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On Saturday May 31st, 2014, over two hundred
motorcycle riders drove from the Linden Oaks
Outpatient Center to the Starved Rock HarleyDavidson dealership in Illinois, totaling a distance
of over fifty miles. The event was titled the Brandon Marshall Mental Health Awareness Ride and
was aimed at raising awareness on mental illness
(Edward-Elmhurst Healthcare, 2014). Some may
recognize the name Brandon Marshall as the
NFL Pro Bowl wide receiver, who currently
plays for the Chicago
Bears. Others may
recall that Marshall
sparked headlines in
the summer of 2011,
when he announced
at a press conference that he had
been diagnosed with
Borderline Personality Disorder (Klemko,
2011).
Finally getting a diagnosis was not an
easy path for Marshall. Prior to fin-ding
out that he had
Borderline Personality Disorder (BPD), Marshall had been living a
volatile life, which included being arrested for
assaulting a law enforcement officer, driving under the influence of alcohol, misdemeanor battery, disorderly conduct and overall damaging
and self-damaging behavior. Marshall’s public
disputes and emotional outbursts date back to
his college days at the University of Central Florida (Kelly, 2011). In 2006 he was drafted by the
Denver Broncos, where his emotional outbursts
continued. In 2009, when Marshall was dating
Rasheedah Watley, ESPN’s Outside the Lines
described “at least seven police reports stem-

ming from alleged cases of domestic violence”,
which involved Watley (Cogan, 2014). In one of
the 911 calls, Watley called from a taxi stating
“He’s [Marshall] crazy, he’s attacking the car!”
(Cogan, 2014). In another call, Watley’s friend
was taking her to the hospital due to a knife
wound Watley had received. Her friend phoned
911, telling them that Marshall had “rammed
her car and was approaching with a brick”
(Coogan, 2014).
Though talented he
was, the Broncos
were not happy with
Marshall’s behavior.
They suspended him
in 2009 for bad behavior in practice (he
walked rather than
jogged and knocked
down a pass instead
of catching it) and
traded him to the
Miami Dolphins in
2010. While in Miami,
Marshall
“butted
heads with QB Chad
Henne” and after
being there for two
years was traded to
the Chicago Bears (Cogan, 2014).
Though Marshall had received counseling five
different times (some were mandatory by NFL
order), they merely led to more frustration.
He never gained better understanding about
his issues or how to deal with them throughout
his four years of therapy. (Kelly, 2011).
Fame and success did not help Marshall either.
Back in 2010, Marshall was living the supposedly
great life: he had secured a $50 million contract
with the Miami Dolphins in his home state, had
married his beautiful and educated wife Michi
and lived in a dream home with two nice cars
Continue on page 7

TRAINING*

BORDERLINE
PERSONALITY DISORDER

(English;
20 $ for material)
This course helps families understand and cope with the challenges of this disorder.
Thursday, 6:30 - 9:00 p.m,
Septembre 4th - Novembre 20th
(except Sept. 25th and Oct. 23rd)

SCHIZOPHRENIA :
ROAD TO RECOVERY

asmfmh.org
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Calendar

Helping me through my depression

WORKSHOP*

CONFERENCE

TAKING CARE OF
YOURSELF

(Gratuit /Free)

(French)
Taking care of our own needs is
not selfish - it is a necessity.
We will gain a better understanding of stress and how to reduce
its effects.
Thursday, 1:00 - 3:00 p.m,
October 2nd - 30th

Eating
Disorders

Les troubles alimentaires
ART
THERAPY
FOR
ADULTS*

(English ;
20 $ for material)
It helps families develop adaptive
skills so they can cope with the
chronicity of the disease and possible crises caused by the acute
phases of the illness.
Tuesday, 6:30 - 8:30 p.m,
Septembre 9th - Novembre 11th
Conference presented in partnership with ANEB

27 Oct

19h-20h30

2014

Oct 27th

7:00-8:30 p.m.

SUPPORT GROUP FOR CAREGIVERS*
PSYCHOSIS
(English &
French)
September 3rd
October 1st
November 5th
6:30 - 8:30 p.m.

BIPOLAR
DISORDER

(English &
French)
September 17th
October 15th
November 19th
6:30 - 8:30 p.m.

GROUPE FRANCOPHONE
(French)
September 10th
October 8th
November 12th
6:30 - 8:30 p.m.

