and the Law Advisory Committee 
Aiming to challenge the negative impact some of Canada’s laws and govern-
ment policies have on people living with mental health problems and illnesses, 
the Committee’s various projects addressed how the criminal justice system 
struggles to respond to mental health issues faced by police and the Courts, 
how laws regarding treatment and hospitalization compare to international 
standards, and how stigma can be overcome in all aspects of mental health and 
the law. This work continues.

Science Advisory Committee 
Affirming the necessity of scientific evidence and research-based knowledge to 
inform the work of the Mental Health Commission and its many partners, the 
Committee helped bring scientific evidence into play to support the work of the 
Commission’s key projects and initiatives.

Seniors Advisory Committee 
As seniors are the nation’s fastest-growing population and are frequently affect-
ed by mental health problems, this Committee championed the rights of seniors 
to receive mental health services and care to achieve recovery and wellbeing, 
and to continue to contribute to their families and communities.

Service Systems Advisory Committee 
Because mental health care is the sum total of any number of interwoven 
factors, all of which must be working effectively, the Committee focused on the 
projects in housing, peer support and diversity to help inform The Mental Health 
Strategy for Canada.

Workforce Advisory Committee 
Given the amount of time Canadians spend on the job, the stresses under which 
many people work and the fact that mental health problems are the leading 
cause of short and long-term disability, the Committee sought to develop tools 
that would prevent mental health problems and also remove barriers that keep 
people living with a mental health problem or illness out of the job market. 
Read about the National Standard for Psychological Health and Safety in the 
Workplace on page 8.
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KEY ACCOMPLISHMENTS
Ten Advisory Committee projects were completed during the year, all supporting the core initiatives of the Commission. Among the 

many reports and presentations stemming from this work, and other projects underway, the following highlights are notable:

National guidelines for family caregivers’ support  were developed 
and will be completed in the coming year. They are expected to make 
a meaningful difference in the lives of caregivers across the country by 
informing system planners, policy makers and service providers as they 
plan, implement and evaluate mental health care services for caregivers.

The Guidelines for Comprehensive Mental Health Services for Older 
Adults in Canada  document was promoted through a number of prov-
incial and national conferences, workshops and meetings. The guidelines 
are being used by several mental health service providers to review 
existing services, prepare for accreditation and/or as part of an annual 
review and/or quality improvement initiatives. 

An anti-stigma research project  for seniors was launched.

Two publications –  Turning the Key and Blended Financing For Impact: 
The Opportunity for Social Financing in Supportive Housing – looked at 
the housing issue as it relates to those living with a mental health problem 
or illness.

With partner organizations,  a working group on custodial housing and a 
national conference were created, building on the work of the Turning the 
Key report on supportive housing. The group also developed a position 
paper highlighting best practices to shift supportive housing to a recovery 
orientation, consistent with The Mental Health Strategy for Canada.

A white paper and toolkit on social financing  for supportive housing 
was developed in collaboration with MaRS Discovery District and sup-
portive housing providers, profiling case studies and actions that all levels 
of government can take to help develop the additional 100,000 units 
recommended in The Mental Health Strategy for Canada.

Advocacy with various police agencies  and provincial authorities 
centred on the non-disclosure of personal medical information.

The Commission participated in the development of the Mental Health 
Strategy for Corrections in Canada and supported its dissemination.
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Looking Forward

Building upon the strength of major 
accomplishments, an ambitious mandate 
and our unique role, the Mental Health 
Commission of Canada exists to facilitate 
a transformative change in the way 
Canadians understand, achieve and 
maintain mental health.
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G uided by our 2013–2017 Business Plan and focused on 

areas of greatest opportunity for lasting impact, the 

Commission is moving forward with three strategic objectives:

 To act as a catalyst for action  that leads to improved 
mental health outcomes for Canadians

 To create and foster collaboration  that will help make 
meaningful change in the mental health of Canadians

 To focus on sustainability and impact  so the work of 
the Commission will continue on in support of the vision 
and mission

In the fall of 2012, the Commission’s Board of Directors, 

working closely with its Executive Leadership Team, agreed 

to make a strategic shift from knowledge creation to  

creating change, solidifying the organization’s role as a 

true catalyst for transformative change. While research will 

continue, completed initiatives will be leveraged in new 

ways, effectively driving adoption of recommendations and 

best practices and encouraging uptake of the Commission’s 

evidence-based research so as to – with the assistance of our 

many partners and stakeholders – influence change in think-

ing, policy, behaviour and practice.

