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APPENDIX ONE: DETAILED RESEARCH METHODOLOGY 
 
 

OVERVIEW 

 
The research design of the project was tailored to adequately address the scope of the project in terms of both its 
aims, as well as the fact that this was a national level study that looked at housing and related supports across 
Canada.  This necessitated a design involving multiple approaches that could reach out to various respondent and 
stakeholder groups in all provinces and territories. 
 
The project aims were as follows: 
 
Á To conduct a national assessment of the current need and supply of quality housing and related supports (i.e., 
ǘƘŜ ΨōŀǎƪŜǘ ƻŦ ǎŜǊǾƛŎŜǎΩύ ŦƻǊ ǇŜǊǎƻƴǎ ƭƛǾƛƴƎ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀƴŘ ƛƭƭƴŜǎǎΦ 

Á To identify model programs in providing housing options to persons living with mental illness. 

Á To identify necessary conditions and actions at the provincial/territorial and civic/municipal levels essential to 
develop an adequate supply and range of housing for persons living with mental illness. 

Á ¢ƻ ƛŘŜƴǘƛŦȅ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎκǎǳǇǇƻǊǘǎ όƛΦŜΦΣ ǘƘŜ ΨōŀǎƪŜǘ ƻŦ ǎŜǊǾƛŎŜǎΩύ ƴŜŎŜǎǎŀǊȅ ǘƻ ǎǳǇǇƻǊǘ ǇŜǊǎƻƴǎ living 
with mental health problems and illnesses in housing. 

Á To identify the economic, personal and social costs and benefits in providing, and not providing, adequate 
specialized housing and community support services. 

 
The project employed a mixed design using qualitative and quantitative methodologies, with multi-stakeholder 
participation.  The multi-stakeholder participation ensured a comparative element to the design.  The design was 
also participatory in that it had inbuilt processes for stakeholder participation and feedback in facilitating 
representation; refining the tools of data collection; informing data analysis; and ensuring knowledge 
development, exchange, and transfer. 
 
The quantitative element of the project comprised a survey design with comparable questionnaires as the tool of 
data collection.  The survey sample was stratified into five different stakeholder groups and the survey was 
administered across Canada using a snowball method.  The qualitative elements of the study comprised of 
teleconferences and consultations with reference groups, key informant interviews with national and international 
experts, consumer webinars, and site visits of housing programs across Canada.  
 
SPSS 15.0 was the program of choice for data entry and analysis of survey data.  Analysis of qualitative data 
involved detailed analysis of transcripts, reference group meeting minutes, notes from the webinars, and field 
notes from site visits.  This proved to be both an inductive and deductive process in that it added to existing 
knowledge, as well as shed light on less explored areas, leading to the emergence of new categories and themes.  
Triangulation was possible as more than one approach was used to investigate research questions.  This enhanced 
the confidence in the ensuing findings.   
 
This research project underwent an expedited review process through the Centre for Addictions and Mental 
Health Research Ethics Board.  In addition, the research team completed the Alberta Research Ethics Community 
Consensus Initiative (ARECCI) Ethics Decisions Support Tool to capture the ethical processes that are incorporated 
in the project. Also, as a best practice to promote ethics in research projects, each member of the research team 
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completed the Interagency Advisory Panel on wŜǎŜŀǊŎƘ 9ǘƘƛŎǎΩ όtw9ύ ƻƴ-line Introductory Tutorial for the Tri-
Council Policy Statement: Ethical Conduct for Research Involving Humans (TCPS).  Where students have been 
involved, they have also completed the Tri-Council tutorial and are being supervised by seasoned researchers.   

 

DETAILED METHODOLOGY  

 
This section of the methodology section will present a detailed review of the range of methods utilized in the 
project. 
 
The project consisted of a multi-pronged approach to assessing housing and related supports across Canada, 
utilizing the following methods:  

1. The development of provincial/territorial and national reference groups. 

2. A comprehensive search and review of grey and published literature. 

3. Interviews with key stakeholders. 

4. Interviews with international key informants. 

5. Development and distribution of surveys to people living with mental illness, family members, community 
mental health service providers, housing providers, and hospital administrators and clinical leads. 

6. Webinar consultations with people living with mental illness. 

7. Site visits to housing programs across Canada. 
 

PROVINCIAL/TERRITORIAL AND NATIONAL REFERENCE GROUPS 

 
The participation of provincial/territorial and national reference groups was a process that was used by the 
research team to formally and consistently validate study findings.  The key system stakeholders that participated 
in the reference groups played a critical role in informing all aspects of the project, from planning phases to data 
collection and analysis.   
 
There were numerous benefits to utilizing reference groups in all aspects of the project.  First, the process allowed 
the research team to consistently present and assess the adequacy of preliminary findings.  In addition, erroneous 
and/or misinterpreted findings were identified early, and findings were challenged through open discourse.  The 
process also presented the researchers with the opportunity to work closely with key system stakeholders across 
Canada.  
 
The research team recruited provincial/territorial and national reference groups to inform the design and 
implementation of the environmental scan and analysis of housing and related supports for adults living with 
mental health problems and illnesses.  These groups would also identify emerging better practices in the 
development and provision of secure and stable housing for this population across Canada. 
 
The research team underwent an extensive process to select each reference group member and develop groups so 
that they reflected a well-balanced group of stakeholders.  Specifically, in selecting potential reference group 
members, the research team conducted an iterative process of background searches on key stakeholders and 
leaders in the field through internet searches, contacting stakeholders directly for recommendations, and 
collaborating with other housing project investigators within the Mental Health Commission of Canada. 

 
Á To ensure true representation of stakeholder groups a matrix was developed: 
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Á Provide subject matter expertise. 

Á Inform the Research Team (Centre for Addiction and Mental Health and Canadian Council on Social 
Development) as to key partners and champions within the field. 

Á Assist in identifying promising models of housing and supports from their jurisdictions.  

Á Review proposed methodology for the environmental scan process. 

Á Review and assist in analysis of findings from the national assessment. 

Á Share project information with key partners within their jurisdiction.  

Á Promote the project with key partners within their jurisdictions.  
 
In addition, a national reference group was created that met via teleconference three times during the study to:  

Á Provide insight into how the systems for mental health related housing and supports in Canada compare to 
those that exist in other regions. 

Á Provide subject matter expertise. 

Á Review and assist in analysis of findings from the national assessment. 

Á Promote the project to key partners nationally and internationally.  
 
Reference group members played a critical role in each data collection phase.  The research team received 
valuable feedback on each of the questionnaires and interview questions, contact names of key informants for 
interviewing, and provincial networks for questionnaire distribution.  In addition, reference groups provided 
recommendations for innovative programs that could be considered for site visits, as well as high level 
assessments of current housing and community support challenges.  Reference group members also distributed 
surveys within their networks to mental health service providers, housing providers, hospital representatives, 
people living with mental illness, and family members. 
 

DATA 

 

As mixed-methods approach to data collection was used, multiple sets of data were collected and included:  

Á Literature search and review. 

Á Semi-structured qualitative interviews with key system stakeholders (e.g., government representatives, 
regional health authorities, provincial/territorial housing corporations, and municipal housing providers). 

Á Qualitative interviews with international key informants. 

Á Surveys from five stakeholder groups including people living with mental illness, family members of individuals 
with lived experience, community mental health service providers, housing providers, and hospital 
administrator and clinical leads. 

Á Webinars with people living with mental illness. 

Á Notes from site visits with housing programs with a focus on innovative practices. 

Á Notes from consultations with reference groups across Canada. 

 

LITERATURE SEARCH AND REVIEW 
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The literature review included academic literature (e.g., published research studies, reviews of literature, 
theoretical papers) and grey literature (e.g., unpublished reports and government documents).  The research team 
developed a list of key search terms to identify papers exploring housing for individuals with mental illness 
together with other housing options including social housing, residential care, emergency shelters, and transitional 
housing.  Key words included, but were not limited to the following (either alone, or in combination):  

Á housing 

Á mental illness 

Á mental disorder 

Á mental health 

Á mentally ill 

Á addictions 

Á housing supports 

Á supported housing 

Á supportive housing 

Á dedicated housing 

Á homes for special care 

Á domiciliary hostels 

Á Residential Treatment Facilities 

Á custodial housing 

Á Housing First 

Á Pathways to Housing 

Á continuum of care housing 

Á treatment first housing 

Á boarding home 

Á unregulated housing 

Á foster homes 

Á group homes 

Á congregate housing 

Á shared housing 

Á supervised apartments 

Á rooming house 

Á single room occupancy 

Á alternative housing 

Á transitional housing 

Á psychiatric patients 

Á housing outcomes 
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Á housing stability 

 
The search was limited to English-language articles published from 1990 to 2010. 
 
In addition to considering models of housing and support that are dedicated to people living with mental illness 
and/or mental health problems

1
, the research team identified the need to consider the broader array of affordable 

housing programs across Canada.  The goal of this exercise was to provide relevant background information to root 
any future national strategy in better practices with respect to determinants of health, human rights, and relevant 
policy directions.  While there is no doubt that the continuum of housing and supports includes these dedicated 
models, the reality is that people with mental illness live in many different types of housing arrangements, as does 
any person in Canada.  These include:  

Á Owning a home 

Á Living with parents, living with friends 

Á Renting an apartment in the private rental market 

Á Living in social housing (including public, non-profits and co-operatives, and other affordable housing 
initiatives) 

Á Living in dedicated housing
2
 όƛƴŎƭǳŘƛƴƎ ΨǎŎŀǘǘŜǊŜŘ ǎƛǘŜΩ ƘƻǳǎƛƴƎ ǿƘŜǊŜ ŀ ǊŜƴǘ ǎǳǇǇƭŜƳŜƴǘ ŜƴŀōƭŜǎ ǊŜƴǘŀƭ ƛƴ ǘƘŜ 

private rental market, dedicated buildings with self-contained apartments, dedicated homes with private, or 
shared bedrooms) with a variety of housing and/or clinical supports where intensity of supports can range 
from low to high. 

 
Key objectives were to: 

Á Synthesize the history and current status of social housing in Canada. 

Á ¦ƴŘŜǊǎǘŀƴŘ ƘƻǳǎƛƴƎΩǎ ǊƻƭŜ ƛƴ ƘŜŀƭǘƘ ŀƴŘ ǘƘŜ άŦƛǘέ ǿƛthin the social policy context. 

Á Discuss housing as a basic human right and the implications this has for government. 

Á Review how other countries have addressed affordable housing needs. 

Á Provide additional information on the economic, social, and personal costs  

Á Summarize considerations for policy and long-term strategies for affordable housing. 
 
Multiple activities were undertaken to address these objectives: 

Á Interviews with key contacts and government sources with a focus on mapping existing housing and mental 
health supports, together with existing policy frameworks relating to housing, mental health, poverty 
reduction, and prosperity promotion. 

Á Review of existing provincial/territorial, national, and international reports that synthesize issues that impact 
affordable housing, policy directions that support affordable housing and people with special needs, and 
effective planning for affordable housing and people in core need of housing. 

Á Review of provincial, territorial, and federal government websites on existing policies and practices related to 
affordable housing. 

                                                 
1
 LƴŎƭǳǎƛƻƴ ƻŦ ǘƘŜ ǘŜǊƳ άƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎέ Ƙŀǎ ōŜŜƴ ǳǎŜŘ ǎƛƴŎŜ Ƴŀƴȅ ǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ Ƴŀȅ ƴƻǘ ƘŀǾŜ ŀ 

diagnosis of mental illness per se (either through personal choice or due to circumstances such as lack of a psychiatrist to 
formally make a diagnosis).   
2
 Many dedicated housing options include social housing models ς for example, they may have rent supplements attached, they 

may be located in social housing units, and they may be provided in partnerships between mental health and affordable 
housing providers.    
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Á Review of research related to better practices in fostering the creation of affordable housing, with a particular 
emphasis on social housing and people with special needs. 

Á Review of publications issued by key organizations in Canada, including Canada Mortgage and Housing 
Corporation, Statistics Canada, Canadian Policy Research Networks, Canada Housing and Renewal Association, 
Wellesley Institute, Caledon Institute of Social Policy, National Council on Welfare, Canadian Centre for Policy 
Alternatives, National Housing Research Committee (chaired by CMHC), National Aboriginal Housing 
Organization, together with past work from the project lead organizations (Canadian Council on Social 
Development and the Centre for Addiction and Mental Health).   

 
Key words used in searches include:  

Á affordable housing 

Á social housing 

Á public housing 

Á mental health 

Á mental illness 

Á policy 

Á social policy 

Á core housing need 

Á better practice 

Á inclusionary housing 

Á housing benefit 

Á housing supplement 

Á zoning 

Á supportive housing 

Á supported housing 

Á green housing 

Á determinants of health 

Á income 

Á human rights 

Á health 

Á homeless 
 
A series of electronic databases were consulted to retrieve the published literature

3
.  A web-based search was also 

conducted for non-indexed published and unpublished reports on housing and related supports for individuals 

                                                 
3
 The following electronic databases were used to access published literature: Age line, AMED, ASSIA, Bibliography of Native 

North Americans, CIHAHL, Criminal Justice Abstracts, Criminology:  A SAGE Full-Text Collection, Digital Dissertations @ Scholars, 
EconLit, E-Journals@Scholars, EMBASE (Ovid), Expanded Academic ASAP @ Scholars, Family Studies Abstracts, Health Sciences:  
A SAGE Full-Text Collection, OVID/ HEALTHSTAR, Medline, PAIS Archive, PAIS International, Political Science:  A SAGE Full-Text 
Collection, PsychARTICLES, PsychCRITIQUES, Psychology:  A SAGE Full-Text Collection, PsychINFO, Public Administration 
Abstracts, PubMed, Scholars Portal, Scopus, Social Sciences Abstracts@Scholars, Social Sciences Citation Index, Social Services 
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with mental illness.  Numerous search engines and knowledge exchange portals were used including: Google 
Scholar, the Homeless Hub, the Wellesley Institute, the Substance Abuse and Mental Health Services, and the 
Ontario Mental Health and Addiction Knowledge Exchange Network (OMHAKEN).  In addition, a website search 
was conducted of various mental health organizations and housing provider organizations in Canada and 
internationally.  Some specific websites were: the Canadian Mental Health Association, Ontario Non-Profit Housing 
Association, and the Mental Health Commission of Canada. 
 

WEBINARS 

 
As part of the multi-method approach to understanding the firsthand experiences of people living with mental 
illness with regard to housing and related supports, the research team partnered with the National Network of 
Mental Health (NNMH), the largest national organization run by and for people with mental illness in Canada that 
focuses on activities such as advocacy, education, resource sharing, and information distribution on issues which 
impact persons living with mental illness.  The NNMH assisted the research team in hosting a series of online 
consultations with people living with mental illness (e.g., webinars). The webinars were hosted using Adobe 
Acrobat Connect Pro Meeting software which enabled participants to attend via teleconference or webcast.  Six 
English webinars were ŦŀŎƛƭƛǘŀǘŜŘ ōȅ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŎƻƴǎǳƳŜǊ ŎƻƴǎǳƭǘŀƴǘΣ aǊΦ 5ŀǾƛŘ Reville, and were held between 
February 23

rd
 and February 26

th
, 2010 for various regions across Canada. Provinces and territories were grouped 

into five larger regions (Alberta and British Columbia; Manitoba and Saskatchewan; North West Territories, 
Nunavut, and the Yukon; New Brunswick, Newfoundland and Labrador, Nova Scotia, and Prince Edward Island; and 
Ontario) with one webinar designated for residents in each region.  Due to large levels of interest in Alberta and 
British Columbia, a second webinar was hosted for these provinces. 
 
Participants were asked to share their thoughts and experiences with the mental health and housing system, best 
practices, governance issues, preferences, as well as facilitators and/or barriers regarding housing and related 
supports.  One additional French webinar, facilitated by Mr. Alfred Cormier, was held on June 3rd, 2010 for 
francophone residents in Quebec and New Brunswick.  Another webinar was scheduled for francophone residents 
from the rest of Canada; however, this was cancelled due to low participation. 
 
Participants were recruited via an electronic invitation that was distributed through e-mail to reference group 
members, and posted on the NNMH and MHCC websites. Reference group members were asked to circulate the 
invitation through their respective networks in order to utilize a snowball sampling methodology.  Overall, there 
was a strong level of interest in the webinars, with 83 registrants (including waitlist participants) and 60 
participants across all six webinars.  Participants received a $30.00 honorarium for their participation. 
 

INTERVIEWS WITH KEY SYSTEM STAKEHOLDERS 

 
Interviews with key system stakeholders for the purpose of obtaining current information on housing/support 
stock in Canada

4
 began in January 2010 and were completed by the end of April 2010.  

 
The research team identified representatives from Regional Health Authorities, provincial housing corporations, 
municipal housing providers, and government ministries in each province and territory (and nationally) who had 

                                                                                                                                                             
Abstracts, Social Work Abstracts, Sociological Abstracts, Sociology:  A SAGE Full-Text Collection, Urban Studies Abstracts, and 
Worldwide Political Science Abstracts. 
4
 In addition to an interview methodology, the research team reviewed published reports, site visits, and questionnaire data to 

obtain information on the current housing/support stock across Canada. 
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expertise that enabled them to report current information on housing/support models in their respective areas.  
Provincial and territorial reference group members and the projectΩǎ advisory board were also consulted.  
 
Interviews with system experts were approximately 1-2 hours in length and were used to collect information on 
the categories/themes, including models of support; capacity, funding, and regulation; and, historical and current 
trends in housing and supports investments.  A sample of questions utilized to guide the interviews is listed 
below

5
: 

  
1. Models of Support: 

- Can you characterize the models of housing/support that are on the ground (e.g., size of average site, 
ŎƭǳǎǘŜǊŜŘκǎŎŀǘǘŜǊŜŘΣ ǘȅǇŜ ƻŦ ǎǳǇǇƻǊǘ ŀƴŘ Ƙƻǿ ƛǘΩǎ ǇǊƻǾƛŘŜŘΣ άǘȅǇƛŎŀƭέ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ ŜŀŎƘ ƳƻŘŜƭύΚ 

- What is the nature of the operation that typically provides the various models (e.g., private, for profit; 
non-profit; community NGO versus hospital)? 

 
2. Capacity, Funding, and Regulation: 

- What are the round numbers of each housing model at the provincial or territorial level?  

- What are the funding levels in each model? 

- How are each of the models funded (funding mechanism) and regulated?  
 
3. Historical and Current Trends in Housing/Support Investment: 

- What is the nature of investment in housing models over the last decade (e.g., has there been a 
particular trend in the types of models being funded)? 

- Who has funded these specific investments (e.g., municipal government, provincial government, 
federal government, other)? 

- How does this more current investment compare to investments made historically? 

- What is the nature of the investment over the last few years? 
 

INTERNATIONAL KEY INFORMANTS 

 
The research team identified international experts with knowledge of housing models unique to regions outside of 
Canada.  The research team identified international experts in the field of housing and related supports through 
various processes including: scans of both published and grey literature, recommendations made by reference 
group members, and via other international informants. 
 
Seven interviews were conducted with international key informants from April 2010 to June 2010.  Interviewees 
were asked to share their thoughts and knowledge of the mental health and housing system in the areas of best 
practices, policy development, funding models, creative partnerships, and innovations in the provision of housing 
programs. 
  
Initial correspondence with the majority of the informants was made by e-mail.  This approach was intended to 
probe interest, introduce the project, and allow the prospective informants to recommend other experts in the 
field.  
 

                                                 
5
 The listed questions were used as a general interview guideline. 
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Interviews were held with seven international key informants from three different countries. In total, five 
informants were from the United States, one was from Portugal, and one was from Ireland. 
 
An analysis of verbatim transcripts was conducted to identify common themes. 
 

SURVEY USING QUESTIONNAIRES 

 
To understand specific issues around housing and related supports from the perspectives of diverse stakeholders, 
questionnaires were developed for the following stakeholder groups: 

Á persons living with mental health issues/mental illness 

Á family members of persons living with mental health issues/mental illness 

Á housing providers 

Á community-based mental health service providers 

Á hospital administrators and clinical leads 
In summary, questionnaires asked stakeholders about barriers/enablers regarding housing and related supports in 
their regions, challenges around access and tenure of housing and supports, and recommendations. 
 
Questionnaire Distribution 
Questionnaires were uploaded into SNAP Surveys Professional 10, a program used for online survey distribution.  
PDF versions of questionnaires were also created and distributed along with online survey links.  An invitation was 
created for all stakeholder groups and a snowball methodology was employed to distribute questionnaires across 
Canada

6
.  

 
The research team created databases containing contact information of mental health service provider networks, 
social and dedicated housing provider networks, and hospitals with specialized mental health beds.  These lists 
were vetted through reference group members for further input. 
 
Invitations letters and questionnaire links were sent to reference group members for further distribution to 
associated networks (refer to section on reference groups for a detailed description), and directly to contacts listed 
in all databases.  In addition, the invitation letter and links were posted on websites such as The National Network 
for Mental Health, the Mental Health Commission of Canada, the Homelessness Hub, and various other network 
sites.  Study notices and links were also featured in numerous community mental health agency and housing 
provider newsletters across Canada.  
 
All questionnaires underwent a pilot phase.  The piloting of the questionnaires occurred during a three-week 
period.  Invitations to participate in the pilot were distributed through reference group members with a request to 
return completed questionnaires by a set deadline.  Based on feedback from the questionnaires, numerous 
revisions were made to each of the questionnaires. 
 
Questionnaire Analysis 
Both quantitative and qualitative components were included in the questionnaires.  A content analysis was 
undertaken to identify common themes within qualitative responses.  A primary researcher repeated this process 
until all responses were accounted for and synthesized into themes and sub themes.  Once theoretical saturation 
was achieved, findings were reviewed and agreed upon by additional members of the research team.  
 

                                                 
6
 Copies of questionnaires and associated materials are available on request. 
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Quantitative data were analyzed using the Statistical Package for the Social Sciences (SPSS) Version 15.0.  A variety 
of statistical tests were conducted during the data analysis phase, which included the following tests: descriptive 
statistics, crosstab analyses with chi-square tests of association, independent-sample t-tests, one-way analyses of 
variance, Pearson r correlations, and linear regression analyses.  In addition, some basic mean and summation 
calculations were carried out using Microsoft Office Excel 2003. 

SITE VISITS 

 
Through the research process, efforts were made to identify innovations in housing and supports that address 
challenges and/or lead to positive change.  There were extensive consultations with reference group members in 
each province or territory to identify innovation and promising practices.  Through this process, a tentative list of 
innovative services were identified for each province, following which site visits were undertaken to most of the 
services to gain an in-depth understanding of the innovation.  Site visits included visiting the actual sites and 
services, consultations with staff and people living with mental illness and/or tenants.  More than 30 sites were 
visited across the different provinces and territories.  In addition, extensive consultation with multiple stakeholders 
including hospital representatives, people living with mental illness, housing providers, ministries, peer support 
groups, and mental health service providers were undertaken during these site visits. 

KNOWLEDGE EXCHANGE STRATEGY 

 
The process of engaging multiple stakeholders at various levels and through multiple modalities, in different 
aspects of the study created a fertile ground for knowledge exchange (KE).  KE activities like sharing and 
consultations through webinars, site visits, reference group teleconferences, and web based information sharing 
have occurred.  The research team and the Mental Health Commission of Canada also worked on creating a long-
term plan for KE, which will be supported beyond the life of the project by a CIHR grant awarded to facilitate KE 
pertaining to the outcomes and the results of the study. 
 
The knowledge exchange strategy focuses on creating meaningful dialogues between multiple stakeholder groups 
and to impart information in creative ways, such that the momentum created through such exchange will result in 
ongoing, nationwide, proactive collaboration, intervention, and advocacy in the field of housing and related 
supports in mental health. 
 
Aims of the Knowledge Exchange Initiative: 

Á Create an active, sustainable platform for ongoing collaboration and KE. 

Á Develop mechanisms to ensure continued engagement with the MHCC, and key players in the areas of 
governmental policy and strategy development. 

Á Create user friendly, target driven information made available through multiple channels. 

Á Establish an expert resource base with an interactive, real-time component. 
 
At this point, strategies to operationalize these aims have been developed.  An online innovations template has 
been developed and piloted with reference group members.  Through the research and consultation process, some 
key areas of common interest have been identified and reference group members have been invited to indicate 
their areas of interest.  This will lead to the development of cross-cutting interest groups across Canada.  In 
collaboration with the Knowledge Exchange Division of the Mental Health Commission, the innovations template 
will be made available online and will serve to inform stakeholders of ongoing innovations in the field.  The cross-
cutting interest groups will also find a sustainable platform for ongoing collaboration through the ComƳƛǎǎƛƻƴΩǎ Y9 
website and other modalities.  The knowledge exchange strategy will also arrive at creative ways of presenting 
information and findings from the project to target audiences.  Existing websites and portals will be used 
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effectively to post reports and other information.  These next steps will be undertaken as part of the CIHR 
knowledge translation project. 

LIMITATIONS OF THE STUDY 

 
The surveys reached a national audience, and were stratified in terms of stakeholders.  Given the scope of the 
study and the fact that this study was limited to a brief time period, a random sampling methodology could not be 
employed.  This has inadvertently resulted in over/under representation of some groups, and some provinces and 
territories over others.  However, this has analytical value in terms of understanding levels of engagement, the 
concentration or lack of services in different geographic areas, and the need for specific qualitative methodologies 
to be employed in understanding issues of certain stakeholders/provinces and territories that have been 
underrepresented.  This is particularly true of the North West Territories, Yukon, and Prince Edward Island.  With 
the stakeholder groups, the participation of hospital representatives was lower than that of other stakeholders.  
Also there was greater participation of people living with mental illness from independent settings than from 
congregate settings.  This could have been due to access issues, though specific efforts were made to reach out to 
people in all type of housing settings through service providers and by encouraging the provision of hard copies.   
 
In spite of these limitations, the multi-methods employed neutralized many of the limitations of a specific method.  
It also ensured that as comprehensive a picture of housing and supports was captured within the constraints of 
time and budget.   
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 APPENDIX TWO: WEBINARS 
 
Consumers from across Canada were invited to participate in six webinars held between February 23 and February 
26, 2010 (two for the Alberta and British Columbia region, and one for each of the following geographic areas: 
Manitoba and Saskatchewan; the Northwest Territories, Nunavut, and the Yukon; New Brunswick, Newfoundland 
and Labrador, Nova Scotia, and Prince Edward Island; and Ontario) and one francophone webinar on June 3, 2010.  
A total of 70 individuals participated in the webinars.  The majority of these were people living with mental illness, 
but participants also included service providers, family members, a provincial government member, and a 
landlord.  Participants living with mental illness reported living in a wide range of housing situations. 

WEBINARS OVERVIEW 

 
Housing was seen as fundamental to recovery.  A range of consumer preferences were expressed regarding 
housing, including a need for community integration through both scattered and non-scattered housing models, 
mechanisms to facilitate connections to the communities in which consumers live, and a continuum of housing 
options.  Identified issues included the lack of safe and affordable housing, vulnerability to slumlords, and NIMBY-
related barriers.  Participants also expressed a desire for people living with mental illness to play a real role in the 
planning and decision-making process.   

SYSTEM BARRIERS 

 
Themes raised by participants included the need for increased financial supports and subsidies and enhanced 
social assistance structures.  Poverty and threat of loss of housing or supports were identified as barriers to aiding 
recovery, in addition to systemic disincentives to employment and homeownership.   
 
Other factors participants viewed as anti-recovery were the difficulty of navigating the current fragmented housing 
system, lack of equitable access and system transparency, and issues with navigating and accessing services 
outside of the mental health system, such as dental or legal services. 

TAILORED SUPPORTS BEYOND THE TRADITIONAL BASKET OF SERVICES 

 
Participants noted that the effects of mental illness are different for each person, and thus there is a need for a 
range of individually tailored supports beyond ǘƘŜ ǘȅǇƛŎŀƭ άōŀǎƪŜǘ ƻŦ ǎŜǊǾƛŎŜǎΦέ  tŀǊǘƛŎƛǇŀƴǘǎ ǊŜǇƻǊǘŜŘ ǘƘŜ ƴŜŜŘ ŦƻǊΣ 
and positive impact of, supportive services in accessing and maintaining housing.  They also reported the need for 
other, related supports, such as assistance with activities of daily life, and supports to allow people to maintain 
their housing during periods of crisis or hospitalization.  Together with recovery-oriented education and 
employment, these tailored supports would enable people to focus on and advance their recovery.   

PEER SUPPORT 

 
Feedbacks from participants identified peer support, including peer organizations, as important in helping people 
living with mental illness to access and navigate the system and programs.   

STIGMA 

 
People living with mental illness consistently reported experiencing stigmatization in interactions with landlords, 
employers, the community, police, etc.  They ǾƻƛŎŜŘ ǘƘŜ ƴŜŜŘ ŦƻǊ ǇǳōƭƛŎ ŜŘǳŎŀǘƛƻƴ ǘƻ ŎƘŀƴƎŜ ǎƻŎƛŜǘȅΩǎ ǾƛŜǿǎ ƻŦ 
individuals with mental illness.   
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PEOPLE WITH MULTIPLE NEEDS 

 
Persons with concurrent disorders were identified as a population particularly lacking in adequate supports, 
services, and housing options.  The need for tailored housing and supports and services for the youth and elderly, 
in particular, for the large aging population with mental illness, was also regularly mentioned.  The lack of system 
planning and housing options, as well as the need to address systemic issues and gaps in service for young adults, 
particularly those between the ages of 18 and 19 years, were noted.  Concern was also expressed for aging 
caregivers with dependants who are in the mental health care system or have mental health issues, and the lack of 
planning for this population. 
 
It was also raised that many groups ǘŜƴŘ ǘƻ άŦŀƭƭ ǘƘǊƻǳƎƘ ǘƘŜ ŎǊŀŎƪǎέ ŘǳŜ ǘƻ ƭŀŎƪ ƻŦΣ ƻr inability to access services.  
These groups include people with cognitive issues, autism, personality disorders, forensic clients, and those who 
remain undiagnosed.  Particular emphasis was placed on individuals who are undiagnosed and have difficulty 
accessing or are unable to access the mental health system. 

RURAL/REMOTE ISSUES 

 
Participants spoke to the challenges faced by those living in rural/remote areas, including a lack of housing options, 
supports and services, issues with transportation (also evident in urban areas with respect to lack of choice), and 
the high costs for exǇŀƴŘƛƴƎ ƭƛƳƛǘŜŘ ǊƻŀŘ ŀŎŎŜǎǎΦ  ¢ƘŜ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘǎ ƻŦ ƘŀǾƛƴƎ ǘƻ ƭŜŀǾŜ ƻƴŜΩǎ ŎƻƳƳǳƴƛǘȅ ǘƻ ǘǊŀǾŜƭ 
to large urban centres to access needed care or supports were also mentioned.  The issues faced by those in 
rural/remote areas were identified as being unique and need to be addressed as such.     

ISSUES SPECIFIC TO ABORIGINAL COMMUNITIES 

 
Several issues specific to Aboriginal communities were raised by participants, including a lack of housing options; 
the need for self-governance, ownership, and involvement in program planning for their communities; the need to 
evaluate Euro-based versus traditional Aboriginal approaches to mental health; and the need to address the 
inherent racism that surrounds the Aboriginal people, specifically, the assumption of high levels of drug and 
alcohol abuse by this population, and the tailoring of services around these issues, to the exclusion of others.  Also 
identified were the lack of cultural awareness and of the variety of Aboriginal cultures, and the influence of culture 
on the needs of people with mental illness, all of which must be considered in program planning.   
 
 
In summary, the following are the highlights from the analysis of webinar data: 

Á Housing is fundamental to recovery, and a recovery-oriented system must provide a range of housing options. 

Á Enhanced social assistance structures and increased financial supports and subsidies are integral to recovery. 

Á System fragmentation, inequitable access, and lack of transparency make it difficult to navigate the housing 
system. 

Á Supports need to move beyond the typical basket of services to include support for activities of daily living, 
housekeeping, maintaining housing during periods of crisis or hospitalization, employment, and education. 

Á Stigma is a significant barrier to recovery.  Landlords need to be educated about mental illnesses to create a 
more supportive housing environment. 

Á The current housing system has significant gaps in serving people with concurrent disorders, youth with 
mental health issues, and seniors with mental health issues. 

Á The future of dependants with mental health issues living with aging caregivers was a significant source of 
concern. 
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Á There are unique issues relating to housing and supports in rural/remote communities, including lack of 
resources, transportation issues, and the need ǘƻ ƭŜŀǾŜ ƻƴŜΩǎ ŎƻƳƳǳƴƛǘȅ ǘƻ ŀŎŎŜǎǎ ǎǳǇǇƻǊǘǎ. 

Á The Aboriginal community deals with a very inadequate housing system for people with mental health issues, 
lack of culturally competent services, lack of involvement in decision making, and a skew in the services 
provided due to assumptions that this population is particularly vulnerable to issues of substance abuse.   

ALBERTA AND BRITISH COLUMBIA 

 
PARTICIPANT PROFILE 
 
The webinar in Alberta and British Columbia was held on Tuesday, February 23rd, 2010, and involved eight 
participants, the majority of whom were people living with mental illness.  Four participants were from Lethbridge, 
AB, and at least two participants were family members.   
   
Due to extensive interest, a second Alberta and British Columbia webinar was held on Thursday, February 25th, 
2010.  The second webinar involved 11 participants, the majority of whom were people with mental illness.   
 
HOUSING STOCK 
 
Participants agreed that ƘƻǳǎƛƴƎ ǿŀǎ ǘƘŜ ŦƛǊǎǘ ǇǊƛƻǊƛǘȅ ŀƴŘ άŦǳƴŘŀƳŜƴǘŀƭέ ŦƻǊ ǊŜŎƻǾŜǊȅΦ  ¢ƘǊƻǳƎƘƻǳǘ ǘƘŜ ǿŜōƛƴŀǊǎ, 
they noted the shortage of housing stock; in particular, of housing that is both safe and affordable.   
 

 
The need for sustainable housing options was particularly identified in British Columbia, especially in Vancouver, 
where the housing stock consists mainly of single-family homes that are not affordable.  This removes the option 
for low-income people to live in the interior of the city, where the bulk of supports and services are located.  
Participants further expressed concern about the lack of housing geared towards seniors, youth, and Aboriginals, 
as well as the shortage of housing options in rural/remote areas.  A unique issue mentioned in the webinars was 
the situation of homeless individuals, many of whom likely suffer from some form of mental illness; these 
individuals often live in the woods on the outskirts of urban areas, viewing this as a safer and preferable 
alternative to shelters or alleyways in the cities.    
 
CONSUMER HOUSING PREFERENCES 
 
The issues of consumer choice and the need for a continuum of housing options to meet the diverse needs of 
individuals in various stages of recovery were prominent in the webinar discussions.  In the February 25

th
 webinar, 

the scattered site model and market housing were frequently mentioned, particularly because these models offer 
the ability to choose the area where one wishes to live.  The need for additional supportive housing, as well as 
housing for seniors and youth, was raised throughout the webinars.  Several webinar participants lived at home 
with their families and reported mixed experiences; one participant noted being satisfied with the living 
arrangement, while another felt άbad living at home as an adulǘέ ǿƘŜƴ άǎƛŎƪΦέ 
 
SUPPORTS AND SERVICES 
 
Access to Housing 
The lack of safe and affordable housing stock was a prominent theme throughout the webinars. This constitutes a 
major challenge to accessing housing, which was noted to be crucial for recovery.   
 

ά²ƘŜƴ L Ŧƛƴŀƭƭȅ ƳƻǾŜŘ ǘƻ Ƴȅ ŀǇŀǊǘƳŜƴǘΣ ƛǘ ǿŀǎ ǘǊŜƳŜƴŘƻǳǎ ǘƻ Ƴȅ ǊŜŎƻǾŜǊȅΦέ 
- webinar participant 
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Lack of housing, and subsequent access issues, were identified specifically for Aboriginals, seniors, and youth.  
Discrimination, stigma, and NIMBY issues were also noted as challenges to accessing housing in certain areas.   
 
Youth and Seniors 
The need for housing and programs specifically for youth and for seniors was a definite theme throughout the 
webinars.  It was noted these populations require tailored supports and services and housing to aid in their 
recovery, including supports for daily living skills for youth.  The gap in services and supports for youths between 
the ages of 18 and 19 years was also noted.  In particular, it was mentioned that in British Columbia, the education 
system is not required to fill out supportive pension papers for children who are physically disabled or have a low 
I.Q. until they are 19 years old, which is an access and system issue for youth.  The impact on income and financial 
supports for the elderly population transitioning from disability to old age security at age 65 was also raised. 
 
People with Concurrent Disorders 
Participants noted a gap in services and programs for the large population with substance abuse or addiction 
issues in this area; one participant specifically noted the lack of daytime programs and services.  Participants also 
ƴƻǘŜŘ ǘƘŀǘ ǎƻƳŜ ǇƻǇǳƭŀǘƛƻƴǎ ǘŜƴŘ ǘƻ άŦŀƭƭ ǘƘǊƻǳƎƘ ǘƘŜ ŎǊŀŎƪǎέ ŘǳŜ ǘƻ ŀŎŎŜǎǎ ƛǎǎǳŜǎΣ ǎǳŎƘ ŀǎ ǘƘƻǎŜ ǿƛǘƘ ŎƻƎƴƛǘƛǾŜ 
issues, autism, personality disorders, forensic clients, and those who are undiagnosed.   
 
Income and Policy Issues 
An important theme raised by participants was lack of adequate financial supports to access safe and affordable 
housing.  Housing subsidies and social and disability assistance do not keep up with market costs and inflation or 
discretionary rent increases by landlords.  One participant noted that it could be necessary to choose between 
paying for housing or food.  People often live in groups out of necessity rather than desire, possibly creating anti-
recovery situations.   
 
Rental subsidies were described as extremely important for accessing and maintaining housing; however, 
participants noted that there are not enough subsidies available, and that the subsidies that do exist are not 
adequate to access decent and safe housing.  Lack of supports to access housing translates into a large and 
possibly hidden homeless population.  Housing First type initiatives were viewed as positive and needed in many 
areas. 
 
tŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎ ǿŜǊŜ ƳƛȄŜŘ ǊŜƎŀǊŘƛƴƎ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘ ƻǊ governance of their housing, 
although a few indicated they had opportunities to do so.     
 
Rural/Remote Issues 
Rural/remote areas were described as particularly lacking in resources and support to access services.  It was also 
identified that rural issues are unique and must be addressed as such.  People often must leave their communities 
to seek supports and services elsewhere, which may be anti-recovery.  Transportation in rural/remote areas was 
noted as a major barrier to accessing supports and services.   
 
Peer Support 
The level of peer support was noted as being variable, and an increase in access to this type of is needed.  In North 
Vancouver, peer support workers are restricted to mental health clients, thus creating an access barrier for non-
clients.  Receiving support from peer support workers often leads to participants becoming peer support workers 

ά²Ŝ ƭŀŎƪ ƭƻǿ ƛƴŎƻƳŜ ƘƻǳǎƛƴƎΦ  ¢Ƙƛǎ ƛǎ ǘƘŜ ōƛƎƎŜǎǘ ƴŜŜŘΦ  LŦ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ ƘƻǳǎƛƴƎΣ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ 
ǘƘŜ ŜƴŜǊƎȅ ǘƻ Řƻ ŀƴȅǘƘƛƴƎ ŜƭǎŜΦέ 

-webinar participant 
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in turn, and in some cases, they get jobs in the άƻǳǘǎƛŘŜ ŜƴǾƛǊƻƴƳŜƴǘέΦ  Support groups were also noted as 
beneficial to recovery.   
 
Maintaining Housing and Program Eligibility 
Participants expressed that supports and services tailored to the individual are extremely important in maintaining 
housing, and that the varying levels of services by location may negatively impact recovery.   
 

 
 
The issue of being able to maintain housing during hospitalizations arose.  One participant received several 
eviction notices while hospitalized, due to non-payment of rent on account of inadequate disability income.  
Difficulty maintaining housing when transitioning from disability assistance to old age security income was also 
reported as an ƛǎǎǳŜΦ  ¢ƘŜ ŎǳǊǊŜƴǘ ǎȅǎǘŜƳ ƛƴ ǿƘƛŎƘ άǘƘŜ ōŜǘǘŜǊ ȅƻǳ ƎŜǘ, ǘƘŜ ƭŜǎǎ ƭƛƪŜƭȅ ȅƻǳ ŀǊŜ ǘƻ ōŜ ƘƻǳǎŜŘέ ǿŀǎ 
viewed as a disincentive to recovery. 
 
Education and Employment Supports and Policies 
Supports for education, employment, and volunteering were noted as important, particularly for youth.  Volunteer 
opportunities lead to increased self-esteem and aid in recovery; participants felt that supports to promote such 
opportunities are important to consumers. 
 

 
 
Disincentives to work, which are also not conducive to recovery, include claw-backs and workplace discrimination.  
A participant reported that in Victoria, B.C., when one secures a job, the housing subsidy is withdrawn. 
 

 
 
Aging Caregivers 
Participants raised the issue of aging caregivers to dependents with mental health issues who live at home.  There 
is lack of planning for this issue and inadequate support for this population.       
  