At Pierrefonds, in the community, close to you
FRANCOPHONE SUPPORT
GROUP*

(French)
September 25th, October 23rd,
November 27th
6:30 - 8:30 p.m.
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* must register

Most of the time, I’m the one you call when you want someone to cheer you up. I like to dance. I love rock concerts,
farmers markets, dogs and children. But there’s another side to me:
I have been living with clinical depression since I was a child.
Thanks to treatment, coping tools and lifestyle changes—working
from home, eating a natural diet—I am better now than I have
ever been. Still, every so often I feel the depression returning.
I have described it to my husband as a demon eating my brain.
I know it’s confusing for him as one day I seem fine and the next
I am sad, distant, or even angry and pushing him away. And I
know he wants to help me, but sometimes it’s hard for family
members and friends to know what to do.

I had to learn how to be more open with my husband about
how I’m feeling and what I need from him. These are some of the
things I’ve shared with him:

N
HALLOWEE
PARTY
NAVIGATORS

(English &
French)
September 24th
October 22nd
November 26th
6:30 - 8:30 p.m.

Blogger, Kelley Baker, shares hints her family uses to help her
through depression.

I have described it to my husband as a demon
eating my brain.

(English &
French)
No artistic experience required.
Participation: $2
each workshop.
Monday,
1:30 - 3:00 p.m.
September 8th Décembre 1st

TROUBLE DE LA PERSONNALITÉ
LIMITE

By Kelley Baker - http://www.hopetocope.com/helping-me-through-my-depression/

(English & French)

Social club for
children who
have completed
the Anna
workshop.

Friday
Octobre 24th,
5:00 - 8:00 p.m.

Help keep clutter at bay.
A person spiraling into depression may feel like they are slowing
down while the world around them speeds up. The daily routine
feels overwhelming: The mail stacks up, dishes pile up in the sink,
laundry goes undone. It feels more and more impossible to keep
up. Getting extra help with kitchen chores and other mundane
tasks keeps things under control so everyone in the house is happier.
Pitch in on meal plans.
People who are depressed tend to either eat too little or overeat—usually going for something less than nutritious. Plus, driving
through the pick-up lane at a fast food restaurant or ordering a
pizza feels so much more manageable than fixing a meal. Having
someone make a healthy meal not only contributes to my physical
and mental well-being, but also eases my “mom guilt” over what
my kids are eating.
Ask how I’m feeling.
If I am able to articulate what I am going through, it helps my
husband understand what I am dealing with—and sometimes it helps me understand better, too. Unfortunately, I won’t
talk about what I’m going through unless someone asks me.

I don’t want to impose, or I don’t think they care. A simple “Do
you want to tell me what you’re feeling?” makes me feel less
alone.
Encourage self-care.
A lot of things fall by the wayside during a depression, including
personal appearance. Brushing your teeth and taking a shower
just don’t seem to matter—much less getting a haircut or going
to the dentist. It all just seems too hard. That attitude can snowball quickly into greater feelings of worthlessness: “Now I’m such
a mess, no one could ever love me.” Hearing something like, “I’m
going to do the dishes, why don’t you go enjoy a bubble bath?”
is often what I need to make me feel okay about doing something self-loving.
Offer a hug.
Studies show that a sincere hug lasting longer than 20 seconds
can release feel-good chemicals in the brain and elevate the
mood of giver and receiver. The fact that people who are depressed often don’t want to be touched can make this tricky, but
a hug from the heart, with no expectation of anything further, just
may help.
Offer reassurance.
Along with the feelings of worthlessness, anger and even guilt
that are part and parcel of depression, there’s often fear of
ending up alone because really, who would want to put up with
these episodes forever? Being reassured I won’t scare away my
family because I have an illness takes a huge weight off my mind.

A simple ″Do you want to tell me what you’re feeling?″
makes me feel less alone.
Give a reality check.
A never-ending loop of painful, destructive thoughts—“I’m unlovable, I’m a failure, I’m ugly, I’m stupid”—loop through the
mind of someone with depression. When my husband reminds
me how hard I worked to get a teaching credential, or tells me
I’m a great mom or that he loves me, it helps me keep those kind
of thoughts in check.
Remember the good.
When I’m depressed, I sometimes forget that I was ever happy.
Looking at pictures of vacations with my family, watching home
movies, hearing things from my husband and kids that they like
about me, reminds me that while I may feel sad or numb right
now, I’ll get through it.