This shift will see the Commission focusing its resources on 

areas where its actions and initiatives can create effective and 

measurable change in key areas of mental health in Canada. 

Priority areas include:

 The Mental Health Strategy for Canada:  driving uptake 
of the Strategy’s recommendations among policy makers, 
governments, service providers and the media

 Housing and Homelessness:  working with other Canadian 
leaders to increase access to housing and related supports 
for people experiencing mental illness

 Anti-stigma/anti-discrimination:  increasing social 
acceptance and inclusion of people living with mental illness

 The Workplace Standard:  promoting mentally healthy 
workplaces across Canada that protect people from 
psychological harm and promote psychological wellbeing

 Suicide Prevention:  collaborating with partners 
and stakeholders throughout Canada to reduce 
suicide-related deaths

With this added clarity of mission, the Commission – together 

with our countless partners and stakeholders – has the 

forward momentum required to realize its current mandate, 

to enrich Canadian society and to dramatically improve the 

lives of individual Canadians living with mental illness and 

their families.



28 Creating Change: MHCC Annual Report 2012–2013

Financial Statements

INDEPENDENT AUDITORS’ REPORT 
TO THE MEMBERS OF THE MENTAL 
HEALTH COMMISSION OF CANADA

We have audited the accompanying financial statements of Mental 
Health Commission of Canada which comprise the statement of 
financial position as at March 31, 2013, March 31, 2012 and April 1, 
2011, the statements of operations and changes in net assets and 
cash flows for the years ended March 31, 2013 and March 31, 2012, 
and notes, comprising a summary of significant accounting policies 
and other explanatory information.

MANAGEMENT’S RESPONSIBILITY FOR THE FINANCIAL STATEMENTS

Management is responsible for the preparation and fair presenta-
tion of these financial statements in accordance with Canadian 
accounting standards for not-for-profit organizations, and for such 
internal control as management determines is necessary to enable 
the preparation of financial statements that are free from material 
misstatement, whether due to fraud or error.

AUDITORS’ RESPONSIBILITY

Our responsibility is to express an opinion on these financial 
statements based on our audits. We conducted our audits in 

accordance with Canadian generally accepted auditing standards. 
Those standards require that we comply with ethical requirements 
and plan and perform the audits to obtain reasonable assurance 
about whether the financial statements are free from material 
misstatement.

An audit involves performing procedures to obtain audit evidence 
about the amounts and disclosures in the financial statements. 
The procedures selected depend on our judgment, including the 
assessment of the risks of material misstatement of the financial 
statements, whether due to fraud or error. In making those risk 
assessments, we consider internal control relevant to the entity’s 
preparation and fair presentation of the financial statements 
in order to design audit procedures that are appropriate in the 
circumstances, but not for the purpose of expressing an opinion 
on the effectiveness of the entity’s internal control.  An audit also 
includes evaluating the appropriateness of accounting policies 
used and the reasonableness of accounting estimates made by 
management, as well as evaluating the overall presentation of the 
financial statements.

We believe that the audit evidence we have obtained in our audits 
is sufficient and appropriate to provide a basis for our audit opinion.

OPINION

In our opinion, these financial statements present fairly, in all materi-
al respects, the financial position of Mental Health Commission of 
Canada as at March 31, 2013, March 31, 2012 and April 1, 2011, and its 
results of operations and its cash flows for the years ended March 
31, 2013 and March 31, 2012 in accordance with Canadian account-
ing standards for not-for-profit organizations.