OTHER SYSTEM LEVEL ISSUES 
 
tŀǊǘƛŎƛǇŀƴǘǎ ǾƛŜǿŜŘ ǘƘŜ ǎȅǎǘŜƳ ŀǎ ŦǊŀƎƳŜƴǘŜŘΣ άōŀǊǊƛŜǊ-ƻǊƛŜƴǘŜŘΣέ ŀƴǘƛ-recovery, and lacking in transparency.  They 
noted that the aid of an advocate to assist with navigating the system and accessing programs and services would 
be beneficial.  Accessing services outside of the mental health system, such as dental and legal services, were also 
noted as challenges, particularly for those with mental illness.   
 
Participants voiced the need for safe and affordable housing and available and accessible supports. Supports and 
services should be tailored, client-centered, and recovery-oriented; they must also include things outside of the 
ǘȅǇƛŎŀƭ άōŀǎƪŜǘ ƻŦ ǎŜǊǾƛŎŜǎΣέ ǎǳŎƘ ŀǎ ǎǳǇǇƻǊǘǎ ŦƻǊ ŜƳǇƭƻȅƳŜƴǘ, education, and daily living.  

ά²ƻǊƪƛƴƎ ƳŀƪŜǎ ŀ ƘǳƎŜ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ƭƛŦŜΧōǳǘ ƛŦ ȅƻǳ ǿƻǊƪ Ŧǳƭƭ ǘƛƳŜΣ ȅƻǳ ƳŀƪŜ ƭŜǎǎ ǘƘŀƴ ǿƘŜƴ ȅƻǳ ŀǊŜ 
on disability and work part-ǘƛƳŜΦέ 

-webinar participant 

ά²ƘŜƴ LΩǾŜ Ǝƻǘ ŀ ǾƻƭǳƴǘŜŜǊ ƧƻōΣ Ƴȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛƳǇǊƻǾŜǎ ŀ ƭƻǘΦέ 
-webinar participant 

άIŜǊŜ ƛƴ ±ƛŎǘƻǊƛŀ ǿŜ ƘŀǾŜ ŀ ǊŜŀƭ ǇǊƻōƭŜƳ ǿƛǘƘ ǎŜǊǾƛŎŜǎΦ  L ǘǊƛŜŘ ǘƻ ƎŜǘ ŀ ŎŀǎŜ ƳŀƴŀƎŜǊ ŦƻǊ ȅŜŀǊǎΧ L ŀƳ 
ƻƴ h5{tΣ ōǳǘΧ ǘƘŜȅ ǎŀȅ άǿŜ ƘŀǾŜ ǘƻƻ Ƴŀƴȅ ǇŀǘƛŜƴǘǎΣ ȅƻǳ ƘŀǾŜ ǘƻ Ǝƻ ǘƻ ŀ ŦŀƳƛƭȅ ǇƘȅǎƛŎƛŀƴΦέ 

-webinar participant 
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Another major theme was the need for more funding and resources to increase availability of and access to 
housing and related supports and services, instead of budget cuts.  Systemic disincentives to working must also be 
addressed.  The need to enhance the knowledge of people living with mental illness about their rights as tenants 
was identified, as well as the need to address various eviction experiences.   
 
Participants expressed the need for a lobbying or advocacy group to campaign for change and to ensure that the 
voice of mental health consumers is heard in the political arena.    
 

 

MANITOBA AND SASKATCHEWAN 

 
PARTICIPANT PROFILE 
 
Of the 17 participants, the majority were people living with mental illness.  One family member, two staff 
members from a mental health centre, and a landlord also participated in the webinar.   
 
HOUSING STOCK 
 
Housing was described by participants as very important to recovery.  They noted a marked housing shortage and 
affordability issue, with typical rents higher than the supplements provided.  Landlords avoid the rent control in 
Manitoba by carrying out complete renovations, exacerbating the shortage of affordable housing options.  There 
are long wait times for housing clients being discharged from mental health centres in Selkirk, as well as in the 
much larger city of Winnipeg.    
 
HOUSING PREFERENCES AMONG PEOPLE LIVING WITH MENTAL ILLNESS 
 
Preferred housing options included living in a house, private apartment, and group or dedicated homes.  A 
portable housing benefit, provided through the Manitoba government, was very beneficial in allowing one 
participant to live independently.   
 
SUPPORTS AND SERVICES 
 
Accessing Programs and Housing 
Participants expressed a definite need for supports to access programs and housing. Participants reported that the 
system was not user-friendly or recovery-oriented, and that issues of inequitable access, lack of transparency, and 
disincentives to work resulted in negative mental health outcomes.  Navigating the system and associated 
paperwork was described as creating barriers to accessing and maintaining program eligibility.  The system was 
also described as arbitrary ς it was noted that programs were not implemented in a standardized fashion, and that 
there is a lack of uniformity in the benefits offered by workers to clients.  Peer support was described as important 
for learning about programs and opportunities and how to navigate the system.   
 

ά²ƘŜƴ ȅƻǳ ƘŀǾŜ ŀ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŀ ƭƻǘ ƻŦ ǘƛƳŜǎ ȅƻǳ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ŜƴŜǊƎȅ ƻǊ ǘƘŜ ǎǘŀǘŜ ƻŦ ƳƛƴŘ ƻǊ 
ǿƘŀǘŜǾŜǊ ǘƻ ƳŀƪŜ ȅƻǳǊ ǾƻƛŎŜ ƘŜŀǊŘΦ  {ƻ L ǘƘƛƴƪ ǘƘŀǘ ƻƴŜ ƻŦ ǘƘŜ ǊŜŀǎƻƴǎ ǘƘŀǘ LΩƳ ƘƻǇƛƴƎ ǿƛǘƘ ǘƘŜ aI//Σ 

that ǘƘŀǘ ƛǎ ŀ ǿŀȅ ǘƻ ƎŜǘ ƻǳǊ ǾƻƛŎŜǎ ŀ ƭƛǘǘƭŜ ƳƻǊŜ ǳƴƛŦƛŜŘ ŀƴŘ ƘŜŀǊŘ ƳƻǊŜΦέ 
-webinar participant 

άhǳǊ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎŜǎ ǎǘǊƛƪŜ ŜŀŎƘ ƻŦ ǳǎ ǾŜǊȅ ŘƛŦŦŜǊŜƴǘƭȅΦέ 
-webinar participant 
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An important issue raised was the limiting definition of serious mental illness.  This prevents many people from 
accessing support and programs, including supports that would enable them to maintain housing.   
 
Another issue was the lack of services in rural/remote locations, which necessitates travel to an urban centre, 
often far from home, to access needed services. 
 
Maintaining Housing and Program Eligibility 
Participants expressed a need for support and services to maintain their housing.  They described situations in 
which people lose their housing on admission to hospital, or lose their place in programs due to their inability to 
participate in a program audit.  Disincentives to working were noted as non-recovery-oriented practices ς people 
with mental illness who work beyond a certain threshold risk being terminated from programs and jeopardizing 
needed supports, benefits, etc.     
 

 
Another major theme of support in maintaining housing was around rent supplements and assistance, and the 
issue of a rental gap.  Participants noted that welfare, disability assistance, benefits, and rent supplements were 
not high enough to maintain adequate housing and meet the costs of daily living, and thus failed to support their 
recovery. 
 

 
Participants reported positive outcomes from support groups, as well as a need for increased mental health 
supportive services to maintain their housing and assist them in their recovery.   
 

 
Peer support in maintaining housing was also noted as a positive and helpful for recovery.   
 
OTHER SYSTEM LEVEL ISSUES 
 
Broader system structure or governance issues included the need to move ŀǿŀȅ ŦǊƻƳ ŀ άƻƴŜ-size-fits-ŀƭƭέ 
approach, and to emphasize helping consumers find meaningful full-time employment through supportive 
education.  The example cited was the need to provide financial and other support services rather than limiting 
client eligibility and moving clients out of services as quickly as possible.   
 

ά¢ƻ ƘŀǾŜ ǘƻ ǇǊƻǾŜ Ƙƻǿ ŘƛǎŀōƭŜŘ ȅƻǳ ŀǊŜΣ ƛǘΩǎ ǊƛŘƛŎǳƭƻǳǎΦ  Lƴ ǊŜŎƻǾŜǊȅ ȅƻǳ ŀǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ǘƘƛƴƪ ƻŦ 
ȅƻǳǊǎŜƭŦ ŀǎ ƘŜŀƭǘƘȅΣ ŀƴŘ ȅŜǘ ǿŜ ƘŀǾŜ ǘƻ ƪŜŜǇ ǇǊƻǾƛƴƎ Ƙƻǿ ǎƛŎƪ ǿŜ ŀǊŜΦέ 

-webinar participant 

άL ƘŀǾŜ ǘƻ ƳŀƪŜ ǎǳǊŜ L ƻƴƭȅ ǿƻǊƪ ŀ ŎŜǊǘŀƛƴ ŀƳƻǳƴǘ ƻŦ ƘƻǳǊǎ ǎƻ ǘƘŜȅ ŘƻƴΩǘ take money back and I get 
kicked off the program, and I need a career so can I afford to keep housing in the future.  I need 

ƎƻǾŜǊƴƳŜƴǘ ǎǳǇǇƻǊǘ ǘƻ ŦƛƴƛǎƘ ǎŎƘƻƻƭΦέ 
-webinar participant 

ά²ƘŜƴ Ƴȅ ǊƻƻƳƳŀǘŜ ǿŀǎ ƛƴ ǘƘŜ ƘƻǎǇƛǘŀƭΣ ƘŜǊ ǊŜƴǘ ŎƘŜŎƪ ŘŜŎǊŜŀǎŜŘΣ ōǳǘ ǿŜ ƘŀŘ ŀƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ 
ƭŀƴŘƭƻǊŘ ǎƻ ŀƭƭ ǘƘǊŜŜ ƻŦ ǳǎ ŘƛŘƴΩǘ ƘŀǾŜ ǘƻ ōŜŎƻƳŜ ƘƻƳŜƭŜǎǎΦέ 

-webinar participant 

άLǘΩǎ ǾŜǊȅ ƛƳǇƻǊǘŀƴǘΣ ǘƘƻǎŜ ŎƻƴƴŜŎǘƛƻƴǎ ŀƴŘ ŀ ƴŜǘǿƻǊƪ ƻŦ ǇŜƻǇƭŜΦ LΩǾŜ ƘŀŘ ǘƘŜ ǎŀƳŜ ƻƴŜ ŦƻǊ ŦƛǾŜ ȅŜŀǊǎ 
and am applying for a community mental health worker, which is another stage for me in my 

ƎǊƻǿǘƘΧƛǘΩǎ ǾŜǊȅ ƘŜƭǇŦǳƭ ŦƻǊ ƳŜ ǇŜǊǎƻƴŀƭƭȅέ 
-webinar participant 
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Consumers expressed the desire for equal representation in decision making and planning ς to have a voice and 
mechanisms in place to ensure meaningful participation.  The need for consumer-based language and for 
ŎƻƴǎǳƳŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜ ǘƻ ōŜ ǘŀƪŜƴ ƛƴǘƻ ŀŎŎƻǳƴǘ ǿƛǘƘ ŀ ƳƻǊŜ άōƻǘǘƻƳ-ǳǇέ ŀǇǇǊƻŀŎƘ ǿŀǎ ŜȄǇǊŜǎǎŜŘΦ  

THE MARITIMES 

 
PARTICIPANT PROFILE 
 
There were 10 participants in this webinar, all of whom were people living with mental illness.   
 
HOUSING STOCK 
 
Housing was agreed upon as a top priority and the number one requirement for recovery.  Issues of safety, 
affordability, and choice were noted to be universally valued, irrespective of mental illness.     
 

 

 
Clear themes that emerged from the discussion were inadequate housing stock and the need for housing that is 
safe and affordable.  In Charlottetown, P.E.I. there is a lack of one-bedroom apartments.  Low incomes and 
inadequate subsidies make it difficult to secure accommodation in private buildings.  Participants noted the need 
for more public housing to address these affordability and accessibility issues.  Additionally, it was mentioned that 
lack of housing stock and options for this population have given rise to slum-type living situations, where social 
services make rent payments directly to landlords without consideration for the condition of the housing. 
 
HOUSING PREFERENCES AMONG PEOPLE LIVING WITH MENTAL ILLNESS 
 
In general, participants expressed the need for more housing stock to enable consumer choice.  Housing 
preferences included market rent, public housing, and a scattered model to promote anonymity and decrease 
stigma.  Some participants identified a specific need for one-bedroom units for those aged 18-30 years.  
 
SUPPORTS AND SERVICES 
 
Access to Housing 
Issues of access focused on the lack of housing stock, the need for more subsidies, and increased options and 
choice for people living with mental illness.  It was noted that even with subsidies, there was a lack of safe and 
affordable housing options. 
 
The lack of one-bedroom apartments in Charlottetown, P.E.I. was noted as a gap in housing options, particularly 
for people aged 18 to 30 years.  The attitude of staff, who at times encourage rooming-style living situations 
despite the housing preferences of consumers, may be viewed as anti-recovery.   
 

άtŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ƘŀǾŜ ǎǇŜŎƛŀƭ ƴŜŜŘǎΣ ōǳǘ ǘƘŜȅ ŘƻƴΩǘ ƴŜŜŘ ǘƻ ǎǘŀƴŘ ƻǳǘ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΦ  
They need affordable housing, safe housing, a crisis house ς there needs to be decent landlords and 
ƎƻƻŘ ǎǳǇǇƻǊǘ ŀƎŜƴŎƛŜǎ ǘƘŀǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ƴŜŜŘǎ ώƻŦ ǘƘƛǎ ǇƻǇǳƭŀǘƛƻƴϐΧ ²ŜΩǊŜ ƴƻǘ ŀƭƭ ǘƘŜ ǎŀƳŜΣ ƻǳǊ 

ƴŜŜŘǎ ŀǊŜ ǳƴƛǉǳŜΦέ 
-webinar participant 

ά5ŜŎŜƴǘ ŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎ ƛǎ ŀ ƴŜŜŘ ŦƻǊ ŜǾŜǊȅōƻŘȅΦέ 
-webinar participant 
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Participants reported a gap in housing options for the elderly and aging population of people with mental illness.  
The stigma in some nursing homes, apparent in their reluctance to accept persons with mental illness, makes it 
even more problematic for this population to access housing. 
 
The lack of affordable and safe housing stock increases ǇŜƻǇƭŜΩǎ vulnerability to exploitation by slumlords. The 
system must be accountable for the type of housing available to individuals and guard against potential 
exploitation.     
 
Access to Services/Supports 
Equitable access and system transparency were described as issues.  The availability of supports is dependent on 
ƻƴŜΩǎ ƭƻŎŀǘƛƻƴ, and individual workers may interpret or implement policies in different ways.     
 
The issue of transportation was rated second in importance after housing, and was noted to be particularly 
challenging for those in rural/remote areas.  Transportation choice was also noted as a challenge for those in 
urban areas. 
 
Financial Supports and Policy Issues 
A major theme that arose from the webinar was the inadequacy of financial supports.  It was noted that social 
assistance did not increase in line with inflation.  Also, those on a rent-geared-to-income model of social assistance 
or a pension plan do not receive an increase in income in conjunction with rent increases, thus putting a strain on 
budgets and making it increasingly difficult for those individuals to make rent payments.  Participants further 
highlighted the fact that social assistance does not cover necessary expenses such as laundry or moving costs.   
 
One participant noted a systemic gap in that when youth turn 18 years old, the social assistance income of their 
parents/guardians is decreased and the youth are considered boarders, whether or not they can or do pay for 
board.  The imposed financial strain is sustained until dependents turn 19 years old and are eligible to apply for 
social assistance.   
 
Another participant identified social assistance policies that are disincentives to homeownership and contrary to 
recovery-oriented practice ς ƛŦ ŀ ƳƻǊǘƎŀƎŜ ƛǎ ǇŀƛŘ ƻŦŦΣ ǘƘŜ ǊŜŎƛǇƛŜƴǘΩǎ ƛƴŎƻƳŜ ƳƛƎƘǘ ōŜ ŘŜŎǊŜŀǎŜŘ ǘƻ ǘƘŜ Ǉƻƛƴǘ ƻŦ 
having to consider selling the home and return to renting. 
 
The rental subsidy program was noted as important and recovery-oriented; it increases the amount of income that 
people living with mental illness receiveΣ ŀƴŘ ŀŦŦƻǊŘǎ ōƻǘƘ άǎŜƭŦ-ŜǎǘŜŜƳέ ŀƴŘ ŀ άƘŀǇǇȅ ǇƭŀŎŜ ǘƻ ƭƛǾŜΦέ 
 
Employment Supports and Policies 
Recipients of social assistance jeopardize needed support, programs, benefits, etc. if they work beyond a certain 
threshold, which reflects anti-recovery practices and disincentives to work.       
 

 
Support Service Models, Practices, and Policies 
Wraparound supports that are tailored and client-centered were noted to be essential to maintain housing, as well 
as the inclusion of supports beyond the typical basket of services, such as supports for daily and independent 
living, and for continuing education and employment.   
 
Community development and peer support were identified as important resources; for example, many clubhouse 
ƳŜƳōŜǊǎ ǊŜǎƛŘŜ ƛƴ ǘƘŜ ǎŀƳŜ ǇǳōƭƛŎ ƘƻǳǎƛƴƎ ōǳƛƭŘƛƴƎ ŀƴŘ άŀŎǘ ŀǎ ŀ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǎǳǇǇƻǊǘ ŜŀŎƘ ƻǘƘŜǊΦέ  tŜŜǊ 

ά¢ƘŜǊŜΩǎ ǎǳŎƘ ŀ ŘƛǎƛƴŎŜƴǘƛǾŜ ǘƻΧ ƎŜǘ ōŜǘǘŜǊΧ ǘƻ ōŜŎƻƳŜ ŜƳǇƭƻȅŀōƭŜΦέ 
-webinar participant 
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advocates, through a clubhouse model that is no longer available in Halifax, were a useful service, as the advocates 
ƘŜƭǇŜŘ ǿƛǘƘ ƛǎǎǳŜǎ ǎǳŎƘ ŀǎ ƘƻǳǎƛƴƎ ŀƴŘ ǘŜƴŀƴǘΩǎ ǊƛƎƘǘǎΦ   
 
The clubhouse model, which is recovery-oriented, was specifically noted by participants as beneficial; it helps to 
support education and volunteer opportunities, increases self-esteem and community integration, helps keep 
people out of the hospital, ŀƴŘ ǾƛŜǿǎ ǘƘŜƳ ŀǎ άǇŜƻǇƭŜΣ ƴƻǘ ŀǎ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎŜǎΦέ   
 

 
Community integration was also noted as important, both within the larger community and smaller 
neighbourhood or building communities or peer groups.   
 
Equitable access and system transparency issues were raised by participants with respect to the variance among 
social workers in the application of rules and relaying information to clients.  There was an expressed need to 
move towards more recovery-oriented practices and attitudes.   
 

 

 
Participants noted the importance of having supports in place to maintain their housing during hospitalizations.   

 
 
Another issue raised was care for pets during hospitalization.  A variety of experiences were shared, ranging from 
no supports to securing care from a social worker or a clubhouse.   
 

 
Participants described a gap in service in that some areas lack a crisis or safe house, or a respite care facility to be 
used ƛƴ ǇƭŀŎŜ ƻŦ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴΦ  ! ǇŀǊǘƛŎƛǇŀƴǘ ƴƻǘŜŘ ǘƘŀǘ άƴƻǘ ŜǾŜǊȅōƻŘȅ ƴŜŜŘǎ ǘƻ ōŜ ƘƻǎǇƛǘŀƭƛȊŜŘΦέ  Brief stints of 
support for a day or two may be all that are needed, and respite care is preferable to a shelter or hospitalization.  
Twenty-four hour crisis services were noted as essential, though lacking in some areas, with police often the first 
and only responders.  The type and effectiveness of these services, where they are available, varies depending 
upon location, funding, and staff.   

ά! ƭƻǘ ƻŦ ǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŀǊŜ ǾŜǊȅ ōǊƛƎƘǘ ǇŜƻǇƭŜ - they just need an opportunity to spread [their] 
ǿƛƴƎǎΦέ 

-webinar participant 

άL ǘƘƛƴƪ ǎƻ ƳǳŎƘ ƻŦ ƛǘ ƛǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ǎƻŎƛŀƭ ǿƻǊƪŜǊΤ Ƴȅ ǿƻǊƪŜǊ Ƙŀǎ ƭŜǘ ƳŜ ƎŜǘ ŀǿŀȅ ǿƛǘƘ ƳǳǊŘŜǊΦ  .ǳǘ ƳŀƴΣ 
ǘƘŜǊŜ ŀǊŜ ǎƻƳŜ ǎƻŎƛŀƭ ǿƻǊƪŜǊǎ ƻǳǘ ǘƘŜǊŜ ǘƘŀǘ ǿƻǳƭŘƴΩǘ ƎƛǾŜ ȅƻǳ ŀ ŘƛƳŜΦέ 

-webinar participant 

άLŦ ȅƻǳ ƘŀǾŜ ǘƻ Ǝƻ ōŀŎƪ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭ ƛǘΩǎ ƎƻƻŘ ǘƻ ƪƴƻǿ ǘƘŀǘ ǿƘŜƴ ȅƻǳ ƎŜǘ ƻǳǘ ƻŦ ǘƘŜ ƘƻǎǇƛǘŀƭ ȅƻǳ Řƻ ƘŀǾŜ ŀ 
ǇƭŀŎŜ ǘƻ ƎƻΦ  ¸ƻǳ ŘƻƴΩǘ ƘŀǾŜ ǘƻ ǿƻǊǊȅ ŀōƻǳǘ ǿƘŀǘ ŀƳ L ƎƻƛƴƎ ǘƻ ŘƻΣ ǿƘŜǊŜ ŀƳ L ƎƻƛƴƎ ǘƻ ƭƛǾŜΚέ 

-webinar participant 

άL ƘŀǾŜ ŀ Ŏŀǘ - ƘŜΩǎ Ƴȅ ōŜǎǘ ǎǳǇǇƻǊǘΣ ƘŜΩǎ Ƴȅ ōǳŘŘȅΦέ 
-webinar participant 

άL ŘƛŘƴΩǘ ŀǎƪ ŦƻǊ Ƴȅ ƛƭƭƴŜǎǎŜǎ ŀƴŘ ǿƘŜƴ L ŘƛŘ Ƴȅ ȅŜŀǊƭȅ ǊŜǾƛŜǿ ǿƛǘƘ Ƴȅ ǎƻŎƛŀƭ ǿƻǊƪŜǊ L ǿŀƴǘŜŘ ǘƻ Ǝƻ ōŀŎƪ ǘƻ 
ǎŎƘƻƻƭΣ ōǳǘ ōŜŎŀǳǎŜ ƛǘ ǎŀȅǎ ƻƴ Ƴȅ ŎƘŀǊǘ ǘƘŀǘ L Ƴŀȅ ƴƻǘ ŜǾŜǊ ōŜ ŀōƭŜ ǘƻ ǿƻǊƪΣ ǘƘŜȅ ŘƻƴΩǘ ǿŀƴǘ ǘƻ ǿŀǎǘŜ ǘƘŀt 
ƳƻƴŜȅΦ  9ǾŜƴ ƛŦ ȅƻǳ ŦŜŜƭ ŦƛƴŜ ŀōƻǳǘ ȅƻǳǊǎŜƭŦ ōǳǘ ȅƻǳǊ ǎƻŎƛŀƭ ǿƻǊƪŜǊ ǘŜƭƭǎ ȅƻǳ ȅƻǳΩǊŜ ǿŀǎǘƛƴƎ ƻǳǊ ƳƻƴŜȅ ƛŦ ȅƻǳ 

ǿŀƴǘ ǘƻ Ǝƻ ōŀŎƪ ǘƻ ǎŎƘƻƻƭΣ ǘƘŜƴ ǿƘŀǘΩǎ ǘƘŜ ǳǎŜΚέ 
-webinar participant 
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Rural/Remote Issues 
Several issues specific to rural/remote areas were raised throughout the webinar.  Crisis services were noted as 
challenging, especially due to the geography, but it was noted that a mobile unit and phone line would be very 
helpful.  The issues of an aging population, migration of young and skilled workers, and transportation were 
challenges specifically associated with rural/remote areas.   
 
OTHER SYSTEM LEVEL ISSUES 
 
Broader system structure or governance issues included the need for more system transparency, equitable access 
for consumers, and recovery-oriented, client-centered practices.  Inadequate financial and housing supports, and 
gaps such as those in services for the elderly and youth, need to be addressed.  Partnerships between the public 
and private sector, and a mixed funding structure that does not rely solely on government funding, were noted as 
having the potential to create a safer, cleaner, and more affordable array of housing options.  The need to change 
the current governance and structure of the social assistance program to combat slumlord issues and exploitation 
was raised as a concern. 

THE NORTH 

 
PARTICIPANT PROFILE 
 
There were five participants in the North region webinar, the majority of who were service providers from 
Yellowknife, Northwest Territories.  Other participants included a member of the homelessness coalition, a 
representative of provincial government, and a provider of a variety of services that were not specifically mental 
health oriented but included a trauma-recovery service for women.  None of the participants were consumers of 
the mental health system. 
 
HOUSING STOCK 
 
Housing with 24/7 on-site staff consists of approximately five 3- or 4-bedroom homes with four beds per room.  Of 
these, at least two were for persons with psychiatric disabilities.  The YWCA is the only supportive housing provider 
that participants were aware of, though the number of units it contains was unknown.  There is some social 
housing and a shelter system.  The hospital in Yellowknife has approximately 30 dedicated psychiatric beds, a 
significant improvement since the 1970s, when there were no dedicated psychiatric beds.   
 
HOUSING CHALLENGES 
 
Challenges included the very high cost of living, a general population that is under-housed, which worsens the 
situation for those with mental health issues, and the extremely high cost of building new stock in the North.  The 
many logistical challenges faced in the North are worsened by limited road access (noted for both the Northwest 
Territories and Nunavut).  In the North, participants identified a critical need for ownership, or at least 
involvement, in the process of designing programs, services, and housing.  The North region was viewed as 
marginalized, and housing was described as a major issue for all of the territories.  A participant identified weather 
conditions as another challenge for the homeless population.   
 
SUPPORTS AND SERVICES 
 
Some housing options provide 24/7 on-site support, while others do not.  A worker visits the YWCA to dispense 
medication; support is very limited, and there are no ACT teams.  There are at least two homes (3- or 4-bedroom 
houses with four beds per room) that are dedicated to psychiatric disabilities, which offer more intense supports 
with full-time staff.  There is also income support, through which rent is paid.  It was noted that in the North, there 
is more psychiatric support for men than for women, and a greater focus on addictions.  There was general 
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consensus that the current systems and programs lack Aboriginal cultural awareness; however, one participant 
noted that at the grassroots level in some regions, programs and services are attempting to support the culture, 
language, and practices of communities.  The government has replaced non-mental health counsellors in the 
community with mental health workers.   
 
Needs 
Though individuals referred from remote communities typically have intellectual disabilities as opposed to 
psychiatric disabilities, neither group has access to a range of medical services.  The issue of lack of local service 
and supports in remote areas means that people often have to travel to urban areas such as Edmonton or 
Winnipeg to seek treatment. 
 
A key challenge faced in the North is the difficulty of recruiting professional services to remote communities, 
resulting in the need to rely less on the professional system.  Participants identified a clear gender bias and noted 
that women face greater challenges in accessing care.  A potential class and age bias in mental health services was 
also noted by one participant.  It was noted that the Euro-based and traditional Aboriginal approaches to mental 
health are very different, often conflict with one another, and could pose a barrier to women and others in 
accessing needed care. The stereotyping by health care professionals who assume that the issues of Aboriginal 
community members are primarily drug or alcohol related was also a concern.   
 

 
 
Another issue raised was cultural differences among Aboriginal groups, which could lead to inaccurate pathology 
of persons who do not respond as expected to programs.  A major theme that emerged from the webinar was the 
need for communities, especially Aboriginal communities, to be involved in program design.  The lack of fit 
between services provided and the cultural context of Aboriginal communities, as well as a general disconnect 
from the community and government, were identified as concerns.   
 
 
UNIQUE ISSUES TO THE REGION 
 
Unique issues faced in the North include the Aboriginal population, the need for community involvement in and 
ownership of planning processes, and rural/remote issues.  The rural context and the distribution of the population 
give rise to unique challenges that require policies specific to that context.  The North has limited or non-existent 
road access; high costs for building housing, specifically housing for those with mental health issues; high costs in 
general (e.g., fuel, electricity, etc.); and a complex logistical environment.  Due to the challenges of the rural 
context, there is also a need for less reliance on the professional system.  It was noted that there are no 
universities in the North, which decreases the number of funded projects and studies conducted by the 
Commission.  Although there have been many studies in the North, none have translated into changes on the 
ground. 

 
The only new research being done is through the Commission, involving a study on homelessness and mental 
health in the North.  It was noted that, due to the relatively small population in the North, concerns are often 
viewed holistically instead of individually, and that the population in the North is often marginalized.  Any planning 

ά²ƘŜƴ ǿŜ Ǝƻ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭǎΣ ƘƻǎǇƛǘŀƭǎ ŀƭǿŀȅǎ Ǉǳǘ ƛǘ Řƻǿƴ ǘƻ ŘǊǳƎ ŀƴŘ ŀƭŎƻƘƻƭ ŀōǳǎŜΦ  Lǘ ŘƻŜǎƴΩǘ ŀŘŘǊŜǎǎ 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛǎǎǳŜǎ ŀǘ ŀƭƭΦ  LǘΩǎ ŀƴ ŀǳǘƻƳŀǘƛŎ ŀǎǎǳƳǇǘƛƻƴΦ  {ƻƳŜǘƛƳŜǎ ƛǘ ƛǎ ώŘǊǳƎǎ ŀƴŘ ŀƭŎƻƘƻƭ ŀōƻǾŜϐΣ ŀƴŘ 

ǎƻƳŜǘƛƳŜǎ ƛǘ ƛǎƴΩǘΣ ōǳǘ ƛǘΩǎ ǇǳǊŜ ǊŀŎƛǎƳΦέ 
-webinar participant 

ά¢ƘŜǊŜ ƘŀǾŜ ōŜŜƴ ǎƻ Ƴŀƴȅ ǎǘǳŘƛŜǎ ƻǾŜǊ ǘƘŜ ȅŜŀǊǎΧ ŀƴŘ ƴƻƴŜ ƻŦ ǘƘŜƳ ƘŀǾŜ ŎƻƴǘǊƛōǳǘŜŘ ǘƻ ǎŜǊǾƛŎŜǎΦ  Lƴ 
мфтл ǿŜ ǿŜǊŜ ǎŀȅƛƴƎ ǘƘŜ ǎŀƳŜ ǘƘƛƴƎ ŀǎ ώǿŜ ŀǊŜ ƛƴϐ нлмлΦέ 

-webinar participant 
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for the North needs to take into account and respond to the unique challenges and context, and ensure 
community involvement and ownership regarding programs and planning.   
 
OTHER SYSTEM LEVEL ISSUES 
 
Overall, it was noted that the system in the North ƛǎ ǾŜǊȅ άƎƻǾŜǊƴƳŜƴǘ ŘƛǊŜŎǘŜŘΦέ Congregate living is typical in 
mental health, and imposed by the system.  There is a need for more self-governance and less top-down 
ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǇƭŀƴƴƛƴƎ ŀƴŘ ǇǊƻƎǊŀƳ ŘŜƭƛǾŜǊȅΦ  ¢ƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎǘǊŀǘŜƎȅ ŘƻŜǎ not include a 
ƘƻǳǎƛƴƎ ǎǘǊŀǘŜƎȅΤ ƛǘ ǿŀǎ ǎǳƎƎŜǎǘŜŘ ƛǘ ǿƻǳƭŘ ōŜ ƘŜƭǇŦǳƭ ƛŦ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘ ǿƻǳƭŘ άƎŜǘ ƻǳǘ ƻŦ ǘƘŜ ǿŀȅ ǘƻ ǎƻƳŜ 
ŜȄǘŜƴǘΦέ  CƻƭƭƻǿƛƴƎ ŀ ǎǘǳŘȅ ƻƴ ŀŘŘƛŎǘƛƻƴǎ ƛƴ ǘƘŜ North, the government replaced all community and non-mental 
health counsellor positionǎ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǿƻǊƪŜǊǎΦ  ¢Ƙƛǎ ǿŀǎ ǾƛŜǿŜŘ ŀǎ ŀ ƳƛǎǘŀƪŜ ŀƴŘ ŀǎ ŀ άŘƛǎŎƻƴƴŜŎǘ 
ōŜǘǿŜŜƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ƎƻǾŜǊƴƳŜƴǘΦέ  Lǘ ǿŀǎ ŀƭǎƻ ƴƻǘŜŘ ǘƘŀǘ the government does not contribute to 
addressing issues of mental health or housing.  The existence of Aboriginal self-government in the North was 
noted, and the need for community ownership of programs, services, and housing was stressed as a major theme.   

ONTARIO 

 
PARTICIPANT PROFILE 
 
There were 14 participants in the Ontario webinar, the majority of who were people with lived experience. A case 
manager, a peer specialist, and a member of a rights coalition also participated.   
 
HOUSING STOCK 
 
Participants agreed that there is a definite housing shortage in Ontario, which exacerbates the housing situation 
for those with mental health issues.  Affordability was also an issue.  Lodging homes throughout Ontario were 
viewed as substandard, providing low quality of life for tenants, and in discord with recovery-oriented practices.  A 
positive example was cited of a peer run housing model with communal living and shared facilities, support from 
ACT team members, and assistance from housing staff for activities of daily living (e.g., cooking).   
 
HOUSING PREFERENCES AMONG PEOPLE LIVING WITH MENTAL ILLNESS 
 
A range of housing preferences was expressed by participants, including housing that enabled community 
integration.   
 
SUPPORTS AND SERVICES 
 
Peer Support 
 

 
 
Peer support plays an important role in the lives of people with mental illness.  Peer-run initiatives located 
throughout Ontario provide various supports, including assistance with navigating the system, advocacy, and even 
employment.  Peer support and peer-run initiatives were deemed very important to recovery.  
 
 
 
 

άώ²Ŝ ŀǊŜϐ ŀ ƎǊƻǳǇ ƻŦ ǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛǎǎǳŜǎΦ  ²Ŝ ƘŀǾŜ ŀ ǿƻƻŘǿƻǊƪƛƴƎ ǎƘƻǇΦ  ²Ŝ ƳŀƪŜ ƭŀǿƴ 
ŎƘŀƛǊǎΦ  ²Ŝ ƘŀǾŜ ŀ ŎŀŦŞ ŀƴŘ ŎŀǊ ǿŀǎƘΧ ²Ŝ ƳŀƪŜ ƻǳǊ ƻǿƴ ƳƻƴŜȅ ŀƴŘ ǿŜ ƘŀǾŜ ŀ ƭƻǘ ƻŦ ŦǳƴΦ  It does 

keep me out of the hospital.έ 
-webinar participant 
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Recovery-Oriented Practices 

 
While most participants agreed that housing is critical to recovery, others considered education and employment 
also to be essential and to enhance self-esteem.  Education is often interrupted with the onset of mental illness, 
and this negatively impacts the stability and outcomes for that person.  Another theme was disincentives built into 
the system that are anti-recovery. 
 
Accessing Programs and Housing 
Participants raised the need for equitable access and a transparent system.  Long wait times for services and 
programs, as well as bureaucracy barriers, were identified as challenges people with mental illness face when 
accessing the system.  A key issue was lanŘƭƻǊŘǎΩ ǎǘƛƎƳŀǘƛȊŀǘƛƻƴ ƻŦ ǇŜƻǇƭŜ with mental health issues, and 
άǎƭǳƳƭƻǊŘǎέ ǿƘƻ ǇǊŜȅ ƻƴ ǘƘƛǎ ǇƻǇǳƭŀǘƛƻƴΦ  tŀǊǘƛŎƛǇŀƴǘǎ ŦŜƭǘ ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ ŀ ƴŜŜŘ ŦƻǊ ƳƻǊŜ ǇǊƻƎǊŀƳǎ ŀƴŘ ƻǇǘƛƻƴǎ 
for people living with mental illness.   
 
MAINTAINING HOUSING AND PROGRAM ELIGIBILITY 
 
The theme of a transparent system and equitable access was also raised with regard to maintaining eligibility for 
ǇǊƻƎǊŀƳǎ ŀƴŘ ǘƘŜ ŎƻƳǇƭŜȄ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ŀƴŘ ōǳǊŜŀǳŎǊŀǘƛŎ άƘƻƻǇǎέ people Ƴǳǎǘ άƧǳƳǇ ǘƘǊƻǳƎƘέ ǘƻ ŀŎŎŜǎǎ ƻǊ 
remain in programs.  With respect to people living independently in the community, thŜ ǇǊƻƎǊŀƳǎ ǿŜǊŜ άŦŀƭƭƛƴƎ 
short.έ Accommodations are often located in bad neighbourhoods and in need of support.  The issue of financial 
assistance, which is inadequate to secure affordable, safe, and quality housing and to promote a good quality of 
life, was viewed as counter to recovery. 
 
OTHER SYSTEM LEVEL ISSUES 
 
Participants expressed the need for the system to be flexible and for services to be tailored to individuals.   
 
Another key theme waǎ άǾƛƻƭŜƴǘέ areas, ŘŜǎŎǊƛōŜŘ ōȅ ŀ ǇŀǊǘƛŎƛǇŀƴǘ ŀǎ ŀ ǇƭŀŎŜ ǿƘŜǊŜ άƴƻ ƻƴŜ ώǘƘŜ ǇƻƭƛŎe] shows up 
ǿƘŜƴ ǎƻƳŜƻƴŜ ŎŀƭƭǎΦέ  The police stigmatize these communities and are often not responsive to calls for help.  The 
mentally ill population must often reside in these areas due to low levels of financial support.    
 

 
 

 
 
Also noted was stigmatization by the larger community following negative occurrences.  The need for community 
integration was raised as a solution to this problem. 
 

άL ƭƛǾŜŘ ƛƴ ŀ ōǳƛƭŘƛƴƎ ǿƛǘƘ ŀ ƭƻǘ ƻŦ ǾƛƻƭŜƴŎŜ ǘƘŀǘ ǿŜƴǘ ƻƴΦ  aŜƴǘŀƭ health survivors got the blame when it 
ǿŀǎƴΩǘ ǘƘŜƳ ŀǘ ŀƭƭΦ  ! ƭƻǘ ƻŦ ǇŜƻǇƭŜ ǿŜǊŜ ƴƻǘ ƘŜƭǇŜŘΧέ 

-webinar participant 

άL ŎŀƭƭŜŘ ǘƘŜ ǇƻƭƛŎŜ ŀƴŘ ƘŀŘ ŀ ǇƻƭƛŎŜ ƻŦŦƛŎŜǊ ǎŀȅ ǘƻ ƳŜΣ ΨȅƻǳΩǊŜ ǇǊƻōŀōƭȅ ƳƻǊŜ ǳǎŜŘ ǘƻ ǘƘƛǎ ǘƘŀƴ ƳŜΣ ȅƻǳ 
Ǝƻ ƻǾŜǊ ŀƴŘ ŘŜŀƭ ǿƛǘƘ ƛǘ ŀƴŘ Ŏŀƭƭ ǳǎ ƛŦ ȅƻǳ ŎŀƴΩǘΦΩέ 

-webinar participant 

ά¢ƘŜǊŜΩǎ ŀƴƻǘƘŜǊ ƛǎǎǳŜ; ǘƘŜ ŎƘŀƴƎŜ ƛƴ ǇŜƻǇƭŜΩǎ ǎƛǘǳŀǘƛƻƴΦ  LŦ ȅƻǳΩǊŜ ƭƛǾƛƴƎ ƻƴ h5{t ƻǊ /ŀƴŀŘƛŀƴ ǇŜƴǎƛƻƴΣ 
you may have drug coverage so you get your meds.  But, if you go back to work, your rent goes up and 
you risk losing your coverage.  ¢ƘŜǊŜΩǎ ŀ ǊƻǘŀǘƛƴƎ ŘƻƻǊ ŜŦŦŜŎǘΦ  9ǾŜǊȅ ǘƛme you get a little better, you 

ƭƻǎŜ ǎǳǇǇƻǊǘ ŀƴŘ ƛǘ ŘǊŀƎǎ ȅƻǳ ōŀŎƪ ŘƻǿƴΦέ 
-webinar participant 
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Another issue that arose was the need for an increase in services available to persons with concurrent disorders, 
and increased ability of agencies to make referrals from one area to another.  The lack of rehabilitation facilities 
was noted to be reflective of the need for more services, and a source of discouragement for those with 
concurrent disorders.   
 
The need for early intervention and social change was identified. Early intervention strategies and the promotion 
of public awareness and de-stigmatization efforts may help mitigate the effects of interrupted education, housing, 
and income instability.  This up-stream approach necessitates wider system change. 

QUÉBEC 

 
PARTICIPANT PROFILE 
 
There were five participants in the Québec webinar, all of whom were people living with mental illness.  One 
service provider was also present as an observer only, and did not participate in the webinar.  
 
HOUSING STOCK 
 
A shortage of housing stock was a theme throughout the webinar, as well as a lack of stock that is both affordable 
and clean.  There are low vacancy rates; one participant reported that only eight people per year from the waiting 
list are placed in supervised apartments.     
 