Awards 2014 given by Friends
Gen Steventon Award

Françoise Vien Award

Awarded to Guyline Goulet, for her involvement and dedication to both Friends for Mental Health and other spheres of activity in the
community.

Awarded to Elisabeth De Souza, Mental
Health Nurse Clinician, whose work has significantly contributed to advancing the cause of
families living with mental illness.

Guyline Goulet, recipient

Elizabeth DeSouza, recipient
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Depression

Source: Mentale Illness Foundation (http://www.fmm-mif.ca)

Definition
All of us have gone through times in our
lives when we were sad, and sadness is
healthy to express our emotional responses to life events. But when sadness takes
over completely and prevents a person
from leading a normal life, and when
symptoms persist and intensify and don’t
improve over time, it’s perhaps more than
just the blues. Depression is much more
than just feeling blue once in a while.
Often, no precise event can explain the
appearance and persistence of the
symptoms.
Major depression
It is the constant, enduring sadness that
we recognize first in a person who is
depressed. He or she feels alone and
desperate, is no longer interested in family
and friends, feels isolated, tired, and cries
easily.
Along with these external signs of depression comes guilt and low self-esteem. The
depressed person may become very selfcritical and accuse himself or herself of
every wrong; he or she feels quite guilty
and consequently puts himself or herself
down and loses self-esteem. At times,
he or she expresses thoughts of death
and suicide. As well, sexual interest is
often lowered or absent. There is a profound
loss of interest in everything that interested
him or her before. The depressed person no
longer gets any pleasure from life.
A severely depressed person may experience an acute loss of appetite as well as
substantial weight loss. He or she suffers
from severe insomnia and from a general
slowing down of all his or her activities. All
daily activities required call for a superhuman effort – getting up, eating, even
speaking seem to be beyond his or her
capacities.

Secondary depression
Secondary depression, which is also characterized by a disproportionately depressed mood, generally occurs after a
particularly painful experience.

Psychotic depression is recognized by
false beliefs or by hearing voices. The
person affected may be bombarded by
thoughts that make him or her unjustifiably feel that they do not deserve to live;
they feel guilty about being unworthy, or
might feel persecuted. These feelings of
unworthiness, guilt and persecution, while
unfounded in reality, are so intense that
suicide may seem the only solution.

Symptoms
Some physical illnesses may present symptoms similar to those of depression. That is
why a checkup or a medical examination
should be done in all cases of depression.
Visible manifestations:
• Excessive irritability
• Depression or constant sadness
(frequent desire to cry)
• Excessive worrying
• Difficulty making decisions
• Loss of interest and pleasure in
all activities
Physical symptoms:
• Appetite disorders: loss of or
increase in appetite and/or weight
• Sleep disorders: insomnia or
hypersomnia
• Agitation or slowdown
• Loss of concentration and/or
memory
• Lowered or loss of sexual
interest
• Fatigue or lack of energy
Subjective symptoms:
• Self-deprecation, self
put-downs, loss of self-esteem
• Sense of being unworthy and
of persecution or excessive guilt
• Difficulty concentrating,
indecisiveness
• Sense of isolation, loneliness
• Recurrent thoughts of death
or suicide
Behavioural changes:
• Withdrawal or social dependency
• Masks
• Negation or resistance

Psychotic depression
This type of depression generally presents
several characteristics of a major depression. It is differentiated by the intensity of
certain symptoms and by the presence of
psychotic characteristics.
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Causes
Depression is a complex illness with
many genetic, psychological and social
causes. However, the results and analyses

of recent studies suggest that depression
is fundamentally a brain disorder, often
triggered by external events.
• Certain genetic factors play a role
in creating a chemical imbalance in the
brain when a person is experiencing a
depression.
• The loss of a loved one, or a deterioration in professional status (e.g., losing
a job) or conjugal relations, that lead to
lowered self-esteem.
• A physical illness may well lead to
depression in an otherwise very active
person. Depression then complicates
the physical illness that, in getting worse,
deepens the depression.

Who is at risk?
Depression is one of the most common
psychiatric disorders. According to a

survey conducted by public health authorities in Quebec, about 8% of people
aged 12 and older reported experiencing
an episode of depression during the last
12 months.