Chartered Accountants 
June 28, 2013 
Calgary, Canada

Years ended March 31, 2013 and 2012
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STATEMENT OF FINANCIAL POSITION
March 31, 2013, March 31, 2012 and April 1, 2011

MARCH 31, 2013 MARCH 31, 2012 APRIL 1, 2011

Liabilities and Net Assets
Current liabilities

Accounts payable and accrued 
liabilities

$ 4,552,414 $ 5,172,089 $ 6,967,591

Deferred program fees 44,820 33,075 28,024

Deferred contributions - 
operating (note 5)

12,873,758 34,616,890 36,558,756

17,470,992 39,822,054 43,554,371

Deferred capital contributions 
(note 6)

856,783 1,606,477 1,711,705

Deferred contributions -  
operating (note 5)

– – 29,479,012

Net assets 1,060,790 990,172 115,732

Commitments (note 7)

$ 19,388,565 $ 42,418,703 $ 74,860,820

See accompanying notes to financial statements

On behalf of the Board:

MARCH 31, 2013 MARCH 31, 2012 APRIL 1, 2011

Assets
Current assets

Cash and cash equivalents $ 2,751,186 $ 13,353,895 $ 4,480,515

Short term deposits (note 3) 14,109,070 7,964,495 2,204,822

Contract advances 631,623 402,018 2,881,345

Accounts receivable 47,180 456,244 654,120

GST receivable 806,741 816,482 377,595

Deposits and prepaid expenses 104,723 109,628 149,526

Inventory 81,259 55,373 52,985

Investments (note 3) – 17,654,091 43,463,346

18,531,782 40,812,226 54,264,254

Long term investments (note 3) – – 18,884,861

Capital assets (note 4) 856,783 1,606,477 1,711,705

$ 19,388,565 $ 42,418,703 $ 74,860,820

Director, David Goldbloom Director, James Morrisey
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2013 2012

Revenues:

Grant income (note 5) $ 41,474,880 $ 47,582,964

Mental health first aid income 1,284,510 1,132,273

Interest and other income 80,074 145,854

42,839,464 48,861,091

Expenses:

Direct client services (note 9) 23,298,210 26,556,596

Salaries and benefits 7,971,042 9,241,157

Services 4,698,451 7,164,133

Travel 1,728,432 2,168,147

STATEMENT OF OPERATIONS AND CHANGES IN NET ASSETS
Years ended March 31, 2013 and 2012

2013 2012

Expenses (continued):

Rent 872,877 908,913

Meetings and events 1,195,419 615,360

Materials 2,189,494 932,893

Amortization of capital assets (note 6) 814,921 399,452

42,768,846 47,986,651

Excess of revenues over expenses 70,618 874,440

Net assets, beginning of year 990,172 115,732

Net assets, end of year $ 1,060,790 $ 990,172

See accompanying notes to financial statements.

STATEMENTS OF CASH FLOWS
Years ended March 31, 2013 and 2012

2013 2012

Investing:

Redemption of investments 17,654,091 44,694,115

Purchase of short term deposits (net) (6,144,575) (5,759,672)

Purchase of capital assets (note 6) (65,227) (294,224)

11,444,289 38,640,219

Financing:

Deferred contributions spent (40,740,033) (47,329,366)

Deferred contributions received 19,062,128 16,202,712

 (21,677,905) (31,126,654)

(Decrease) increase in cash and cash equivalents during 
the year

(10,602,709) 8,873,380

Cash and cash equivalents, beginning of year 13,353,895 4,480,515

Cash and cash equivalents, end of year $ 2,751,186 $ 13,353,895

See accompanying notes to financial statements.

2013 2012

Cash provided by (used in):

Operations:

Excess of revenues over expenses $ 70,618 $ 874,440

Items not affecting cash flows:

Amortization of deferred capital contributions 
(note 6)

(814,921) (399,452)

Amortization 814,921 399,452

70,618 874,440

Net change in non-cash working capital balances:

Contract advances (229,605) 2,479,327

Accounts receivable 409,064 197,876

GST receivable 9,741 (438,887)

Deposits and prepaid expenses 4,905 39,898

Inventory (25,886) (2,388)

Accounts payable and accrued liabilities (619,675) (1,795,502)

Deferred program fees 11,745 5,051

(369,093) 1,359,815
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NOTES TO THE FINANCIAL STATEMENTS
March 31, 2013, March 31, 2012 and April 1, 2011

1. Description of the business:

The Mental Health Commission of Canada (the “Commission”) was 
incorporated on March 26, 2007 under the Canada Corporations Act.  
The Commission’s mandate is to:

(a) To facilitate and animate a process to elaborate a mental health 
strategy for Canada;

(b) To build a Pan-Canadian Knowledge Exchange Centre that will 
allow governments, providers, researchers and the general pub-
lic to access evidence-based information about mental health 
and mental illness and to enable people across the country to 
engage in a variety of collaborative activities;

(c) To develop and implement a 10 year initiative to reduce the 
stigmatization of mental illnesses and eliminate discrimination 
against people living with mental health problems and mental 
illnesses; and

(d) To conduct multi-site, policy relevant research that will con-
tribute to the understanding of the effectiveness and costs of 
service and system interventions to achieve housing stability 
and improved health and well-being for those who are homeless 
and mentally ill.