HOUSING PREFERENCES AMONG PEOPLE LIVING WITH MENTAL ILLNESS 
 
Participants of the webinar reported living in a variety of housing situations, including a foster home, a supervised 
apartment, HLM (low rent) housing, and private housing.  Participants did not express a preference for any 
particular housing type, though the one participant in foster care expressed a desire to live more independently, 
specifically, in a supervised apartment.  Another participant noted that the government should concentrate more 
on social housing as an aid to recovery, while another suggested that housing that supports integration back into 
the community is important for those in crisis and those who have lost their housing.   
 
SUPPORTS AND SERVICES 
 
Peer Support 
A theme that emerged was the importance of peer support in the form of an informal network of peers.  It was 
noted that self-esteem, confidence, and self-worth can be negatively impacted by mental illness, and that close 
friends who are peers help to ameliorate this issue.  Supports noted as beneficial included both tangible supports, 
such as helping with housing maintenance or financial assistance, and emotional supports, such as promoting self-
confidence and serving as a confidante.   
 
Family Support 
Participants noted that support from family members is sometimes lacking or challenging when family involvement 
is not supportive of, or conducive to, recovery.  Further, there exist certain expectations around the support that a 
person should receive from family, but it is important to consider that this might not always be provided.   

 
 

άCŀƳƛƭȅ ƛǎ ǎǳǇǇƻǊǘ L Ŏŀƴ Ŏƻǳƴǘ ƻƴΦ  .ǳǘ ŀǘ ƻƴŜ ǘƛƳŜ Ƴȅ ǇŀǊŜƴǘǎ ǿŜǊŜƴΩǘ ŀōƭŜ ǘƻ ŀƴȅ ƭƻƴƎŜǊΣ L ŦŜƭǘ ƎǳƛƭǘȅΦ  
²Ŝ ǘŜƴŘ ǘƻ ŘŜǇŜƴŘ ƻƴ ŦŀƳƛƭȅ ŀǊƻǳƴŘ ǘƘŜ ǇŜǊǎƻƴ ōǳǘ ƴƻǘ ŀƭƭ ŦŀƳƛƭƛŜǎ ƘŀǾŜ ǘƘŜ ŀōƛƭƛǘȅΦέ 

-webinar participant 

άaȅ ŦŀƳƛƭȅ ƛǎ ŎƭƻǎŜŘ ŀƴŘ ŀƎŀƛƴǎǘ ǘƘŜ ƛdea that I would go live in a supervised apartment.  My social 
worker needed to go talk to them to tell them that it would be good for me to go live in an 

ŀǇŀǊǘƳŜƴǘΦέ 
-webinar participant 
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Recovery-Oriented Practices 
Participants emphasized that recovery-oriented practices must be improved upon, especially regarding assistance 
in finding and maintaining housing, supports for daily living and recovery, and long-term work and education.  
Several participants reported positive experiences with service providers who were recovery-oriented in their 
practices and attitudes. 
 

 
 

 
 

 
 
Accessing Programs and Housing 
Some participants noted the need for support in accessing housing, while others reported positive experiences 
with service providers who offer this type of support.  Lack of available housing was also noted.   

 
There were mixed reports of the availability of supports for entering and staying in the workforce, including 
educational supports; a few participants reported the availability of some supports, and others reported no 
supports at all in these areas.  One participant identified the need for financial supports to access some of these 
resources. 

 
MAINTAINING HOUSING AND PROGRAM ELIGIBILITY 
 
Some participants received help with daily living and maintenance or upkeep of their housing, including 
housekeeping; the majority did not, and they expressed the need for increased supports which would aid in their 
recovery.  
 
 
 

ά¢ƻƎŜǘƘŜǊ ǘƘŜǎŜ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ώǇƘŀǊƳŀŎȅΣ ƴǳǊǎŜΣ ǎƻŎƛŀƭ ǿƻǊƪŜǊΣ ŜǘŎΦϐ ǿƛǘƘ ƳŜ ŎƻƻǊŘƛƴŀǘŜ Ƴȅ 
treatment plan.  The service provider asked me what I wanted, what my dreams were.  This is a 

supportive and hopeful apprƻŀŎƘΣ ƛǘΩǎ ƴƻǘ ǇŜǊŦŜŎǘ ōǳǘ ƛǘ ǿƻǊƪǎ ул-фл҈ ƻŦ ǘƘŜ ǘƛƳŜΦέ 
-webinar participant 

άL ƳŜǘ ŀ ǘƘŜǊŀǇƛǎǘΧ IŜ ƘŀŘƴΩǘ ǳǎŜŘ ǘƘŜ ǇǎȅŎƘƛŀǘǊƛŎ ŀǇǇǊƻŀŎƘ ǿƘŜǊŜ ǘƘŜȅ ǿŀƴǘ ǘƻ Ǉǳǘ ǘƘƛƴƎǎ ƛƴ ȅƻǳǊ 
ƘŜŀŘΦ  IŜ ǘƻƭŘ ƳŜ ǘƘŀǘ ƛǘ ǿŀǎ ǇƻǎǎƛōƭŜ ŀƴŘ ƘŜ ŘƻǾŜ Řƻǿƴ ƛƴǘƻ ǘƘŜ ŘŀǊƪ ǿƛǘƘ ƳŜΦ  LǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ƘŀǾŜ 

someone who ōŜƭƛŜǾŜǎ ƛƴ ȅƻǳ ŀƴŘ ōŜƭƛŜǾŜǎ ǿƘŀǘ ȅƻǳΩǊŜ ƭƛǾƛƴƎ ǘƘǊƻǳƎƘΦέ 
-webinar participant 

άL ŦŜƭǘ ǎǳǇǇƻǊǘŜŘ ōȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƻǊƎŀƴƛȊŀǘƛƻƴǎΤ ǘƘŜȅ ŀǊŜ ǘƘŜ ǊŜǎƻǳǊŎŜ-people who help us to see 
ƻǳǊǎŜƭǾŜǎ ƳƻǊŜ ǇƻǎƛǘƛǾŜƭȅΦέ 

-webinar participant 

άLǘ ƛǎ ώǘƘŜ ǎƻŎƛŀƭ ǿƻǊƪŜǊϐ ǿƘƻ ǎƘƻǿŜŘ ƳŜ Ƴȅ ǎǳǇŜǊǾƛǎŜŘ ŀǇŀǊǘƳŜƴǘΤ ƛǘΩǎ ǘƘŜ ǎƻŎƛŀƭ ǿƻǊƪŜǊ ǿƘƻ ƘŜƭǇŜŘ 
ƳŜ ŦƛƴŘ ǘƘƛǎ ǊŜǎƻǳǊŎŜ ŀŦŦƛƭƛŀǘŜŘ ǿƛǘƘ ǘǊŀƴǎƛǘƛƻƴŀƭ ƘƻǳǎƛƴƎΦέ 

-webinar participant 

ά¸ƻǳ ƘŀǾŜ ǘƻ ƳŀƪŜ ŎƻƴǘŀŎǘǎ ŦƻǊ ȅƻǳǊǎŜƭŦ ǿƛǘƘ ƻǊƎŀƴƛȊŀǘƛƻƴǎ.  It takes patience and we have to be 
ŎŀǊŜŦǳƭ ǿƛǘƘ ƻǳǊ ōǳŘƎŜǘǎΣ ǿŜ ƭŜŀǊƴ ŘŜǎǇƛǘŜ ŀƭƭ ǘƘŜ ǊŜǎǘǊƛŎǘƛƻƴǎ ǿŜ ƘŀǾŜ ǿƛǘƘ ƻǳǊ ƛƭƭƴŜǎǎΦέ 

-webinar participant 

άLΩƳ ƛƴ ŀ ǿƻǊƪ ǊŜƛƴǘŜƎǊŀǘƛƻƴ ǇǊƻƎǊŀƳ ǘǿƛŎŜ ŀ ǿŜŜƪΧ ŜŘǳŎŀǘƛƻƴŀƭ ǎǳǇǇƻǊǘǎ Řƻ ŜȄƛǎǘΣ ōǳǘ L ŎŀƴΩǘ ŀŦŦƻǊŘ 
ƛǘΦέ 

-webinar participant 
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Participants voiced the need for more long-term supports, not only to maintain housing, but for all aspects of their 
recoveǊȅ ǘƻ ƘŜƭǇ ƎŜǘ ǘƘŜƳ άōŀŎƪ ƻƴ ǘǊŀŎƪΦέ   
 

 
 
The need for support for people to maintain their housing during difficult or crisis periods, as well as more 
rehabilitation housing specifically designed for this purpose, was expressed. 
 
OTHER SYSTEM LEVEL ISSUES 
 
The issue of stigma arose, as experienced by a participant during a volunteer placement, and fear in general of 
ōŜƛƴƎ ǇŜǊŎŜƛǾŜŘ ŀǎ ŀ άƳŜƴǘŀƭ ŎŀǎŜΦέ  ! ǇŀǊǘƛŎƛǇŀƴǘ ǎǳƎƎŜǎǘŜŘ ǇǳōƭƛŎ ŜŘǳŎŀǘƛƻƴ ǘƻ ǎŜƴǎƛǘƛȊŜ ǇŜƻǇƭe to mental health 
issues and to decrease stigma and prejudice towards persons experiencing them.   
 
Another issue is the current structure of the system for those with concurrent disorders (both addictions and 
mental health issues), where the system, far from being recovery-oriented, creates barriers to accessing care.  
Program restrictions, such as requirements to be working or have an apartment, were noted to pose barriers to 
accessing or maintaining care. 
 

 
 
A participant suggested that financial incentives, in the form of tax credits, for persons with mental health 
problems, would be beneficial.  Another suggested that the government should concentrate on social housing and 
social intervention budgets to aid peopleΩs recovery paths. 
 
Participants also mentioned that participation in governance and on committees is often beneficial and conducive 
to recovery; it increases self-respect, confidence, and skills, as well as the opportunities to gain experience.  The 
importance of allowing full participation and not just tokenism was noted. 

άL ŘƛŘƴΩǘ ƎŜǘ ƘŜƭǇ ŦƻǊ ŀ ƭƻƴƎ ǘƛƳŜ ōŜŎŀǳǎŜ ǿƛǘƘ ǇǎȅŎƘƛŀǘǊȅ ǘƘŜȅ ǎŀƛŘ L ƘŀŘ ǘƻ ǎǘƻǇ ǘŀƪƛƴƎ ŘǊǳƎǎ before 
ƎŜǘǘƛƴƎ ŀƴȅ ƘŜƭǇ ŀƴŘ ǎǳōǎǘŀƴŎŜ ŀōǳǎŜ ǇǊƻƎǊŀƳǎ ǎŀƛŘ L ƘŀŘ ǘƻ ŘŜŀƭ ǿƛǘƘ ǘƘŜ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ώŦƛǊǎǘϐ Χ !ŦǘŜǊ 
ŀƴ ŀǘǘŜƳǇǘŜŘ ǎǳƛŎƛŘŜ Χ L ǿŀǎ ǊŜŦŜǊǊŜŘ ǘƻ ǇǎȅŎƘƛŀǘǊȅ ŦƻǊ ŎƻƴŎƻƳƛǘŀƴǘ ǇǊƻōƭŜƳǎΦ  L ǎǘŀǊǘŜŘ ƭƻƻƪƛƴƎ ŦƻǊ 

ƘŜƭǇ ƛƴ мффо ŀƴŘ L ƻƴƭȅ ŦƻǳƴŘ ƛǘ ƛƴ нллрΦέ 
-webinar participant 

άL ǎŜŜ ŀ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊ ƻƴŎŜ ŀ ǿŜŜƪΤ ǎƘŜ ƘŜƭǇǎ ƳŜ ƳŀƴŀƎŜ Ƴȅ ŜƳƻǘƛƻƴǎΣ Ƴȅ ōǳŘƎŜǘΣ ŀƴŘ Ƴȅ ŀŦŦŀƛǊǎΦέ 
-webinar participant 

άI[a ƘƻǳǎƛƴƎ ƘŜƭǇǎ ƳŜ ōǳǘ ǘƘŜǊŜΩǎ ƴƻǘ ŜƴƻǳƎƘ ŦƻǊ ǳǇƪŜŜǇ ŀƴŘ ƳŀƛƴǘŜƴŀƴŎŜΦ  LǘΩǎ ƻƪŀȅ ǘƻ ƎŜǘ ŀ 
ƘƻǳǎƛƴƎ ǎǳōǎƛŘȅΣ ōǳǘ ƛŦ ǘƘŜ ǇŜǊǎƻƴ ƛǎ ǘƻƻ ǎƛŎƪ ǘƻ ǘŀƪŜ ŎŀǊŜ ƻŦ ƛǘΣ ƛǘ Ŏŀƴ ōŜŎƻƳŜ ǳƴƘŜŀƭǘƘȅΦέ 

-webinar participant 

άLǘ ǿƻǳƭŘ ōŜ ƎƻƻŘ ŦƻǊ ƳŜ ƛŦ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀ Ǿƻƭǳƴteer who would help me with spring cleaning, 
cleaning the windows and floors, painting, help me to know how to do different tasks to maintain my 

ŀǇŀǊǘƳŜƴǘΦέ 
-webinar participant 

άL ǿŀǎ ǇŀǊǘ ƻŦ ŀ ŎƻƳƳƛǘǘŜŜ ǿƘŜǊŜ ǿŜ ƴŜŜŘŜŘ ŀ ǳǎŜǊΦ  ¢Ƙŀǘ ŘƛŘƴΩǘ Ǝƻ ǿŜƭƭΣ L ŘƛŘƴΩǘ ŦŜŜƭ ƭƛǎǘŜƴŜŘ ǘƻ Χ Lǘ 
was just for appearances; ǘƘŜȅ ŘƛŘƴΩǘ ǿŀƴǘ ƳŜ ǘƻ ƻǇŜƴ Ƴȅ ƳƻǳǘƘΦέ 

-webinar participant 
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APPENDIX THREE: SURVEY FINDINGS 
 

PEOPLE LIVING WITH MENTAL HEALTH PROBLEMS AND/OR MENTAL ILLNESS 

 
DESCRIPTION OF SAMPLE 
 
Á 330 people living with mental health problems and/or mental illness completed the survey. 

Á 71% had mental health problems/illnesses, and around 25% had a concurrent disorder. 

Á All territories and provinces except for the Northwest Territories and Nunavut were represented (See Table 1). 

Á The greatest representation was from Ontario, followed by British Columbia, Alberta, and Nova Scotia. 

Á The majority of participants lived in their own apartments, with most living in housing stock that was not 
solely dedicated to people living with mental health problems and/or addictions (37.8%); see Figure 1 for an 
expanded listing of housing arrangements. 

Á 20 respondents identified as Aboriginal, 12 of whom lived in housing that was not dedicated solely to people 
living with mental health problems and/or addictions. 

 
SATISFACTION WITH LIVING ARRANGEMENT 
 
Á Satisfaction was significantly higher among individuals who rent a room (73%) or an apartment (68%) 

dedicated to people with mental health problems/illnesses or who own their own home (77%).  (˔
2
 = 45.93, p 

= .05) 

Á The highest rates of dissatisfaction were among those living with their families, renting a room or an 
apartment not dedicated to people with mental health problems, those in shelters, and the homeless. 

Á Primary causes for concern regarding housing arrangement included affordability (29%), maintenance of the 
physical site (17%), fear of eviction (16.5%), safety (13.5%), and distance from services (13.5%). 

Á Motivators for people who indicated that they would want to move (50.2%) from their current housing 
arrangement included more independence (41.5%), less distance from family and friends (34%), more mental 
health services (33%), more physical health supports (24.5%), and less distance to public transportation (21%). 

Á There were significant associations by province and territory with the reasons that motivated people to move.  
In Québec and Ontario, the desire to be closer to friends and family, and to public transportation, were 
significant factors, while these were non-issues in Prince Edward Island and Saskatchewan.  The need for on-
site support workers was a significant motivator in Saskatchewan, Québec, and the Yukon. 

 
CHALLENGES AND SUPPORTS INFLUENCING FINDING, ACCESSING, AND MAINTAINING HOUSING 
 
Á Affordability (68%), quality (45%), safety (42%), access (39%), and necessary supports (26%) were cited most 

frequently as challenges to appropriate housing. 

Á Responses to open-ended questions revealed additional challenges such as house cleaning, long waiting lists 
to access housing, and accessing financial assistance. 
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Á Though not statistically significant, trends suggest that individuals with concurrent disorders face greater 
challenges in finding and keeping housing than do individuals with a mental illness only.  Greater 
discrimination and financial difficulty were reported by this sub-population. 

Á Affordability was a major issue in many provinces: more than 68% of the respondents in Quebec, British 
Columbia, Saskatchewan, Ontario, Nova Scotia, and Alberta cited this as a challenge. 

Á A series of independent sample t-tests revealed that, among those who used the following services ς housing 
support services, mental health services, and services of a community nurse ς there was greater agreement 
with the statement that the services they used helped them maintain housing when compared to those who 
did not avail themselves of these services. Further analyses using multiple regression showed that receipt of 
housing support services was the strongest predictor of success in maintaining housing (on its own, R

2
 = .32)

7
. 

Á Housing supports, as identified by respondents in response to an open-ended question, included support 
workers, case managers, peer support, income and employment support, housekeeping, community outreach, 
budgeting guidance, assistance with healthy living, and availability of on-site counselling. 

Á Income support was cited most frequently as one of the most important support services that should be 
offered by housing programs.  This was followed by access to healthy, affordable food, mental health services, 
a family doctor, and employment support (see Figure 2 for complete list). 

Á Identification of assistance with dealing with landlords as an important support need was significantly 
associated with housing arrangements where people living with mental illness were renting a subsidized 
ŀǇŀǊǘƳŜƴǘ όŦǊŜǉǳŜƴŎȅ фоΦу҈Τ ˔

2
= 14.14, p = .02). 

 
RECOMMENDATIONS FOR IMPROVING HOUSING 
 
Á 82% of respondents agreed with the statement that housing and supports need to be adequately funded to 

help people keep their housing. 

Á 81% agreed with the statement that increasing housing support options with subsidies based on income are 
needed. 

Á 80% agreed with the statement that more housing for single people is required (for a complete listing of the 
most embraced recommendations, see Table 2). 

Á Aboriginal participants echoed the above recommendations. 

Á The recommendation that more housing for single people is needed was significantly associated with 
Aboriginal ǎǘŀǘǳǎ ό˔

2
= 5.39, p = .02); all Aboriginal participants were in agreement with this recommendation. 

 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
7
 F(1, 124) = 57.04, p < .001 
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Table 1. Consumer representation by province/territory. 
 

Province 
Frequency 
(n) 

Percentage 
(%) 

Alberta 22 6.7 

British Columbia 73 22.1 

Manitoba 4 1.2 

New Brunswick 3 0.9 

Newfoundland and Labrador 11 3.3 

Nova Scotia 19 5.8 

Ontario 154 46.7 

Prince Edward Island 5 1.5 

Quebec 15 4.5 

Saskatchewan 16 4.8 

Yukon 3 0.9 

 
Table 2. Consensus with list of recommendations presented. 
 

Recommendations 
Percentage 
(%) 

Supports are needed to help prevent eviction of people with mental health 
or addictions issues 

76.7 

More home ownership options are needed for people living with mental 
health problems. 

63 

More housing for single people is needed. 79.1 

Increase housing options (rent and owned) where the rent or mortgage is 
subsidized based on your income. 

80.9 

Put more effort into building new housing instead of research and planning. 68.8* 

Power needs to be shared between tenants/residents of the housing and 
the operators of the housing 

51.8* 

People should have choice and freedom about if they want treatment - it 
should not be a condition of having the housing. 

55.2* 

People need to be empowered by staff, not directed by them. 67.6 

People need access to peer support. 72.7 

Housing and supports need to be adequately funded to help people keep 
their housing. 

81.5 

Have housing options specifically for people that aren't stable 67.9 

Respite options are needed to give people short-term support instead of 
only hospitals. 

70.3 

Supports are needed to help build a sense of community 74.2 

Social/recreation opportunities are needed to help build a sense of 
community 

70.6 

Rapid access to disability and income replacement programs are needed. 73.3 

 
* Significant difference between consumers and family members (please see Findings from Family Member 
surveys) 
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Figure 1. Percentage of participants that lived in the various housing arrangements
8
. 

 

 
 
 
*  άOǘƘŜǊέ ƛƴŎƭǳŘŜǎΥ ǎŜƴƛƻǊϥǎ ƘƻƳŜΣ Ŏƻ-operative housing, living with a family outside their own, 
friend's place, shelter, care facility, live with extended family, transitional housing, clubhouse, and 
homeless. 
 
ϝϝ ŜŀŎƘ άOǘƘŜǊέ ǎǳōŎŀǘŜƎƻǊȅ Ŝǉǳŀƭǎ ҖмΦо҈Φ 
 

 
 
 
 
 
 
 
 
 
 
 
 

                                                 
8
 Not all arrangements of housing are exclusive categories; some were raised by participants and not part of the original 

questionnaire. 

41% 

21% 

16% 

6% 
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10% 

Rent a social/generic 
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Rent a dedicated apartment 
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Rent a subsidized 
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Figure 2. Essential support services rank ordered by frequency (n = 330). 

 
 
A ς income supports; B ς access to healthy, affordable food; C ς mental health services; D ς family doctor; E ς 
employment support; F ς life skills training; G ς education support; H ς recreational activities; I ς access to 
supports that help people find housing, including a central point where you can apply for housing; J ς assistance in 
dealing with landlords 
 

FAMILY MEMBERS 

 
DESCRIPTION OF SAMPLE 
 
Á 183 family members completed the survey. 

Á The majority were family members of persons with a mental health problem/illness only (61%), while 34% 
were family members of persons with a concurrent disorder. 

Á All territories and provinces except for Northwest Territories and Prince Edward Island were represented (See 
Table 3). 

Á The greatest representation was from Ontario, followed by British Columbia, Saskatchewan, and Alberta. 

Á More than 31% of the respondents had a family member with mental illness living with them or someone in 
their family (see Figure 3), and around 30% had family members renting an apartment that was not meant 
only for people living with mental health problems and/or addictions. 

Á Nine respondents identified as Aboriginal. 
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SATISFACTION WITH LIVING ARRANGEMENT 
 
Á ¢ƘŜ Ƴƻǎǘ ǿƛŘŜƭȅ ƘŜƭŘ ǊŜŀǎƻƴǎ ŦƻǊ ŘƛǎǎŀǘƛǎŦŀŎǘƛƻƴ ǿƛǘƘ ŀ ŦŀƳƛƭȅ ƳŜƳōŜǊΩǎ ƭƛǾƛƴƎ ǎƛǘǳŀǘƛƻƴ ǿŜǊŜ ŀŦŦƻǊŘŀōƛƭƛǘy 

(21%), lack of safety (16.5%), fear of eviction (16.5%), maintenance of physical site (14%), and distance from 
family and friends (13%). 

Á Affordability, fear of eviction, and lack of safety were the most important concerns in British Columbia and 
Saskatchewan. 

Á Motivators for people who indicated that their family members would move to a different setting if available 
included more mental health services (36%), on-site support workers (31%), more independence (29%), less 
distance to friends and family (22%), and less distance to public transportation (13%). 

Á The need for more mental health services was most often indicated by respondents whose family members 
were living in a place not meant for people with mental health problems and by respondents whose family 
members were living with them. 

Á Independence was more frequently reported as a need by respondents who had family members living with 
them or with other family members, as was the need for on-site support workers

9
. 

Á Provincially and territorially, the need for more mental health services was most reported by respondents with 
family members living in Saskatchewan (6 of 8 respondents) and British Columbia (70.8%). 

Á The desire for more independence was most highlighted by respondents for their family members who live in 
Ontario (48%) and Saskatchewan (5 of 8). 

Á There was a significant association between the need for on-ǎƛǘŜ ǎǳǇǇƻǊǘ ǿƻǊƪŜǊǎ ŀƴŘ ǇǊƻǾƛƴŎŜκǘŜǊǊƛǘƻǊȅ ό˔
2
 = 

16.87, p < .03), with respondents from Alberta and Saskatchewan noting that it would be an important 
support for their family members. 

 
CHALLENGES AND SUPPORTS INFLUENCING FINDING, ACCESSING, AND MAINTAINING HOUSING 
 
Á Lack of affordable housing (57%), supports needed to stay in a home (48%), safety concerns (42%), quality of 

housing (40%), access to transportation and shopping (28%), and discrimination when trying to find/keep 
housing (26%) were cited as the most important challenges. 

Á There was a significant association between affordable housing and province/territory, with those in British 
Columbia and Saskatchewan finding it a significant problem, followed by QuéōŜŎ ŀƴŘ hƴǘŀǊƛƻ ό˔

2
 = 19.38, p = 

.04). 

Á Analysis of open-ended items revealed other challenges that included housing for minors, long waiting lists for 
low-income/subsidized housing, access to high support housing, stable housing to prevent relocation, and self-
ŎƻƴŦƛŘŜƴŎŜ ǘƻ ƭƛǾŜ ƻƴ ƻƴŜΩǎ ƻǿƴΦ 

Á In terms of services and supports, participants reported that health-related services (family doctor, mental 
health services, and community nurse) were most utilized by their family members, while housing-related 
services (housing support, meal preparation, and housekeeping services) were the most difficult to access. 

Á A series of independent sample t-tests revealed that among those who used the following services ς housing 
support services, mental health services, and services of a community nurse ς there was greater concurrence 
with the statement that the services they used helped them maintain housing when compared with those who 

                                                 
9
 This indicates that living with family members is not the most ideal in terms of independence.  It also denotes that there are 

specific supports like mental health supports and more housing with on-site supports that could address the needs of families 
who currently have their family members with mental illness living with them.  The needs of this caregiver group need to be 
addressed. 
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did not avail themselves of these services. Further analyses using multiple regression showed that housing 
support services were the strongest predictor of success in maintaining housing (on its own, R

2
 = .15)

10
. 

Á Income support was cited most frequently as one of the most important supports that should be offered by 
housing programs.  This was followed by medication management, mental health services, and access to 
healthy, affordable food (see Figure 4 for a complete list). 

Á There were significant provincial differences in support service needs, with respondents from Manitoba and 
New Brunswick underscoring a significant need with regards to meal preparation services, which was a non-
issue in Newfoundland and Labrador and Québec.  Nova Scotia, Manitoba, and British Columbia underscored 
the need for access to healthy, affordable food.  

 
RECOMMENDATIONS FOR IMPROVING HOUSING 
 
Á 80% of respondents agreed with the statement that supports are needed to help prevent eviction. 

Á 77% agreed with the statement that housing and supports need to be adequately funded to help people keep 
their housing. 

Á 76% agreed with the statement that social/recreational opportunities are needed to help build a sense of 
community. 

Á 75% agreed with the statement that increasing housing support options with subsidies based on income is 
needed. 

Á 75% concurred that respite options, rather than just hospitals, are needed to give people short-term support 
(for a complete list of recommendations, see Table 4). 

 
Table 3. Participant representation by province/territory. 
  

                                                 
10

 F(1, 54) = 9.65, p < .01. 

Province 
Frequency 
(n) 

Percentage 
(%) 

Alberta 14 7.7 

British Columbia 34 18.6 

Manitoba 2 1.1 

New Brunswick 6 3.3 

Newfoundland and Labrador 7 3.8 

Nova Scotia 5 2.7 

Nunavut 2 1.1 

Ontario 88 48.1 

Quebec 5 2.7 

Saskatchewan 16 8.7 

Yukon 1 0.5 
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Table 4. Consensus with list of recommendations presented. 
 
 
 
 
 
 
 
 

*Significant difference between consumers and family members 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendations 
Percentage 
(%) 

Supports are needed to help prevent eviction of people with mental health 
or addictions issues. 

79.8 

More home ownership options are needed for people living with mental 
health problems. 

57.4 

More housing for single people is needed. 73.8 

Increase housing options (rent and owned) where the rent or mortgage is 
subsidized based on your income. 

75.4 

Put more effort into building new housing instead of research and planning. 60.1* 

Power needs to be shared between tenants/residents of the housing and 
the operators of the housing 

38.8* 

People should have choice and freedom about if they want treatment - it 
should not be a condition of having the housing. 

33.9* 

People need to be empowered by staff, not directed by them. 61.7 

People need access to peer support. 68.3 

Have housing options specifically for people that aren't stable 69.9 

Housing and supports need to be adequately funded to help people keep 
their housing. 

76.5 

Supports are needed to help build a sense of community 73.8 

Social/recreation opportunities are needed to help build a sense of 
community 

76 

Respite options are needed to give people short-term support instead of only 
hospitals. 

74.9 

Rapid access to disability and income replacement programs are needed. 70.5 
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Figure 3. tŜǊŎŜƴǘŀƎŜ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŦŀƳƛƭȅ ƳŜƳōŜǊǎ ǘƘŀǘ ƭƛǾŜŘ ƛƴ ǘƘŜ ǾŀǊƛƻǳǎ ƘƻǳǎƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘǎ
11

. 

 
*  άOǘƘŜǊέ ƛƴŎƭǳŘŜǎΥ ƘƻƳŜƭŜǎǎΣ ŦǊƛŜƴŘϥǎ ǇƭŀŎŜΣ ƭƛǾƛƴƎ ǿƛǘƘ ŦŀƳƛƭȅ ƻǳǘǎƛŘŜ ǘƘŜƛǊ ƻǿƴΣ ƭiving with 
parents, hospital, group home, respite home, and shelter. 
 
ϝϝ ŜŀŎƘ άOǘƘŜǊέ ǎǳōŎŀǘŜƎƻǊȅ Ŝǉǳŀƭǎ ҖмΦс҈Φ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
11

 Not all arrangements of housing are exclusive categories; some were raised by participants and not part of the original 
questionnaire. 
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Figure 4. Essential support services rank ordered by frequency (n = 183). 

 
A ς income supports; B ς medication management; C ς mental health services; D ς access to healthy, affordable 
food; E ς life skills training; F ς employment support; G ς access to supports that help people find housing, 
including a central point where you can apply for housing; H ς recreational activities; I ς community activities; J ς 
meal preparation services 
 

HOSPITALS 

 
DESCRIPTION OF SAMPLE 
 
Á 35 hospital administrators and/or clinical leads completed the questionnaire. 

Á The majority of the participants were from Ontario.  There were no participants from the territories or from 
Prince Edward Island (see Table 5 for participation by province). 

Á 22 participants were from general hospitals with designated inpatient mental health services, nine worked for 
a dedicated mental health hospital, and one belonged to a Health Authority. 

Á Communities served ranged from large metropolitan communities to small towns.  Though none of the 
hospitals that participated were located in rural areas, 14.3% of participants indicated that their hospital 
served rural/remote communities (see Table 6). 

 
CHALLENGES AND GAPS 
 
Á 61.3% of respondents considered high support housing a priority that needs to be addressed.  This was 

followed by supports for people with dual diagnoses, concurrent disorders, complex mental health and acute 
care issues, and transitional-aged youth services. 

Á Transitional-aged youth: the gap between the needs of transitional youth and the available community 
supports was highest in Nova Scotia (3 of 3 respondents), Ontario (74%), and New Brunswick; the provincial 
ŀǎǎƻŎƛŀǘƛƻƴ ǿŀǎ ǎƛƎƴƛŦƛŎŀƴǘ ό˔

2
 = 16.35, p < .04). 
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Á There was a significant association between need for supports for the aging population and the provincial 
location of the hospital, with all participants from Alberta, British Columbia, Newfoundland and Labrador, and 
Québec, along with 84% of participants from Ontario, highlighting this as a concern. 

Á Integrated mental health and housing services, treatment and support for people with dual diagnoses, 
assertive community treatment, treatment for people with concurrent disorders, drug or alcohol treatment, 
and housing support are among the top support needs that are not being met (for a complete listing see Table 
7 and Figure 5). 

 
BARRIERS IN DISCHARGING CLIENTS 

 
The ten most prevalent barriers reported based on frequency are as follows: 
 
1. Existing service capacity is not adequate to meet demand (91.4%) 

2. Funding levels do not support provision of additional supports (82.9%) 

3. Integrated mental health and housing services (68.6%) 

4. Support needs are not quantified (68.6%) 

5. Existing service models do not meet criminal justice sector support needs (62.9%) 

6. Existing service models do not meet youth-specific support needs (62.9%) 

7. Staff skill level and/or staff training is not sufficient to meet all support needs (62.9%) 

8. Exclusionary criteria acts as a barrier to meeting needs (62.9%) 

9. Staff skill level in private accommodations (e.g., lodgiƴƎ ƘƻƳŜǎύ ƛǎ ƛƴǎǳŦŦƛŎƛŜƴǘ ǘƻ ƳŜŜǘ ǇŜƻǇƭŜΩǎ ƴŜŜŘǎ όснΦф҈ύ 

10. Fragmented/uncoordinated service delivery systems (57.1%) 
 
KEY FEATURES IN DISCHARGE PLANNING THAT FACILITATE ACCESS TO HOUSING AND RELATED MENTAL HEALTH 
SERVICES 
      
Á Relationships between the hospital and community providers (85.7%) 

Á Engagement of clients in discharge planning (77.1%) 

Á Engagement of providers in discharge planning (74.3%) 

Á Engagement of family in discharge planning (74.3%) 

Á Adequate funding of housing and supports (68.6%) 
 
Additional factors noted in open-ended responses were clearly defined roles and responsibilities between partners 
and long-term relationships with staff at community agencies. 
  
RECOMMENDATIONS 
 
The following recommendations were most endorsed by the respondents: 
 
1. Development of a housing strategy (91%) 

2. Adequate funding of a full continuum of housing and supports (89%) 

3. Adequate income for clients in order to afford housing options (89%) 

4. Cross-ministerial partnerships for planning and funding purposes (86%) 
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5. Availability of high support housing such as 24/7 onsite capacity (86%) 

6. Change government policy of how existing funds can be used to increase flexibility (83%) 

7. Availability of off hour supports to clients in the community (83%) 

8. Increase subsidized housing stock (77%) 

9. Adequate training of staff (74%) 
 
 
Table 5. Participants by province. 
 

Province Frequency (n) 
Percentage 
(%) 

Alberta 1 2.9 

British Columbia 3 8.6 

Manitoba 2 5.7 

New Brunswick 1 2.9 

Newfoundland and Labrador 1 2.9 

Nova Scotia 3 8.6 

Ontario 19 54.3 

Quebec 2 5.7 

Saskatchewan 2 5.7 

 
 
Table 6. Communities served. 
 

Community Frequency (n) 
Percentage 
(%) 

Large metropolitan (1,000,000+) 7 20.0 

Medium metropolitan (250,000 ς 999,999) 5 14.3 

Small metropolitan (50,000 ς 249,999) 15 42.9 

Small city (20,000 ς 49,999) adjacent to metropolitan area 2 5.7 

Small city (20,000 ς 49,999) not adjacent to metropolitan area 1 2.9 

Small town (2,500 ς 19,999) adjacent to metropolitan area 1 2.9 

Small town (2,500 ς 19,999) not adjacent to metropolitan area 3 8.6 
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Table 7. Support needs that are not being met in order of importance
12

 (n = 35). 
 

 
Support Need Score 

bǳƳōŜǊ ƻŦ άƳƻǎǘ 
ƛƳǇƻǊǘŀƴǘέ 
selections 

1 Integrated mental health and housing services  13 3 

2 Treatment/support for people with dual diagnoses  9 3 

3 Assertive Community Treatment (ACT) 8 4 

3 
Treatment/support for people with concurrent 
disorders  

8 1 

3 Drug or alcohol treatment ς residential model  8 1 

3 Housing support 8 1 

7 
Short-term case management/Transition/Discharge 
planning 

7 3 

8 24-hour on-site support  6 1 

10 Crisis beds/Safe beds/Respite beds 5 3 

10 Mobile crisis services 5 1 

10 Employment support 5 1 

10 Service/supports related to aging 5 0 

 
Figure 5. The most important support needs not being met

13
 (n = 35). 

 
A ς integrated mental health and housing services; B ς treatment/support for people with dual diagnosis; C ς assertive community treatment; D 
ς treatment/support for people with concurrent disorders; E ς drug or alcohol treatment: residential model; F ς housing support; G ς short-
term case management/transition/discharge planning; H ς  24-hour on-site support drug or alcohol treatment: community-based; I - crisis 
beds/safe beds/respite beds; J ς mobile crisis services; K ς employment support; L ς services/supports related to aging  

                                                 
12

 Score indicates the number of times an item was selected as one of  the five most important support needs not being met 
13

 Scores indicate the percentage of participants that selected the item as one of  the five most important support needs not 
being met 
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HOUSING PROVIDERS 

 
DESCRIPTION OF SAMPLE 
 
Á 96 housing providers completed the questionnaire.  One-third of the sample indicated that they were mental 

health service providers as well. 

Á While all provinces were represented in the sample, the Yukon and Nunavut were not represented among the 
territories (see Table 8). 

Á Most housing providers had a municipal (46%) or regional mandate (35%), while 11.5% had a provincial 
mandate and 3% a national mandate. 

Á Communities served ranged from large metropolitan communities to rural/remote communities, with 17 
housing providers serving rural/remote communities

14
 (see Table 9).  Many housing providers were from 

agencies that served more than one community. 

Á 58.3% of the housing providers reported that all of their housing was dedicated, 27.1% said that some or most 
of their housing was dedicated, and 12.5% reported none of their housing stock was dedicated to people with 
mental illnesses, concurrent disorders, or substance use issues.  The three available categories were 1) 
dedicated housing; 2) mixed models; and 3) social housing. 

Á Funding was from territorial or provincial governments for 60% of the housing providers, while almost 40% 
reported that rents were a budgetary source (see Table 10 for complete list of funding sources; see Figure 7 
for percentages of funding from the most common sources). 

 
CHALLENGES AND GAPS 
 
Á Both access and fit were highlighted as challenges by housing providers, as 78% reported that there was not 

enough housing stock while 71% reported that the models available were limited. 

Á More than half the housing providers indicated that extended stays in acute care beds was an issue. 

Á Support needs identified as crucial by housing providers were supports for complex mental health and acute 
care issues, dual diagnoses, high support housing, a social determinants of health approach to treatment and 
support, and stigma reduction work targeting landlords. 

Á Social providers reported the least integration between mental health services and housing providers (M = 
1.67).  Mixed model providers reported slightly more integration (M = 2.09) while dedicated providers 
indicated the most integration (M = 2.35)

15
.   

Á Insufficient funding (79%); lack of safe, affordable housing (74%); and inadequate supports for aging 
individuals aging (62.5%) were the top concerns with long-term implications. 

Á 50% of housing providers reported that they have inadequate funding to maintain the housing they provide.  
This was because funding models do not incorporate sufficient dollars for maintenance (58%), maintenance 
costs exceed budget availability (54%), and buildings are run-down and capital dollars for repairs are 
inadequate (44%). 

                                                 
14

 Please note that this is not a group that exclusively services the rural/remote communities.  In most cases the mandate also 
covers rural/remote communities. 
 
15

 Integration was measured using a 4-point scale with higher scores reflecting greater integration. A one-way ANOVA, which 
was conducted on the level of integration by the dedication of housing providers, revealed a significant difference between the 
three dedications, F(2, 84) = 3.85, p = .03. The strength of the relationship, as assessed by ʹ

2
, was small, with dedication 

accounting for 8% of the variance in the level of integration.  
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Á 35% of the respondents cited lack of transitional housing options as a concern. 

Á 24-hour on-site support, crisis beds, integrated mental health and housing services, housing supports, and 
support for people with concurrent disorders were among the top five support needs reported by housing 
providers as not being met with regards to the clients that they serve (see Table 11 and Figure 6). 

Á For remote providers, transition-aged youth services was a significant support need that was not being met 
(67%). 

Á There was a significant association between one barrier, support needs are not part of organizational 
mandates, ŀƴŘ ƘƻǳǎƛƴƎ ƳƻŘŜƭ ό˔

2
 = 18.51, p < .001).  Social housing providers indicated that this was a great 

barrier. 

Á There were significant agency and regional gaps identified for a number of populations/services.  The highest 
agency gaps existed for people with concurrent disorders, mental health problems, and seniors.  Regional gaps 
were also highest for individuals with mental health problems and concurrent disorders; however, they were 
also exponentially high among homeless persons (see Figure 8 for a listing of the existing agency and regional 
gaps by population). 

Á An issue that was more prevalent in remote communities was that of youth-specific needs (not met by existing 
service models).  83.3% of remote providers reported this as a barrier preventing people from meeting 
support needs that would assist them in retaining housing, as compared to 35.6% of non-ǊŜƳƻǘŜ ǇǊƻǾƛŘŜǊǎ ό˔

2
 

= 5.42, p = .02). 
 
CULTURE-SPECIFIC CHALLENGES 
 
Á Only 26% of the housing providers indicated that they were able to meet the cultural needs of their clients, 

while 61% indicated that they were able to partially meet cultural needs and 8% reported an inability to meet 
cultural needs.   

Á 34% reported that there were inadequate staff and/or skill levels to provide culturally competent services. 
 