Prevention and care
Depression is an illness that should never
be taken lightly. Consequently, it is important to consult a doctor as soon as the first
symptoms appear in order to be quickly
diagnosed, since depression can deepen
and even lead to suicide.

thought patterns are identified and new
patterns are developed. The patient is
given exercises to put these new patterns into practice. Cognitive-behavioural
therapy is intense and consists of about
20 once-a-week sessions; the treatment
usually lasts five to six months.
Interpersonal psychotherapy
This is a short-term therapy aimed at alleviating the symptoms of depression. The

The first person to talk to about your symptoms is your family doctor, who will know
what steps to take. If diagnosed well, depression can be treated easily and quite
quickly. A combination of psychotherapy
and antidepressants is unquestionably the
best therapeutic formula.

these interpersonal relations can be resolved, then the symptoms of depression
can also be stabilized. In interpersonal
therapy, the therapist concentrates, with
the patient, on improving one of the following aspects, usually by focusing on the
one that is the most problematic:
• Sorrow or grief
• Adaptation to a new role
• Interpersonal tensions
(e.g., constant conflict with
a work colleague)
• Interpersonal deficiencies
(e.g., an inability to communicate,
which impairs relationships)
Generally, the therapy consists of one session a week for about 16 weeks. It may be
followed by monthly follow-up sessions until the person no longer feels the need. It is
as effective as antidepressants in the case
of minor or moderate depression. Studies
show that better results are obtained if
antidepressants are used along with interpersonal psychotherapy.

Hospitalization is rarely necessary during
treatment and there are many mutual aid
and support groups that can help.

Antidepressants
Antidepressants can normalize neurotransmitters and quickly – usually in two
to three weeks – help restore normal sleeping habits, appetite, energy, pleasure
and positive thoughts.

Psychotherapy
Psychotherapy works on the psychological and social aspects that could be related to a depressive episode.

Contrary to popular belief, antidepressants do not create a dependency. The
medication must be prescribed for about
four to six months to minimize the risk of
a relapse. However, the biological treatment will need to be continued if depressive disorders persist.

Several types of psychotherapy are possible, but two have proven to be scientifically effective in treating depression:
cognitive-behavioural and interpersonal
therapy.
Cognitive-behavioural therapy

Studies indicate that better results can
be achieved if antidepressant use is associated with interpersonal therapy.

Very structured, cognitive-behavioural
therapy is considered a short-term treatment and is very focused on the present
moment. It aims to change the dysfunctional thinking that accompanies depression and that may be triggering or perpetuating the depressive episodes. This
therapy can be effective in helping those
with a minor or moderate depression. It
can also help prevent relapses.
A distortion in thought patterns disturbs
what the person thinks of himself or herself, their relationships with others and their
rapport with the world in general. In the
course of the therapy, these distortions in

Phototherapy
A doctor can also prescribe phototherapy
treatment, which uses a special light that
acts as a stimulant, for people who suffer
from a seasonal depression.
starting hypothesis is that the majority of
depressed people have disturbed interpersonal relationships. This is part of the
illness. Therapists who employ this technique believe that if the difficulties with

More info : http://www.fmm-mif.ca/la-maladie-mentale.html#sthash.6X1yR7NV.dpuf

What to do if a loved one is suffering from depression
Listen to the person who is depressed so he or she can share what they’re feeling.
• You can contribute to the treatment by encouraging him or her to first see a doctor and, if needed, a depression specialist.
• Be patient with him or her: since he or she already puts himself or herself down a lot, he or she is even more sensitive to criticism.
• Be understanding when he or she withdraws from his or her usual activities: he or she sometimes lacks motivation and energy.
• Your understanding and empathy can contribute to the recovery of the person who is depressed.
• Most of all, reassure the depressed person. No matter how desperate the situation may seem to him or her, it is not hopeless.