The Commission is registered as a non-for-profit Corporation under the 
Income Tax Act (Canada) and, accordingly, is exempt from income taxes.

The Commission is funded through Contribution Agreements (“Funding 
Agreements”) with Health Canada. The first agreement calls for $110 
million over the five years ended March 31, 2013. An extension was given 
on the Contribution Agreement to March 31, 2014. This extension allows 
for any deferred revenue related to the $110 million at March 31, 2013 to 
be used in the following year. Health Canada has also confirmed that the 
$2.3 million in interest income from the investments of the original grant 
can be used in 2014. As noted in above (d), the purpose of this initiative 
is to study best practices in addressing mental health and homelessness. 
The other agreements which call for $5.5 million of contributions to 
March 31, 2008, and $121.8 million over the nine years ending March 31, 
2017, relate to the other initiatives described above. The contributions 
are subject to terms and conditions set out in the Funding Agreements. 

On April 1, 2012, the Commission adopted Canadian Accounting 
Standards for Not-For-Profit Standards in Part III of the CICA Handbook.  
These are the first financial statements prepared in accordance with 
Not-For-Profit Standards.

In accordance with the transitional provisions in Not-For-Profit 
Standards, the Commission has adopted the changes retrospectively, 
subject to certain exemptions allowed under these standards.  The 
transition date is April 1, 2011 and all comparative information provided 
has been presented by applying Not-For-Profit Standards.

There were no transitional adjustments to excess of revenues over 
expenses for the year ended March 31, 2012 or net assets as at April 1, 
2011 as a result of the transition to Not-For-Profit Standards. 

2. Significant accounting policies:

(a) Financial statement presentation: 
The financial statements have been prepared in accordance with 
Canadian Accounting Standards for Not-For-Profit Standards in Part 
III of the CICA Handbook.

 (b) Revenue recognition: 
The Commission follows the deferral method of accounting for 
contributions.

Restricted contributions are recognized as revenue in the year in 
which the related expenses are incurred.  Unrestricted contributions 
are recognized as revenue when received or receivable if the 
amount to be received can be reasonably estimated and collection 
is reasonably assured.  These financial statements reflect arrange-
ments approved by Health Canada with respect to the year ended 
March 31, 2013.

Interest income on investments is recorded on the accrual basis.

Restricted investment income is recognized as revenue in the year 
in which the related expenses are incurred. Unrestricted investment 
income is recognized as revenue when earned.

The Commission earns service revenue related to first aid courses.  
Fees that are paid up front prior to the delivery of services are de-
ferred and then recognized during the period the service is delivered.
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(c) Cash and cash equivalents: 
Cash and cash equivalents consist of amounts held on deposit with 
banks and amounts held in interest bearing mutual fund accounts, 
maturing within three months.

(d) Short term deposits: 
Short term deposits consist of amounts held in interest bearing 
short-term investments, maturing within twelve months.

(e) Inventories: 
Inventories are recorded at the lower of cost and net realizable value, 
with cost determined on a first-in first-out basis.

(f) Contract advances: 
Contract advances arise from commitments to service providers 
under direct services contracts pertaining to the Commission’s 
research initiative for the mentally ill and homeless for services to be 
provided.

(g) Capital assets: 
Capital assets are recorded at cost and are amortized over their 
estimated useful life on a straight-line basis using the following 
estimated useful lives:

Assets Useful Life

IT infrastructure 5 years

Software 2 years

Office equipment 5 years

Furniture 5 years

Leasehold improvements over the term of the lease

(h) Financial instruments: 
Financial instruments are recorded at fair value on initial recognition.  
Freestanding derivative instruments that are not in a qualifying 
hedging relationship and equity instruments that are quoted in an 
active market are subsequently measured at fair value.  All other fi-
nancial instruments are subsequently recorded at cost or amortized 
cost, unless management has elected to carry the instruments at 
fair value.  The Company has not elected to carry any such financial 
instruments at fair value.