POPULATION-SPECIFIC CHALLENGES 
 
Á Concurrent Disorders: There was a significant association between the provinces and territories and the gap 

identified with regards to the needs of people with concurrent disorders and services available to them.  All of 
the housing providers from Alberta, Newfoundland and Labrador, Nova Scotia, Prince Edward Island, Québec, 
and the North West Territories ideƴǘƛŦƛŜŘ ǘƘƛǎ ŀǎ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƎŀǇ ό˔

2
 = 18.18, p = .05). 

Á Support for people with concurrent disorders was cited as the most crucial new and emerging support need by 
56% of the housing providers. 

Á Diverse populations: Dedicated housing providers reported higher rates in gaps between client needs and 
ǘƘŜƛǊ ŀƎŜƴŎȅΩǎ ǎŜǊǾƛŎŜǎ ŦƻǊ ǎŜǊǾƛŎŜǎ ŦƻǊ Aboriginal personǎ ό˔

2
 = 8.20, p = .02) and Lesbian, Gay, Bisexual, and 

¢ǊŀƴǎƎŜƴŘŜǊ ǇƻǇǳƭŀǘƛƻƴǎ ό˔
2
 = 5.61, p = .06).  This indicates that dedication needs to take into account 

diversity and the needs of sub-populations who are further marginalized. 

Á Lack of supports for individuals aging in place: 83% of housing providers from Ontario reported this as a 
concern, and this was also reflected in Saskatchewan, Manitoba, and Alberta. 

Á Transitional-Aged Youth: There was a significant association between housing model and the mental health 
support needs of transitional-aged youth, with more social providers citing this as a need than other providers. 

 
STAFF TRAINING NEEDS 

 
Housing providers prioritized the following training and learning needs: 
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Á Community-based management of mental illness (56.3%) 

Á Support for concurrent disorders (54.2%) 

Á Behaviour management and modification (49.0%) 

Á Better practice models (44.8%) 

Á Cultural Competence (32.3%) 
 
Eight out of the 12 social housing providers indicated that orientation to better practice models was a significant 
training need; this was the only training need that had a significant association with type of housing model (i.e., 
dedicated, mixed, social housing). 
 
KEY FEATURES OF HOUSING AND RELATED SUPPORT MODELS THAT FACILITATE ACCESSING AND MAINTAINING 
HOUSING 
 
Á Subsidized/rent-geared to income housing (80.2%) 

Á Flexible and adaptable supports (76.0%) 

Á Continuum of housing options (67.7%) 

Á Transitional housing (47.9%) 

Á 24/7 high support housing (46.9%) 

Á Off-site supports (44.8%) 

Á Harm reduction housing models (42.7%) 

Á Low barrier (on-site substance use allowed within housing) (30.2%) 
 

RECOMMENDATIONS 
 
The following recommendations were most endorsed by the housing providers: 

 
1. Adequate funding of a full continuum of housing and supports (83.3%) 

2. Development of a housing strategy (75.0%) 

3. Increase subsidized housing stock (74.0%) 

4. Change government policy of how existing funds can be used to increase flexibility (71.9%) 

5. Funding for community-based services (66.7%) 

6. Cross-ministerial partnerships for planning and funding purposes (54.2%) 

7. Development of supports for the aging population (52.1%) 

8. High degree of consumer involvement in decision-making (42.7%) 

9. Development of partnerships with funders (40.6%) 
 
Remote providers were more accepting of two recommendations than were non-remote providers: 
 
Á Adequate training of staff (support from 83.3% of remote providers and 34.4% of non-ǊŜƳƻǘŜ ǇǊƻǾƛŘŜǊǎΤ ˔

2
 = 

5.74, p = .02) 

Á Identifying lead agencies to address housing and support needs  (support from 83.3% of remote providers and 
36.7% of non-remote providŜǊǎΤ ˔

2
 = 5.12, p = .02) 



  

45 

 

 
Table 8. Housing provider responses by province/territory. 
 

Province Frequency (n) 
Percentage 
(%) 

Alberta 4 4.2 

British Columbia 17 17.7 

Manitoba 4 4.2 

New Brunswick 2 2.1 

Newfoundland and Labrador 4 4.2 

Northwest Territories 1 1.0 

Nova Scotia 2 2.1 

Ontario 53 55.2 

Prince Edward Island 2 2.1 

Quebec 2 2.1 

Saskatchewan 1 1.0 

 
 
Table 9. Communities served by the housing providers. 
 

Community 
Frequency 
(n) 

Percentage 
(%) 

Large metropolitan (1,000,000+) 27 28.1 

Medium metropolitan (250,000 ς 999,999) 29 30.2 

Small metropolitan (50,000 ς 249,999) 19 19.8 

Small city (20,000 ς 49,999) adjacent to metropolitan area 10 10.4 

Small city (20,000 ς 49,999) not adjacent to metropolitan area 17 17.7 

Small town (2,500 ς 19,999) adjacent to metropolitan area 3 3.1 

Small town (2,500 ς 19,999) not adjacent to metropolitan area 9 9.4 

Rural (less than 2,500) adjacent to metropolitan area 2 2.1 

Rural (less than 2,500) not adjacent to metropolitan area 6 6.3 

Predominantly rural (no urban settlements in area) 2 2.1 

Remote (less than 2,500 with minimal or no road access) 4 4.2 

Northern Hinterland 3 3.1 
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Table 10. Percentage of housing providers that receive funding from various sources. 
 

 Housing Model Type 

Funding Source Social Mixed Model Dedicated 

Federal government 30.0 40.0 22.0 

Provincial or territorial government 40.0 68.0 78.7 

Regional health funding 9.1 28.0 32.7 

Regional housing funding 0 4.0 4.0 

Municipal government 30.0 0 17.4 

Private donations 8.3 16.0 12.5 

Foundations 0 28.0 15.4 

Social enterprise 0 16.0 5.8 

Rents 36.4 50.0 38.0 

General fundraising 16.7 24.0 20.0 

 
 
Table 11. The ten, most important support needs not being met by housing providers

16
  (n = 96). 

 

 

Support Need Score 

Number of 
άƳƻǎǘ 
ƛƳǇƻǊǘŀƴǘέ 
selections 

1 24-hour on-site support 27 7 

2 Crisis beds/Safe beds/Respite beds 23 7 

3 Integrated mental health and housing services 22 5 

4 Housing support 21 9 

5 
Treatment/support for people with concurrent 
disorders 

20 8 

6 Intensive Case Management (ICM) 15 3 

10 Drug or alcohol treatment ς residential model 11 4 

10 Treatment/support for people with dual diagnoses 11 4 

10 
Intensive mental health treatment (i.e., options instead 
of ACT teams) 

11 2 

10 Transition-aged youth services (i.e., aged 16 to 24) 11 1 

10 Drug or alcohol treatment ς community based 11 0 

 
 
 
 
 
 
 
 
 
 

                                                 
16

 The score indicates the number of times an item was selected as one of the five most important support needs not being 
met. 
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Figure 6. The most important support needs not being met by the housing providers
17

 (n = 96). 
 

 
A ς 24-hour on-site support; B ς crisis beds/safe beds/respite beds; C ς integrated mental health and housing 
services; D ς housing support; E ς treatment/support for people with concurrent disorders; F ς intensive case 
management; G ς drug or alcohol treatment: residential model; H ς treatment/support for people with dual 
diagnosis; I - intensive mental health treatment (i.e., options instead of ACT teams); J ς transition-aged youth 
services (i.e., aged 16 to 24); K ς drug or alcohol treatment: community-based 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
17

 Scores indicate the percentage of participants that selected the item as one of the five most important support needs not 
being met. 
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Figure 7. Percentage contributions to total budget from various funding sources. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Federal government Provincial/territorial 
government 

       Regional health funding 

   

Municipal government Rents             General fundraising 

   
 
 
Clockwise from top left: federal government funding (n = 24); provincial/territorial funding (n = 58); regional health 
funding (n = 24); municipal government funding (n = 15); rents (n = 36); and general fundraising (n = 19) 
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Figure 8. Percentage of housing providers that indicated a regional or agency gap between the available mental 
health services and the population. 
 

 
A ς people living on low income; B ς people with mental health problems; C ς people with mental illness; D ς 
people with concurrent disorders; E ς people who are homeless; F ς seniors; G ς gender-specific services for 
women; H ς gender-specific services for men; I ς transition-aged youth (i.e., aged 16-24); J ς families; K ς 
Aboriginals; L ς people with involvement in the criminal justice system and who have mental health problems; M ς 
people with dual diagnoses; N ς LGBT population; O ς immigrants and newcomers to Canada 
 

MENTAL HEALTH SERVICE PROVIDERS 

 
DESCRIPTION OF SAMPLE 
 
Á 216 mental health service providers completed the questionnaire.  Of this sample, 21 indicated that they were 

housing providers as well. 

Á While most provinces and territories were represented in the sample, there was no representation from 
Nunavut or Prince Edward Island (see Table 12 for representation by province). 

Á Most providers had a municipal (32%) or regional mandate (46%), while 11.6% had a provincial mandate and 
2.3% a national mandate. 

Á Communities served ranged from large metropolitan communities to rural/remote communities, with 87 
mental health service providers serving rural or remote communities

18
 (see Table 13).  Many service providers 

were from agencies that served more than one community. 25 providers indicated that they served a remote 
community and/or a community that was situated in the Northern Hinterland. 

                                                 
18

 Please note that this is not a group that exclusively services the rural/remote communities.  In most cases the mandate also 
covers rural/remote communities. 
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Á The agencies were dedicated to serving a number of different populations including those with mental illness, 
mental health problems, concurrent disorders, and substance use issues (see Table 14). 

Á Almost 42% of service providers reported that funding was from provincial or territorial governments.   
 
CHALLENGES AND GAPS 
 
Á Funding levels that do not support the provision of additional support (72%) and the inadequacy of the 

existing service capacity (59%) were seen as the greatest barriers to assisting people with regards to retaining 
their housing.  Lack of adequate income and/or financial support was also identified as a significant barrier in 
response to an open-ended item.   

Á Lack of safe, affordable housing (83%), insufficient funding (72%), lack of transitional housing (59%), 
insufficient staff availability to support individuals in their homes (50%), insufficient outreach teams/off-site 
services (48%), and supports for individuals aging in place (47%) were identified as the topmost concerns with 
long-term implications. 

Á Accommodating a transition from one housing context to another based on needs was considered difficult by 
47% of service providers.  Smaller agencies reported significantly greater rates of difficulty than did larger 
agencies.    

Á The need for transitional housing was a significant concern in a number of provinces, most notably in 
Saskatchewan, Québec, Nova Scotia, and bŜǿŦƻǳƴŘƭŀƴŘ ŀƴŘ [ŀōǊŀŘƻǊ ό˔

2
 = 20.95, p = .02). 

Á Insufficient outreach teams and off-site services were cited as a concern in Nova Scotia, the Yukon, 
Saskatchewan, and QuéōŜŎ ό˔

2
 = 30.10, p = .001). 

Á Housing and related mental health support needs identified as crucial by service providers were supports for 
people with concurrent disorders, holistic determinants of health approach to treatment and support, high 
support housing, support for people with dual diagnoses, and transition-aged youth services. 

Á Crisis beds, integrated mental health and housing services, housing supports and support for people with 
concurrent disorders, and 24-hour onsite supports were among the top five support needs reported by mental 
health service providers as not being met with regards to the clients that they serve (see Table 15 and Figure 9 
for complete listing). 

Á Consistent with reports from housing providers, a divide existed between remote and non-remote mental 
health service providers regarding the need for transition-aged ȅƻǳǘƘ ǎŜǊǾƛŎŜǎ ό˔

2
 = 4.06, p = .04).  The issue 

more frequently resonated with remote providers (48.0%) than non-remote providers (28.3%).  Many of the 
crisis services (i.e., crisis beds, telephone crisis lines, and mobile crisis services) were also reported as not 
being met at a higher rate among remote providers than among non-remote providers. 

Á Peer support, which was ranked 16th from the 60-item support need list, was significantly associated with 
ǇǊƻǾƛƴŎŜǎ ŀƴŘ ǘŜǊǊƛǘƻǊƛŜǎ ό˔

2
 = 21.78, p = .02).  The majority of respondents from New Brunswick (3 of 4 

respondents), Québec (3 of 4), Nova Scotia (6 of 10), and Saskatchewan (3 of 5) reported that the need for 
peer support was not being met. Service providers from British Columbia and Ontario reported the gap at a 
lesser rate, with 27.0% and 25.7% of respondents from each province, respectively, indicating a gap. 

Á In the assessment of barriers that prevent people from meeting their support needs that assist in the 
retention of housing, nearly half the listed barriers were reported significantly more by remote providers than 
non-remote providers. Issues related to existing service models not meeting aging needs, criminal justice 
support needs, culture-specific needs, and gender-specific needs; the non-existence of inter-agency 
partnerships; a lack of sufficient staff training and/or skill level; and the fragmentation of service delivery 
systems were all more frequently reported as barriers ōȅ ǊŜƳƻǘŜ ǇǊƻǾƛŘŜǊǎ όǇ Җ ΦлрύΦ 
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CULTURE-SPECIFIC CHALLENGES 
 
Á Only 15% of mental health service providers indicated that they were able to meet the cultural needs of their 

clients, while 74% indicated that they were able to partially meet cultural needs and 7% reported an inability 
to meet cultural needs.   

Á 22% reported that there were inadequate staff and/or skill levels to provide culturally competent services. 

Á 21% reported that their organization is unable to meet the language needs of their clients. 
 
POPULATION-SPECIFIC CHALLENGES 
 
Á Concurrent Disorders: There was a strong association between agency size and gaps in specific services.  

Smaller agencies reported the greatest gaps with regards to their ability to serve people with concurrent 
ŘƛǎƻǊŘŜǊǎ ό˔

2
 = 5.94, p = .05). 

Á Forensic Clients: There was a strong association between agency size and gaps in serving forensic clients, with 
ǎƳŀƭƭŜǊ ŀƎŜƴŎƛŜǎ ǊŜǇƻǊǘƛƴƎ ǘƘŜ ƎǊŜŀǘŜǎǘ ƎŀǇǎ ό˔

2
 = 6.38, p = .04). 

Á Transitional-Aged Youth: The gap between the needs of transitional youth and mental health services was 
highest in Nova Scotia (8 of 1л ǊŜǎǇƻƴŘŜƴǘǎύ ŀƴŘ hƴǘŀǊƛƻ όср҈ύΦ  ¢ƘŜ ǇǊƻǾƛƴŎƛŀƭ ŀǎǎƻŎƛŀǘƛƻƴ ǿŀǎ ǎƛƎƴƛŦƛŎŀƴǘ ό˔

2
 = 

25.26, p < .01). 
 
STAFF TRAINING NEEDS 
 
Mental Health Service Providers prioritized the following training and learning needs: 
 
1. Support for concurrent disorders (61.6%) 

2. Community-based management of mental illness (53.7%) 

3. Behaviour management and modification (46.3%) 

4. Better practice models (43.5%) 
  
Á Remote service providers (68.0%) more frequently reported the need for behaviour management and 

modification training than did non-remote providers (43.5%); ̝
2
 = 5.36, p = .02.  

Á Community-based management of mental illness was significantly associated with province, with the need 
being most reported in Nova Scotia, Québec, New Brunswick, Newfoundland and Labrador, British Columbia, 
and Alberta. 

 
KEY FEATURES OF HOUSING AND RELATED SUPPORT MODELS THAT FACILITATE ACCESSING AND MAINTAINING 
HOUSING 

 
Á Subsidized/rent-geared to income housing (62.0%) 

Á Continuum of housing options (61.6%) 

Á Flexible and adaptable supports (57.4%) 

Á 24/7 high support housing (55.1%) 

Á Transitional housing (50.9%) 

Á Harm reduction housing models (48.6%) 

Á Off-site supports (33.3%) 
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Á Low barrier (on-site substance use allowed within housing) (29.6%) 
  
Also, certain practices currently being undertaken by mental health service providers facilitate accessing and 
maintaining housing: 
 
Á Partnerships between mental health services and housing providers (60.6%) 

Á Off-site housing supports (53.7%) 

Á On-site housing supports (e.g., hygiene support, crisis services, eviction prevention programs, etc.) (51.9%) 

Á Development of relationships with landlords (48.1%) 
 
RECOMMENDATIONS 
 
The following recommendations were most endorsed by the housing providers: 

 
1. Adequate funding of a full continuum of housing and supports (76%) 

2. Change government policy of how existing funds can be used to increase flexibility (74%) 

3. Development of a Housing Strategy (68.5%) 

4. Funding for community-based services (65.7%) 

5. Increase subsidized housing stock (65.7%) 

6. Cross-ministerial partnerships for planning and funding purposes (53.2%) 

7. Adequate training of staff (49.5%) 

8. High degree of consumer involvement in decision-making (49.1%) 

9. Development of supports for the aging population (47.7%) 
 

The high level of support for the recommendation of funding a full continuum of housing and supports was 
strongly backed by remote service providers (92.0%).  Nearly 75% of non-remote providers also endorsed this 
recommendation. 
 
 
Table 12. Mental Health Service Provider responses by province/territory. 
 

Province Frequency (n) 
Percentage 
(%) 

Alberta 8 3.7 

British Columbia 37 17.1 

Manitoba 13 6.0 

New Brunswick 4 1.9 

Newfoundland and Labrador 26 12.0 

Northwest Territories 1 0.5 

Nova Scotia 10 4.6 

Ontario 105 48.6 

Quebec 4 1.9 

Saskatchewan 5 2.3 

Yukon 1 0.5 
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Table 13. Communities served by the agencies of mental health service providers. 
 

Community Frequency (n) 
Percentage 
(%) 

Large metropolitan (1,000,000+) 42 19.4 

Medium metropolitan (250,000 ς 999,999) 39 18.1 

Small metropolitan (50,000 ς 249,999) 60 27.8 

Small city (20,000 ς 49,999) adjacent to metropolitan area 23 10.6 

Small city (20,000 ς 49,999) not adjacent to metropolitan area 29 13.4 

Small town (2,500 ς 19,999) adjacent to metropolitan area 21 9.7 

Small town (2,500 ς 19,999) not adjacent to metropolitan area 41 19.0 

Rural (less than 2,500) adjacent to metropolitan area 22 10.2 

Rural (less than 2,500) not adjacent to metropolitan area 27 12.5 

Predominantly rural (no urban settlements in area) 10 4.6 

Remote (less than 2,500 with minimal or no road access) 13 6.0 

Northern Hinterland 15 6.9 

 
 
Table 14. Type of provider and populations served. 
 

 People with 
mental illness 
(%) 

People with 
concurrent 
disorders 
(%) 

People with 
mental health 
problems 
(%) 

People with 
substance use 
issues (%) 

Dedicated 47.7 16.2 35.6 9.7 

Mixed  
(most or some 
services 
dedicated) 

47.7 75.5 56.5 44.9 

Social 3.2 6.5 5.1 43.1 
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Table 15. The ten most important support needs not being met by the service providers

19
 (n = 216). 

 

 
Support Need Score 

bǳƳōŜǊ ƻŦ άƳƻǎǘ 
ƛƳǇƻǊǘŀƴǘέ ǎŜƭŜŎǘƛƻƴǎ 

1 Crisis beds/Safe beds/Respite beds 67 31 

2 Integrated mental health and housing services 57 22 

3 Housing support 53 18 

4 
Treatment/support for people with concurrent 
disorders 

50 13 

5 24-hour on-site support 45 8 

6 Drug or alcohol treatment ς residential model 37 3 

6 
Treatment/support for people with dual 
diagnosis 

37 6 

8 Drug or alcohol treatment ς community-based 27 10 

10 Housing 25 6 

10 Intensive Case Management (ICM) 25 3 

10 
Intensive mental health treatment (i.e., options 
instead of ACT teams) 

25 2 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
19

 The score indicates the number of times an item was selected as one of  the five most important support needs not being 
met 
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Figure 9. The most important support needs not being met by the service providers
20

 (n = 216). 
 

 
 
 
A ς crisis beds/safe beds/respite beds; B ς integrated mental health and housing services; C ς housing support; D ς 
treatment/support for people with concurrent disorders; E ς 24-hour on-site support; F ς drug or alcohol 
treatment: residential model; G ς treatment/support for people with dual diagnosis; H ς drug or alcohol 
treatment: community-based; I - assertive community treatment; J ς housing; K ς intensive case management; L ς 
intensive mental health treatment (i.e., options instead of ACT teams)  
 
 

                                                 
20

 Scores indicate the percentage of participants that selected the item as one of  the five most important support needs not 
being met 
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APPENDIX FOUR: LITERATURE REVIEW ς HOUSING AND 
SUPPORTS 

INTENSIVE CASE MANAGEMENT (ICM) 

 

Keyword Searches 
Intensive case management, ICM, mental health, mental* ill*, homeless*, housing, housing program*, peer 
support, peer*, consumer, satisfaction, standard*, cost effective* 
 
Databases  
Francis, PsycINFO, Social Sciences Citation Index ® (1956 to present), Google, Google Scholar, professional 
networks 

 
Intensive Case Management (ICM) proposes to promote independence and quality of life for persons with mental 
illness through the coordination of appropriate services as well as the provision of constant and on-going support 
as needed by the individual, responsive to multiple and changing needs (Ministry of Health and Long-Term Care, 
2005). Assertive Community Treatment (ACT) is a type of ICM that is designed as a one-stop shop for services, 
while ICM teams provide services and support to aid people living with mental illness in realizing personal recovery 
goals, stabilizing his/her life, and improving his/her quality of life through individual case managers, who carry a 
caseload of between 10 and 20 clients, who then link clients with other community services (Ministry of Health 
and Long-Term Care, 2005; Burns et al., 2007). Integral components of the ICM process include direct involvement 
of the individual and the development of a caring, supportive relationship with the case manager (Ministry of 
Health and Long-Term Care, 2005).  The specific functions of ICM include: (1) outreach and consumer 
identification; (2) assessment and planning; (3) direct service provision/intervention; (4) monitoring, evaluation, 
and follow-up; (5) information, liaison, advocacy, consultation, and collaboration (Ministry of Health and Long-
Term Care, 1999).   
 
ICM has been widely adopted throughout the United States, Canada, Australia, and Europe (Burns et al., 2007).  
However, international research over the past 35 years has found inconsistent effects of ICM on hospital care 
(Burns et al., 2007).  Researchers have found that ICM may help to decrease reliance on institutional care and 
hospitalization, improve quality of life, increase housing stability, and be more cost-effective than the standard of 
care (Ministry of Health and Long-Term Care, 2004; Nelson, Aubry & Lafrance, 2007; Dieterich, Irving, Park & 
Marshall, 2010; Kuno, Rothbard, & Sands, 1999; Birnie, 2010).  Although ICM has been shown to reduce 
homelessness, it has also been shown to be most effective for those who were high users of hospital care already 
(Marshall, 2008), and superior results have been found for ACT, housing plus supports or supported housing versus 
case management alone (Nelson et al., 2007; Rosenheck, Kasprow, Frisman & Lio-Mares, 2003).  
 
The inconsistent findings in the literature have been hypothesized to be due, in part, to the contexts within which 
the trials were conducted as well as potential variations in models practiced (Burns et al., 2007).  Burns et al. 
(2007) found that the inconsistency in findings were due mainly to the fact that ICM is most effective in contexts 
where hospital use is high and is less successful where hospital use is already low, which is supported by other 
research (Marshall, 2008).  However, research has also found that ICM may be a less clearly articulated model 
overall as compared with ACT, with a study from the U.S. in 2000 finding that there is no standard 
conceptualization of ICM and only moderate consensus of the operationalization of ICM (Schaedle, McGrew, Bond, 
& Epstein, 2002; Schaedle & Epstein, 2000).  However, in 2005, the Ontario Ministry of Health and Long-Term Care 
(MoHLTC) released standards for ICM.  Given these inconsistencies in the research and contexts, it is important to 
examine the ICM model specifically within a Canadian context.  
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ICM services had been provided across the province of Ontario for over twenty years prior to 2005, with programs 
often developing in response to local needs (Ministry of Health and Long-Term Care, 2005).  Within a larger policy 
context of healthcare reform moving towards an individual-oriented and community-based healthcare system and 
more mental health service system responsibility, accountability, and accessibility, the MoHLTC released standards 
for ICM in 2005.  In part, these standards allow for the development of performance measures for evaluation, a 
priority of the mental health reform, and subsequent accountability and improvement of services (Ministry of 
Health and Long-Term Care, 2005).  Furthermore, national healthcare initiatives have committed, in recent years, 
to providing improved community-based mental health services, including ICM (Ministry of Health and Long-Term 
Care, 2005).   
 
In Ontario, it has been found that ICM and ACT serve somewhat different populations, and that both ICM and ACT 
should be maintained (Ministry of Health and Long-Term Care, 2004), though ICM teams have been found to be 
most effective when their organization reflects that of the ACT model, with less evidence of benefits from 
increasing staffing levels (Burns et al., 2007).  In Ontario, ICM has been criticized for a need to provide a better 
balance between medical-therapeutic and rehabilitative-recovery services (Ministry of Health and Long-Term Care, 
2004).  Furthermore, a recent study by Stergiopoulos, Dewa, Durbin, Chau, and Svoboda (2010) found that there 
are a wide range of unmet specialized mental health needs, and that this would indicate a possible need for 
varying interventions of different structure and service intensity for the mentally ill homeless.  
 
PEER SUPPORT AND ICM TEAM SERVICES 
 
Interest in peer involvement in the delivery of mental health services has grown over the last decade, and may 
help to meet the challenge of social isolation and loneliness for people living with mental illness (Rivera, Sullivan, & 
Valenti, 2007).  Benefits of peer involvement have been found to include reduced hospitalization, greater client 
satisfaction, a trend toward better social functioning, improved quality of life, and perceived physical and 
emotional well-being (Rivera et al., 2007; Klein, Cnaan, & Whitecraft, 1998).  In Canada, it is of particular note that 
the MoHLTC implementation standards mandate a minimum of 0.5 FTE peer support workers positions within ACT 
teams, and that peer case managers have been found to have more face-to-face interactions and more emphasis 
ƻƴ άōŜƛƴƎ ǘƘŜǊŜέ ǿƛǘƘ ǘƘŜ ŎƭƛŜƴǘ ǾŜǊǎǳǎ ōŜƛƴƎ ƳƻǊŜ ǘŀǎƪ ŀŎŎƻƳǇƭƛǎƘƳŜƴǘ-oriented (Rivera et al., 2007).  Integrating 
peer support into case management may improve quality of life and social functioning, help to reduce stigma, 
build hope, and offer unique opportunities (Rivera et al., 2007).  A study by Felton et al. (1995) found that 
integration of peer specialists into ICM programs leads to both enhanced quality of life for clients as well as more 
effective case management.  However, a study by Rivera et al. (2007) did not find evidence for enhancement of 
case management with peer involvement, though it was noted that further research and evaluation perspectives 
are needed, such as benefits for the peer-providers and systems-change perspectives (Rivera et al., 2007).  
 
CLIENT PERCEPTIONS OF ICM TEAM SERVICES 
 
In general, ǊŜǎŜŀǊŎƘŜǊǎΩ evaluation of case management needs to move towards a more recovery-oriented 
approach with greater peer involvement in even the development of evaluations of case management (Marshall, 
Crowe, Oades, Deane, & Kavanagh, 2007). Furthermore, the use of general measures of satisfaction has been 
found to potentially result in overly poǎƛǘƛǾŜ ƻǊ άǿƘƛǘŜǿŀǎƘŜŘέ ǊŜǎǳƭǘǎΦ  The use of domain-specific measures is 
much more favourable, particularly in light of achieving greater accountability to clients (Gerber & Prince, 1999; 
Marshall et al., 2007).  A study in the U.K. examining the perceptions of clients with severe psychotic illnesses of 
ICM versus standard case management (CM), utilizing domain-specific measures rather than general measures of 
satisfaction, found that general perceptions were more favourable towards ICM than CM, though no difference 
was found between ICM and CM regarding perceptions of quality of care (Samele et al., 2002).  In a study assessing 
client satisfaction, utilizing domain-specific measures, of ACT models specifically, worker-client connection (e.g. 
therapeutic alliance, rapport) was found to be as important as in other models (e.g. casework models or crisis 
interventions; Gerber & Prince, 1999).  
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In the U.S., role-conflict from bureaucratic disjunction was found to create frustration, resentment, and burnout 
within an agency providing ICM services to homeless persons suffering from mental disorders and substance abuse 
(Francis, 2000).  Furthermore, a study of case managers in the U.S. in an intensive case management program also 
found that there was a need for early support and preventive intervention for job difficulties relating to changes in 
attitudes towards clients over time and increased job-related stress and emotional exhaustion over time (Kirk, 
Koeske, & Koeske, 1993).  These findings could have important implications for clinicians in Canada and would 
seem to warrant further research in the Canadian context. 
 
In summary, the ICM model is one of the most developed and extensively researched models of service delivery 
for people with mental health issues in Canada.  While research is somewhat mixed as to the extent of the 
effectiveness of ICM, ICM has been found to be effective in reducing hospitalizations, homelessness, and to be 
cost-effective, particularly in contexts where hospital use is high.  It has also been noted that ICM models need to 
achieve a greater balance with rehabilitative-recovery oriented services and medical-therapeutic services.  Further 
research is needed regarding the effects of peers on service delivery, quality of life, and social functioning (Rivera 
et al., 2007).  Furthermore, there is a growing recognition that further research is needed into the practices of staff 
teams, rather than simply looking at their labels (Burns et al., 2007).  Given the movement towards greater system 
accountability and the development of standards for ICM, and subsequent evaluation, further research is needed 
into the ICM model and its effectiveness and operationalization in various contexts.     

ASSERTIVE COMMUNITY TREATMENT (ACT) WITHIN THE CANADIAN CONTEXT 

 
Assertive Community Treatment (ACT) proposes to provide individuals with mental illness with coping skills that 
allow them to maintain independent lives in their communities, and offers the potential to decrease inpatient 
stays and increase community tenure.  Theoretically, ACT teams should provide services and support that include a 
range of medical and psychosocial services and supports.  These can be grouped into five broad categories: (1) 
vocational and work-related skills; (2) activities of daily living; (3) social and recreational activities; (4) family 
support; (5) medications, psychotherapy, and nursing care (Dewa, Horgan, McIntyre, Robinson, Krupa, & 
Easabrook, 2003).  
 
An extensive body of research has shown that ACT may decrease hospitalization rates, increase housing stability, 
and improve quality of life (Bond, Drake, Mueser, & Latimer, 2001). However, other studies have revealed 
alternative results, wherein ACT did not significantly reduce the use and cost of psychiatric services (McCrone et 
al., 2009).  Overall, results on effectiveness of ACT vary from international perspectives.  Thus, it is important to 
acknowledge the specificities of the ACT model within a Canadian context.  
 
In Canada, ACT has been most extensively developed in Ontario.  Since 1998, the Ontario Ministry of Health and 
Long-Term Care (MoHLTC) has funded the dissemination of ACT through the Province of Ontario.  The Canadian 
Senate identified ACT as a key community treatment in a recent national report on mental illness in Canada 
(George, Durbin, & Koegl, 2008).  In 1998, the MoHLTC developed the first set of provincial ACT team standards, as 
an adaptation from American standards, which have been endorsed by the National Alliance for the Mentally Ill, 
the Health Care Financing Administration, and the surgeon general in a report on mental illness (George et al., 
2008).  This provincial set of standards formed part of the Memorandum of Agreement between the Ministry and 
each ACT sponsoring agency (George, Durbin, & Koegl, 2008).  Further, due to concerns and challenges ACT teams 
face when working with clients, including but not limited to team under-capacity and lack of funding, revised ACT 
standards were developed by the MoHLTC through a Technical Advisory Panel (TAP) and adopted provincially in 
late 2004 (George et al., 2008). 
 
The MoHLTC TAP report showed that Ontario ACT teams achieve significant reduction in hospital days for clients 
and improvement in housing (Lurie, Kirsh, & Hodge, 2007).  Lafave, Souza, and Gerber (1996) conducted an 
experimental study in which clients were randomly assigned to either an ACT or hospital based rehabilitation 
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program.  The study found that clients in the ACT treatment group had used only 16% of the amount of hospital 
days used by clients in the hospital-based comparison program.  Clients in the ACT treatment model also had 
better living situations, and more control over their symptoms.  
 
Despite studies showing the effectiveness of ACT in Ontario in regards to decreasing rehospitalizations rates and 
increasing quality of life, a fundamental question remains to be examined.  Specifically, studies have yet to 
delineate which element(s) of the ACT model is/are most effective and for which population is the model most 
effective.  The majority of current research on the effectiveness of ACT within a Canadian context focuses on 
exploring different components of the model and ways to improve model delivery (Dewa et al., 2003; Drake, 
hΩbŜƛƭΣ ϧ ²ŀƭƭŀŎƘΣ нллуΤ [ǳǊƛŜ et al., 2007).  For example, when examining ACT teams within Ontario, Dewa and 
colleagues (2003) found that the current ACT model focuses more on medication management, rather then 
psychosocial elements.  Thus, it was suggested that more emphasis on psychosocial characteristics, such as 
employment, housing, and social networking, might promote client rehabilitation more effectively, compared to 
the current biomedical approach.  
 
The implementation of ACT into routine-care settings has also seen many challenges.  Critics have pointed to the 
fact that A/¢Ωǎ ǳƴƛǉǳŜ ŜƭŜƳŜƴǘǎ ŀƭǎƻ ƳŀƪŜ ƛǘ ŀ ǇƻǘŜƴǘƛŀƭ ǊŜǎƻǳǊŎŜ ƛƴǘŜƴǎƛǾŜ ǇǊƻƎǊŀƳ ό5Ŝǿŀ Ŝǘ ŀƭΦΣ нллоύΦ  The 
authors also suggest that three main dimensions of ACT, namely staffing, organization, and service, are crucial 
elements when assessing effectiveness. To illustrate this, the authors compared four ACT teams located in a semi-
urban centre in Ontario, Canada.  Results revealed that on average, 37% of time, ACT focuses on medication 
management and medication related symptoms (Dewa et al., 2003).  Moreover, for every two hours a case worker 
spent directly with the client, at least one hour was devoted to supporting this contact (e.g., documentation, 
traveling, treatment plan).  
 
These findings are also in line with a needs assessment conducted in British Columbia by Hanson, Houde, 
McDowell, and 5ƛȄƻƴ όнллтύΣ ǿƘŜǊŜ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎ ŜǾŀƭǳŀǘŜŘ ŎƭƛŜƴǘǎΩ ƴŜŜŘǎ ŀƴŘ ŘŜǘŜǊƳƛƴŜŘ ƎŀǇǎ ƛƴ ǎŜǊǾƛŎŜ 
delivery provision by mental health agencies.  The authors stated the results suggest an imbalance between needs 
and services provided.  In particular, service needs, such as vocational services, housing support, peer support, and 
group therapy were under met by the majority of ACT teams.  On the other hand, estimated needs for other 
services, such as medication management, nutrition, and activities of daily living, were much lower than what was 
used (Hanson et al., 2007).  Furthermore, these findings also correspond with a systematic review of psychosocial 
research and interventions for people with mental health issues and substance use disorders, wherein researchers 
noted mixed results on the effectiveness of ACT when applying the model to this particular population (Drake et 
al., 2008).  
 
Canadian research on ACT has paid particular attention to the inclusion of peer support workers within the ACT 
team.  Several studies examined the roles and effectiveness of peer support workers within ACT teams (Dewa et 
al., 2003; White et al., 2003).  The peer involvement in mental health services delivery is not new to the field.  
However, the unique experience in Canada is that the MoHLTC implementation standards mandate a minimum of 
0.5 FTE peer support worker positions within the ACT team.  Still, 22% of the respondents reported that they are 
not planning to implement such a position (White et al., 2003).  The common concerns are different tasks assigned 
to peer and non-peer staff, and staff attitude towards peer team members.  The authors also found that peer case 
managers tend to be more engaged in street outreach, and less likely to be reached for emergencies and have 
contacts with other mental health professionals.  The results on attitude towards peer staff members are mixed.  
On one hand, there is a tendency to perceive peer providers as less competent or less accountable due to their 
mental illnesses.  However, on the other hand, research also illustrates that peer case management teams follow 
an empowerment model and peer support workers consider their positions as valuable, with a high level of 
satisfaction.  Thus, it is suggested that broader incorporation of peer support workers in ACT teams might benefit 
both clients and non-peer staff members (White et al., 2003).   
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CLIENT PERCEPTIONS OF ACT TEAM SERVICES 
 
Given that the ACT model increasingly represents a set standard for treating persons with serious mental illnesses, 
ǎƻƭƛŎƛǘƛƴƎ ŎƭƛŜƴǘǎΩ ƻǇƛƴƛƻƴǎ ŀōƻǳǘ ǘƘŜ ǎŜǊǾƛŎŜǎ ǘƘŜȅ ǊŜŎŜƛǾŜ ŦǊƻƳ ǘƘƛǎ ƳƻŘŜƭ ƛǎ ŎǊǳŎƛŀƭΦ  As such, Gerber and Prince 
(1999) conducted a study which examined client satisfaction with ACT services.  The majority of client satisfaction 
surveys either used the Client Satisfaction Questionnaire, which is based on general measures, or ad hoc 
questionnaires as part of larger studies.  Gerber and Prince (1999) pointed out that the worker-client connection 
(e.g. therapeutic alliance, rapport) contains the same importance in ACT as in other models, such as casework 
model or crisis interventions.  Thus, despite the primarily focus on medication management and meeting basic 
needs, clients also value interpersonal factors.  Therefore, elements such as spending more time with the client, 
counselling, housing support, and helping with employment might be more beneficial for clients and should be 
incorporated into routine ACT treatment more broadly.  
 
In summary, the ACT model is the most developed and extensively researched model of service delivery for people 
with mental health issues in Canada.  It is one of three treatments selected for implementation in the 
Implementing Evidence-based Practices for Severe Mental Illness Project (George et al., 2008).  While studies 
acknowledge the proven effectiveness of ACT, the majority of Canadian research focuses on which element(s) of 
the model is/are the most effective and for which population.  Thus, while not questioning the effectiveness of ACT 
model, research suggests that broader aspects, such as therapeutic alliance, housing support, and employment 
support should be emphasized rather than medication management.  
 
To date, research findings propose that ACT teams place a greater emphasis on delivering medically oriented 
activities as opposed to psychosocial ones, in part due to a lack of research into the effectiveness of psychosocial 
services from ACT teams ό5ǊŀƪŜΣ hΩbŜƛƭΣ ϧ ²ŀƭƭŀŎƘΣ нллуύΦ  Therefore, it is strongly urged that more emphasis is 
placed on examining activities, such as the impact of family intervention, supported employment, and social 
intervention, on ACT service delivery. 

CRISIS RESPONSE SERVICES (CRS) 

 
A crisis response service (CRS) can be conceptualized as a range of functions to provide appropriate, timely, and 
well-coordinated responses for persons in crisis situations.  In general, crisis response services are seen as a key 
part of the continuum of mental health services and supports for people with serious mental health issues.  Crisis 
response services offer treatment and support to individuals experiencing a crisis by providing immediate relief 
from symptoms, preventing worsening symptoms, and resolving crisis as soon as possible.  Because mental health 
crises differ in their origins and symptoms, crisis response services must be able to respond to individual needs by 
providing a range of appropriate services in a variety of settings. 
 
DESCRIPTION OF CRISIS SERVICES 
 
According to the literature, crisis services are divided into several categories. The most often cited services are: 
crisis telephone hotlines, drop-ins (short-term involvement), mobile crisis teams (also short-term, but might also 
include referral and follow-up), and residential short-term or safe beds (longer involvement, usually 30 days).  All 
services have the main aim of decreasing immediate danger and addressing the crisis first, in an effort to avoid 
hospitalization (e.g., for mobile crisis teams and safe beds), or prevent suicide (e.g., hotlines and drop-ins). 
However, these services differ significantly in service delivery, method of evaluation, and structure.  Moreover, 
most of the published literature on emergency services has been descriptive in nature. 
 
Telephone Crisis Hotlines 
In the literature, three main types of telephone crisis services are described.  Type I is a basic referral system and 
an extension of a community agency.  Type II is a hotline that is a component of a larger multi-service organization, 
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such as a walk-in crisis centre.  The main purpose of the hotline is to act as a switchboard and help inform the 
community of the services provided by the associated centre.  Type III hotlines are not connected to any particular 
agency and do not provide face-to-face services (Slem & Cotler, 1973).  They are primarily run by volunteers, who 
are trained in risk assessment and suicide prevention.  However, there is no consistency in legislation and 
requirements, and they differ across provinces.  
 
Walk-In Crisis Centres (Drop-Ins)  
Next, walk-in crisis services can operate as a stand-alone drop-in center in the community or they can be 
associated with a hospital.  There are two main services that walk-in crisis centers provide: (1) screening and 
assessment, and (2) crisis intervention and stabilization (Stroul, 1993).  However, walk-in centers range in the 
degree of services provided.  Some walk-in centers solely provide a non-judgmental place to talk, while some can 
provide initial treatment, medication, short-term crisis counselling, and referral to community resources (Stroul, 
1993).   
 