Depression can be treated!
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Helping your psychiatrist help you
By Steven Weisblatt, MD

Due to a variety of factors, psychiatric
consultations often
last less than an
hour and followup visits often last
just 15 minutes. In
that time frame it’s
nearly impossible to adequately
review what has happened since
your last visit. Given this limited
psychiatric “face time,” it’s critical that you describe your
symptoms and changes
that have occurred quickly
and accurately. If you and
your doctor can spend
less time clarifying the
status quo you can
spend
more
time
			
discussing how treatment can be moved forward so you can achieve remission and
function at your best.
To that end, always come to your appointment with notes prepared—and be prepared to take notes. This increases the likelihood that you won’t forget to tell the doctor something important and allows you to jot down instructions, points you wish to
discuss later in the session, or topics you want to research online.

ments about how you’ve been functioning because they’re
specific to your diagnosis. For example, when you tell your doctor, “I had a good week,” “I’m feeling OK,” or “The medication
is working,” it isn’t clear if A) you’re symptom-free B) you’re experiencing fewer symptoms under stressors similar to those reported during your prior visit or C) you haven’t had any change
in symptoms but merely had a good week because of fewer
stressors. This type of communication doesn’t illuminate how
you’re responding to the doctor’s interventions. What’s more, it
sets the stage for further confusion as the visit progresses.
It’s more useful to discuss the presence of symptoms and signs
specific to your diagnosis. It gives a more accurate, quicker
sense of how “symptomatic” you are if we track decreased
sleep, racing thoughts, amplified anxiety, depressed mood, and
irritability than if we track whether or not you are arguing with
your spouse, doing more household duties, or cursed at a driver
who cut you off. Whereas these anecdotes can “round out” the
presentation to the psychiatrist, the behaviors described may
have changed due to other factors and may not reflect whether
your illness has changed since the last appointment.
At every follow-up appointment, it’s critical to establish whether target symptoms are increasing or decreasing in frequency

At the beginning of the appointment, tell your doctor if you’ve
had adverse effects from any prescribed medications. These include but are not limited to tremors, fatigue, appetite change,
and hair loss. This conversation should be a priority; you need to
be clear about these adverse effects before further treatment
plans are made.
From the first consultation, it’s important that you and your doctor agree not only on your diagnosis but the symptoms and signs
particular to you. These should be noted as your “targets” of
treatment and should be followed over time. When all signs and
symptoms disappear, you can say you’re in remission, the treatment goal you should seek. Note that symptoms are things you
feel or experience, while signs are behaviors noticed by others,
including your parents, spouse, children, colleagues, therapist,
and doctor.
In my practice, I give out clipboards and pens and ask patients
and whoever accompanies them to make two lists. Under the
headings of “depressive behaviors” and “manic/overarousal
behaviors” we list all symptoms and signs the patient has currently and, separately, past symptoms and signs. These become
the target symptoms we use to evaluate the efficacy of treatment.
Discussing symptoms and signs is more useful than general com-

Steven Weisblatt, MD, is a clinical
assistant professor of psychiatry at
SUNY Downstate Medical Center in
Brooklyn and has private practices in
New York and Pennsylvania. He has
spoken and consulted widely about
accurate diagnoses and effective
treatments.
(www.drweisblatt.com)

Page 6

(how often), intensity (how bad), and duration (how long). This
helps determine whether the interventions you and your doctor have tried are moving you toward remission. To be sure a
change in the severity of your symptoms is real, it’s important to
know if circumstances in your life have changed. A decrease in
amplified anxiety, racing thoughts, and irritability during vacation or an increase in those symptoms during final exams may
not reflect a change in the severity of symptoms but only a
change in the amount of stress you’re under.
Visits to the doctor can be stressful—and they’re almost always
too brief. However, if you prep in advance—possibly with the
help of a trusted friend or family member—you can get the
most out of your session.
Source : bp magazine (www.bphope.com)