Transaction costs incurred on the acquisition of financial instru-
ments measured subsequently at fair value are expensed as incurred.  
All other financial instruments are adjusted by transaction costs 
incurred on acquisition and financing costs, which are amortized 
using the straight-line method.

Financial assets are assessed for impairment on an annual basis at 
the end of the fiscal year if there are indicators of impairment.  If 
there is an indicator of impairment, the Company determines if there 
is a significant adverse change in the expected amount or timing 
of future cash flows from the financial asset.  If there is a significant 
adverse change in the expected cash flows, the carrying value of the 
financial asset is reduced to the highest of the present value of the 
expected cash flows, the amount that could be realized from selling 
the financial asset or the amount the Company expects to realize 
by exercising its right to any collateral.  If events and circumstances 
reverse in a future period, an impairment loss will be reversed to the 
extent of the improvement, not exceeding the initial carrying value.

 (i) Use of estimates: 
The preparation of financial statements requires management to 
make estimates and assumptions that affect the reported amounts 
of assets and liabilities and disclosure of contingent assets and 
liabilities at the date of the financial statements and the reported 
amounts of revenue and expenses during the period.  Estimates 
include the valuation of contract advances and accounts receivable 
and the recoverability and useful life of property and equipment.  
Consequently, actual results may differ from those estimates.

3. Investments and short term deposits:

Investments consist of fixed income bonds issued by the Government 
of Canada, crown corporations and provincial governments. These 
investments have yields ranging from nil% to nil% (March 31, 
2012 – 1.70% to 2.00%, April 1, 2011 – 1.02% to 2.13%). The fair value of 
investments at March 31, 203 is $nil (March 31, 2012 - $17,727,521, April 1, 
2011 - $60,661,072) 

Short term deposits consists of $14,109,070 (March 31, 2012 – 7,964,495, 
April 1, 2011 – 2,204,822) in GIC’s that mature in less than one year and 
have an average interest rate of 1.22% (March 31, 2012 – 1.08%, April 1, 
2012 – 1.11%).
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4. Capital assets:

March 31, 2013 COST ACCUMULATED 
AMORTIZATION

NET BOOK VALUE

IT infrastructure $ 492,711 $ 280,549 $ 212,162

Software 202,762 202,762 –

Office equipment 217,717 153,775 63,942

Furniture 631,269 399,222 232,047

Leasehold improvements 1,613,139 1,264,507 348,632

$ 3,157,598 $ 2,300,815 $ 856,783

March 31, 2012 COST ACCUMULATED 
AMORTIZATION

NET BOOK VALUE

IT infrastructure $ 492,711 $ 193,724 $ 298,987

Software 202,762 198,781 3,981

Office equipment 217,717 112,474 105,243

Furniture 576,063 290,904 285,159

Leasehold improvements 1,603,118 690,011 913,107

$ 3,092,371 $ 1,485,894 $ 1,606,477

April 1, 2011 COST ACCUMULATED 
AMORTIZATION

NET BOOK VALUE

IT infrastructure $ 192,868 $ 90,687 $ 102,181

Software 202,762 189,448 13,314

Office equipment 217,717 68,930 148,787

Furniture 576,063 175,692 400,371

Leasehold improvements 1,603,118 556,066 1,047,052

$ 2,792,528 $ 1,080,823 $ 1,711,705

5. Deferred contributions related to operations:

Deferred contributions include operating funding received in the cur-
rent or prior periods that are related to the expenses of future periods 
and restricted contributions relating to the terms and conditions set 
out in the Health Canada funding agreements. Changes in the deferred 
contributions balance are as follows:

MARCH 31, 2013 MARCH 31, 2012 APRIL 1, 2011

Balance, beginning of year $ 34,616,890 $ 66,037,768 $ 94,399,231

Grants received 19,062,128 16,202,712 15,535,000

Less amount recognized as 
revenue

(40,740,033) (47,329,366) (42,755,781)

Amounts related to deferred 
capital contributions

(65,277) (294,224) (985,284)

Other adjustments – – (155,398)

Balance, end of year 12,873,758 34,616,890 66,037,768

Current portion 12,873,758 34,616,890 36,558,756

 $ – $ – $ 29,479,012

6. Deferred capital contributions:

Deferred contributions include the unamortized portion of capital 
contributions relating to the terms and conditions set out in the Health 
Canada funding agreements.