There is no consensus among researchers on the effectiveness of telephone and walk-in crisis services because the 
evaluation of effectiveness has many hurdles.  First, most hotlines and walk-in centres are anonymous or operate 
on a first-name basis, which means that data collection after the person has hung-up or left the centre is near 
impossible (Rosenbaum & Calhoun, 1977).  Second, most hotlines operate as a referral souǊŎŜ ŀƴŘ ŘƻƴΩǘ ǇǊƻǾƛŘŜ 
treatment so the eventual outcome is determined by the referral agency (Rosenbaum & Calhoun, 1977). Third, 
sometimes problems are solved spontaneously and since randomized studies are not usually conducted for ethical 
and methodological reasons, it is hard to determine whether it was the hotline or life events themselves that 
solved the issue (Rosenbaum & Calhoun, 1977).  For this reason there is a limited amount of research on the 
clinical effectiveness of telephone hotlines and walk-in crisis services.  
 
Mobile Crisis Teams 
Mobile crisis services were developed out of a need to reach persons in mental health crises at home and to help 
persons with mental illnesses that have come in contact with police and other emergency services.  The three main 
goals of ƳƻōƛƭŜ ŎǊƛǎƛǎ ǎŜǊǾƛŎŜǎ ŀǊŜ ǘƻΥ άǇǊƻǾƛŘŜ ŎǊƛǎƛǎ ǎŜǊǾƛŎŜǎ ƛƴ ƴŀǘǳǊŀƭ ŜƴǾƛǊƻƴƳŜƴǘǎΣ ǇǊƻǾƛŘŜ ǎŜǊǾƛŎŜǎ ǘƻ ŘƛŦŦƛŎǳƭǘ ǘƻ 
reach persons, and to reduce hospitalization by mobilizing treatment resources and environmental support 
ǎȅǎǘŜƳǎέ ό{ǘǊƻǳƭΣ мффоύΦ  Mobile crisis services are, in some areas, connected with the local police service.  Mobile 
crisis teams help to deescalate a mental health crisis by: building trust and confidence, achieving a therapeutic 
alliance, gaining acceptance and compliance, and reaching resolution (Gillig, 1995).  Many studies, except one 
(Fischer, Geller, & Wirth-Cauchon, 1990) have found positive outcomes in terms of hospitalization rates (Hugo, 
Smout, & Bannister, 2002; Buhrich & Teeson, 1996; Guo, Biegel, Johnsen, & Dyches, 2001; Geller, Firsher, & 
McDermeit, 1995). One key characteristic of mobile crisis service identified in the literature is the presence of a 
psychiatrist on the mobile crisis team.  By having a psychiatrist on the team, the team can act like an emergency 
department on wheels because they are able to prescribe and dispense medication (Benglesdorf & Alden, 1987).  
Many aspects of mobile crisis teams, such as preventing re-hospitalization, frequent visits, referring services, and 
crisis interaction are similar to ACT teams.  Thus, it is yet to be examined whether one service provision could be 
substituted for another with the same effectiveness, as there is a possible overlap in services. 
 
Residential Short-Term Safe Beds Crisis Services 
Words synonymous with residential crisis services include: crisis beds, safe beds, and respite beds.  The function of 
ǊŜǎƛŘŜƴǘƛŀƭ ŎǊƛǎƛǎ ǎŜǊǾƛŎŜǎ ƛǎ ǘƻ άǇǊƻǾƛŘŜ ŎǊƛǎƛǎ ƛƴǘŜǊǾŜƴǘƛƻƴ ƛƴ ǊŜǎƛŘŜƴǘƛŀƭ ƴƻƴ-hospital settings to persons 
experiencing psychiatric crises to help them re-ŜǎǘŀōƭƛǎƘ ŎƻƳƳǳƴƛǘȅ ŦǳƴŎǘƛƻƴƛƴƎέ ό{ǘǊƻǳƭΣ мфууύΦ  They are 
characterized by providing short-term housing, acute treatment, and support services to individuals or a small 
group of people with mental health issues who are experiencing a mental health crisis.  The main purpose is to 
prevent hospitalization (Stroul, 1988). 
 
A vast majority of research indicates that residential crisis services are just as effective as inpatient treatment (e.g., 
Sledge, Tebes, Rakfeldt, Davidson, Lyons, & Druss, 1996; Fenton, Mosher, Herrell, & Blyer, 1998) if not greater 
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(e.g., Braun et al., 1984; Kiesler, 1982). Experimentally randomized studies that compare residential crisis services 
to conventional inpatient hospitalization found a slimmer decline in psychiatric symptoms (Sledge et al., 1996; 
Fenton et al., 1998).  A non-randomized study also found that residential crisis services are effective at decreasing 
psychiatric symptoms (Goodwin & Lyons, 2001).  Additionally, two published literature reviews found that 
alternatives to hospital admission led to similar psychiatric outcomes as inpatient treatment (Braun et al., 1984; 
Kiesler, 1982).  Moreover, one review reported that there was a lack of research showing that outcomes after 
inpatient treatment were more positive than residential crisis services (Kiesler, 1982). 
 
CRISIS SERVICES WITHIN THE CANADIAN CONTEXT 
 
Mobile crisis teams and safe beds are among the most researched crisis services in Canada. Crisis response services 
are regulated in British Columbia, Nova Scotia, and recently in Ontario; however, service guidelines and regulations 
vary from province to province.  For example, British Columbia has fully articulated its standards and defined five 
key crisis services: crisis lines, mobile crisis outreach teams, walk-in crisis stabilization services, community crisis 
stabilization services, and hospital-based services (Government of British Columbia, Ministry of Health, 2003).  
Nova Scotia has developed crisis response standards to address accessibility, appropriateness, competence, safety, 
acceptability, and continuity, in addition to using a typology of evidence to evaluate the standards based on 
available evidence supporting best practices (Government of Nova Scotia, Department of Health, 2003). 
 
In Ontario, crisis programs were developed in response to local needs, and service components were not 
consistent across the province.  As a part of mental health reform, the Crisis Service Standards for Ontario were 
developed (Government of Ontario, 2005).  
 
While British Columbia has specific standards for all of its community crisis stabilization services (including crisis 
housing; Ministry of Health Services, n.d.), both Ontario (Ministry of Health and Long-Term Care, 2005) and Nova 
Scotia (Nova Scotia, 2004) have only general standards with respect to crisis responses.  British Columbia standards 
outline eight core functions of community crisis stabilization services: (1) screening and referrals; (2) support and 
stabilization; (3) crisis intervention; (4) safety of clients and staff; (5) alternative to hospitalization; (6) discharge 
planning; (7) teaching coping skills; and (8) care planning.  British Columbia standards, with respect to providing an 
alterative to hospitalization, include 24-hour staff coverage and short turnover of clients.  As well, referral agents 
are aware of the criteria for appropriate referrals.  
 
The 24-hour staff coverage is echoed in standards for crisis response services in Nova Scotia; however, the 
ǎǘŀƴŘŀǊŘ ƛƴ hƴǘŀǊƛƻ ƻƴƭȅ ǎǘŀǘŜǎ ǘƘŀǘΣ άall CRS will have access to other services 24 hours a day, seven days a weekέ 
(Government of Ontario, 2005).  Staff competency is emphasized in B.C.Ωǎ standards such that staff are trained in 
assessment of risk, presence of mental disorders, stressors and the need for medical evaluation, and in evidence-
based group and individual interventions.  Nova Scotia standards require staff to be trained in risk assessment 
only.  Ontario requires that staff have training in a variety of areas, to the best extent possible, and that the crisis 
worker is knowledgeable about services that the individual needs and has the necessary information to do their 
job.  Overall, there is a need for more mental health service standards to be developed in each province and 
territory as well as more specific standards with respect to residential crisis services.  
 
SUMMARY 
 
Literature on the effectiveness of different models of crisis response services is scarce due to the nature of service 
delivery (e.g., anonymity of hotlines and walk-ins, confidentiality, etc.).  It is evident from our literature search that 
few evaluations of crisis services have been conducted and the reported outcomes of these studies must be 
treated with caution due to generally weak research designs.  There is almost no evidence supporting the efficacy 
of different crisis interventions (Goering et al., 1997).  Compared to service areas such as case management, 
vocational supports, and treatment services, components of a crisis intervention system have been poorly studied 
either as individual programs or as necessary parts of the system. 



  

63 

 

 

CONSIDERING THE NEEDS OF PEOPLE LIVING IN RURAL AND REMOTE AREAS 

 

Keyword Searches 
rural, remote, urban, regional, homeless*, housing, models, programs, mental health, health, mental* ill,* 
mental,* ill* 
 
Databases 
PsycINFO, Illustrata: Natural Sciences, Illustrata: Technology, ProQuest, E-Journals @ Scholars Portal, Social 
Work Abstracts, Sociological Abstracts, Urban Studies Abstracts, Social Sciences Abstracts @ Scholars Portal, 
Web of Science, Social Sciences Citation Index ® (1956 to present), FRANCIS, ASSIA: Applied Social Sciences 
Index and Abstracts, Google, Google Scholar, professional networks 

 
RURAL/REMOTE AND URBAN/ACCESSIBLE DEFINITIONS 
 
Though there is no universally accepted definition of ΨruralΩ in research literature, it is commonly described in 
relation to population density or location in terms of distance from service availability.  The Organisation for 
Economic Cooperation and Development (OECD) defines a rural community as one with fewer than 150 persons 
per square kilometres, while Statistics Canada defines a region as Ψpredominantly ruralΩ if more than 50% of the 
population lives in rural communities, ΨintermediateΩ for a population density of 15 ς 50% and Ψpredominantly 
urbanΩ if below 15% (Pong et al., 2002).  The National Rural Health Association (NRHA; 1996) defines an urban 
(metropolitan) area as a district of 50,000 population or more, and a rural (non-metropolitan) area with less than 
50,000 inhabitants (Post, 2002).   
 
¢ƘŜ !ŎŎŜǎǎƛōƛƭƛǘȅκwŜƳƻǘŜƴŜǎǎ LƴŘŜȄ ƻŦ !ǳǎǘǊŀƭƛŀ ό!wL!ύ ŎŀǘŜƎƻǊƛȊŜǎ ŀ ŎƻƳƳǳƴƛǘȅΩǎ ƭŜǾŜƭ ƻŦ ǊŜƳƻǘŜƴŜǎǎ based on 
road distance to service centres ranging from highly accessible to very remote (Commonwealth Department of 
Health and Ageing, 1999; wŀƧƪǳƳŀǊ ϧ IƻƻƭŀƘŀƴΣ нллпύΦ  wǳǊŀƭ ŀƭǎƻ ƛƴŎƭǳŘŜǎ ǘƘŜ Ƴƻǎǘƭȅ άǎǇŀǊǎŜƭȅ ǇƻǇǳƭŀǘŜŘέ ŀƴŘ 
άǾŜǊȅ ƛǎƻƭŀǘŜŘέ ƴƻǊǘƘŜǊƴ /ŀƴŀŘƛŀƴ ŎƻƳƳǳƴƛǘƛŜǎ ŀƴŘ ǊŜƳƻǘŜƭȅ ƭƻŎŀǘŜŘ ŎƛǘƛŜǎ ŘǳŜ ǘƻ άƎŜƻƎǊŀǇƘƛŎŀƭ ƛǎƻƭŀǘƛƻƴΣ 
economic and labour force characteristics, ŀƴŘ ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎ ŀƴŘ ŀƳŜƴƛǘƛŜǎέ (Pong, 2000). 
 
RURAL/REMOTE VERSUS URBAN ISSUES 
 
Rural communities worldwide share common issues with poor health status and access to health care, with rurality 
internationally recognized as a risk in relation to health outcomes (Ryan-Nicholls, 2004).  Studies in Canada reveal 
significant disparities in health outcomes between inhabitants of Northern versus Southern areas, Atlantic Canada 
versus the rest of the country (Ryan-Nicholls, 2004), and poorer health status in rural versus urban areas; 
furthermore, the most rural areas tend to report the worst health status (Pong, DesMeules, & Lagace, 2009).   
 
wŜǎŜŀǊŎƘ ƻƴ /ŀƴŀŘƛŀƴ ǊǳǊŀƭ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛǎǎǳŜǎΣ ǘƘƻǳƎƘ ƭƛƳƛǘŜŘ ŀƴŘ άǇƛŜŎŜƳŜŀƭέ (Ryan-Nicholls, 2004), 
consistently identify themes around increasing need, difficulty recruiting/retraining professional staff and 
restricted/limited resources which strain existing services and limit access (Rajkumar & Hoolahan, 2004; Sawyer, 
Gale, & Lambert, 2006).  Unique rural geographical and cultural challenges further impact current service delivery 
models (Sawyer et al., 2006).   
 
There is a clear need for increased rural mental health research (Philo, Parr, & Burns, 2003), specifically tailored 
policies and programs, as well as the development of evidence-based models of care that may be replicated across 
a range of rural communities (Sawyer et al., 2006).     
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URBAN ASSUMPTIONS 
 
The Substance Abuse and Mental Health Services Administration (2009ύ ŦƻǳƴŘ ǘƘŀǘ ǊǳǊŀƭ ƛǎǎǳŜǎ ŀǊŜ άƻŦǘŜƴ 
ƳƛǎǳƴŘŜǊǎǘƻƻŘΣ ƳƛƴƛƳƛȊŜŘΣ ŀƴŘ ƴƻǘ ŎƻƴǎƛŘŜǊŜŘ ƛƴ ŦƻǊƳƛƴƎ ƴŀǘƛƻƴŀƭ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇƻƭƛŎȅΦέ !ǎ ǿŜƭƭΣ ǳǊōŀƴ ǇƻƭƛŎƛŜǎ 
and practices are often assumed to apply to rural areas (Sawyer et al., 2006) despite research that supports its 
uniqueness (Ryan-Nicholls, 2004)Φ  !ŎŎƻǊŘƛƴƎ ǘƻ wƻƳŀƴƻǿ όнллнύΣ ǘƘƛǎ ǊŜƭƛŀƴŎŜ ƻƴ ǳǊōŀƴ ƳƻŘŜƭǎ ǿƛƭƭ άŎǊŜŀǘŜ 
barriers for rural communities in their efforts to achieve equal status with their uǊōŀƴ ŎƻǳƴǘŜǊǇŀǊǘǎέ όRyan-
Nicholls, 2004) and as well inhibit the efforts of providers in rural/remote areas (Sawyer et al., 2006).  There is a 
need to develop models and practices specifically for rural/remote communities that address their unique context 
and challenges. 
   
PREVALENCE OF MENTAL ILLNESS IN RURAL/REMOTE AREAS 
 
There is a dearth of research on the prevalence of serious mental illness (SMI) in rural and northern communities 
in Canada (Montgomery et al., 2008) as well as the mental health needs of rural communities (Philo et al., 2003).  
Drawing on rural data from the United States, the incidence of serious mental and behavioural health problems is 
equal to or greater than urban areas (Sawyer et al., 2006).    
 
Incidence and Prevalence of Rural Homelessness 
There is little research regarding the prevalence of homelessness among the mentally ill in rural/remote areas 
(Grigg, Judd, Ryan, & Komiti, 2005); however, the incidence of homelessness in rural communities has been found 
to be similar to or greater than that in major metropolitan areas, particularly those experiencing economic distress 
(Post, 2002). 
 
Prevalence of Mental Illness among Rural Homeless 
Homelessness is more prevalent among individuals with SMI than the Canadian population at large (Montgomery 
et al., 2008).  The prevalence of SMI is reported in similar proportions among the rural and urban homeless (Burt, 
1999; Post, 2002); however, greater stigmatization of mental illness in rural areas suggests underreporting 
(Wagner et al., 1995; Post, 2002) and is supported by the nearly 80% higher suicide rates for rural males over age 
14 (Post, 2002).   
 
HOUSING, SUPPORTS, AND SERVICES 
 
Availability of Mental Health Services and Related Supports 
There is a lack of appropriate and accessible mental health treatment and community support services in rural and 
northern communities in Canada (Montgomery et al., 2008; Rajkumar & Hoolahan, 2004; Turpin, Bartlett, 
Kavanagh, & Gallois, 2007).  These gaps include dual-diagnosis treatment, telehealth services, peer support and 
peer led groups, treatment and support for homeless people with substance abuse problems, and a sufficient 
number of high quality health care facilities.  
 
Due to the lack of specialists in rural/remote areas, primary care workers are often a key resource for mental 
health care (Rajkumar & Hoolahan, 2004).  Despite the challenges of access and limited resources, some rural 
areas show greater inter-agency collaboration and integration with a stronger preventive and psychosocial focus 
where various disciplines, peer support groups, teachers, and clergy play a role in mental health care delivery 
(Rajkumar & Hoolahan, 2004).      
 
Availability of Housing and Related Supports 
Rural areas typically face inadequate housing and lack of continuum of housing services (Montgomery et al., 2008).  
People with a mental illness in rural areas report housing issues associated with access, affordability, uncertain 
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tenure, and risk of violence (Grigg et al., 2005), which are further exacerbated by inadequate attention to policy 
development in smaller communities (Montgomery et al., 2008).   
 
The geography of rural and remote areas increases the sense of isolation of its Canadian inhabitants, as well as the 
divide between the rich and the poor and a corresponding decline in social programming, quality food, and 
affordable housing (Ryan-Nicholls, 2004)Φ  [ŀŎƪ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΣ άŀƎƛƴƎέ ŘŜƳƻƎǊŀǇƘƛŎǎΣ ǊǳǊŀƭ ǇƻǾŜǊǘȅΣ ŀƴŘ 
changes in economic and labour forces further impact the implementation of supportive housing in these areas 
(Montgomery et al., 2008).   
 
CHALLENGES TO SERVICE PLANNING AND DELIVERY 
 
Recruitment/Retention of Professional Staff 
In addition to the challenge of recruiting and retaining professional staff (Housing Assistance Council, 2001; 
Rajkumar & Hoolahan, 2004; Sawyer et al., 2006; Turpin et al., 2007), rural, northern, and remote regions in 
Canada often face severe shortages of health care workers (Pong & Russell, 2003).  Generally, the number of 
doctors per 1,000 rural residents is much lower than for urban residents, and on average, the distance to a doctor 
is much greater (Ryan-Nicholls, 2004).    
 
Providers in these areas report a sense of professional isolation (Housing Assistance Council, 2001) which is 
attributed to lack of continuing educational opportunities, financial incentives, and scholarships and grants for 
training (Housing Assistance Council, 2001; Sawyer et al., 2006).    
 
Stigmatization and Cultural Issues 
Rural areas report higher rates of stigmatization of mental illness and substance abuse (Wagner et al., 1995; Post, 
2002).  In addition, mistrust of health professionals and inadequate early intervention and prevention pose 
barriers to accessing mental health services in rural America.  This may be further exacerbated by the culture of 
self-reliance in some rural areas (Housing Assistance Council, 2001; Philo et al., 2003; Turpin et al., 2007) as well as 
lack of cultural competence in health care providers (Sawyer et al., 2006).   
 
Transportation and Geographic Barrier Access Issues 
The large distance between rural areas and available services pose barriers to access.  These include 
transportation, associated travel costs, ŀƴŘ ǘƘŜ ƴŜƎŀǘƛǾŜ ƛƳǇŀŎǘ ƻŦ ƭŜŀǾƛƴƎ ƻƴŜΩǎ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ ƴŜǘǿƻǊƪ and 
community (Housing Assistance Council, 2001; Ryan-Nicholls, 2004), as well as poor roads, inclement weather 
(Pong & Russell, 2003), and/or inadequate public transportation (Sawyer et al., 2006).  The implementation of 
Telehealth in response to these challenges is an innovative initiative, however, rural health in Canada remains less 
than optimal (Ryan-Nicholls, 2004).    
 
Funding 
The capacity for care and access to services in rural areas is hindered by lack of financial resources and emphasis 
ƻƴ ǘƘŜ άƴŜŜŘ ǘƻ ƳŀƪŜ ōŜǘǘŜǊ ǳǎŜ ƻŦ ƭƛƳƛǘŜŘ ǊŜǎƻǳǊŎŜǎ ƛƴ ǊǳǊŀƭ ŎƻƳƳǳƴƛǘƛŜǎέ (Sawyer et al., 2006).  Innovative 
programs are often lost on grant expiration or terminated reimbursement streams (Sawyer et al., 2006).  
Inappropriate, limited, and insecure funding models for service providers in some areas, particularly non-
ƎƻǾŜǊƴƳŜƴǘŀƭ ƻǊƎŀƴƛȊŀǘƛƻƴǎΣ ƴŜƎŀǘƛǾŜƭȅ ƛƳǇŀŎǘ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅΣ  ǘƘǳǎ ƻǳǘƭƛƴƛƴƎ ǘƘŜ ƴŜŜŘ ŦƻǊ ŀ ΨŦǳƴŘƛƴƎ ƳƛȄΩ ǘƻ ƳŜŜǘ 
the needs of different areas (Turpin et al., 2007).   
 
Lack of Relevant Research 
Research on supported housing has typically focused on urban settings, so that the needs and outcomes for rural 
populations remain largely unknown (Montgomery et al., 2008).  This is indicative of the need for more research 
and evaluation of models of care in rural/remote areas to assess their efficacy, aid in planning (Rajkumar & 
Hoolahan, 2004), overcome unique challenges in rural and northern communities, and deliver tailored strategies 
for these areas.   
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RECOMMENDATIONS 
 
wǳǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ŜƴƘŀƴŎŜƳŜƴǘ ǊŜǉǳƛǊŜǎ ƛƴƴƻǾŀǘƛǾŜ ǎǘǊŀǘŜƎƛŜǎ άǘƘŀǘ ŜƳǇƭƻȅ ōƻǘƘ ŎŀǇŀŎƛǘȅ ōǳƛƭŘƛƴƎ 
partnerships with rural people that are supported overall, by adequate funŘƛƴƎ ŀƭƭƻŎŀǘƛƻƴέ (Ryan-Nicholls, 2004).  
CǳǊǘƘŜǊƳƻǊŜΣ ǘƘŜ άŦǳƴŘŀƳŜƴǘŀƭ ŎŀǳǎŜǎ ƻŦ ǘƘŜ ΨǊǳǊŀƭ ƘŜŀƭǘƘ ŘŜŦƛŎƛǘΩ Ƴǳǎǘ ōŜ ŀŘŘǊŜǎǎŜŘέ όwƻƳŀƴƻǿΣ нллн; Ryan-
bƛŎƘƻƭƭǎΣ нллпύ ǊŀǘƘŜǊ ǘƘŀƴ ŦƻŎǳǎƛƴƎ ǎƻƭŜƭȅ ƻƴ ǘƘŜ άǎȅƳǇǘƻƳǎ ƻŦ ǊǳǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ǇǊƻōƭŜƳǎέ (Ryan-
Nicholls, 2004).    
 
Strode and Roll (2007) outlined several specific recommendations in a report on disparities in mental health 
services between rural and urban communities in Washington State, which included supporting housing and 
employment programs for people with mentally illness in rural areas and providing transportation subsidies to 
rural service providers to reach isolated individuals. Sawyer et al. (2006) highlighted the need for outreach, such as 
with para-professionals who are trusted, native individuals to the community, financing and system reform, and 
innovative community based programs.  Post (2002) echoed the need to use community networks and indigenous 
workers to facilitate mobile outreach to homeless people in remote areas, as well as advocate for affordable 
housing and adequate income in rural communities.  A recurring recommendation (Strode et al., 2007; Sawyer et 
al., 2006, Post, 2002) was the need for interagency collaboration, service coordination, and the integration of 
mental health and primary care services wherever feasible. 
 
Policy strategy recommendations by Sawyer at el. (2006) include financing and reimbursement changes, 
development of rural specific programs and services, and enhancing functioning of existing services in rural areas.  
The World Health Organization (2010) included a policy recommendation on the expanded use of telehealth 
services in rural areas to further support rural health workers and enhance retention.  
 
Past literature identifies the need for further evaluation and documentation of the efficacy of rural/remote models 
of care to better inform policy makers in decision making (Rajkumar & Hoolahan, 2004)Φ  ά! ǾŀǊƛŜǘȅ ƻŦ ŀǇǇǊƻŀŎƘŜǎ 
ŀǊŜ ƴŜŜŘŜŘ ǘƻ ƛƳǇǊƻǾŜ ŀŎŎŜǎǎ ǘƻ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎŀǊŜΣέ ŀǎ ƴƻǘŜŘ ōȅ WǳŘŘ ϧ IǳƳǇƘǊŜȅǎ όнллм; Rajkumar & 
Hoolahan, 2004).   

PEER SUPPORT AND HOUSING 

 

Keyword Searches 
peer support, peer-run housing, consumer-run housing, consumer-run services, peer specialist, self-help 
groups, mutual help groups, consumer-operated services, congregate housing 
 
Databases 
PsycINFO, Medline (Pubmed), Medline (Ovid), Sociological Abstracts, Social Services Abstracts, CBCA 
Complete, Social Work Abstracts, ERIC, PAIS, Web of Science, Applied Social Sciences Index and Abstracts, 
JSTOR, PsycARTICLES, Canadian Periodical Index, The REHABDATA Database, Scopus, Google and Google 
Scholar, professional networks 
 
Based on 32 articles, from a total of 81 articles found 

 
RELATIONSHIP OF PEER SUPPORT AND HOUSING 
 
Why is a discussion of peer support relevant for housing policy?  Peer support has increasingly become 
acknowledged as a key element in the process of recovery for people with experiences of mental illness.  A review 
of the Canadian, American, and international academic and grey literatures shows that, while there is limited 
research on the specific role of peer support within housing or peer-run housing models, there is a wealth of 
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material on the role peer support plays in building social connections and networks, as well as enhancing choice 
and empowerment.  As a result of these positive outcomes, there is research demonstrating the role in which 
these processes lead to reductions in hospital use and stronger connections to the community.  
 
OVERVIEW OF PEER SUPPORT 
 
Peer support has a wide variety of meanings. Within the mental health, academic and grey literature, peer support 
Ƙŀǎ ōŜŜƴ ŘŜŦƛƴŜŘ ŀǎ ŀ άǎŜƭŦ ƘŜƭǇ ƳƻǾŜƳŜƴǘ ώΧϐ ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǇŜŜǊ ƭŀȅ ƛƴdividuals with experiential knowledge who 
ŜȄǘŜƴŘ ƴŀǘǳǊŀƭ όŜƳōŜŘŘŜŘύ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎ ŀƴŘ ŎƻƳǇƭŜƳŜƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎέ ό5ŜƴƴƛǎΣ нллоύΦ  A 
psychologist and psychiatric survivor advocate in the United States, Pat Deegan, ŘŜŦƛƴŜǎ ƛǘ ŀǎ άŀ ƴŀǘǳǊŀƭ Ƙǳman 
response to the alienation and adversity associated with being given a pǎȅŎƘƛŀǘǊƛŎ ŘƛŀƎƴƻǎƛǎέ όнллс).  
 
Coatsworth-Puspoky, Forchuk, and Ward-Griffin used the definition of mutual support, proposed by Davidson et 
al., ŀǎ ŀ άƴŀǘǳǊŀƭƭȅ ƻŎŎǳǊǊƛƴƎ ώΧϐ ǇǊƻŎŜǎǎ ƻŦ ǇŜƻǇƭŜ ŎƻƳƛƴƎ ǘƻƎŜǘƘŜǊ ǾƻƭǳƴǘŀǊƛƭȅ ŀƴŘ ǎƘŀǊƛƴƎ ǇǊƻōƭŜƳǎ ŀƴŘ 
understanding to solve problemsέ (2006).  A transitional discharge program involving peer supporters helping 
peers leave the hospital and re-enter the comƳǳƴƛǘȅ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ƻƴ ǘƘƛǎ άŦǊƛŜƴŘǎƘƛǇ ƳƻŘŜƭέ ƻŦ ǇŜŜǊ ǎǳǇǇƻǊǘ 
(Forchuk, Martin, Chan, & Jensen, 2005).  
 
Peer support in mental health and health literature is often located along a continuum of social relationships 
(Davidson, Chinman, Sells, & Rowe, 2006; Dennis, 2003).  ¢Ƙƛǎ ŎƻƴǘƛƴǳǳƳ ǊŀƴƎŜǎ ŦǊƻƳ άƭŀȅέ ƻǊ άƴŀǘǳǊŀƭέ 
relationships (e.g., family, friends) to the professional support provided by formal health care services.  Other 
ŀǳǘƘƻǊǎ ǇǊƻǇƻǎŜ ΨƳŀǘǊƛȄΩ ƳƻŘŜƭǎΣ ǿƘŜǊŜ ǘƘŜ ǘȅǇŜ ƻŦ ǇŜŜǊ ǊŜƭŀǘƛƻƴǎƘƛǇ όƛƴŦƻǊƳŀl self help, formal peer support 
provider), the type of support provided (self-help, service), and the location (consumer-run, located within 
ƳŀƛƴǎǘǊŜŀƳ ǎŜǊǾƛŎŜύ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ǎǇŜŎƛŦƛŎ ǘȅǇŜ ƻŦ ΨǇŜŜǊ ǎǳǇǇƻǊǘΩ ό5ŜŜƎŀƴΣ нллсΤ aƻǿōǊŀȅ & Moxley, cited in 
Dixon, Hackman, & Lehman, 1997).  
 
Thus, peer support takes a wide variety of forms; from people living in the same housing setting spending time 
together socially, to attending self-help groups, to working as a peer support worker in a mainstream or peer-run 
agŜƴŎȅ ŀƴŘ ǇǊƻǾƛŘƛƴƎ ǘǊŀŘƛǘƛƻƴŀƭ ŀƴŘ ŀƭǘŜǊƴŀǘƛǾŜ ŦƻǊƳǎ ƻŦ ǎǳǇǇƻǊǘ ό5ŀǾƛŘǎƻƴ Ŝǘ ŀƭΦΣ нллсΤ hΩIŀƎŀƴΣ aŎYŜŜΣ ϧ 
Priest, 2009).  
 
These different types and approaches towards peer support are relevant in relation to housing. While our scan of 
the literature did not discover any research that specifically addressed the impact of formal models of peer 
support or peer-run services on housing outcomes, more generally, there are studies on the relationship between 
social support and housing (Goering, Durbin, Foster, Boyles, Babiak, & Lancee, 1992), the impact of peer support 
on decreased hospitalization (Forchuk et al., 2005), and descriptive reports on peer workers within supportive 
housing, consumer-run residential programs, and other housing options (Center for Psychiatric Rehabilitation, 
2009; Hamilton Addiction and Mental Health Network, 2006).  From these different sources, some of the impact 
on housing from peer support, both informal and more formal models, can be better understood.  
 
While research has demonstrated the positive impact of housing on reduced homelessness, housing instability, 
and some improvements in quality of life and decreased psychiatric and other symptoms, the process by which 
these positive outcomes are achieved remain a topic of interest (Greenwood, Schaefer-McDaniel, Winkel, & 
Tsemberis, 2005; Nelson, Sylvestre, Aubry, George, & Trainor, 2005). 
 
Writing about the Housing First model, the innovative approach that offers access to housing units for people 
coming directly out of homelessness regardless of their addiction or psychiatric status, researchers have made an 
argument for the importance of individual choice.  They propose that programs that enhance ŀ ǇŜǊǎƻƴΩǎ choice 
increase sense of mastery, which in turn decreases psychiatric symptoms (Greenwood et al., 2005).  
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.ȅ ƛŘŜƴǘƛŦȅƛƴƎ ǘƘŜ ƳŜŎƘŀƴƛǎƳ ƻŦ ŎƘŀƴƎŜ ŀǎ ƛƴŎǊŜŀǎŜŘ ΨŎƘƻƛŎŜΣΩ this research has implications broader than the 
specific housing model including the role of peer support.  While the research on Housing First does not refer 
directly to peer support, the researchers note in passing that a significant number of the program staff are people 
with lived experience of mental illness, addictions, and homelessness.  They also acknowledge the survivor 
ƳƻǾŜƳŜƴǘǎΩ ǊƻƭŜ ƛƴ ŀŘǾƻŎŀǘƛƴƎ ŦƻǊ ƛƴŎǊŜŀǎŜŘ ŎƘƻƛŎŜ ŀƴŘ ŎƻƴǘǊƻƭ ƻǾŜǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǘǊŜŀǘƳŜƴǘ ǿƘƛŎƘ ƘŜƭǇŜŘ ƭŜŀŘ 
to the development of approaches like Housing First (Greenwood et al., 2005).  
 
Increased sense of choice, empowerment, and control are some of the key positive outcomes of engagement with 
peer supports (Chinman, Weingarten, Stayner, & Davidson, 2001; Corrigan, 2006; Resnick & Rosenheck, 2008). A 
wide range of other positive outcomes have been demonstrated for both informal self-help and more formalized 
models of peer support and consumer-run services including higher levels of confidence (Chinman et al., 2001; 
Resnick & Rosenheck, 2008; Salyers, Hicks, McGuire, Baumgarnder, Ring, & Kim, 2009), self-esteem (Wong, Nath, 
& Solomon, 2007), and community integration and increased social networks (Castelein, Bruggeman, van 
Busschbach, van der Gaag, Stant, et al., 2008; Chinman et al., 2001; Coatsworth-Puspoky et al., 2006; Forchuk et 
al., 2001; Goering, Durbin, Foster, Boyles, Babiak, & Lancee, 1992). 
 
Depending on the criteria of the review and research, peer support and peer-run services have been shown to 
produce equally positive outcomes for people with mental illness in comparison to traditional mental health 
services (Campbell, 2009; Center for Psychiatric Rehabilitation, 2009; Doughty & Tse, 2011; Pistrang, Barker, & 
Humphreys, 2008).  The research currently available thus shows the benefits of peer support in a general sense 
upon the lives of people with mental illness, as well as some of the indirect ways that peer support can enhance 
positive outcomes that affect the ability to achieve and maintain housing.  
 
PEER-RUN HOUSING AND FORMAL PEER SUPPORT WITHIN HOUSING 
 
There are few examples of peer-run housing, peer support workers in supported/supportive housing programs, or 
formal peer supports provided by housing services (e.g., self-help groups facilitated by a housing provider onsite, 
referral agreements between housing and peer-run programs).  
 
There are a few examples of peer-run housing options in Canada, none of which have been studied.  Willow-Creek 
House in London, Ontario provides an eight-bed residence and is operated by a peer-Ǌǳƴ ƻǊƎŀƴƛȊŀǘƛƻƴ άŦƻƭƭƻǿƛƴƎ ŀ 
ǇŜŜǊ ǎǳǇǇƻǊǘ ƳƻŘŜƭ ƻŦ ƳŀƴŀƎŜƳŜƴǘέ όConsumers Survivor Community Support Services, 2010).  A needs analysis 
ŎƻƴŘǳŎǘŜŘ ƛƴ IŀƳƛƭǘƻƴΣ hƴǘŀǊƛƻ άŦƻǳƴŘ ǘǊŜƳŜƴŘƻǳǎ ǎǳǇǇƻǊǘ ŀƴŘ ŜȄŎƛǘŜƳŜƴǘ ŀōƻǳǘ ǘƘŜ ƛŘŜŀ ƻŦ ŀ ŎƻƴǎǳƳŜǊ-driven 
housing co-operative among consumer/survivors, family members, community mental health workers and non-
profit housing professƛƻƴŀƭǎέ ǿƛǘƘ ƻǾŜǊ пл% of respondents, who lived with mental illness, indicating they would 
be interesting in living in such a setting (Hamilton Addiction and Mental Health Network, 2006).  
 
A dedicated mental health supportive housing program in Toronto, Ontario partnered with the Toronto 
Community Housing Corporation (TCHC), the largest social housing provider in Canada, on a pilot project to 
support the development of a mental health framework for over 160,000 low and middle income tenants (Toronto 
Community Housing Corporation & Houselink, 2008).  .ǳƛƭŘƛƴƎ ǳǇƻƴ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻƎǊŀƳΩǎ ŜȄǇŜǊǘƛǎŜ ŀƴŘ 
άŜȄǘŜƴǎƛǾŜ ǇŜŜǊ ǎǳǇǇƻǊǘ ǇǊƻƎǊŀƳέ όToronto Community Housing Corporation & Houselink, 2008), the project 
recommended that TCHC άƛƴǾŜǎǘƛƎŀǘŜ ǇƻǎǎƛōƛƭƛǘƛŜǎ Ŧƻr tenants to be trained and hired as peer supports to help new 
tenants transition from homelessness to tenancy; recovery educators or coaches; and as drop-in co-coordinators 
ƻǊ ǎǘŀŦŦέ όToronto Community Housing Corporation & Houselink, 2008). 
 
International examples exist, although defining a housing program from a residential treatment facility, as well as 
confirming the degree of peer control versus involvement or input can be challenging due to the quality of the 
research and reporting.  For example, in their systematic review of peer delivered services, the Centre for 
tǎȅŎƘƛŀǘǊƛŎ wŜƘŀōƛƭƛǘŀǘƛƻƴ ŦƻǳƴŘ ǘǿƻ ǎǘǳŘƛŜǎ ƻƴ άǊŜǎƛŘŜƴǘƛŀƭ ƻǇǘƛƻƴǎΣέ only one of which had been published in peer 
reviewed literature (2009).  A peer-run hostel inpatient program demonstrated comparable outcomes on a 
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number of variables to standard inpatient treatment, save for a significantly higher level of satisfaction among the 
people in the peer-run service (Greenfield, Stoneking, Humphreys, Sundby, & Bond, 2008; Centre for Psychiatric 
Rehabilitation, 2009).  The unpublished study (Dumont & Jones, 2002) also showed positive outcomes in 
empowerment and satisfaction, as well as reduced hospital costs.  
 
The Fair-weather lodge model is an approach that has been in place since the 1960s, starting in the United States 
ǊŜǇǊŜǎŜƴǘƛƴƎ ŀ άŎƻƻǇŜǊŀǘƛǾŜΣ ŎƻƳƳǳƴŀƭΣ ŀƴŘ ŎƻƭƭŜŎǘƛǾƛǎǘ ώƳƻŘŜƭϐ ƻŦ ƘƻǳǎƛƴƎ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ ǎŜǊƛƻǳǎ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎέ 
(Sylvestre, Nelson, Selloff, & Peddle, 2007).  Although it is not exclusively run by people living with mental illness, 
ǘƘŜƛǊ ƛƴǾƻƭǾŜƳŜƴǘ ƛǎ ƪŜȅΤ άǇŜǊǎƻƴǎ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳ ƭƛǾŜŘ ǘƻƎŜǘƘŜǊΣ ǿƻǊƪŜŘ ǘƻƎŜǘƘŜǊΣ ŀƴŘ ƭŜŀǊƴŜŘ ǎƪƛƭƭǎ ƴŜŎŜǎǎŀǊȅ ǘƻ 
function in a peer supported environment empowering them to function and make decisions relatively 
ŀǳǘƻƴƻƳƻǳǎ ŦǊƻƳ ǎǘŀŦŦέ (Haertl, 2007). 
 
PEER SUPPORT ROLE IN REDUCING HOSPITALIZATIONS 
 
Hospitalizations are noted as a major cause for people with mental illness losing their housing (Forchuk et al., 
2006).  A multitude of studies have shown the positive effects of peer support on reducing the length of stays in a 
hospital, as well as the frequency of hospitalizations (Campbell, 2003; Chinman et al., 2001; Dixon et al., 1997; 
Forchuk et al., 2005; Forchuk et al., 2006; Goering et al., 1992; Haertl, 2007; Lawn et al., 2008; Mead, Hilton, & 
Curtis, 2001; Onaga et al., 2000; Solomon, 2004).  
 
An Australian study showed that the phenomenon of cyclic hospital re-admissions was more significantly linked to 
a lack of community supports than to actual psychiatric symptoms (Lawn et al., 2008).  Through the 
implementation of hospital avoidance and early discharge support through connecting individuals leaving the 
hospital with a dedicated peer support worker, the program saved 300 bed days within the first three months ς 
representing a substantial cost savings (Lawn et al., 2008).  
 
Another study of a transitional discharge model showed similar positive findings.  The model consisted of peer 
support for one year, and ongoing support from the hospital until relationships were developed within the 
community (Forchuk et al., 2005).  The results found improved rates of finance management, safety, and 
satisfaction with living situation, leading to significantly reduced lengths of hospitalizations, averaging a discharge 
of 116 days earlier than a control group (Forchuk et al., 2005).  ¢ƘŜ ά²ŜƭŎƻƳŜ .ŀǎƪŜǘέ ǇǊƻƎǊŀƳ άŘŜǾŜƭƻǇŜŘΣ 
staffed, ŀƴŘ ƳŀƴŀƎŜŘ ŜƴǘƛǊŜƭȅ ōȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻƴǎǳƳŜǊǎέ ƘŜƭǇŜŘ ǇŜƻǇƭŜ ƳŀƪŜ ǘƘŜ ǘǊŀƴǎƛǘƛƻƴ ƻǳǘ ƻŦ ƘƻǎǇƛǘŀƭ ŀƴŘ 
demonstrated positive effects on the prevention of re-hospitalization (Chinman et al., 2001).   
 
Finally, a study on the Fairweather model supported this argument as well, showing a 90% reduction in 
hospitalization rates in comparison to pre-admission to the program (Haertl, 2007). These findings not only 
contribute towards the case for peer support in assisting with housing stability, it also presents a cost-benefit case 
for the implementation of peer support programs within mental health service settings. 
 
SOCIAL SUPPORT AND SOCIAL NETWORKS 
 
Social support, a natural effect from the provision of peer support, was found to have a positive effect on 
contributing towards stable housing (Calsyn & Winter, 2002).  Social support/peer support groups were noted as 
one of four essential categories for community sustainability by Forchuk, Ward-Griffin, Csiernik, & Turner (2006).  
 