Families working towards recovery
Continued from page 1

Go Green? Go Lime Green

(Kelly, 2011). Yet it all meant nothing to
Marshall; he was not able to enjoy his luxuries and privileges and states “it was hard
to understand why” (Klemko, 2011).
Marshall explains, “I lived in a bubble.
I became unattached, unemotional ...
The things that made me relevant or
successful were the things that began
to ruin me. It got to the point where
it consumed me, it took over
me, it controlled me.” (Sherman, 2011).
Marshall said he was depressed
and scared to trust others.
Rather than opening up to his
wife, he often lashed out at her.
Though he tried to contain his
emotions while on the football
field, sometimes they broke through.
After a particular outburst during a team
meeting, his fellow teammate Ricky Williams (who himself has social anxiety disorder) recommended that Marshall go seek
help at Boston McLean’s Hospital, where
Williams received his treatment. Marshall
eventually went to McLean, where he
spent three months undergoing psychological and neurological exams. Marshall
states “It wasn’t till I got here [McLean]
that I understood why I was so unhappy,
why I was so miserable, but understanding is merely the beginning of the journey”
(Kelly, 2011). It was at McLean where Marshall finally received his diagnosis of BPD.
At the time Marshall stated, “by no means
am I all healed or fixed, but it’s like a light
bulbs been turned on in my dark room”
(Kelly, 2011).
While at McLean, Marshall underwent dialectical behaviour therapy (DBT) and met
daily with clinicians and other patients
with BPD, spending four hours each meeting learning how to process his emotions
properly. Marshall also discovered helpful
tools such as mindfulness and radical acceptance (Kelly, 2011). The latter taught
Marshall to accept the world as it is, practice letting go and stop trying to change
the past. He learned to treat others, as
well as himself, with compassion (Cogan,
2014). Another tool that Marshall acquired
was distress tolerance. Marshall states that
“anytime there’s conflict it’s a challenge;
what I’m feeling or trying to get across is
right, but I’m reacting wrong. My actions
or what I’m saying is not effective or productive and it makes the situation worse”
(Kelly, 2011).
In his first public speech concerning his
disorder, which was given at Harvard University in fall 2011, Marshall states that his
treatment at McLean “taught him how to
turn off his emotional ‘switch’ by not bottling things up and that a ‘lack of expression equals depression’” (Sherman, 2011).
During his speech Marshall gave the example of when he was unhappy with the
Miami Dolphins’ playbook before their
game against the New York Jets. He said
he voiced his displeasure to his wife Michi
Nogami-Marshall and was able to talk
through his anger rather than let it get the
best of him. In addition, Marshall said that

he still Skyped with his doctors during the
football season. He further stated that “it
was truly a blessing to be around people
that understood me, that spoke my language, that could help me. The treatment
gave me the opportunity to live again, to
enjoy life, enjoy my successes” (Sherman, 2011). Without treatment,
Marshall said he would probably be divorced and out of the
NFL. “God is good” Marshall
said, “He answered my prayer
just in time” (Sherman, 2011).
Finding ways to cope with BPD
was not Marshall’s only mission
in life however. Marshall decided to share his diagnosis with
the public, stating, “Before this
ordeal I kept asking God to show
me my purpose. He gave me this. I’ll
be the face of BPD. I’ll make myself
vulnerable if it saves someone’s life
because I know what I went through this
summer [at McLean hospital] helped save
mine” (Kelly, 2011).
And Marshall certainly has kept true to
his word. He and his wife co-founded The
Brandon Marshall Foundation. The foundation is a “nonprofit organization with
a mission to end the stigma associated
with mental illness, advocate for unprecedented awareness, connect those suffering to the resources they need and paint
the world lime green (the official color
for mental health awareness)” (EdwardElmhurst Healthcare, 2014).
Marshall is raising money for early-detection programs and is teaming up with
mental health organizations, but he says
money alone isn’t enough. “We can raise
all the money in the world, but people
might not go get help. They’re still going to
see it as a taboo topic” Marshall explains,
“So it’s important for us to get the conversation started” (Cogan, 2014). Marshall is
therefore committed to raising awareness;
even to the extent of wearing lime-green
cleats on the football field last October, to
promote mental health awareness, which
resulted in a $10,500 fine from the NFL. In
response to the fine, Marshall tweeted,
“Football is my platform not my purpose.
This fine is nothing compared to the conversation started & awareness raised”
(Cogan, 2014). Marshall wants to make
mental illness “an everyday topic at our
dinner tables and an everyday conversation in government” (Farrar, 2012) and has
pushed for the Mental Health in Schools
Act (Cogan, 2014). He is also reaching
out to other NFL players who might need
help. People within the NFL themselves
are seeking out Marshall to confide in
as well. Players and coaches have approached Marshall, either about a mental
illness they struggle with or about a loved
one’s struggle with mental illness. (Cogan, 2014).
In 2012, the NFL league announced
a new Life Line program, which
provides 24/7 services for players
and their families. Upon making
the phone call, callers are
connected with the appro-