The changes for the year in the deferred capital contributions balance 
reported are as follows:

MARCH 31, 2013 MARCH 31, 2012 APRIL 1, 2011

Balance, beginning of year $ 1,606,477 $ 1,711,705 $ 726,421

Capital contributions 65,227 294,224 1,377,980

Amounts amortized (814,921) (399,452) (392,696)

Balance, end of year $ 856,783 $ 1,606,477 $ 1,711,705

7. Commitments:

The Commission rents premises under operating leases which expire in 
2017.  Minimum annual rental payments to the end of the lease terms are 
as follows:

2014 $ 710,784

2015 733,952

2016 601,997

2017 291,311

$ 2,338,043
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The Commission has entered into contracts for services and research 
related to its initiative for those who are homeless and mentally ill 
and contracts related to other projects which support other initiatives 
which will be completed by 2014. Obligations under these contracts are 
as follows:

2014 $ 1,782,543

$ 1,782,543

The Commission will be relocating its existing two office spaces in 
Calgary to one office space in June 2013, and is committed to spending 
$40,000 to restore the offices to their original state.

8. Indemnification:

The Commission has indemnified its present and future directors, 
officers and employees against expenses, judgments and any amount 
actually or reasonably incurred by them in connection with any action, 
suit or proceeding in which the directors are sued as a result of their 
service, if they acted honestly and in good faith with a view to the best 
interest of the Commission.  The nature of the indemnity prevents the 
Commission from reasonably estimating the maximum exposure.  The 
Commission has purchased directors’ and officers’ insurance with 
respect to this indemnification.

9. Direct client services:

Direct client services pertain to the Commission’s research initiative for 
the mentally ill and homeless.

10. Financial instruments and related risks:

Fair values: 
The fair value of financial assets and liabilities approximate their carry-
ing amounts due to the imminent or short-term nature of these financial 
assets and liabilities or their respective terms and conditions.

Risk Management: 
The Commission is exposed to the following risks as a result of holding 
financial instruments:

(i) Credit risk: 
The Commission’s exposure to credit risk arises from the possi-
bility that the counterparty to a transaction might fail to perform 
under its contractual commitment resulting in a financial loss to 
the Commission.

The Commission is exposed to credit risk on its accounts receivable 
from another organization.  Concentration of credit risk arises as 
a result of exposures to a single debtor or to a group of debtors 
having similar characteristics such that their ability to meet contrac-
tual obligations would be similarly affected by changes in economic, 
political, or other conditions.  The Commission monitors credit risk 
by assessing the collectability of the amounts.  Of the accounts 
receivable at year end, $47,180 (March 31, 2012 - $456,244, April 1, 
2011 – $654,120) relates to accrued interest and other receivables. 

The Commission is exposed to credit risk on its investments and 
cash. The Commission manages this risk by ensuring compliance 
with the requirements of its Funding Agreement with Health Canada. 
Current investments are held in short term GICs.The Commission has 
determined that the maximum credit risk for accounts receivable is 
$nil (March 31, 2012 - $nil, April 1, 2011 - $nil).

Cash and cash equivalents consist of bank balances and short term 
deposits with large credit-worthy financial institutions.

(ii) Market risk:  
The Commission is exposed to market risk on its investments. The 
Commission manages this risk by purchasing investments with ma-
turities coinciding with planned cash requirements. The anticipated 
result of this intention to hold investments to maturity is essentially 
the elimination of this risk.

(iii) Interest rate risk: 
Interest rate risk arises on cash and cash equivalents and invest-
ments.  The Commission is exposed to interest rate risk due to 
fluctuations in bank’s interest rates.

The Commission does not hedge its exposure to this risk as it is 
minimal.  Every 1% fluctuation in the bank’s interest rate results in 
a $27,512 (March 31, 2012 - $133,539, April 1, 2011 - $44,805) annual 
change in interest revenue.
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(iii) Interest rate risk – continued:

The Commission is exposed to interest rate risk on its investments 
and short term deposits. The Commission manages this risk by 
purchasing investments with fixed interest rates.  As the Commission 
intends to hold its investments to maturity, fluctuations in interest 
rates will have no impact on how the Commission manages 
its investments.