Feeling like a worthy and contributing member of society is a key component to mental health recovery (Jacobson 
& Greenley, 2001).  Yet people living with mental illness face stigma from the broader community, reduced social 
networks, and barriers to information and services, directly contributing to a sense of being outsiders to society 
(Hardiman, 2004).  
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One proven effect of peer support is ŜȄǇŀƴǎƛƻƴ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΩ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎΣ ŎƻƴƴŜŎǘƛƻƴǎ, and the prevention of 
social isolation (Castelein et al., 2008; Chinman et al., 2001; Coatsworth-Putspoky et al., 2006).  Jacobson & 
Greenley (2001) referred to this aǎ άǊŜƧƻƛƴƛƴƎ ǘƘŜ ǎƻŎƛŀƭ ǿƻǊƭŘΣέ noting it has a significant impact on individual 
recovery. 
 
As mentioned in the previous section on hospitalizations, it has been shown that the phenomenon of cyclic 
hospital re-admissions is linked to a lack of community supports more often than actual psychiatric symptoms 
(Lawn et al., 2008).  These issues are interrelated, as a lack of community integration causes an inability to thrive in 
a public setting, leading to crisis, and eventually without sufficient supports, hospital re-admission.  Supportive 
housing models were naturally seen as a contributing factor to improve social support networks due to their 
congregate living nature (Goering et al., 1992).  The risk in this scenario is that social networks become more 
homogenous, as in the example of the Regeneration House study, a supportive housing program in Toronto, 
Ontario, where other residents and staff members accounted for an average of 42% of the social supports an 
individual had (Goering et al., 1992).  
 
Some existing housing models have attempted to incorporate the concept of peer support and community 
integration directly into their program structure.  Study findings on the Fairweather model have shown significant 
improvement for residents in their overall functioning, community adaption, and even income, allowing individuals 
to maintain and thrive in their living environment (Haertl, 2007). 
 
In the recent study done through a collaborative effort by the Toronto Community Housing Corporation and 
Houselink, preferences of people living with mental illness referenced the expansion of social networks and social 
supports as instrumental to the maintenance of desirable housing, and requested services that emphasized the 
development of peer and social networks within the housing corporation (2008).  
 
CONCLUSION 
 
Multiple studies conducted in Canada and internationally have shown the positive effects of peer support in 
reducing the length and number of hospitalizations, and on expanding and strengthening social networks, which 
contribute to successful maintenance of housing.  While research on peer-run models of housing is lacking, the 
indirect effects of peer support on recovery provides support for an argument that enhancing and supporting the 
growth within housing programs could be a promising approach.  

ONSITE SUPPORTS IN HOUSING 

 
ONSITE SUPPORTS IN THE DEDICATED MENTAL HEALTH HOUSING SECTOR 
 
There is a consensus in tƘŜ ǊŜǎŜŀǊŎƘ ƭƛǘŜǊŀǘǳǊŜ ǘƘŀǘ ΨǎǳǇǇƻǊǘǎΩ ƻŦ ǎƻƳŜ ƴŀǘǳǊŜ ŀǊŜ ŀ ƪŜȅ ŎƻƳǇƻƴŜƴǘ ƻŦ ǇŜƻǇƭŜ ǿƛǘƘ 
significant mental health problems keeping their housing for a length of time (Nelson, Aubry, & Lafrance, 2007; 
Rog, 2004).  However, the types of supports, how they are provided and by whom, that are most effective of 
achieving housing stability and individual recovery are not known (Roman, McBride, & Osborne, 2006).  One of the 
key challenges in understanding the nature of beneficial supports is the lack of clear definitions, or even 
descriptions at all, of the type of housing and related supports (Leff, Chow, Pepin, Conley, Allen, & Seaman, 2009; 
hΩ.ǊƛŜƴΣ LƴƎƭƛǎΣ IŜǊōŜǊǘΣ ϧ wŜȅƴƻƭŘǎΣ нллнΤ wƻƳŀƴ Ŝǘ ŀƭΦΣ нллсΤ ¢ŀōƻƭΣ 5ǊŜōƛƴƎΣ ϧ wƻǎŜƴƘŜŎƪΣ нлмлύΦ  
 
While some researchers have suggested that the lack of clarity in housing models and the resulting ambiguity in 
ǘƘŜ ǊŜǎŜŀǊŎƘ ŜǾƛŘŜƴŎŜ ƘŀǾŜ ŎƻƴǘǊƛōǳǘŜŘ ǘƻ ǎǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎ ōŜƛƴƎ ŀ ƳƻŘŜƭ ǿƘƻǎŜ άǇƻǘŜƴǘƛŀƭ Ƙŀǎ ƴƻǘ ōŜƛƴƎ Ŧǳƭƭȅ 
ǊŜŀƭƛȊŜŘέ ό¢ŀōƻƭ Ŝǘ ŀƭΦΣ нлмлύΣ ƻǘƘŜǊ ǊŜǎŜŀǊŎƘŜǊǎ ŀǊŜ ŎƻƴŦƛŘŜƴǘ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ŀǘ ƭŜŀǎǘ ǎǳŦŦƛŎƛŜƴǘ ŜǾƛŘŜƴŎŜ ǘƻ άƎǳƛŘŜ 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ ƛƴ Ƙƻǿ ōŜǎǘ ǘƻ ƳŜŜǘ ǘƘŜ ƘƻǳǎƛƴƎ ƴŜŜŘǎ ƻŦ ǘƘŜƛǊ ŎƭƛŜƴǘǎέ όwƻƎΣ нллпύΦ  
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Based on the literature to date, the dominant model or approach to providing supports in relation to housing is 
ŎƻƳƳƻƴƭȅ ƪƴƻǿƴ ŀǎ άǎǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎΣέ ǘƘŀǘ ƛǎ άŎƻƴǎǳƳŜǊǎ ƭƛǾƛƴƎ ƛƴ ǊŜƎǳƭŀǊ ƘƻǳǎƛƴƎ όƛΦŜΦΣ ŀǾŀƛƭŀōƭŜ ǘƻ ǘƘŜ ƎŜƴŜǊŀƭ 
ǇƻǇǳƭŀǘƛƻƴύ ŀƴŘ ƛƴ ǿƘƛŎƘ ŀƴȅ ǎǳǇǇƻǊǘ ƛǎ ŘŜƭƛƴƪŜŘ ƻǊ ǇǊƻǾƛŘŜŘ ǎŜǇŀǊŀǘŜƭȅ ŦǊƻƳ ǘƘŜ ƘƻǳǎƛƴƎέ όbŜƭǎƻƴΣ {ȅƭǾŜǎǘǊŜΣ 
Aubry, George, & Trainor, 2007).  This type of housing is preferred by people with mental illness (Nelson, Hall, & 
CƻǊŎƘǳƪΣ нллоΤ ¢ŀƴȊƳŀƴΣ мффоύ ŀƴŘ Ƙŀǎ ŘŜƳƻƴǎǘǊŀǘŜŘ ǎǳŎŎŜǎǎ ƛƴ ǊŜŘǳŎƛƴƎ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴ ŀƴŘ ƛƳǇǊƻǾƛƴƎ ǇŜƻǇƭŜǎΩ 
quality of life (Greenwood, Schaefer-McDonald, Winkel, & Tsemberis, 2005).  Partly as a result of the research 
demonstrating its effectiveness, supported housing is advocated by the Substance Abuse and Mental Health 
Administration (SAMHSA) of the United States, who have produced a fidelity scale to encourage self-evaluation 
and best practices (although the linguistic confusion in this area is demonstrated by the fact that SAMHSA uses the 
ǘŜǊƳ ΨǎǳǇǇƻǊǘƛǾŜΩ ƘƻǳǎƛƴƎ ŦƻǊ ǘƘŜ ƳƻŘŜƭ ŀƴŘ ǎŎŀƭŜ; Substance Abuse and Mental Health Administration, 2010).  
 
DespƛǘŜ ǎǳŎŎŜǎǎŦǳƭ ƻǳǘŎƻƳŜǎ ŦƻǊ ǘƘŜ ǎǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎ ŀǇǇǊƻŀŎƘΣ άǘƘŜǊŜ ŀǊŜ Ƴŀƴȅ ŘƛŦŦŜǊŜƴǘ ǿŀȅǎ ƛƴ ǿƘƛŎƘ 
ŎƻƻǊŘƛƴŀǘƛƻƴ ōŜǘǿŜŜƴ ƘƻǳǎƛƴƎ ŀƴŘ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎ Ŏŀƴ ƻŎŎǳǊέ όwŜȅƴƻƭŘǎΣ LƴƎƭƛǎΣ ϧ hΩ.ǊƛŜƴΣ нллнύ ŀƴŘ ǎƻ-called 
ΨǎǳǇǇƻǊǘƛǾŜ ƘƻǳǎƛƴƎΩ ǊŜƳŀƛƴǎ ŀ ŎƻƳƳƻƴ ŀƭǘŜǊƴŀtive model, being popular with family members, service providers, 
and some people living with mental illness in terms of being able to provide onsite, often more structured, services 
(Goering, Sylph, Foster, Boyles, & Babiak, 1992; Piat, Ricard, & Lesage, 2006; Piat, Lesage, Boyer, Dorvil, Couture, et 
al., 2008; Rog, 2004; Roman et al., 2006; Sylvestre, Ollenberg, & Trainor, 2007).  
 
!ƴƻǘƘŜǊ ŎƘŀƭƭŜƴƎŜ ƴƻǘŜŘ ƛǎ ǘƘŀǘΣ άǎǳǇǇƻǊǘ ƛǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ŘŜŦƛƴŜΣ ŀǎ ƛǘ ǾŀǊƛŜǎ ŘŜǇŜƴŘƛƴƎ ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΣ ǘƘŜ ƴŀǘǳǊŜ 
of mental illness, and many other contextual factors.  Moreover, the level of support will not be constant for a 
ǇŀǊǘƛŎǳƭŀǊ ƛƴŘƛǾƛŘǳŀƭ ƻǾŜǊ ǘƛƳŜέ όtŀǘǘŜǊǎƻƴΣ {ƻƳŜǊǎΣ aŎLƴǘƻǎƘΣ Schiell, & Frankish, 2008).  
 
Onsite supports are often defined in the academic and grey literature as the mental health and housing-related 
services provided in residential treatment facilities, group living sites, or congregate housing (supportive housing, 
for the purposes of this review).  As a practical measure, onsite support will be provided in settings where groups 
of clients live.  These housing configurations include:  

Á dedicated buildings (all tenants are part of the agency) 

Á clustered programs (small unit buildings with all units held by clients/residents) 

Á mixed-use buildings (large unit buildings with 20ς25% dedicated to clients/residents; or, mixed in terms of the 
composition of tenants who are all clients of an agency, e.g., formerly homeless people, both singles and 
families; Patterson, Somers, McIntosh, Schiell, & Frankish, 2008) 

 
{ǇŜŎƛŦƛŎ ŜȄŀƳǇƭŜǎ ƻŦ ΨƻƴǎƛǘŜ ǎǳǇǇƻǊǘΩ ǊŀƴƎŜ ŦǊƻƳ ŎƭƛƴƛŎŀƭ ǘǊŜŀǘƳŜƴǘ ǎŜǊǾƛŎŜǎ όe.g., medication management, 
psychotherapy) to generic support, such as socialization, linkage to external mental health and other services, 
managing tenant/resident associated issues, group discussions on mental health and housing issues, and activities 
of daily living (e.g., ŎƭŜŀƴƛƴƎΣ ǎƘƻǇǇƛƴƎΣ ǘŀƪƛƴƎ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴΣ ΨǇŜǊǎƻƴŀƭ ŎŀǊŜΩ; Kirsh, Gewurtz, Bakewell, Singer, 
Badsha, & Giles, n.d.; Patterson et al., 2008).  
 
.ǊƻŀŘƭȅ ŘŜŦƛƴŜŘ ŜȄŀƳǇƭŜǎ ƻŦ ΨǎǳǇǇƻǊǘΩ Ƴŀȅ ōŜ ŦƻǳƴŘ ƛƴ ŘŜǎŎǊƛǇǘƛƻƴǎ ƻŦ ŘƛŦŦŜǊŜƴǘ ǇǊƻƎǊŀƳǎΦ  A review of 
άǇŜǊƳŀƴŜƴǘ ƘƻǳǎƛƴƎ ǇǊƻƎǊŀƳǎέ ƛƴ .ǊƛǘƛǎƘ /ƻƭǳƳōƛŀ ŘŜǎŎǊƛōŜŘ ŘƛŦŦŜǊŜƴǘ ǘȅǇŜǎ ƻŦ ƻƴǎƛǘŜ ǎǳǇǇƻǊǘǎ ŀƴŘ ŀǇǇŜŀǊǎ ǘƻ 
ƳŀƪŜ ǎƻƳŜ ŘƛǎǘƛƴŎǘƛƻƴǎ ōŜǘǿŜŜƴ ΨǘǊŜŀǘƳŜƴǘΣΩ ΨǊŜƘŀōƛƭƛǘŀǘƛƻƴ,Ω ŀƴŘ ΨǊŜŎƻǾŜǊy-ƻǊƛŜƴǘŜŘΩ ǎŜǊǾƛŎŜǎ όtŀǘǘŜǊǎƻƴ et al., 
2008).  CƻǊ ŜȄŀƳǇƭŜΣ ΨƭƛŎŜƴǎŜŘ ǊŜǎƛŘŜƴǘƛŀƭ ŎŀǊŜ ŦŀŎƛƭƛǘƛŜǎΩ ƛƴ .Φ/Φ ŀǊŜ ŘŜŦƛƴŜŘ ǳƴŘŜǊ ǇǊƻǾƛƴŎƛŀƭ ƭŜƎƛǎƭŀǘƛƻƴ ŀǎ ŀōƭŜ ǘƻ 
ǇǊƻǾƛŘŜ άƛƴǘŜƴǎƛǾŜ ǘǊŜŀǘƳŜƴǘ όŜΦƎΦΣ ƳŜŘƛŎŀǘƛƻƴ ƳŀƴŀƎŜƳŜƴǘΣ ǇǎȅŎƘƻǘƘŜǊŀǇȅύέ ŀǎ ǿŜƭƭ ŀǎ ƻǘƘŜǊ ǎŜǊǾƛŎŜǎ (Patterson 
et al., 2008).  This on-site support is 24-hours a day care, which includes nursing staff from 8 to 12 hours a day.  
 
IƻǿŜǾŜǊΣ ŀƴƻǘƘŜǊ ǘȅǇŜ ƻŦ ǊŜǎƛŘŜƴǘƛŀƭ ǇǊƻƎǊŀƳǎ ŎŀƭƭŜŘ ΨŦŀƳƛƭȅ ŎŀǊŜ ƘƻƳŜǎΩ ŀǊŜ Ǌǳƴ ōȅ Ψŀ ŦŀƳƛƭȅ ƻǊ ƛƴŘƛǾƛŘǳŀƭΩ ǿƘƻΣ ƛƴ 
ŀŘŘƛǘƛƻƴ ǘƻ ǊƻƻƳ ŀƴŘ ōƻŀǊŘ ŀƭǎƻ ǇǊƻǾƛŘŜ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘǎ ƛƴŎƭǳŘƛƴƎ ΨƳŜŘƛŎŀǘƛƻƴ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴΩ (Patterson et al., 
2008).  ¢ƘǳǎΣ ΨƳŜŘƛŎŀǘƛƻƴ ƳŀƴŀƎŜƳŜƴǘκŀŘƳƛƴƛǎǘǊŀǘƛƻƴΣΩ while a treatment-related service (although not 
necessarily a controlled act requiring the role of a registered health professional), can be a type of onsite support 
that may be provided by clinical providers as well as non- or para-professionals.  
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Examples of discrepancy between the level of support and the skill level, or formal qualifications of the staff 
providers are available on both sides of the globe.  On-site support models of housing available to people in 
±ƛŎǘƻǊƛŀΣ !ǳǎǘǊŀƭƛŀ ƛƴŎƭǳŘŜ άǎǳǇǇƻǊǘŜŘ ǊŜǎƛŘŜƴǘƛŀƭ ǎŜǊǾƛŎŜǎέ ǿƘƛŎƘ ŀǊŜ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊ ƘƻǳǎƛƴƎ ŦƻǊ ƭƻǿ ƛƴŎƻƳŜ ǇŜƻǇƭŜ 
ǿƛǘƘ ŎƻƳǇƭŜȄ ƴŜŜŘǎΣ ƛƴŎƭǳŘƛƴƎ Ƴŀƴȅ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎŜǎΣ ǿƘƻ άƘŀǾŜ ŦŀƭƭŜƴ ǘƘǊƻǳƎƘ ǘƘŜ ƎŀǇǎ ƻŦ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘ 
ǎǳōǎƛŘƛȊŜŘ ƘƻǳǎƛƴƎ ŀƴŘ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜ ǎȅǎǘŜƳέ όwŜȅƴƻƭŘǎ Ŝǘ ŀƭΦΣ нллнύΦ  In Ontario, in 1999, the almost $24 million 
dollars that was made available by the provincial government to provide housing to people with serious mental 
illness and who were homeless or at risk of homelessness was invested into a full range of housing models, from 
structured congregate settings to independent units. Regardless of model, ŀƭƭ ǿŜǊŜ ŦǳƴŘŜŘ ǘƻ ǇǊƻǾƛŘŜ άŀ ŎƻƳƳƻƴ 
staff/peer support ratio of 10:1Σέ a level of service equivalent to Assertive Community Treatment (ACT) teams and 
up to double that available through case management services in Ontario.  
 
The challenge in conceptual definitions is that, to some degree, the availability of support onsite becomes 
conflated with supportive housing, which also includes many of the following elementsΥ άgroup living options (e.g., 
ŎƻƴƎǊŜƎŀǘŜ ǎŜǘǘƛƴƎǎΣ ǎǳǇŜǊǾƛǎŜŘ ŀǇŀǊǘƳŜƴǘǎύ ώΧϐ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǳǇǇƻǊǘΣ ƛƴ ǿƘƻƭŜ ƻǊ ƛƴ ǇŀǊǘΣ ώǿƘƛŎƘϐ ƛǎ ƭƛƴƪŜŘ ǘƻ 
residency in the dwelling and focuseǎ ƻƴ ǊŜƘŀōƛƭƛǘŀǘƛƻƴέ ό{ȅƭǾŜǎǘǊŜ Ŝǘ ŀƭΦΣ нллт).  
 
²ƘƛƭŜ ƻƴǎƛǘŜ ǎǳǇǇƻǊǘ Ƴŀȅ ōŜ ŦƻǳƴŘ ƛƴ ǇŜǊƳŀƴŜƴǘ ƘƻǳǎƛƴƎ ƳƻŘŜƭǎΣ ƻǘƘŜǊ ƳƻŘŜƭǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ΨƘƻǳǎƛƴƎ ǊŜŀŘȅΩ 
approach, are transitional, designed in principle to move residents along a range from higher level of support to 
more independent living (Roman et al., 2006).  At the higher levels of support, services are provided onsite, as the 
dwelling is considered to be Ψresidential treatmentΦΩ 
 
Further defining the nature of the housing and supports, services may be viewed as a range ŦǊƻƳ ΨƘƛƎƘ demandΩ ǘƻ 
Ψƭƻǿ ŘemandΦΩ  hƴǎƛǘŜ ǎǳǇǇƻǊǘǎ ŀǊŜ ƻŦǘŜƴ ŘŜǎŎǊƛōŜŘ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ΨƘƛƎƘ ŘŜƳŀƴŘΩ ǎŜǊǾƛŎŜ ŀǇǇǊƻŀŎƘ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜ 
requirement for participating in services, often compulsory while living in the dwelling.  High demand services are 
ǳǎǳŀƭƭȅ ŘŜǎƛƎƴŜŘ άǘƻ ǘŀǊƎŜǘ ǎǇŜŎƛal needs populations and provide services matched to particular ƴŜŜŘǎέ όwƻƳŀƴ Ŝǘ 
al., 2006).  
 
Although there is great diversity in the services described in the literature, high demand can include staff 
supervision of residents including their use of substances, medication compliance, attendance at services, and 
restrictions on resident mobility through curfews (Barrow & Zimmer, 1999; Roman, 2006).  The goal of many high 
intensity approaches is the development of independent living skills in residents, although it is also provided in 
permanent housing options.   
 
Leff et al. (2009) propose a four-group scheme consisting of three housing model types and a fourth 
ΨǳƴŎŀǘŜƎƻǊƛȊŀōƭŜΩ Ǝroup of unique approaches.  They describe the housing models as having evolved over time, 
ōŜƎƛƴƴƛƴƎ ǿƛǘƘ ǘƘŜ άǊŜǎƛŘŜƴǘƛŀƭ ŎŀǊŜ ŀƴŘ ǘǊŜŀǘƳŜƴǘέ ŀǇǇǊƻŀŎƘΣ ǿƘƛŎƘ ǊŜǎŜƳōƭŜŘ ƛƴǎǘƛǘǳǘƛƻƴ ƭƛŦŜ ƛƴ ǘƘŀǘ άǎŜǊǾƛŎŜǎΣ 
ǘȅǇƛŎŀƭƭȅ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎ ōǳǘ ƻŎŎŀǎƛƻƴŀƭƭȅ ǘǊŜŀǘƳŜƴǘΣ ǿŜǊŜ ǊƻǳǘƛƴŜƭȅ ǇǊƻǾƛŘŜŘ ƻƴ ǎƛǘŜ ōȅ ΨƘƻǳǎƛƴƎ ǎǘŀŦŦΣΩ who 
sometimes lived in ǘƘŜ ǇǊƻƎǊŀƳΩǎ ƘƻǳǎƛƴƎ.έ  
 
A key element of the evolution of the models was the location of services and the staff who provided them.  In the 
Leff et al. (2009) schŜƳŜΣ ǘƘŜ ΨǊŜǎƛŘŜƴǘƛŀƭ ŎƻƴǘƛƴǳǳƳΩ model emerged and was characterized by the absence of 
servicŜǎ ŀƴŘ ǎǘŀŦŦ ƛƴ ǘƘŜ ƘƻǳǎƛƴƎ ŘǿŜƭƭƛƴƎ ƛƴ ƻǊŘŜǊ ǘƻ ǇǊƻƳƻǘŜ ŀ ΨƴƻǊƳŀƭƛȊƛƴƎΩ ŜƴǾƛǊƻƴƳŜƴǘ.   
 
Leff et al. (2009) ŀǇǇŜŀǊ ǘƻ ŘƛǎǘƛƴƎǳƛǎƘ ōŜǘǿŜŜƴ άǎǳǇǇƻǊǘǎέ ŀƴŘ άǘǊŜŀǘƳŜƴǘέ ƛƴ ǊŜǎƛŘŜƴǘƛŀƭ ŎŀǊŜ ŀƴŘ ǘǊŜŀǘƳŜƴǘ 
models where staff provide the services onsite.  Separation of housing and support services is considered one of 
the key elements of supported housing (Nelson et al., 2007; Substance Abuse and Mental Health Administration, 
2010).  The Housing First model, which began in New York City, defines itself as a consumer-preference model, in 
part because it does not require participation in substance abuse or psychiatric treatment to be a condition of 
residency in scattered site settings, nor are services provided within the housing setting or staff present 
(Greenwood et al., 2005).  
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However, the Housing First model exemplifies the conceptual ambiguities that underlie housing research.  Housing 
First ƛǎ ŘŜŦƛƴŜŘ ōȅ ƛǘǎ ŀŘǾƻŎŀǘŜǎ ŀǎ ŀ άŎƻƴǎǳƳŜǊ ǇǊŜŦŜǊŜƴŎŜ ǎǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎ ƳƻŘŜƭέ ό¢ǎŜƳōŜǊƛǎ ϧ !ǎƳǳǎǎŜƴΣ 
мфффύΣ ƛƴ ŎƻƴǘǊŀǎǘ ǘƻ ǘƘŜ άŎƻƴǘƛƴǳǳƳέ ƳƻŘŜƭ ǘƘŀǘ ǊŜƧŜŎǘǎ Ƴŀƴȅ ǇƻǘŜƴǘƛŀƭ ŀǇǇƭƛŎŀƴǘǎ ŀǎ ōŜƛƴƎ άƴƻǘ ƘƻǳǎƛƴƎ ǊŜŀŘȅέ ƻǊ 
άǘǊŜŀǘƳŜƴǘ ǊŜǎƛǎǘŀƴǘέ όǇŀǊǘƛŎǳƭŀǊƭȅ ǘƘƻǎŜ ƛƴŘƛǾƛŘǳŀƭǎ ǿƛǘƘ ŎƻƴŎǳǊǊŜƴǘ ŀŘŘƛŎǘƛƻƴ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛǎǎǳŜǎΣ ƘƛǎǘƻǊƛŜs 
of homelessness, and involvement with the criminal justice system).  This approach has demonstrated successful 
outcomes in housing stability, reduced homelessness, psychiatric symptoms, and improved quality of life 
(Greenwood et al., 2005; Pearson et al., 2007; Tsemberis, Moran, Shinn, Asmussen, & Shern, 2003). 
 
The New York Cƛǘȅ tŀǘƘǿŀȅǎ ǘƻ IƻǳǎƛƴƎ ǇǊƻƎǊŀƳ ŘŜŎƭŀǊŜǎ ǘƘŀǘ άƘƻǳǎƛƴƎ ƛǎ ŀ ōŀǎƛŎ ǊƛƎƘǘ ŦƻǊ ŀƭƭ ǇŜƻǇƭŜέ ŀƴŘ ǘƘǳǎ 
άƘƻǳǎƛƴƎ ƛǎ ƴƻǘ ŎƻƴƴŜŎǘŜŘ ǘƻ ŎƻƳǇƭƛŀƴŎŜ ƻǊ ǘǊŜŀǘƳŜƴǘΤ ƘƻǿŜǾŜǊΣ ŜǾŜǊȅ ƛƴŘƛǾƛŘǳŀƭ ƛƴ ǘƘe program receives support 
ǎŜǊǾƛŎŜǎ ƻǊ ǘǊŜŀǘƳŜƴǘ ŦǊƻƳ tŀǘƘǿŀȅǎΩ !ǎǎŜǊǘƛǾŜ /ƻƳƳǳƴƛǘȅ ¢ǊŜŀǘƳŜƴǘ ό!/¢ύ ǘŜŀƳǎέ ǿƘƛŎƘ ŀǊŜ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ 
ACT fidelity criteria (Tsemberis & Asmussen, 1999).  There are only two requirements for tenancy; guaranteeing 
rent payment, mostly through participation in money management program, and agreeing to let a staff person, 
who is a staff member of the ACT team, visit them twice a month in their apartment for the first year of tenancy 
(Greenwood et al., 2005; Tsemberis & AsmussŜƴΣ мфффύΦ ¢ƘǳǎΣ ŀƭǘƘƻǳƎƘ άǘǊŜŀǘƳŜƴǘέ ŀƴŘ άǎǳǇǇƻǊǘέ ŀǊŜ 
theoretically separated, becoming a client of an ACT team (although not necessarily agreeing to medication or 
other physical, psychosocial treatment, or rehabilitation) is a requirement of this approach, thus further 
ŎƻƴŦƻǳƴŘƛƴƎ ŎƻƴŎŜǇǘǳŀƭ ǊƛƎƻǊΣ ŀƴŘ ǊŜŘǳŎƛƴƎ ǘƘŜ ŀōƛƭƛǘȅ ǘƘŜ ŘǊŀǿ ŎƻƴŎƭǳǎƛƻƴǎ ƻŦ ǿƘŀǘ ŎƻƴǎǘƛǘǳǘŜǎ ΨƻƴǎƛǘŜΩ ŀƴŘ 
delinked support.  
 
Several overarching frameworks to set and promote good practices and quality in housing with supports include 
the role of services, but do not distinguish between onsite supports and those made available in the community 
(Center for Supportive Housing, 2009; Sylvestre et al., 2007). For example, the American Center for Supportive 
IƻǳǎƛƴƎ ƛƴŎƭǳŘŜǎ άǎǳǇǇƻǊǘƛǾŜ ǎŜǊǾƛŎŜǎ ŘŜǎƛƎƴ ŀƴŘ ŘŜƭƛǾŜǊȅέ ŀǎ ƻƴŜ ƻŦ ǘƘŜ ǎŜǾŜƴ ŘƛƳŜƴǎƛƻƴǎ ƻŦ ǉǳŀƭƛǘȅ όнллфύΦ  While 
ǘƘƛǎ ŦǊŀƳŜǿƻǊƪ ŘƛǎǘƛƴƎǳƛǎƘŜǎ ōŜǘǿŜŜƴ ŘƛŦŦŜǊŜƴǘ ǘȅǇŜǎ ƻŦ ƘƻǳǎƛƴƎ όƛƴŎƭǳŘƛƴƎ ΨǘŜƴŀƴǘ-basedΣΩ ΨǎŎŀǘǘŜǊŜŘ ǎƛǘŜ,Ω ŀƴŘ 
ΨƳŀǎǘŜǊ-ƭŜŀǎŜŘΩύΣ ƛǘ ƛǎ ǇǊƻǇƻǎŜŘ ǘƘŀǘ Ƴƻǎǘ ƻŦ ǘƘŜ ǉǳŀƭƛǘȅ ŘƛƳŜƴǎƛƻƴǎ άǎƘƻǳƭŘ ōŜ ŀǇǇƭƛŎŀōƭŜέ ǘƻ ǘƘŜ ŘƛŦŦŜǊŜƴǘ ƳƻŘŜƭǎΦ  
 
In a Canadian example, a group of housing providers in Toronto, Ontario developed 40 service benchmarks for 
ǎǳǇǇƻǊǘƛǾŜ όƛƴŎƭǳŘƛƴƎ ǎǳǇǇƻǊǘŜŘύ ƘƻǳǎƛƴƎ ǎŜǊǾƛŎŜǎ ƛƴ ŦƻǳǊ ŘƻƳŀƛƴǎΣ ƻŦ ǿƘƛŎƘ ƻƴŜ ǿŀǎ ΨǎǳǇǇƻrtΦΩ  This was defined 
ŀǎ ƘƻǳǎƛƴƎ ǎǳǇǇƻǊǘ άǇǊƻǾƛŘŜŘ ǘƻ ƛƴŘƛǾƛŘǳŀƭǎ ŀƴŘ ǘƻ ƎǊƻǳǇǎ ƻǊƛŜƴǘŜŘ ǘƻǿŀǊŘ ǇǊƻƳƻǘƛƴƎ ƘŜŀƭǘƘȅ ƭƛǾƛƴƎ ŜƴǾƛǊƻƴƳŜƴǘǎέ 
(Sylvestre et al., 2007).  
 
²ƛǘƘƛƴ ǘƘŜ ΨǎǳǇǇƻǊǘΩ ŘƻƳŀƛƴΣ ŦƛǾŜ ŀǊŜŀǎ ŀƴŘ ŜƭŜǾŜƴ ōŜƴŎƘƳŀǊƪǎ ǿŜǊŜ ŎǊŜŀǘŜŘΦ  These included: providing 
information, supporting open communication (among housing staff, other support providers and 
tenants/residents), providing housing support, providing individualized support, and providing crisis support 
(Sylvestre et al., 2007).  Housing support was further defined as άǘŜƴŀƴǘǎκǊŜǎƛŘŜƴǘǎ ŀǊŜ ǎǳǇǇƻǊǘŜŘ ƛƴ ŀ ǿŀȅ ǘƘŀǘ 
promotes comfort, safety, and positive living experiences; tenants/residents have access to housing supports and 
ǎŜǊǾƛŎŜǎ ǘƻ ƭƛǾŜ ǎǳŎŎŜǎǎŦǳƭƭȅ ƛƴ ǘƘŜƛǊ ƘƻǳǎƛƴƎέ όSylvestre et al., 2007).  
 
The benchmarks that arose from this process were designed to be applicable to a range of services and thus, 
intended to be achieved differently by different providers (i.e., those providing off and/or on-site services).  
Performance indicators were not established, again reflecting the desire for flexibility in implementation.  
 
In conclusion, while the research evidence clearly shows that support of some nature and degree is a foundation 
for successful housing outcomes, the evidence is not available to demonstrate what aspects of support and 
ǎŜǊǾƛŎŜǎ ŀǊŜ ōŜǎǘ ƻŦŦŜǊŜŘ Ψƻƴ-ǎƛǘŜΩ ǾŜrsus in other locations.  Nor is there evidence suggesting what, if any, 
differences might be in a service being offered in different locations.  Any conclusions that might be inferred from 
the literature could be achieved by situating the research question among the broader approaches to housing, of 
which the location of services is but one characteristic among others.  
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HOUSING AND SUPPORT PREFERENCES FOR PEOPLE LIVING WITH MENTAL ILLNESS 

 
OVERVIEW 
 
Choice or preference about housing is considered to be an essential feature of the supported housing model 
(Carling & Tanzman, 2006; Nelson, Sylvestre, Aubry, George, & Trainor, 2007; Srebnik, Livingston, Gordon, & King, 
1995). Supported housing developed in part as a response to research on the housing preferences of people living 
with mental illness demonstrating support for independent housing with off-site support and the lack of choice in 
other approaches to mental health-dedicated housing (Greenwood, Schaefer-McDaniel, Winkel, & Tsemberis, 
2005; Tanzman, 1993).  
 
When asked about their choices, research has consistently found that people with mental illness share the same 
preferences for the place they call home as people without mental illness. That is, people with mental illness want 
to live independent lives, on their own or with people who they choose (e.g., partners, other family, friends, 
chosen roommates), in affordable, regular homes in livable neighbourhoods with amenities such as transportation, 
shops, community services, and other desirable features (Browne & Courtney, 2005; Carling & Tanzman, 2006; 
Forchuk, Nelson,& Hall, 2006; Parkinson & Nelson, 2003; Rogers, Danley, Anthony, Martin, & Walsh, 1994; 
Seilheimer & Doyal, 1996; Tanzman, 1993; Warren & Bell, 2000).  
 
There are a number of paradoxes in the research and practice of housing for people with mental illness. Concerns 
ŜȄƛǎǘ ŀōƻǳǘ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ǊŜǎŜŀǊŎƘ ǇǊƻŘǳŎŜŘ ǘƻ ŘŀǘŜ όhΩ.ǊƛŜƴΣ LƴƎƭƛǎΣ IŜǊōŜǊǘΣ ϧ wŜȅƴƻƭŘǎΣ нллнύ ƛƴŎƭǳŘƛƴƎ ŦǊƻƳ 
a recent comprehensive review of the peer-reviewed literaǘǳǊŜΣ άǿŜ ŜƴŎƻǳƴǘŜǊŜŘ ŀ ƴǳƳōŜǊ ƻŦ ƭƛƳƛǘŀǘƛƻƴǎ ƛƴ ǘƘŜ 
literature, including conflicting use of program labels, inconsistent definitions of supported housing and its 
elements, and use of inadequate measurement indices in assessing adherence to program elemenǘǎέ ό¢ŀōƻƭΣ 
Drebin, & Rosenheck, 2010).  
 
There is a strong move towards greater standardization within mental health services in Canada and 
internationally which may address these issues in the future (The Substance Abuse and Mental Health Services 
AdminiǎǘǊŀǘƛƻƴΣ нлмлΤ ¢ŀōƻƭ Ŝǘ ŀƭΦΣ нлмлύΣ ƛƴŎƭǳŘƛƴƎ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǘƻƻƭǎ ǘƻ ŜǾŀƭǳŀǘŜ ΨŎƘƻƛŎŜΩ ŀƴŘ ǘƘŜ ƴŀǘǳǊŜ ƻŦ ǘƘŜ 
concept. A counter-argument by other researchers has been made that this emphasis on evidence-based practice 
ŎƻƴŦƛǊƳŜŘ ōȅ ǊƛƎƻǊƻǳǎ ǊŜǎŜŀǊŎƘ Ƙŀǎ άtended to minimize the role of other stakeholders in discussions of effective 
ǇǊŀŎǘƛŎŜέ ό{ȅƭǾŜǎǘǊŜΣ hƭƭŜƴōŜǊƎΣ ϧ ¢ǊŀƛƴƻǊΣ нллтύ ŀƴŘ ǘƘǊŜŀǘŜƴǎ ǘƻ ŜȄŎƭǳŘŜ ǘƘŜ ŜȄǇŜǊǘƛǎŜ ƻŦ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ŀƴŘ 
clients.  
 
However, although there are challenges with research designs for evaluating complex social systems, like 
community-ōŀǎŜŘ ƘƻǳǎƛƴƎΣ ǘƘŜǊŜ ƘŀǾŜ ŀƭǎƻ ōŜŜƴ ŀŘǾŀƴŎŜǎ ƛƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ΨŎƘƻƛŎŜΩ ƛƴ 
contributing to recovery through increases in housing stability, happiness, overall life satisfaction, increased 
mastery and decreased psychiatric symptoms (Greenwood, Schaefer-McDaniel, Winkel, & Tsemberis, 2005; 
Srebnik et al., 1995).  
 
Another paradox is that although research has led to understanding of the importance of choice, the choices 
people makeΣ ŀƴŘ ǘƘŜ ǇƻǎƛǘƛǾŜ ƛƳǇŀŎǘǎ ƻŦ ŎƘƻǎŜƴ ƘƻǳǎƛƴƎΣ ŎƘƻƛŎŜ ƛƴ ƘƻǳǎƛƴƎ άƛǎ Ƙƻƴƻured more often in theory 
ǘƘŀƴ ƛƴ ǇǊŀŎǘƛŎŜέ όaƛƴǎƪȅ, Reisser, & Duffy, 1995; Schutt & Goldfinger, 2000). Lack of affordable housing, 
discrimination, poverty, and inflexible service systems all lead to people with mental illness not only not having 
ǊŜŀƭ ŎƘƻƛŎŜǎ ōǳǘ ōŜƛƴƎ ŦƻǊŎŜŘ ǘƻ ΨŎƘƻƻǎŜ ƴƻǘ ǘƻ ŎƘƻƻǎŜ ǿƘŜƴ ǘƘŜȅ ƘŀǾŜ ƴƻ ŎƘƻƛŎŜǎΩ ό¢ǎŀƛΣ .ƻƴŘΣ {ŀƭȅŜǊǎΣ DƻŘŦǊŜȅΣ ϧ 
Davis, 2010). Homelessness and instable housing remain significant challenges for people with significant mental 
health challenges in achieving recovery and community inclusion. Research into the importance of choice and ways 
to achieve it remain pressing concerns.  
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STUDIES INCLUDED IN THIS REVIEW 
 
This scan of the literature on the housing preferences of people living with mental illness primarily consists of peer 
reviewed, academic literature from the early 1990s through to 2010. Articles are from Canadian, American, and 
Australian sources. A review of social science databases prodǳŎŜŘ пс ǊŜǎǳƭǘǎ ǳǎƛƴƎ ǘƘŜ ǎŜŀǊŎƘ ǘŜǊƳǎ ƻŦ ΨƘƻǳǎƛƴƎ ƻǊ 
ǎǳǇǇƻǊǘƛǾŜ ƘƻǳǎƛƴƎΣΩ ΨƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ƻǊ ŘƛǎƻǊŘŜǊǎΣΩ ŀƴŘ ΨǇǊŜŦŜǊŜƴŎŜΣ ǎŀǘƛǎŦŀŎǘƛƻƴ ƻǊ ŎƘƻƛŎŜΩΦ hŦ ǘƘƻǎŜΣ ƭŜǎǎ ǘƘŀƴ ƘŀƭŦ 
were eliminated (includes studies on people with development/intellectual disabilities, clinical case studies, those 
ǿƛǘƘ ŀ ōǊƻŀŘŜǊ ŦƻŎǳǎ ƻƴ Ψǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜΩ ŀƴŘ ŎƭƛƴƛŎŀƭ ƻǳǘŎƻƳŜ ǎǘǳŘƛŜǎΣ ƻŦ ǿƘƛŎƘ ǇǊŜŦŜǊŜƴŎŜ ǿŀǎ Ƨǳǎǘ ƻƴŜ ǾŀǊƛŀōƭŜύΦ  
 
The remaining 26 were reviewed for inclusion. Reference lists were scanned for additional articles. Selected grey 
literature sources were also included, including those from government funded policy agencies (e.g., Canadian 
Mortgage and Housing Corporation).  
 
²I!¢ L{ Ψ/IhL/9Ω !b5 WHY IS IT IMPORTANT FOR HOUSING? 
 
Choice and preferences are defined in the reviewed literature in a variety of ways, including as an element or 
behaviour that is closely tied to concepts of independence, control, empowerment, self-efficacy, satisfaction, and 
community integration (Gulcur, Tsemberis, Stefancic, & Greenwood, 2007; Srebnick et al., 1995; Tabol et al., 2010).  
 
While choice for people living with mental illness is a stated goal of many services, the concept remains challenging 
ǘƻ ŘŜŦƛƴŜ ŀƴŘ ŜǾŀƭǳŀǘŜΣ άƛŦ ŜƳǇƻǿŜǊƳŜƴǘ ŀƴŘ ƛƴŎǊŜŀǎŜŘ ŎƘƻƛŎŜ ǿŜǊŜ ǘǊǳƭȅ Ǝƻŀƭǎ ƛƴ ŎƻƳƳǳƴƛǘȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘΣ 
research needs to further explore choice conceptualization and definition as well as the relationship of choice to 
ƻǳǘŎƻƳŜǎέ ό{ǊŜōƴƛŎƪ Ŝǘ ŀƭ., 1995). 
 