priate help and resources during times of
crisis. The league also established the NFL
Ambassador program, which aims to train
retired players in providing peer counselling for current NFL players. Though this
is improvement, Marshall believes more
is needed. “I spoke to Commissioner
Goodell” Marshall says, “He’s open to
sitting down and talking through some
things. It’s a conversation that the NFL
wants to have, but a 1-800 number is not
going to help our guys or our families. The
whole approach needs to be looked at.
Players won’t talk about it because of the
stigma. They feel that they’ll be judged
-- which they will. But that’s why we need
them to talk up” (Cogan, 2014). Marshall
believes that the NFL can set an example
of breaking down stigma and providing
jobs for people with mental illness by “allowing players second chances to incorporate themselves back into the workforce” (Cogan, 2014). Marshall states that
“This is a civil rights issue. If we can break
down these barriers and the stigmatization at the highest level, then it’s a trickledown effect” (Cogan, 2014).
Recently, Marshall and his wife went to go
visit Marshall’s old neighbourhood, where
he grew up until he was in grade four. During their visit, Marshall’s wife Michi told a
reporter, “We are rooted and grounded
by our faith. We have a story to tell, and
we have people to help and work to do.
We don’t have to prove our hearts are
genuine about this. The only thing we
need to do is be transparent. That’s something that comes naturally -- and it gives
people an open door to ask for help”
(Cogan, 2014).
Marshall was invited to speak at a community celebration later that day, where
he prayed with the crowd, saying “We
pray for revelation, for a renewing of our
mind. We pray for a transformation in our
heart” (Cogan, 2014). Though we cannot change our past, we can attempt to
change and renew our hearts and minds.
We can learn to accept and, in doing so,
make room for the possible outcomes of
our future. Together, we can ‘paint the
world lime green’.
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Retirement announcement
It is with great emotion that I advise you of my departure as executive director of
Friends for Mental Health, to enjoy my retirement.
I want to praise the staff, volunteers and the Board of Directors for their contributions
to the great achievements of recent years.
In addition, I would like to express to each of you my appreciation and immense
gratitude for your cooperation during all this time.
I express my best wishes for success in your work with the community, which
is so valuable and indispensable.
Sincerely,
Lucie Discepola

Somewhere else in the community

No one has the right to do you harm
By Chrystal Assee, counselor

Cavac is a community agency whose mandate is to provide support and offer services to anyone person who has
been the victim of a crime. First it is important to define what
constitutes a victim in the charter of human rights; we speak
about the right to feel safe. When anyone person is in a
context when their right to safety has been compromised by
a criminal act, they become victimized.
A crime by the virtue of the law would
imply the role of victimization, whereby
a citizen that has had their safety compromised by the actions of another
person intending to break the confines
of the law. Essentially, we can deduce
that when a crime is committed, victimization is the consequence.
Cavac has the mandate to respond to
victims following a crime that impacted
their sense of security. Often times, various consequences
happen because of a crime. Some the consequences are
material, and some other times, the consequences are psychological.
In the context of the care giver and their safety in relation
to their ill loved one, this article is intended on providing an
understanding of how Cavac can help harmonize the process for everyone. When a crime has been committed by
the person with a mental health problem, essentially Cavac

would intervene if a crime was reported to the police,
and Cavac services would be deployed by the police or the
victim themselves.
Understandably, calling the police is a difficult action in relation to a person we love. It is complex gi-ven the nature of
the relationship. Many fears exist around calling the police
to intervene, because they are many unknowns of the legal
process and the long term consequences of a criminal charge, against the
criminal actions of a loved one. The legal intervention of calling the police also
is a protective intervention for all parties
involved when a crime has taken place.
Cavac is a well-known and credible
agency with matters around criminal
consequences, and victimization consequences. Counselors provide support,
orientation within the legal context and
education also surrounding protection strategies.

To reach CAVAC in your region
1 866 LECAVAC (532-2822)
www.cavac.qc.ca
CONSTITUTION ACT, 1982
7. Everyone has the right to life, liberty and security of the person
and the right not to be deprived thereof except in accordance
with the principles of fundamental justice

Thank you to our donors

We’d like to thank these organizations and foundations for their support this
past quarter: City of Pointe Claire, Dorval Oldtimers, PRP Concert, Lower Canada College, Fraternité des policiers de Montréal, Lakeshore Civitan Club

Friends for
Mental Health
Les Amis de
la santé mentale
(514) 636-6885
www.asmfmh.org