(iv) Liquidity risk: 
Liquidity risk is the risk that the Commission will be unable to fulfill 
its obligations on a timely basis. The Commission manages its 
liquidity risk by monitoring its operating requirements. 

11. Comparative figures:

Certain comparative figures have been reclassified to conform with the 
financial statement presentation adopted for the current period.

ADDITIONAL MANAGEMENT INFORMATION– 
HOMELESSNESS SCHEDULE OF EXPENSES
For the year ended March 31, 2013

Expenses by Cost Object:

Direct client services $ 23,298,210

Salaries and Benefits 1,593,939

Services 988,640

Travel 302,920

Occupancy 17,500

Meetings and events 77,928

Materials 27,380

Administration 2,104,521

$ 28,411,038

Note 1: 
Salaries and benefits for the homelessness Initiative include $197,670 for management 
team compensation in 2013.
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BOARD OF DIRECTORS*
David Goldbloom, MD (Chair) 
Centre for Addiction and 
Mental Health 
Ontario

Patrick Dion (Vice Chair) 
Government of Ontario 
Ontario

Fern Nancy Stockdale Winder, 
PhD (Vice Chair) 
Saskatoon Health Region 
Saskatchewan

François Borgeat, MD 
Hôpital Louis-H. Lafontaine 
Québec

Lorraine Janet Breault, PhD 
University of Alberta 
Alberta

Kim Calsaferri 
Vancouver Coastal Health 
Regional Mental Health and 
Addictions Program 
British Columbia

Uppala Chandrasekera 
Canadian Mental Health Association 
Ontario

Mike DeGagné, PhD 
Nipissing University 
Ontario

Madeleine Dion Stout 
British Columbia

Dan Florizone 
Government of Saskatchewan 
Saskatchewan

Dana Heide 
Government of the 
Northwest Territories 
Northwest Territories

Mark Henick 
Canadian Mental Health Association 
Ontario

Barbara Korabek 
Government of British Columbia 
British Columbia

Jeannette Leblanc 
New Brunswick

Kevin McNamara 
Government of Nova Scotia 
Nova Scotia

James A. Morrisey 
Ontario

Peter Ralph 
Simmonds+Partners Defence 
Newfoundland and Labrador

Cindy Stevens 
Government of Manitoba 
Manitoba

Chris Summerville 
Schizophrenia Society of Canada 
Manitoba

Milton Sussman 
Government of Manitoba 
Manitoba

Manitok Thompson 
Nunavut

Glenda Yeates 
Health Canada 
Ontario

* Please note: Some directors did not serve for the full fiscal year.

EXECUTIVE LEADERSHIP TEAM*
Louise Bradley 
President and CEO

Geoff Couldrey 
Executive Vice President

Cameron Keller 
Vice President, Programs 
and Priorities

Michelle McLean 
Vice President, Public Affairs

Lawrence Green 
Vice President, Corporate Affairs and 
Chief Financial Officer

* Please note: Some executives did not serve for the full fiscal year.

Leadership and Governance



Contact

CALGARY OFFICE
Mental Health Commission of Canada 

Suite 320, 110 Quarry Park Blvd SE 

Calgary, AB T2C 3G3

Tel: 403-255-5808 

Fax: 403-385-4044

OTTAWA OFFICE
Mental Health Commission of Canada 

Suite 600, 100 Sparks Street  

Ottawa, ON K1P 5B7

Tel: 613-683-3755 

Fax: 613-798-2989

INFO@MENTALHEALTHCOMMISSION.CA

WWW.MENTALHEALTHCOMMISSION.CA

http://www.mentalhealthcommission.ca


Share our vision

In the not too distant future, Canada 
will have a renewed mental health 
system with help available for 
everyone, and people experiencing 
mental health problems or illness will 
not hesitate to obtain the help they 
need. To reach this future, the Mental 
Health Commission of Canada is 
working to create transformational 
change.

We have a role to play, and so do you. 

Please join us.

www.mentalhealthcommission.ca

http://www.mentalhealthcommission.ca