As the foundational program for the Housing First model of supported housing that has emerged to challenge the 
ƘŜƎŜƳƻƴȅ ƻŦ ǘƘŜ άƭƛƴŜŀǊ ŎƻƴǘƛƴǳǳƳ ƳƻŘŜƭ ƻŦ ǊŜǎƛŘŜƴǘƛŀƭ ǎŜǊǾƛŎŜǎέ ό¢ŀōƻƭ Ŝǘ ŀƭΦΣ нлмлύΣ tŀǘƘǿŀȅǎ ǘƻ IƻǳǎƛƴƎ ƛƴ bŜǿ 
York City, United StŀǘŜǎ ŘŜǎŎǊƛōŜǎ ƛǘǎŜƭŦ ŀǎ ŀ άŎƻƴǎǳƳŜǊ ǇǊŜŦŜǊŜƴŎŜέ ƘƻǳǎƛƴƎ ƳƻŘŜƭ ό¢ǎŜƳōŜǊƛǎ ϧ !smussen, 1999). 
Interestingly, in their article outlining the logic model and basis of the approach they do not explicitly define 
ΨŎƘƻƛŎŜΤΩ ƛƴǎǘŜŀŘ ƻŦŦŜǊƛƴƎ ŀ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘŜ άŦƭŜȄƛōƛƭƛǘȅέ ƛƴ ǎǘŀŦŦΣ ǇǊƻƎǊŀƳ ǎǘǊǳŎǘǳǊŜΣ ǎŜǊǾƛŎŜǎΣ ŀƴŘ ŦǳƴŘƛƴƎ ǘƘŀǘ ƛǎ 
άŀƴ ŜǎǎŜƴǘƛŀƭ ƛƴƎǊŜŘƛŜƴǘ ǘƻ ƻǇŜǊŀǘŜ ŀ ǇǊƻƎǊŀƳ ǘǊǳƭȅ ōŀǎŜŘ ƻƴ ŎƭƛŜƴǘǎΩ ǇǊŜŦŜǊŜƴŎŜǎέ ό¢ǎŜƳōŜǊƛǎ ϧ !smussen, 1999).  
 
One of the first instruments developed to measure choice was developed by the Center for Community Change in 
the United States building upon the work of the Independent Living Movement for people with developmental 
disabilities and applying it to those with psychiatric conditions (Carling & Tanzman, 2006).  The instrument includes 
ǉǳŜǎǘƛƻƴǎ ŀōƻǳǘ άŎǳǊǊŜƴǘ ƘƻǳǎƛƴƎΣ ǇǊŜŦŜǊǊŜŘ ƘƻǳǎƛƴƎΣ ǇǊŜŦŜǊǊŜŘ ƭƛǾƛƴƎ ŎƻƳǇŀƴƛƻƴǎΣ ŀƴŘ ǎǳǇǇƻǊǘǎ ƴŜŜŘŜŘέ όbŜƭǎƻƴΣ 
Hall, & Forchuk, 2003).  Tanzman used the scale to conduct one of the first studies reviewing the housing 
preferences of people living with mental illness (1993).  
 
{ǊŜōƴƛŎƪΣ [ƛǾƛƴƎǎǘƻƴΣ DƻǊŘƻƴΣ ϧ YƛƴƎ ŘŜǾŜƭƻǇŜŘ ŀ ΨƘƻǳǎƛƴƎ ŎƘƻƛŎŜΩ ƛƴǎǘǊǳƳŜƴǘ ƛƴ мффр ǘƘŀǘ Ƙŀǎ ǎƛƴŎŜ ōŜŜƴ ǳǎŜŘ ōȅ 
several studies to define and evaluate the existence and level of choice that people have in regards to different 
ƘƻǳǎƛƴƎ ǎƛǘǳŀǘƛƻƴǎΦ ¢ƘŜ ƛƴǎǘǊǳƳŜƴǘ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ōŀǎŜŘ ƻƴ ŦŀŎǘƻǊǎ άŘƛǎŎǳǎǎŜŘ ƛƴ ǘƘŜ ƭƛǘŜǊŀǘǳǊŜ ŀǎ ǊŜƭŀǘƛƴƎ ǘƻ ǘƘŜ 
ǇŜǊŎŜǇǘƛƻƴ ƻŦ ŎƘƻƛŎŜέ ό{ǊŜōƴƛŎƪ Ŝǘ ŀƭΣ мффрύΦ ¢ŀōƻƭ Ŝǘ ŀƭ. (нлмлύ ŎǊƛǘƛǉǳŜ ǘƘŜ ƻǊƛƎƛƴŀƭ ǎŎŀƭŜ ƛƴ ǘƘŀǘ ǘƘŜȅ ŎƭŀƛƳ άƴƻ 
desirable threshold score ǿŀǎ ƛŘŜƴǘƛŦƛŜŘέ ŀƴŘ ǊŜǾƛǎŜŘ ǾŜǊǎƛƻƴǎ ǳǎŜŘ ōȅ ƻǘƘŜǊ ŀǳǘƘƻǊǎ ŘƛŘ ƴƻǘ ƛƴŎƭǳŘŜ ƛƴŦƻǊƳŀǘƛƻƴ 
on psychometrics of their versions. 
 
Despite these limitations, it remains a popular instrument and has been used in a variety of studies in modified 
formats (Gulcur et ŀƭΦΣ нллтΤ bŜƭǎƻƴ Ŝǘ ŀƭΦΣ нллтύΦ  ¢ƘŜ ΨƘƻǳǎƛƴƎ ŎƘƻƛŎŜΩ ƛƴǎǘǊǳƳŜƴǘ ƛƴŎƭǳŘŜǎ ǉǳŜǎǘƛƻƴǎ ƻƴ ǘƘŜ 
ƴǳƳōŜǊ ƻŦ ƻǇǘƛƻƴǎ ǇŜƻǇƭŜ ǿŜǊŜ ǇǊƻǾƛŘŜŘ ƛƴ ǘƘŜƛǊ ƘƻǳǎƛƴƎΣ Ƙƻǿ Ƴŀƴȅ ƻŦ ǘƘŜǎŜ ǘƘŜȅ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ άŀǘǘǊŀŎǘƛǾŜΣέ 
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the amount of influence exerted by others in their decision (higher levels of independence are ranked as more 
positive), if they received information about their options, and how much importance they attached to their 
decision (Srebnick et al., 1995).  
 
aƻǎǘ ǊŜŎŜƴǘƭȅΣ ǘƘŜ άŀōƛƭƛǘȅ ǘƻ ŎƘƻƻǎŜ ǎŜǊǾƛŎŜǎ ŀƴŘ ǊƛƎƘǘǎ ƻŦ ǘŜƴŀƴŎȅέ ŀǎ ǿŜƭƭ ŀǎ ŎƘƻƛŎŜ ƛƴ ƘƻǳǎƛƴƎΣ Ƙŀǎ ōŜŜƴ 
ƛŘŜƴǘƛŦƛŜŘ ŀǎ ŀ ƪŜȅ ŎƻƳǇƻƴŜƴǘ ƻŦ ǘƘŜ ΨŦƛŘŜƭƛǘȅ ǎŎŀƭŜΩ ŘŜǾŜƭƻǇŜŘ ōȅ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎ {ǳōǎǘŀƴŎŜ !ōǳǎŜ ŀƴŘ aŜƴǘŀƭ 
IŜŀƭǘƘ {ŜǊǾƛŎŜǎ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ŦƻǊ ǎǳǇǇƻǊǘƛǾŜ ƘƻǳǎƛƴƎ όнлмлύΦ 9ƭŜƳŜƴǘǎ ƻŦ ΨŎƘƻƛŎŜΩ ŜǾŀƭǳŀted in this tool include 
ŎƘƻƛŎŜ ƛƴ ǘƘŜ ǘȅǇŜ ƻŦ ƘƻǳǎƛƴƎΣ άǊŜŀƭ ŎƘƻƛŎŜέ ƻŦ ǎǇŜŎƛŦƛŎ ƘƻǳǎƛƴƎ ǳƴƛǘΣ ǇŜƻǇƭŜ ŀōƭŜ ǘƻ ǿŀƛǘ ǿƛǘƘƻǳǘ ƭƻǎƛƴƎ άǘƘŜƛǊ ǇƭŀŎŜ 
ƛƴ ƭƛƴŜέ ώƻƴ ŀ ǿŀƛǘƛƴƎ ƭƛǎǘϐΣ ŀƴŘ ƘŀǾƛƴƎ ŎƻƴǘǊƻƭ ƻǾŜǊ ǿƘƻ ǘƘŜȅ ƭƛǾŜ ǿƛǘƘ ό{ǳōǎǘŀƴŎŜ !ōǳǎŜ ŀƴŘ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǊǾices 
Administration, 2010).  
 
While there is a long tradition of research in housing choice, one criticism that has not received sufficient attention 
is the degree to which the diversity of the experiences of people living with mental illness has been explored, for 
ŜȄŀƳǇƭŜΣ άǘƘŜ ǎǇŜŎƛŦƛŎ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ƴŜŜŘǎ ƻŦ ǊŀŎƛŀƭƛǎŜŘ ŀƴŘ ŜǘƘƴƛŎ ƳƛƴƻǊƛǘȅ ǘŜƴŀƴǘǎ ƛƴ ǎǳŎƘ ƘƻǳǎƛƴƎ ŦƛǊǎǘ 
ǎŎƘŜƳŜǎέ ό²ŀǊƴŜǊ Ŝǘ ŀƭΦΣ нллуύΦ 
 
²I!¢ !w9 t9ht[9{Ω twEFERRED HOUSING CHOICES? 
  
Despite methodological differences in the types of instruments used, the specific groups of people with mental 
illness, and geographic locations and housing models, consistency in some key characteristics of housing have 
emerged. An Australian review of important housing characteristics, built upon an early American review (Massey 
& Wu, 1993), developed six main themes that can also be found in more recent research, including Canadian 
ǎƻǳǊŎŜǎ όhΩ.ǊƛŜƴΣ LƴƎƭƛǎΣ IŜǊōŜǊǘΣ ϧ wŜȅƴƻƭŘǎΣ нллнύΦ ¢ƘŜǎŜ ǎƛȄ ŀǊŜ ƭƛǎǘŜŘ ōŜƭƻǿΣ ŀƴŘ ŘŜǎŎǊƛōŜŘ ƛƴ ƳƻǊŜ ŘŜǘŀƛƭ ƛƴ ǘƘŜ 
following paragraphs.   
 

Important Housing Characteristics for People Living with Mental Illness 

Independence and 
Choice 

Á In own home and alone 

Á Autonomous 

Á Sense of freedom 

Á Independent 

Convenient Location 

Á Located close to community services, transport, vocational and 
rehabilitation services 

Á Located close to social networks 

Á [ƻŎŀǘŜŘ ŎƭƻǎŜ ǘƻ ǘƘŜ ǇŜǊǎƻƴΩǎ ǇǊŜŦŜǊǊŜŘ ƭƻŎŀǘƛƻƴ 

Safety and Comfort 

Á Safe 

Á Secure tenure 

Á Comfortable 

Affordable Á Leaves enough money for other things 

Privacy Á Private ς have own space 

Social Opportunity 
Á Compatible social milieu, i.e., like neighbours 

Á Physical and social supports available which reduce stress 
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Á Place to entertain visitors 

Á Recreational facilities nearby 

 
Independence and Choice 
One of the most consistent themes in the literature on housing is the importance of choice, autonomy, and control 
(/ŀǊƭƛƴƎ ϧ ¢ŀƴȊƳŀƴΣ нллсΤ ¢ŀƴȊƳŀƴΣ мффоύΤ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ ǊŜŀƭƛǘȅ ǘƘŀǘ άŎƘƻƛŎŜΣ ǎŜƭŦ-determination, and 
empowerment are foundational valueǎ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎΣ ƛƴŎƭǳŘƛƴƎ ǇŜƻǇƭŜ ǿƛǘƘ ǇǎȅŎƘƛŀǘǊƛŎ ŘƛǎŀōƛƭƛǘƛŜǎέ 
(Deegan & Drake, 2006). Based on interviews with consumers in Toronto, Ontario, one of the most culturally 
diverse cities in Canada, this finding was also stressed: 

People with mental illness want to live in independent housing (Nelson, Hall, & Forchuk, 2003; Parkinson & Nelson, 
2003; Piat, Lesage, Boyer, Dorvil, Couture, et al., 2008; Tanzman, 1993). Independence may mean living alone but 
ƛǘ ǇǊƛƳŀǊƛƭȅ ǊŜŦƭŜŎǘǎ ǘƘŜ ŘŜǎƛǊŜ ǘƻ ŎƘƻƻǎŜ ƻƴŜΩǎ ƻǿƴ ƭƛǾƛƴƎ ŎƻƳǇŀƴƛƻƴǎΣ ǿƘƛŎƘ ŦƻǊ Ƴƻǎǘ ǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎΣ 
as for non-mentally ill persons, means their family or friends (Rogers, Danley, Anthony, Martin, & Walsh, 1994). 
Conversely, people do not want to live with other mentally ill people, although the literature is not clear on the 
specifics of why this or whether this is more accurately defined as not being forced to live in congregate housing 
with people whose only connection is the shared experience of being labeled as ill (Rogers et al., 1994; Warren & 
Bell, 2000).  
 
Equally, people prefer accessing their mental health and other support services in a location separate from where 
they live (Browne & Courtney, 2005; Nelson et al., 2003; Rogers et al., 1994; Tsai et al., 2010). Beyond the physical 
location of the support is the importance of having control over the support they receive and having it serve their 
ƛƴŘƛǾƛŘǳŀƭ ƴŜŜŘǎΣ ƻǊ ŀǎ ƻƴŜ ǇŜǊǎƻƴ ŘŜǎŎǊƛōŜŘ ƛǘΣ άLΩƳ ƴƻǘ ǘƻƭŘ ǿƘŀǘ ǘƻ Řƻ ŀƴŘ Ƙƻǿ ǘƻ Řƻ ƛǘΣ ǘƘƛǎ ƛǎ ǿƘŀǘ ȅƻǳ ǘƘƛƴƪǎ 
ŀƭǿŀȅǎΦ LΩƳ ǿǊƛǘƛƴƎ ǘƘŜ Ǉƭŀȅέ όtŀǊƪƛƴǎƻƴ ϧ bŜƭǎƻƴΣ нллоύΦ  
 
Access to support and housing must be separated, including strong peer opposition to requirements that people 
must receive certain treatment services in order to be eligible for housing (Carling & Tanzman, 2006; Tanzman, 
1993). Having the choice whether or not to access services, as well as having choice and flexibility in the types of 
services provided is considered one of the key elements of the successful outcomes of the Housing First approach 
(Greenwood et al., 2005; Tsemberis & Asmussen, 1999). 
 
Having the choice of independence in their housing imǇŀŎǘǎ ǳǇƻƴ ǇŜƻǇƭŜǎΩ ǎŜƴǎŜ ƻŦ ǎŜƭŦ-efficacy, and not simply 
their satisfaction with housing, which in turn has positive benefits for overall quality of life and health (Seilheimer 
& Doyal, 1996). ¢ƘŜ ΨǎŜƴǎŜ ƻŦ ƘƻƳŜΩ ŜƳŜǊƎŜǎ ŦǊƻƳ ƛƴŘŜǇŜƴŘŜƴǘ ƭƛǾƛƴƎ Ƙŀǎ ƛƳǇŀŎt on housing stability, and hence 
reduced homelessness and use of inpatient hospital services (Parkinson & Nelson, 2003).  
 
Overall, people with mental illness desire the same need for autonomy as anyone else, or what one qualitative 
ǎǘǳŘȅ ƻŦ ǇŜƻǇƭŜǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ŜƭŜƎŀƴǘƭȅ ǎǳƳƳŜŘ ǳǇ ŀǎ άŀ ƴƻǊƳŀƭ ƭƛŦŜέ ό²ŀǊǊŜƴ & Bell, 2000).  
 
Despite the clear preference for independence and choice identified by people with mental illness, the process of 
recovery is complex. The reality of lack of choice in quality, affordable housing means that people often end up 
living in undesirable situations including group/congregate settings with on-site staffing. In a qualitative study of 
people with mental health and addiction histories who lived in such housing at one point, findings showed that 

άThe importance of such fruits of empowerment for people who have been historically oppressed and 
who have had their voices minimized and silenced ς both as people with mental health and/or 

addictions issues, and as members of non-dominant socio-cultural groups ς ƛǎ ǘƘŀǘ ƳǳŎƘ ƎǊŜŀǘŜǊΦέ 
 

- Warner, Zahraei, Farah, Nandlal, Jaskulka, et al. (2008) 
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while it was not their preference at the time, some agreed, in retrospect, that it was supportive of their goals for 
recovery and helped them move at some point towards the desired state of independence (Tsai et al., 2010). 
 
In evaluating tƘŜƛǊ ΨƘƻǳǎƛƴƎ ŎƘƻƛŎŜΩ ƛƴǎǘǊǳƳŜƴǘ ǿƛǘƘ ǇŜƻǇƭŜ ƭƛǾƛƴƎ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎΣ {ǊŜōƴƛŎƪ ŀƴŘ ŀǎǎƻŎƛŀǘŜǎ 
ƴƻǘŜŘ ŀƴ ŀǇǇŀǊŜƴǘ ǇŀǊŀŘƻȄ ǘƘŀǘ ǘƘŜȅ ŘŜǎŎǊƛōŜŘ ŀǎ άŀǇǇŀǊŜƴǘ ǎŀǘƛǎŦŀŎǘƛƻƴ ǿƛǘƘ ƭƛǘǘƭŜ ŎƘƻƛŎŜέ όмффрύΦ ²ƘƛƭŜ ǇŜƻǇƭŜ 
did not have many housing options, they were heavily influenced by service providers to make specific choices yet 
valued having the opportunity to make their own decisions, they nevertheless reported satisfaction with the 
results and felt they had adequate information.  
 
The authors of this study propƻǎŜ ǘƘŀǘ ǘƘƛǎ Ƴŀȅ ōŜ ŀ ǊŜǎǳƭǘ ƻŦ άƭŜŀǊƴŜŘ ƘŜƭǇƭŜǎǎƴŜǎǎέ ƻǊ ǎƛƳǇƭȅ ǾŀƭǳƛƴƎ ƭƛǾƛƴƎ ƛƴ ǘƘŜ 
community (as opposed to being hospitalized) and that any setting was appreciated, but they also encouraged 
more research on this apparent discrepancy (Srebnick et al., 1995). Greenwood and associates, in their study of 
the Housing First model, noted that the subjective perception of choice appeared to be more important in leading 
ǘƻ ǇƻǎƛǘƛǾŜ ƻǳǘŎƻƳŜǎ ƛƴ ǇŜƻǇƭŜǎΩ ǎŜƴǎŜ ƻŦ ƳŀǎǘŜǊȅ ŀƴŘ ǊŜŘǳŎǘƛƻƴǎ ƛƴ ǇǎȅŎƘƛŀǘǊƛŎ ǎȅƳǇǘƻƳǎΣ ŀs much as actual levels 
of choice (2005).  
 
Independence could also mean loneliness and isolation, a common criticism of independent living models 
(Parkinson & Nelson, 2003). Another complexity in the appreciating the importance of choice and independence 
for people with mental illness in regards to their housing (often as a foundation for all the other aspects of their 
life) is that this preference has often stood in direct contrast to the importance placed upon supervised, often 
group living by family members and mental health service providers (Piat et al., 2008; Rogers, Danley, Anthony, 
Martin, & Walsh, 1994). 
 
Convenient Location 
As will be seen, many of the themes identified in the literature are interrelated. Neighbourhoods with amenities 
are also ƻŦǘŜƴ ǘƘŜ ƻƴŜǎ ǘƘŀǘ Ŏŀƴ ŎƻƳƳŀƴŘ ƘƛƎƘŜǊ ǊŜƴǘǎ ŀƴŘ ƳƻǊǘƎŀƎŜǎΣ ǘƘǳǎ άƭƻǿ-income housing is not centrally 
ƭƻŎŀǘŜŘΣ ŀƴŘ ǎƘƻǇǎ ŀƴŘ ǎŜǊǾƛŎŜǎ ŀǊŜ ƛƴŀŎŎŜǎǎƛōƭŜέ ό/ŀǊƭƛƴƎ ϧ ¢ŀƴȊƳŀƴΣ нллсΤ CƻǊŎƘǳƪΣ bŜƭǎƻƴ, & Hall, 2006; 
Forchuk, Ward-Griffin, Csiernik, & Turner, 2006; Tanzman, 1993; Warren & Bell, 2000). 
 
Safety and Comfort 
Living in fearτafraid of being physically hurt or sexually assaulted, losing their lives or their possessions while 
living in shelters, or shared living arrangements with strangers, in sex/gender-mixed fellow residents, with others 
who were also struggling with mental health and/or addiction issuesτwas a dominant theme in many accounts of 
ǇǎȅŎƘƛŀǘǊƛŎ ǎǳǊǾƛǾƻǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ό.ǊƻǿƴŜ ϧ /ƻǳǊǘƴŜȅΣ нллрΤ /ŀǊƭƛƴƎ ϧ ¢ŀƴȊƳŀƴΣ нллсΤ CƻǊŎƘǳƪΣ bŜƭǎƻƴΣϧ IŀƭƭΣ 
2006; Parkinson & Nelson, 2003; Tanzman, 1993; Warren & Bell, 2000).  
 
As Ontarian survivors described it in a qualitative study, they were afraid of loosing control of basic human rights 
due to their lack of quality housing (Forchuk, Ward-Griffin, Csiernik, & Turner, 2006). This fear can take different 
forms. For example, an Australian in-depth qualitative study of ten people with mental illness living in the 
ŎƻƳƳǳƴƛǘȅ ŦƻǳƴŘ ǘƘŀǘ ŦƻǳǊ ƻŦ ǘƘŜ ƎǊƻǳǇ άŘƛŘ ƴƻǘ ƘŀǾŜ ŜƛǘƘŜǊ ŀ ƭŜŀǎŜ ƻǊ ŀ ŎƻƴǘǊŀŎǘΣ ŀƴŘ ŜȄǇǊŜǎǎŜŘ ŦŜŜlings of 
ǇƻǿŜǊƭŜǎǎƴŜǎǎ ŀƴŘ ŦŜŀǊ ƻŦ ŜǾƛŎǘƛƻƴέ ό²ŀǊǊŜƴ ϧ .ŜƭƭΣ нлллύΦ  
 
Affordability 
Based on an extensive body of research, academics and policy makers have concluded that not having a large 
enough income acts as a major barrier to acquiring safe and comfortable housing for all disability groups, including 
people with mental illness.  Indeed, one study found this to be true for every housing market in the United States 
(Srebnik et al., 1995).  
 
People living with mental illness emphasize the importance of financial support in successful community living 
(Carling & Tanzman, 2006; Forchuk, Nelson, & Hall, 2006; Tanzman, 1993).  One study found that the people with 
mental illness were spending 50-80% of their income on rent, and thus concluded that poverty, as much as 



  

79 

 

anything else, was the major issue for people with mental illness (Carling, 1993; Lambert, Ricci, Harris, & Deane, 
1999).  
 
In regards to cost of housing, one participant in a study by Browne & Courtney (2005) on housing and support for 
people ǿƛǘƘ ǎŎƘƛȊƻǇƘǊŜƴƛŀ ǎŀƛŘΣ άL ŎŀƴΩǘ ŜǾŜƴ ōŜƎƛƴ ǘƻ ǘƘƛƴƪ Ƙƻǿ ƳǳŎƘ ƛǘ ŀŦŦŜŎǘǎ Ƴȅ ŦŜŜƭƛƴƎǎ ŀƴŘ ǘƘŀǘ ƛǘΩǎ ŜȄǘǊŜƳŜƭȅ 
ǎǘǊŜǎǎŦǳƭ ǘƻ Ǉŀȅ ǘƘŀǘ ǎƻǊǘ ƻŦ ǊŜƴǘΦέ  ¢ƘŜ ƻǘƘŜǊ ǇŀǊǘƛŎƛǇŀƴǘ ǎŀƛŘΣ άL ǿƻǳƭŘƴΩǘ ƳƛƴŘ ŀ ŦƭŀǘΣ ōǳǘ L ƪƴƻǿ L ŎŀƴΩǘ ŀŦŦƻǊŘ ŀ Ŧƭŀǘ 
ŦƻǊ ƳȅǎŜƭŦΦέ  !ŎŎƻǊŘƛng to the study by Rogers et al. (1994), both people living with mental illness and their families 
saw help with the rent deposit as one of the most important needs. 
 
Adequate income to pay for suitable housing is one of the four categories of resources identified in a Canadian 
study as being necessary to promote housing stability (the others being safeguarding human rights; access to 
service resources and personal support services; and social resources such as community and family support; 
Forchuk, Ward-Griffin, Sciernik, & Turner, 2006). As disability income programs across Canada and internationally 
provide incomes that are below the poverty line and fail to keep with the costs of living, few people with 
significant mental health challenges can access affordable housing (Forchuk et al., 2006).  
 
Affordability was linked to more than the material comforts or quality of housing, it also was essential to achieving 
independence. In one study, participants who lived on their own and paid high rents were afraid to lose their 
independence which would mean they would be forced to move into congregate housing (Warren & Bell, 2000). 
 
Privacy 
The importance of privacy is related to the emphasis placed on independent living; freedom from supervision by 
staff; and having access to private bedrooms, washrooms, and other living space (Warren & Bell, 2000).  
 
Social Opportunity 
While preferring to live independently, people with mental illness want to have services that emphasize social 
interaction and development of social networks, such as: peer support, family, friends, and drop-in centres. 
However, they expressed a need with help in developing friendships and getting along with others (Carling & 
Tanzman, 2006; Tanzman, 1993) and dealing with loneliness and isolation (Forchuk, Nelson, & Hall, 2006).  
 
A study by Parkinson & Nelson (2003) on the effects of a supported housing program found that this living setting 
helped people to establish new friendships; improve family relationships; and integrate in the community through 
ǾƻƭǳƴǘŜŜǊ ǿƻǊƪΣ ŜƳǇƭƻȅƳŜƴǘΣ ŜŘǳŎŀǘƛƻƴŀƭΣ ŀƴŘ ǊŜŎǊŜŀǘƛƻƴŀƭ ƛƴƛǘƛŀǘƛǾŜǎΤ άƛƴ ŎƻƳǇŀǊƛǎƻƴ ǘƻ ǘƘŜ ƛǎƻƭŀǘƛƻƴ ŜȄǇŜǊƛŜƴŎŜŘ 
ōŜŦƻǊŜƘŀƴŘΣ ǘƘŜǎŜ ƛƴŘƛǾƛŘǳŀƭǎ ŦŜŜƭ ƳƻǊŜ ƛƴǾƻƭǾŜŘ ŀƴŘ ŀŎǘƛǾŜΦέ 
 
Not simply the quantity, but also the quality of personal relationships have been shown to bloom in a quality living 
ŜƴǾƛǊƻƴƳŜƴǘΣ ǿƛǘƘ ǇŜƻǇƭŜ ŦƛƴŘƛƴƎ άŦǊƛŜƴŘǎƘƛǇǎ ǿŜǊŜ ƳƻǊŜ ǇƭŜƴǘƛŦǳƭΣ ƘŜŀƭǘƘȅΣ ǘǊǳǎǘƛƴƎΣ ǊŜŎƛǇǊƻŎŀƭΣ ŀƴŘ ƻŦ ǘƘŜƛǊ 
choice; and were recognized as long-ǘŜǊƳ ŀƴŘ ŘŜǇŜƴŘŀōƭŜ ǎǳǇǇƻǊǘΦ Lǎƻƭŀǘƛƻƴ ǿŀǎ ǊŜŘǳŎŜŘ ŦƻǊ ŀƭƭέ όtŀǊkinson & 
Nelson, 2003). 
The challenging balance in housing is between the potential source of social support, especially peer support, that 
Ŏŀƴ ŘŜǾŜƭƻǇ ƛƴ ƎǊƻǳǇ ƻǊ ŎƻƴƎǊŜƎŀǘŜ ƭƛǾƛƴƎ ǎƛǘǳŀǘƛƻƴǎΣ ǘƘŀǘ ƛǎ άŎƻƳƛƴƎ ƘƻƳŜ ǘƻ ǎƻƳŜƻƴŜΣέ ǿƛǘƘ ǘƘŜ ƴŜŜŘ ŦƻǊ ǇǊƛǾŀŎȅ 
anŘ ƛƴŘŜǇŜƴŘŜƴŎŜ ό.ǊƻǿƴŜ ϧ /ƻǳǊǘƴŜȅΣ нллрύΦ .ŜƛƴƎ ŀōƭŜ ǘƻ ǘŀƭƪ ǿƛǘƘ ƻǘƘŜǊǎ ƛƴ ƻƴŜΩǎ ƻǿƴ ƘƻƳŜ ǿŀǎ ŘŜǎŎǊƛōŜŘ ōȅ 
ǎƻƳŜ ƛƴŘƛǾƛŘǳŀƭǎ ŀǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ǿŀȅ ǘƻ άǎǘƻǇ ǘƘŜ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŦǊƻƳ ΨǘŀƪƛƴƎ ƻǾŜǊΩέ ό.ǊƻǿƴŜ ϧ /ƻǳǊǘƴŜȅΣ нллрύΦ   
 
Related to this importance of connection was the need to feel accepted and understood in the broader 
community. Discrimination and stigma are identified by people with mental illness as being one of the main 
barriers to their integration into the community, as well as in a psychological sŜƴǎŜ ƻŦ άōŜƭƻƴƎƛƴƎ ƛƴ ǘƘŜ 
ŎƻƳƳǳƴƛǘȅέ όDǳƭŎǳǊ Ŝǘ ŀƭΦΣ нллтύΦ 
 
As described by people with mental illness in an Australian qualitative study receiving acceptance and 
ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŦǊƻƳ ǘƘŜ ōǊƻŀŘŜǊ ŎƻƳƳǳƴƛǘȅ ǿŜǊŜ άƘƛƎƘ ǇǊƛƻǊƛǘƛŜǎέ ǿƛǘƘ ǇŜƻǇƭŜ ǇƭŀŎƛƴƎ άŀ ƘƛƎƘ value on others 
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ƘŀǾƛƴƎ ŀ ǇƻǎƛǘƛǾŜ ŀǘǘƛǘǳŘŜ ǘƻǿŀǊŘǎ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎέ ό.ǊƻǿƴŜ ϧ /ƻǳǊǘƴŜȅΣ нллрύΦ Lƴ ŀ ŘƛŦŦŜǊŜƴǘ !ǳǎǘǊŀƭƛŀƴ ǎǘǳŘȅΣ ƛǘ 
was precisely the concern that neighbours could identify them as being mentally ill because they lived in a 
congregate setting; that served as one of the key reasons people rejected this living situation, even though there 
were potential benefits of social support inside the house (Warren & Bell, 2000).  
 
IMPLICATIONS FOR HOUSING POLICY AND PROGRAMMING 
 
While research is clear ŀƴŘ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ ǾŀƭǳŜǎ ǘƘŀǘ ŀǊŜ ƘŜƭŘ ōȅ Ƴŀƴȅ ƛƴ ǎƻŎƛŜǘȅΣ ƛǘ ǊŜƳŀƛƴǎ ǘƘŀǘ άŀ ƳŀƧƻǊ 
challenge to mental health service programs is to move from a poster of rhetoric about choice and empowerment, 
to actually expanding the extent to which choices are available, including lessening outside constraints on choice 
ōȅ ǇǊƻŦŜǎǎƛƻƴŀƭǎέ ό{ǊŜōƴƛƪ et al., 1995). 
 
Suggested ways that individual case workers can act to promote choice include presenting their clients with the full 
range of options that exist (which may be limited); fostering decision making in the people they work with; and 
recognizing, valuing, and trusting the decisions that people make (Srebnik et al., 1995).  
 
In advocating for the importance of choice, the architects of the Housing First approach ƴƻǘŜŘ ǘƘŀǘ άƳƻŘŜƭǎ ǘƘŀǘ 
make housing contingent on relinquishment of control over daily living practices and preferences actually erode an 
ƛƳǇƻǊǘŀƴǘ ǘƻƻƭ ŦƻǊ ŎƻǇƛƴƎ ǿƛǘƘ ǘƘŜ ǾŜǊȅ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ǘƘŜȅ ŀǊŜ ƛƴǘŜƴŘŜŘ ǘƻ ǊŜŘǊŜǎǎέ όDǊŜŜƴǿƻƻŘ Ŝǘ ŀƭΦΣ нллрύΦ 
Increasingly, the importance of choice that has been demonstrated in housing research is becoming recognized in 
the whole of mental health services, not simply as a way to achieve positive clinical and social outcomes, but as an 
άŜǘƘƛŎŀƭ ƛƳǇŜǊŀǘƛǾŜέ ό5ǊŀƪŜ ϧ 5ŜŜgan, 2009).  
 
²ƘƛƭŜ ŎƘƻƛŎŜ Ƴŀȅ ōŜ ǘƘŜ ΨǊƛƎƘǘΩ ǘƘƛƴƎ ǘƻ ŘƻΣ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ΨƘŜŀƭǘƘȅ ŎƘƻƛŎŜΣΩ ƳƻǊŜ ƛƴǾŜǎǘƳŜƴǘǎ ŀǊŜ ǊŜǉǳƛǊŜŘ ƛƴǘƻ ǘƘŜ 
ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǎǳǇǇƻǊǘƛǾŜΣ ŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎ ƻǇǘƛƻƴǎ ŀǎ άǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ŎƻƴǎǳƳŜǊ ŎƘƻƛŎŜ Ŏŀƴ ƻƴƭȅ ōŜ Ǉǳǘ ƛƴǘƻ 
practice if theǊŜ ƛǎ ŀ ǊŀƴƎŜ ƻŦ ƘƻǳǎƛƴƎ ƻǇǘƛƻƴǎ ŀǾŀƛƭŀōƭŜ ǘƻ ŎŀǘŜǊ ŦƻǊ ǾŀǊȅƛƴƎ ƛƴŘƛǾƛŘǳŀƭ ƴŜŜŘǎέ όhΩ.ǊƛŜƴ Ŝǘ ŀƭΦΣ нллнύΦ  
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APPENDIX FIVE: BROADER CONSIDERATION IN HOUSING ς 
SOCIAL HOUSING, THE BROADER DETERMINANTS OF HEALTH, 
AND HUMAN RIGHTS 

CONTEXT 

 
In addition to considering models of housing and support that are dedicated to people living with mental illness 
and/or mental health problems

21
, it is important to consider the broader array of affordable housing programs 

across Canada to truly understand how we can move forward as a country to devise a real strategy for housing and 
mental health.  While there is no doubt that the continuum of housing and supports includes these dedicated 
models, the reality is that people with mental illness live in many different types of housing arrangements, as does 
any person in Canada.  These include:  

Á Owning a home. 

Á Living with parents or friends. 

Á Renting an apartment in the private market. 

Á Living in social housing (including public, non-profits and co-operatives, and other affordable housing 
initiatives). 

Á Living in dedicated housing
22

 όƛƴŎƭǳŘƛƴƎ ΨǎŎŀǘǘŜǊŜŘ ǎƛǘŜΩ ƘƻǳǎƛƴƎΣ ǿƘŜǊŜ ŀ ǊŜƴǘ ǎǳǇǇƭŜƳŜƴǘ ŜƴŀōƭŜǎ ǊŜƴǘŀƭ ƛƴ ǘƘŜ 
private rental market; dedicated buildings with self-contained apartments; dedicated homes with private or 
shared bedrooms) with a variety of housing and/or clinical supports ranging from low to high in intensity. 

 
The reality, too, is that there are also people who, due to lack of appropriate housing and support options, are 
living in hospitals, shelters, or inadequate and unsafe housing situations, and that this is having a devastating 
impact on their ability to move towards recovery.  While Canada has a long history of affordable housing, 
significant changes beginning in the mid-1980s have had a major impact on the availability of safe and 
appropriate housing in communities across the nation.  This has greatly limited the capacity of the housing 
system to meet the needs of all Canadians and, in particular, of vulnerable groups, including people living with 
mental illness.  This section of the report has been developed to:  

Á Explain the history and current status of social housing in Canada, 

Á 5ŜǎŎǊƛōŜ ƘƻǳǎƛƴƎΩǎ ǊƻƭŜ ƛƴ ƘŜŀƭǘƘ ŀƴŘ ǘƘŜ άŦƛǘέ ǿƛǘƘƛƴ ǘƘŜ ǎƻŎƛŀƭ ǇƻƭƛŎȅ ŎƻƴǘŜȄǘΣ 

Á Discuss housing as a basic human right and the implications this has for government, 

Á Review how other countries have addressed affordable housing needs, 

Á Provide information on the economic, social and personal costs that are incurred when the range of affordable 
ƘƻǳǎƛƴƎ ƛǎ ƛƴŀŘŜǉǳŀǘŜ ǘƻ ƳŜŜǘ ŎƻƳƳǳƴƛǘƛŜǎΩ ƴŜŜŘǎΣ ŀƴŘ 
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 LƴŎƭǳǎƛƻƴ ƻŦ ǘƘŜ ǘŜǊƳ άƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎέ Ƙŀǎ ōŜŜƴ ǳǎŜŘ ǎƛƴŎŜ Ƴŀƴȅ ǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ Ƴŀȅ ƴƻǘ ƘŀǾŜ ŀ 
diagnosis of mental illness per se (either through personal choice or due to circumstances such as lack of a psychiatrist to 
formally make a diagnosis).   
 
22

 Many dedicated housing options include social housing models ς for example, they may have rent supplements attached, 
they may be located in social housing units, and they may be provided in partnerships between mental health and affordable 
housing providers.    
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Á Summarize some considerations for policy and long-term strategies for affordable housing. 
 
The goal of this section is to provide relevant background information to root any future national strategy in 
good practices with respect to determinants of health, human rights, and relevant policy directions. 

METHODS 

 
Multiple activities have been undertaken to develop this section, including: 

Á Interviews with key contacts and government sources with a focus on mapping existing housing and mental 
health supports, together with existing policy frameworks relating to housing, mental health, poverty 
reduction, and prosperity promotion, 

Á A review of existing provincial/territorial, national, and international reports that discuss issues that impact 
affordable housing, policy directions that support affordable housing for people with special needs, and 
effective planning for affordable housing and people experiencing core housing need, 

Á A review of provincial, territorial and government websites on existing policies and practices related to 
affordable housing, 

Á A review of research related to better practices in fostering the creation of affordable housing, with a 
particular emphasis on social housing and people with special needs, and 

Á A review of publications issued by key organizations in Canada, including the Canada Mortgage and Housing 
Corporation, Statistics Canada, the Canadian Policy Research Networks, the Canada Housing and Renewal 
Association, the Wellesley Institute, the Caledon Institute of Social Policy, the National Council on Welfare, the 
Canadian Centre for Policy Alternatives, the National Housing Research Committee (CMHC), and the National 
Aboriginal Housing Organization, together with past work from the project lead organizations (the Canadian 
Council on Social Development and the Centre for Addiction and Mental Health).   

 
Key words used in searches included: affordable housing, social housing, public housing, mental health, mental 
illness, policy, social policy, core housing need, better practice, inclusionary housing, housing benefit, housing 
supplement, zoning, supportive housing, supported housing, green housing, determinants of health, income, 
human rights, health, and homeless. 

DEFINITIONS AND TERMINOLOGY 

 
Policy

23
 is about decisions that impact other decisions. Each level of policy impacts what is done at the level below 

it. 
 
Affordable housing ǊŜŦŜǊǎ ǘƻ ƘƻǳǎƛƴƎ ǘƘŀǘ ƛǎ ǇǊƻǾƛŘŜŘ ŀǘ ŀ ǇǊƛŎŜ ƻǊ ǊŜƴǘ ǎǳōǎǘŀƴǘƛŀƭƭȅ άōŜƭƻǿ-ƳŀǊƪŜǘέ ǘƘǊƻǳƎƘ ŀ 
subsidy or other intervention, and subject to enduring controls on affordability and occupancy.  It encompasses 
social housing typically provided through government assistance, and also affordable rental and ownership 
housing that might be provided by regulatory concessions or incentives. 
 
Social housing refers to all forms of publicly-assisted housing, including public housing, non-profit and co-operative 
hƻǳǎƛƴƎΣ ǎǳǇǇƻǊǘƛǾŜ ƘƻǳǎƛƴƎΣ ŀƴŘ ƳƻǊŜ ǊŜŎŜƴǘ άŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎέ ƛƴƛǘƛŀǘƛǾŜǎΦ  Lǘ ǎƘƻǳƭŘ ōŜ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ 
variations in the degree of targeting and tenant income levels across different social housing programs. 
 
Canada Mortgage and Housing Corporation (CMHC) ƛǎ /ŀƴŀŘŀΩǎ ƴŀǘƛƻƴŀƭ ƘƻǳǎƛƴƎ ŀƎŜƴŎȅΦ 9ǎǘŀōƭƛǎƘŜŘ ŀǎ ŀ 
government-ƻǿƴŜŘ ŎƻǊǇƻǊŀǘƛƻƴ ƛƴ мфпс ǘƻ ŀŘŘǊŜǎǎ /ŀƴŀŘŀΩǎ Ǉƻǎǘ-war housing shortage, the agency has grown 
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The National Housing Act is the federal 
ƎƻǾŜǊƴƳŜƴǘΩǎ ǇǊƛƴŎƛǇŀƭ ƭŜƎƛǎƭŀǘƛǾŜ 
instrument for implementation of 
housing policies. 

The dominant theme from 1945 until 
1964 was home ownership for every 
Canadian. 

into a major national institution.  CMHC provides mortgage loan insurance, mortgage-backed securities, housing 
policy and programs, and housing research. 
 
Core housing need (Canada Mortgage and Housing Corporation, n.d.):  The CMHC has been analyzing incomes and 
ƘƻǳǎƛƴƎ Ŏƻǎǘǎ ŦƻǊ Ƴŀƴȅ ȅŜŀǊǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ƭŜǾŜƭ ƻŦ άŎƻǊŜ ƴŜŜŘέΦ  ¢ƘŜ ŘŜŦƛƴƛǘƛƻƴ ƻŦ άŎƻǊŜ ƴŜŜŘέ ƛǎ ŎƻƳǇƭŜȄ ŀƴŘ 
involves three standards: acceptability, suitability, and affordability.  There are two steps considered to determine 
core housing need ς the first focuses on whether a dwelling meets the three standards: 

Á Adequate dwellings: This is a measure of housing condition to determine if the dwelling is safe, has basic 
plumbing, and is in a reasonable and habitable state of repair. 

Á Suitable dwellings:  National occupancy standards are used to determine if households have a sufficient 
number of bedrooms based on family composition (effectively a crowding measure). 

Á Affordable dwellings: This standard is based on a ratio of housing expenditures to total household income; a 
household paying more than 30% of its before-tax income for housing is considered in need. 

The second step determines whether households experiencing a problem in one or more of these areas have 
access to affordable alternatives in the same community. If not, they are considered to be in core housing need.  
 
Housing Income Limits (HILs): are determined for each province by CMHC in consultation with the respective 
province, based on market surveys and the application of the National Occupancy Standards.  HILs also vary by 
geographic location within a province. 
 
Inclusionary housing

24
 refers to a broad range of practices and policies directed at securing affordable housing in 

mixed-income projects through the development regulations and approval process.   
 
Supportive housing: supportive housing, in the broadest sense, is housing provided in conjunction with the 
support services necessary to live independently in the community. The level of support may vary, and supports 
may be provided on-site or off-site. Examples of services include housekeeping, life-skills counselling, substance 
abuse counselling, and mental health counselling.  For the purposes of this project, we have also used the term 
άƘƻǳǎƛƴƎ ǿƛǘƘ ǎǳǇǇƻǊǘǎΦέ 

HISTORY OF SOCIAL HOUSING 

 
The following is a summary of policy changes as outlined by the Atlantic Seniors Health Promotion Network (2004), 
with additional references as noted: 

Á Before 1935: There was very limited government intervention 
in housing in the first part of the century, with the exception 
of some housing for veterans of World War I, 334 public 
ƘƻǳǎƛƴƎ ǳƴƛǘǎ ōǳƛƭǘ ƛƴ ¢ƻǊƻƴǘƻ ƛƴ ǘƘŜ ƭŀǘŜ мфнлΩǎΣ ŀƴŘ 
assistance to residents following the Halifax explosion in 1917. 

Á 1935: The National Housing Act (NHA) stated that 
developing/implementing a policy of adequate housing should 
be seen as a social responsibility ς but the focus was on 
promoting housing development via the private sector, not 
though the public domain.  A driving force for the development of the NHA was the downturn of the economy 
in the 1930s.  Government involvement was seen as temporary rather than permanent. 
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In 1990, the Liberal Task Force on 
Housing (co-led by Paul Martin and Joe 
Fontana, Opposition MPs) released 
Finding Room: Solutions for the Future 
ǎǘŀǘƛƴƎ ǘƘŀǘ άǘhere is currently a vacuum 
ƛƴ ŦŜŘŜǊŀƭ ǇƻƭƛŎȅ ŀƴŘ ŘƛǊŜŎǘƛƻƴΧ hƴƭȅ ǘƘŜ 
national government has the financial 
resources to address the full dimensions 
of the needs in this country. Only the 
national government can put in place 
the framework for a Canadian housing 
ǇƻƭƛŎȅΦέ 

The 1964 National Housing Act affirmed 
the provincial role in public housing for 
the first time.  

Á 1940: The first crown corporation for housing, Wartime 
Housing Limited, was created to provide needed housing in 
urban centers.  Government became involved in the control of 
prices, wages, and rents in 1941 because of the extent to 
which prices (and rentals) had been increasing. 

Á 1944: The second NHA Act was passed, identifying a role for the federal government in stimulating home 
ownership (seen as an economic stimulus). 

Á 1949: CMHC was created and administered via the NHA.  At the same time, legislation was passed that 
affirmed the provincial role in housing through a federal-provincial partnership. 

Á 1960s: Increasingly, there was a social movement developing around the housing needs of people living on 
lower incomes. The NHA, as revised and passed in 1964, reflected this movement, simplifying the process by 
which provinces could secure funding for public housing (with the federal government assuming 75% of costs, 
and provinces and municipalities 25%) and firmly placing the responsibility for affordable, appropriate housing 
for people living with lower incomes or particular needs (such as seniors) within the purview of provincial 
governments. 

Á 1973: In response to a national task force on housing, an assessment of national housing policy or lack thereof 
(Dennis & Fish, 1972), and pressure from the NDP on the minority Liberal government for a social housing 
policy, amendments were made to the National Housing Act that introduced programs supporting home 
ownership and incentives for non-profit housing.  After 1973, the federal government directly funded new 
social housing projects through non-profit societies and housing corporations established by municipalities 

Á 1979: Federal/provincial cost-ǎƘŀǊƛƴƎ ǿŀǎ ǊŜǇƭŀŎŜŘ ōȅ ŀƴ ΨƛƴǘŜǊŜǎǘ ŘƛŦŦŜǊŜƴǘƛŀƭ ǎŎƘŜƳŜΩ ŀǘ ƭŜŀǎǘ ƛƴ ǇŀǊǘ ŘǳŜ ǘƻ 
rising interest rates, together with rising construction and land costs which had a profound impact on 
construction of public and private non-profit housing.   CMHC provided subsidies (equal to the difference 
between actual interest costs and a 2% interest cost) to municipal, provincial or private corporations or co-ops 
which were intended to stimulate private sector development of social housing.  

Á From the mid-1980s on, almost $2 billion was cut from federal housing programs.   

Á 1993: All federal funding for new social housing was ended. 
Concurrently, provincial and territorial spending on housing 
begins to decline ς in 1993/94 provincial-territorial housing 
spending stood at just under $2.1 billion annually ς within six 
years, this figure stood at just over $1.5 billion (Falvo, 2003). 

Á 1996: Paul Martin, Federal Finance Minister, announced in his 
budget the transfer of existing federal social housing programs 
to the provinces., excluding federally funded co-ops, but 
including all other social housing ς almost half a billion dollars 
was cut from federal, provincial and territorial housing 
budgets in the 1990s.   

Á 1998: TƘŜ ƳŀȅƻǊǎ ƻŦ /ŀƴŀŘŀΩǎ ƭŀǊƎŜǎǘ ŎƛǘƛŜǎ ŘŜŎƭŀǊŜ 
homelessness a national disaster (Canadian Mental Health 
Association, 2004). 

άCƛǊǎǘ and foremost, federal housing activity must shift from financing or insuring to meet a specified 
number of unit starts to planning for housing need, housing quality, the preservation of the existing 

stock, and the social implications of governmental housinƎ ŜŦŦƻǊǘǎΦέ 
(Dennis & Fish, 1972). 
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Á By 2000, Canada spent less on social housing compared to most western nations, excepting the United States.   

Á From 1995ς2010: about 96% of homes built have been on the ownership side, compared to 4% on the rental 
side ς in the previous 20 years (1975-1995), 75% were ownership and 25% rental (Cooper, 2009).   

 
Various governmental decisions limiting involvement over the last 25 years have culminated in a crisis in 
affordable housing across Canada (Falvo, 2003; Hulchanski 2003; Wellesley Institute, 2008; Sylvestre et al., 2008; 
daSilva et al., 2008; Mikkonen & Raphael, 2010) ς the depth of which is having a profound impact on the range of 
housing options available to people living with mental illness and/or mental health problems: 

Á One in 5 renter households pay over 50% of their income for rent ς ŀ ƳŜŀǎǳǊŜ ƻŦ άǎŜǊƛƻǳǎ ŀŦŦƻǊŘŀōƛƭƛǘȅέ ƛǎǎǳŜǎ 
that is used as a criterion for being at risk of homelessness (Cooper, 2009). 

Á Over the past 20 years, rents have risen well above the cost of living (Mikkonen & Raphael, 2010). 

Á Social housing waiting lists continue to grow. 

Á Vacancy rates continue to decrease. 

Á Existing social housing is aging, and much of it requires major capital investment.  A series of studies have 
found that the capital reserves of these building are seriously under-funded (Cooper, 2009). 

AFFORDABLE HOUSING TODAY 

 
Existing affordable housing is facilitated primarily through some level of government funding.  There are a number 
of ways in which government is involved in affordable housing (Cooper, 2009): 

Á Government-provided financial assistance to make housing development affordable, including capital grants, 
mortgage subsidies, tax incentives/write-offs, or other financing mechanisms. 

Á Rent supplements for some of the units.  Rent supplements address the gap between the private market 
rental rate and what a person can afford.  There is great variation in the ways in which rent supplements are 
calculated (i.e., what is an appropriate level of funding to reflect the actual private market rental rate, 
required maintenance and operating costs). 

Á Funding for long-term capital replacement reserve contribution. 
 
While the types of housing programs available to renters or owners vary by province and territory, there are 
typically the following categories of programs:  

Á Social housing, which provides a variety of rent geared to income options: 

1. Public housing ς this may be focused broadly on people living on lower incomes, but the 
housing may also be designated for specific populations within this group, such as seniors 
or families. 

2. Non-profit housing ς where the public housing is delivered via not-for-profit agencies. 
3. Co-operative housing ς housing that is member-owned and directed, and in which rent is 

geared to income for 25-75% of tenants. 

Á wŜƴǘ ǎǳǇǇƭŜƳŜƴǘ ǇǊƻƎǊŀƳǎ ǘƘŀǘ ǎǳōǎƛŘƛȊŜ ŀ ǇŜǊǎƻƴΩǎ ǊŜƴǘ ǘƻ ǇǊƛǾŀǘŜ ƳŀǊƪŜǘ ƭŜǾŜƭǎΦ 

Á Programs that promote/facilitate home ownership. 

Á Programs that promote/facilitate renovation of existing dwellings. 
Adequate social housing stock is central to ensuring that there is adequate, suitable and affordable housing 
dedicated for people living with mental illness. In many provinces and territories, social housing units and rent 
supplements are the primary ways that governments provide housing options for people living with mental illness, 
with supports provided via regional health authorities or non-profit organizations.   
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FEDERAL PROGRAMS AND INITIATIVES 
 
The following provides a brief overview of different types of affordable housing programs and initiatives at a 
federal level: 
 

Source: modified from daSilva et al. (2008). 
 
Social/Public Housing Programs 
Following devolution of social housing to the provinces in 1996/97, each province and territory entered into a 
bilateral agreement with the federal government to administer and manage the existing social housing programs

25
.  

Annual federal subsidies are paid to the province or territory, and the agreements identify that these subsidies will 
extend into the 2030s; however, they are frozen at 1995/1996 levels.  Coupled with the declining values of the 
subsidies, the existing stock is aging, which means that the costs of ongoing maintenance are increasing every 
year. 
 
Affordable Housing Agreement Programs  
In 2001, the federal government and the provinces and territories signed an Affordable Housing Framework. The 
federal government committed to increasing the supply of housing and preserving existing affordable housing, and 
each province designed its own programs to deliver the funding.  There is a 50-50 matching agreement, whereby 
the province and its partners must match the funds contributed by the federal government.  Federal funding is for 
capital only ς there are no ongoing housing subsidies (including rent supplements) available.    
 
Federal Homelessness Partnering Strategy 
The first iteration of the Homelessness Partnering Strategy (HPS) was created in 1999 as the Supportive 
Community Partnership Initiative (SCPI), part of the National Homelessness Initiative.  Announced in December 
2006, the HPS was formed to: 

Á .ǳƛƭŘ ŀƴŘ ƛƳǇǊƻǾŜ ǳǇƻƴ ǘƘŜ bŀǘƛƻƴŀƭ IƻƳŜƭŜǎǎƴŜǎǎ LƴƛǘƛŀǘƛǾŜ ōȅ ŦƻŎǳǎƛƴƎ ƻƴ ŀ άIƻǳǎƛƴƎ-ŦƛǊǎǘέ ŀǇǇǊƻŀŎƘ ǘƻ 
homelessness. 
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 The exception is Prince Edward Island, where responsibility still rests with the federal government, via the Canada Mortgage 
and Housing Corporation).  

 
Program Area      

Policy Issue 

Affordable Housing Agreement Programs Affordable Housing 

Residential Rehabilitation Programs Sustainable, safe and secure housing 
Universal/accessible/flexible design 

Energy Efficiency Programs Sustainable housing 

Social/Public Housing Programs Affordable, safe and secure housing, community 
supports 

 Universal/accessible/flexible 
design/aging in place features 

Supportive Housing Programs 
 

In-home and community  
Universal/ accessible/ flexible 
design 
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Federal funding has been extended for 
each of the Affordable Housing, 
Residential Rehabilitation Assistance, 
and Homelessness Partnering Strategy 
Programs until March 31, 2011. 

In the Atlantic provinces, a low of 7.9% 
of the population in Newfoundland to a 
high of 9.7% of the population in New 
Brunswick lived in housing in need of 
major repairs, according to Statistics 
Canada 2006 Census data.  

Á Encourage community partnerships to bring together 
provincial/territorial social services to help homeless individuals 
attain self-sufficiency. 

Á Increase the knowledge base about homelessness. 
 
 The HPS provides capital grants to community-based organizations, 
and is overseen by the federal department of Human Resources and 
Skills Development Canada (HRSDC).  Organizations may be in the private or not- for-profit sectors, and provide a 
range of services and programs that are intended to promote independence ς in general, provincial governments 
assist in funding ongoing support services.  Target populations may include people with mental illness and/or 
substance use issues.  As noted, the HPS provides grants, not ongoing, permanent funding.  Organizations receiving 
funding through the HPS, or previously, through SCPI, have generally received funding on a one- to three-year 
basis, with renewals possible shortly before the end date of each granting period.  At the current time, funding has 
been extended until March 2011.  HPS is divided into four components

26
: 

Á Designated Communities: Communities identified as having a significant homelessness problem are able to 
access funding, which must be matched by other sources (similar to the previous SCPI model). 

Á Outreach Communities: Smaller cities, rural and outlying areas, including areas in the North, can access 
funding for specific projects that address homelessness. 

Á Aboriginal Communities:  Partnerships achieved under this component work to address specific issues relevant 
to the Aboriginal community. 

Á Federal Horizontal Pilot Projects: This component pulls together the various federal departments, such as 
Health Canada, the Department of Justice, Citizenship and Immigration, and Indian and Northern Affairs to 
address a variety of issues that may lead to homelessness. 

 
In addition, there are knowledge exchange and information system initiatives in place to support the HPS. 
 
Residential Rehabilitation Assistance Programs 
These programs, administered by the Canada Mortgage and 
Housing Corporation, focus on preserving existing housing occupied 
by low-income households and modifying homes so that low-
income seniors (typically aged 65 and over) and persons with 
disabilities can live independently in housing that meets minimum 
health and safety standards.  Again, provinces and territories enter 
into a cost-sharing agreement with the federal government.  
Generally speaking, provinces and territories deliver the programs, although there are exceptions, such as PEI, 
where the CMHC delivers the federal RRAP programs.  The RRAPs have been in existence in some form since 1973.  
At this point in time, funding is available for only two components (Homeowner RRAP and Disabilities RRAP)

27
.   

 
Lack of long-term federal commitment to funding (funding is slated to expire in March 2011), the increasing cost of 
materials and labour, and low program income ceilings are commonly identified as issues with the RRAPs.   
 
Energy Efficiency Programs 
Statistics Canada, in its Survey of Household Spending, reports that median household spending on water, fuel, 
and electricity grew by 55% from 1997 to 2006 ς much faster than the increase in accommodation costs for 
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owners or renters, and more than double the rate of inflation.  The Low Income Energy Network reports that the 
high cost of energy is the second leading cause of evictions among renters in Ontario (Wellesley Institute, 2008). 
 
These provincial programs are focused on making homes more energy-efficient and encouraging energy 
conservation, thereby helping households to reduce energy costs and save money.  In addition, CMHC offers a 10% 
refund on its mortgage loan insurance premium when a borrower buys or builds an energy-efficient home. To 
ǉǳŀƭƛŦȅ ŦƻǊ ǘƘƛǎ ǊŜŦǳƴŘΣ ǘƘŜ ƘƻƳŜΩǎ ŜƴŜǊƎȅ ŜŦŦƛŎƛŜƴŎȅ Ƴǳǎǘ ŜƛǘƘŜǊ ōŜ ǊŀǘŜŘ ǳǎƛƴƎ ǘƘŜ 9ƴŜǊDǳƛŘŜ ǊŀǘƛƴƎ ǎȅǎǘŜƳΣ ƻǊ ōŜ 
R-2000 certified and meet certain minimum requirements.   
Supportive Living Programs 
These programs facilitate the pǊƻǾƛǎƛƻƴ ƻŦ ǿƘŀǘ ƛǎ ŎƻƳƳƻƴƭȅ ǘŜǊƳŜŘ άǎǳǇǇƻǊǘƛǾŜ ƘƻǳǎƛƴƎέ ƛƴ ǘƘŜ ǎƻŎƛŀƭ ƘƻǳǎƛƴƎ 
sector - housing that incorporates support services that promote independence and life skills. 

Á Services can be provided through a combination of on-site and off-site arrangements. 

Á Programs can be developed by the for-profit, the not for-profit, or the public sector, or by collaborative efforts 
among these sectors. 

Á Types of housing may be rental, leasehold, condominium, and life lease. 

Á Different programs focus on different populations ς for example, seniors, people living with mental illness, or 
people who are homeless. 

 
Lƴ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǊŜŀƭƳΣ ǿŜ ǎƻƳŜǘƛƳŜǎ ŘƛŦŦŜǊŜƴǘƛŀǘŜ ōŜǘǿŜŜƴ άǎǳǇǇƻǊǘŜŘέ όǿƘŜǊŜ ǎǳǇǇƻǊǘǎ ƻŦŦŜǊŜŘ ŀǊŜ ƴƻǘ ǘƛŜŘ 
to a specific dwelling, but to an individual who haǎ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎύ ǾŜǊǎǳǎ άǎǳǇǇƻǊǘƛǾŜέ ƘƻǳǎƛƴƎ όǿƘŜǊŜ ǎǳǇǇƻǊǘǎ ŀǊŜ 
linked to a specific dwelling and these dwellings are made available specifically to people with mental illness). 
 
THE RANGE OF AFFORDABLE HOUSING STRATEGIES 
 
The overarching goal of social housing policy is to help low- and moderate-income households to obtain 
acceptable housing at a price they can afford (Pomeroy, 2001; Policy Research Initiative, 2005).  Pomeroy discusses 
different approaches to this goal: 
 
Supply measures: reducing or subsidizing the construction cost of housing so that it is more affordable.  Usually 
involves measures related to increasing production of housing.  Strategies include: 

Á Direct support for public/non-profit production. 

Á Incentives for private rental unit development. 

Á Creating a level playing field for rental development. 

Á Reducing development costs. 

Á Encouraging lower cost forms of development ς single-room occupancy, secondary suites. 

Á Shifting patterns of ownership (facilitating non-profit ownership). 
 

 
  
Demand-ǎƛŘŜ ƳŜŀǎǳǊŜǎΥ ƛƴŎǊŜŀǎƛƴƎ ŀ ƘƻǳǎŜƘƻƭŘΩǎ ŀōƛƭƛǘȅ ǘƻ Ǉŀȅ ōȅ ƛƴŎǊŜŀǎƛƴƎκ ǎǳǇǇƭŜƳŜƴǘƛƴƎ ƛƴŎƻƳŜ.  Strategies 
include: 

ά²ƘƛƭŜ ǎǳǇǇƭȅ ŀǇǇǊƻŀŎƘŜǎ Ŏŀƴ Ǉƭŀȅ ŀƴ ƛƳǇƻǊǘŀƴǘ ǊƻƭŜ ƛƴ ƳƻŘŜǊŀǘƛƴƎ ǘƘŜ ƳŀǊƪŜǘ ǇǊŜǎǎǳǊŜǎ ǘƘŀǘ ŜȄŀŎŜǊōŀǘŜ 
affordability problems, supply initiatives cannot be implemented on a sufficient scale to tackle the large 
backlog of these problems. Some form of rental ŀǎǎƛǎǘŀƴŎŜ ƛǎ ƴŜŎŜǎǎŀǊȅ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ŀŦŦƻǊŘŀōƛƭƛǘȅ ƎŀǇΦέ 

Pomeroy (2001) 
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Á Rent supplements. 

Á Shelter allowances. 

Á Reform of welfare shelter benefits. 
 
As evidenced in Appendix 7 (Provincial and Territorial Maps of Housing and Supports), these two approaches are 
not mutually exclusive. 
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Pomeroy also describes a third approach, involving influencing the price of existing rental housing through rent controls, diverting demand from the rental 
sector (i.e., through facilitating home ownership options) and securing private, for-profit stock and transferring ownership to not-for-profit owners.  Table 1 
provides a summary of the types of strategies Canada has used, together with the advantages and disadvantages of various approaches. 

Table 1. Comparison of Supply and Demand-Side Measures in Affordable Housing Strategies 

Strategy Description Advantages Disadvantages 

Supply Measures   

Public/non-profit  production  
Á Predominant program response in Canada through postwar period. 
Á Public or not-for-profit owner/operator with a specific mandate to operate 

housing for low-income households ς Ŏŀƴ ōŜ άŦǳƭƭȅ ǘŀǊƎŜǘŜŘέ όмлл҈ ƭƻǿ-
ƛƴŎƻƳŜ ƘƻǳǎŜƘƻƭŘǎύ ƻǊ άƳƛȄŜŘ ƛƴŎƻƳŜέ όǎƻƳŜ ǳƴƛǘǎ ŀǊŜ ǊŜƴǘŜŘ ŀǘ ƳŀǊƪŜt 
rates, others are subsidized). 
Á Mixed income generally preferable ς avoids concentration of very poor 

households and contributed to stereotyping. 
Á Some form of subsidy, either as a capital, grant, favourable mortgage rate, or 

ongoing subsidy, so that the rents charged to tenants are affordable ς the 
operating agreement between the provider and the government is signed. 
Á ¢Ŝƴŀƴǘǎ ŀǊŜ ŎƘŀǊƎŜŘ άwŜƴǘ DŜŀǊŜŘ ǘƻ LƴŎƻƳŜέ όwDLύ ς generally 30% of 

income. 
Á Any ongoing subsidy usually matches the amortization period of the 

mortgage ς assumes rents will cover operating costs after subsidy ceases. 
 
Variations on a theme to lower program cost 
Á Non-profit organization develops housing at market level than receives rent 

supplement assistance ς demand side measure ς to address affordability. 
Á Assist non-profit organization to buy existing private rental housing ς ŘƻŜǎƴΩǘ 

create new supply, but does address affordability issues. 

 
Á Creates a permanent stock of units specifically 

to serve lower income households ς some 
assurance that rents will be affordable over 
the long-term. 
Á Long-term investment in a permanent asset. 
Á Addresses supply issues and affordability 

within one program ς may be why costs are 
high. 
Á Responds directly to low levels of production 
ς can moderate the inflated rents when 
supply is low. 
Á Units can be designed to meet particular 

needs (i.e., physically accessible). 
Á New supply funding can be geographically 

targeted to markets with acute supply 
problems. 

 
Á New construction costs and the 

associated subsidy costs tend to be 
quite high on a per unit basis.  
Á Generally involve long-term (35-

year) subsidy commitments - with 
new commitments come 
ΨŜȄǇƻƴŜƴǘƛŀƭΩ ƛƴŎǊŜŀǎŜǎ ƛƴ ǎǳōǎƛŘȅ 
cost. 
Á Revenues are low at rent-geared-

to-income rents ς income mixing 
improves viability and lowers the 
capital grant requirement. 
Á At their peak, non-profit programs 

produced 25,000 ς 30,000 units 
annually ςincremental new supply 
ǇǊƻƎǊŀƳǎ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ŎŀǇŀŎƛǘȅ 
to address the need (e.g., 590,000 
households who spend 50% of 
income ore more on housing). 

Incentives for private rental development 
Á Have been used in the past, including providing grant or interest-free loan to 

a developer in return for modestly designed units (assuming they will rent for 
less money) as well as temporary tax measures. 
Á LƴǘŜƴǘƛƻƴ ƛǎ ŦƻǊ ǘƘŜǎŜ ǇǊƻƎǊŀƳǎ ǘƻ ǊŜǇƭŀŎŜ ǎƻƳŜ ǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ƻǿƴŜǊΩǎ ƻǿƴ 

equity with government funds without impacting rental revenue ς makes 
development more attractive. 
Á Given the lower rate of return expected for modest rental housing, significant 

 
Á Provides new rental stock supply ς has a 

trickle down effect for lower-income 
households. 
Á Depending on the development economics in 

a particular city, stimulus measures leverage 
private investment and will cost less than 
assisting non-profit development (because 

 
Á Stimulus measures have been 

controversial ς may disrupt market 
equilibrium. 
Á Does not create permanent 

affordable housing. 
Á Permanent ς once operating 

agreements around conditions and 
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Strategy Description Advantages Disadvantages 

capital grant or interest-free deferred loan would be needed to make this 
option appealing (estimated in excess of $15,000 to $20,000 per unit in 
2001). 

they generally have little to no equity to 
invest). 

 

targeting expire, units are no 
longer affordable housing. 
Á No long term public asset created 

through government investment. 
 

Creating a level playing field for rental development rate of return on rental 
investment is impacted by tax treatment. For example: rent not charged on GST 
but still must be paid for supplies and services (cannot claim input tax credits 
against GST paid) ς there is a partial rebate for new rental construction and 
substantial rental renovations; small rental investors are not considered small 
businesses so are not eligible for the lower tax rate on first portion of income; 
ΨǇƻƻƭƛƴƎΩ ǇǊƻǾƛǎƛƻƴǎ ŜƭƛƳƛƴŀǘŜŘ 
ΨtƻƻƭƛƴƎΩ ǇǊƻǾƛǎƛƻƴǎ ς tax reform in 1972 terminated the practice of pooling 
rental properties to defer recapture of depreciation (difference between sale 
price and the depreciated value of the building) upon the sale of a property.  It 
ǳǎŜŘ ǘƻ ōŜ ǘƘŀǘ ƛƴǾŜǎǘƻǊǎ ŎƻǳƭŘ ΨǇƻƻƭΩ ǊŜŎŀǇǘǳǊŜŘ ŘŜǇǊŜŎƛŀǘƛƻƴ ǿƛǘƘ ǘƘŜ 
undepreciated value of other buildings, effectively deferring paying income 
ǘŀȄŜǎΦ LƳǇƻǊǘŀƴǘƭȅΣ ǘƘŜ ƭƻǎǎ ƻŦ ΨǇƻƻƭƛƴƎΩ ǇǊƻǾƛǎƛƻƴǎ Ƴŀȅ ŀŎǘǳŀƭƭȅ ŎƻƴǘǊƛōǳǘŜ ǘƻ 
building demolition (i.e., it is sometimes more beneficial from a tax perspective 
to demolish the building to avoid the recapture of depreciation). 

Á Could correct inefficiencies in tax treatment. 
Á May improve after-tax feasibility for new 

production and stimulate new construction. 
Á Most tax measures would apply only to 

private developers. However, any reduction in 
GST also would benefit non-profit providers. 

Á Resistance from federal finance 
officials to implement tax changes. 
Á These measures have a direct 

impact upon the production of 
affordable housing but may 
stimulate market rent 
development at higher rent 
ranges. 

Reducing development costs 
Á Land costs, labour and material costs all contribute to the relatively high cost 

of producing new housing in Canada ς Total development costs are also 
increasing due to taxes and fees on development. 
Á At the time of the review (2001), new rental housing  in an urban centre cost 

$65,000 to $105,000 for one-bedroom apartments and $90,000 to $160,000 
for three-bedroom family units ς Ŏƻǎǘǎ ƛƴ ǘƻŘŀȅΩǎ ŜŎƻƴƻƳȅ ŀǊŜ ƭƛƪŜƭȅ 
substantively more 
Á Land costs equate to 15-30% of costs ς condominium markets have driven up 

land costs.  Land is zoned based on use (e.g., residential) and density (units 
per hectare or as a ratio of the total site area) ς legislation from provinces 
could empower municipalities to bonus densities for rental development (i.e., 
allow for higher density for rental development compared to condo 
development). 
Á The significant growth of the construction industry during strong economic 

times has driven up costs of labour and materials: affordable housing 

 
Á Lowering land costs and development charges 

have major impact in reducing costs and 
encourage private development and new 
supply. 
Á Waiving development fees for certain types of 

housing encourages residential development 
in the core and helps to narrow the cost gap 
for non-profit organizations. 

 

 
Á Cost-reducing approaches on their 
ƻǿƴ ǎǘƛƭƭ ǿƻƴΩǘ ŎǊŜŀte housing at 
affordable rents without some 
level of subsidy. 
Á Requiring municipalities to lower 

or remove development costs 
eliminates municipal revenue 
while the province and federal 
government gain income tax 
revenues from the construction 
labour and ongoing operations (if 
for-profit). 
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strategies can incorporate assistance to reflect the market. 
Á GST, as well as harmonized sales taxes where they exist, have also 

contributed to increasing costs. 

Encouraging lower cost forms of development 
Options include secondary suites in single detached homes (often done without 
approval or conformance with existing building regulations) and small unit or 
ΨǎƛƴƎƭŜ ǊƻƻƳ ƻŎŎǳǇŀƴŎȅΩ ŀŎŎƻƳƳƻŘŀǘƛƻƴ. 
 
Secondary suites: often created in basements, subdividing upper floors, or 
conversion of garage; home is usually owner occupied ς main concern from 
municipalities is health and safety  

Á Some municipalities have legalized secondary suites, and there are some 
examples of provincial or territorial programs which provide some financial 
support to create the suites 

 
SRO approach: development of very small bed-sitting rooms (often 150-300 
square feet compared to 350-400 square feet in a typical bachelor) 
Á When well-designed, they can provide cost-effective options for urban singles 
Á Development and construction costs may be as much as 40-50% less than 

construction of one-bedroom units 

 
Á Significant cost advantages. 
Á Effectively augment more traditional building 

forms. 
Á Stretch subsidies further (i.e., per unit costs 

are lower. 

 
Á Regulatory barriers and 

neighbourhood resistance may 
limit opportunities. 
Á SROs that currently exist are 

usually older hotels that have 
transitioned into a form of 
affordable housing ς they are 
often in ill-repair, and people do 
not have access to the supports 
they need.  British Columbia 
provides an interesting example in 
terms of how existing SRO hotels 
have been purchased by the 
province and renovated.  Ensuring 
health and safety of the units, 
together with making appropriate 
supports available, is crucial. 

 

Shifting patterns of ownership and facilitating 
not-for-profit ownership 
Á Non-profit housing sector tends to focus on new building where costs are 

high to create stock, consequently creating the need for higher levels of 
subsidies 
Á Acquisition of existing rental stock is not often used as a strategy because: 

buildings often in serious disrepair with costs to renovate sometimes 
outpacing what it would cost to build; social housing funding programs 
required all tenants to be in core housing need, with incomes below specified 
thresholds (i.e., problematic to acquire buildings that already were occupied 
with some tenants not in core need, as this would require evictions). 
Á Far more multiple unit rental properties are sold each year than the number 

of non-profit units that were constructed by the programs of the early 1990s: 
while not all rental properties will be appropriate, some may be ς income and 

 
 

Á Relative cost-effectiveness compared to new 
construction. 

Á Decreases likelihood of NIMBY (not in my 
backyard) because properties already exist. 

Á Purchase by non-profit organizations can 
preserve and potentially expand the 
remaining stock of housing that is relatively 
affordable to lower income households.  

Á Access to lower-income households would be 
improved as they no longer would be 
competing against ΨōŜǘǘŜǊΩ ƘƛƎƘŜǊ-income 
tenants. 

 
 

Á Reluctance of non-profit sector. 

Á Acquisition option is limited by the 
availability and quality of 
properties on the market ς 
requires careful selection and 
assessment. 

Á Well suited for market downturns 
but the strong economy, low 
vacancy rates and high rents have 
driven up prices. 
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Strategy Description Advantages Disadvantages 

capital tax incentives can also be provided to private landlords where they 
sell to non-profit providers. 
Á Currently, private landlords tend to sell to private landlords ς these landlords 

upgrade the buildings with the intention of increasing rental cash flow, 
further increasing rents and decreasing affordability in the private market. 
Á Subsidy would be required - ideally a capital grant to facilitate down payment 
ς total cost per units is still 40-50% less than building new so the same total 
grant can secure more units than building new. 
Á Can incorporate opportunities for lower-income households gradually to 

become homeowners ς requires counselling and ongoing mentorship, and 
assistance with down payment. 

Á Acquisition with existing tenants remaining 
can effectively facilitate a mixing of income 
without added cost (since market rents cover 
breakeven rent). 

Á Homeownership and scattered rental 
portfolios offer options to access existing 
rehabilitation programs to upgrade dwellings. 

Demand Side Measures   

Rent Supplement 
Á Agreement between public funding agency and landlord where landlord 

provides rental units for low-income tenants on specified terms 
Á ¢ŜƴŀƴǘΩǎ out-of-pocket rent based on rent-geared-to-income basis (generally 

30% or less of income). 
Á !ƎǊŜŜƳŜƴǘ ƳŀƪŜǎ ǳǇ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ ōŜǘǿŜŜƴ ǘƘŜ ǘŜƴŀƴǘΩǎ άwDLέ ǊŜƴǘ ŀƴŘ 

actual market rent ς often includes an inflationary index to allow market rent 
ǘƻ ƛƴŎǊŜŀǎŜ ŀƴƴǳŀƭƭȅ όōǳǘ ƭŜŀǾƛƴƎ ǘƘŜ ǘŜƴŀƴǘΩǎ wDL ǇƻǊǘƛƻƴ ǎǘŀōƭŜΤ ƛΦŜΦΣ ŘǊƛǾŜǎ 
up the cost of the subsidy). 
Á Requires interest of private landlords ς often a poor history of success. 
Á Initial terms for agreements in the 1970s were for 15 years ς more generally 

now on a 3-5 year term. 
Á Rent supplement programs can also be used in non-profit projects ς older 
ǇǊƻƧŜŎǘǎ ǿŜǊŜƴΩǘ ƴŜŎŜǎǎŀǊƛƭȅ wDL ōŀǎŜŘ ōǳǘ ƛƴŎƭǳŘŜŘ ǳƴƛǘǎ ǿƛǘƘ ǊŜƴǘǎ ǎƭƛƎƘǘƭȅ 
below market levels (facilitated by capital grants or good mortgage rates) ς 
allocating rent supplements to these units can then facilitate RGI rents for 
very low income households. 
Á Combining rent market supplements with acquisition of property is another 

strategy. 

 
Á Addresses affordability issues. 
Á Agreement is specific to contracted units so 

condition/quality can be monitored. 
Á More cost-effective to stack rent supplements 

on non-profit housing. 

 
Á Does not address lack of supply. 
Á Depends on willing landlords and 

available units. 
Á When vacancy levels are low, 

private landlords can fill 
apartments with private market 
tenants. 
Á Administrative requirements can 

be seen as deterrents by private 
landlords. 
Á If private landlords choose not to 

renew agreements, can create 
issues for existing tenants. 

Shelter Allowance 
Á Direct payments to tenants so that they can secure housing in the private 

market. 
Á Assistance is formula-based ς takes into account both income and market 

rent for the unit. 

Á Directly addresses affordability issues. 
Á Can be broad-based or rationed. 
Á Funding formula can allow for targeting and 

varying levels of assistance to reflect different 
target groups and markets. 

Á Potential higher number of 
applicants and higher levels of 
total expenditure 
Á Does not address low levels of 

supply  
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Á Setting maximum levels of assistance (maximum rent level) can limit 
overconsumption and manage overall budget. 
Á Costs can be reduced by restricting potential client groups, phasing in 

benefits, or using lower levels of benefit. 
 
 

Á In contrast to rent supplements and all supply 
measures, all tenants who are in need and 
eligible for assistance potentially can receive it 
ς there are no waiting lists. 
Á Used in combination with non-profit supply, 

stacked shelter allowance reduces cost 
challenges in generating non-profit supply. 

Á Subsidy costs are impacted by 
inflated rents 
Á Does not create a long-term asset 
 

Reform of welfare shelter benefits ς A transitional 
shelter allowance 
Á Roughly half of core need households and households with severe 

affordability issues are social assistance recipients. 
Á Benefits generally include a shelter component that is not related to actual 

rental costs or indexed to the cost of living ς issue has been exacerbated by 
increasing rental costs. 
Á Most provinces and territories have educational and employment initiatives 
ŦƻǊ ǇŜƻǇƭŜ ƻƴ ǎƻŎƛŀƭ ŀǎǎƛǎǘŀƴŎŜΣ ōǳǘ ƘŀǾŜƴΩǘ ǊŜŎƻƎƴƛȊŜŘ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ 
stable and affordable housing in people making gains in employment and 
education. 
Á Most social assistance programs discourage work because people lose their 

shelter benefit when they leave welfare. 
Á Transitional shelter allowances delink shelter from ongoing benefits. 
Transitional shelter allowances act as an ongoing support for people who leave 
welfare for work, but require a modest allowance to maintain affordable 
housing. 

Á People are less at risk of losing their housing 
when moving off welfare into work. 
Á The costs of this transitional initiative would 

be significantly lower than ongoing full 
welfare benefits. 
Á The shelter allowance formula is based on 

actual rent and earned income and benefits 
educe as income increases. 

Á Over time, more households may 
remain on assistance and costs 
could expand ς unlike welfare, 
which tends to be more 
intermittent and transitional. 
Á Implementing this approach 

requires significant commitment to 
welfare reform. 
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CURRENT TRENDS AND ISSUES IN AFFORDABLE HOUSING 

 
GROWING AFFORDABILITY GAP 
 
Across Canada, the number of households spending more than 30% of their income on shelter grew by 17% from 
1991 to 2001 to include almost 1.5 million households.  Of these 1.5 million households, 590,100 were paying 50% 
or more of their income for shelter. Average shelter cost-to-income ratios for these households were 67% 
(Canadian Mortgage and Housing Corporation, 2004).  Ontario posted the biggest growth in core housing need 
among the provinces and territories, with a 47% increase from 1991 to 2001, for a total of almost 600,000 
ƘƻǳǎŜƘƻƭŘǎ ƛƴ нллм ό²ŜƭƭŜǎƭŜȅ LƴǎǘƛǘǳǘŜΣ нллуύΦ  {ƛƳƛƭŀǊ ǘǊŜƴŘǎ ǿŜǊŜ ƻōǎŜǊǾŜŘ ƛƴ ƘƻƳŜƻǿƴŜǊǎΩ ǊŀǘŜǎ ƻŦ ǎƘŜƭǘŜǊ 
spending (Ontario Non-Profit Housing Association & Co-operative Housing Federation of Canada Ontario Region, 
2009).    
 
Renters have, on average, household incomes that are half those of owners.  Between 1997 and 2005, housing 
spending by the average tenant household grew by 21%, while the average tenant household income grew by only 
about half of that (12%; Wellesley Institute, 2008).  For example:  

Á Prince Edward Island: Housing spending up 25%; incomes up 6%. 

Á Ontario: Housing costs up 17%; income up 4%. 

Á Saskatchewan: Housing spending up 24%, income up 3%. 

Á Alberta renters saw the single biggest increase in spending on rental housing for the median household, at 
32%, while the median renter in Ontario faced the largest annual housing bill, at $8,395.  

 
While there have been significant increases in shelter-to-income 
ratios, the proportion of Canadian households in core housing need 
declined from 15.6% to 12.7% between 1996 and 2006 (Canadian 
Mortgage and Housing Corporation, 2009).  A subset of households 
in core housing need are those that spend more than 50% of their 
household income on shelter ς 5.3% of all households (573,000) 
were deemed to have these serious affordability problems in 2001.  
While this was less than in 1996, it was still an increase from the 
1991 rate of 4.7%.  These households are considered to be at higher 
risk for homelessness and d, on average, close to $4,800 in before-
tax income remaining after paying shelter costs in 2001, compared 
to the $9,700 averaged by households in core housing need and the 
$52,000 averaged by the typical Canadian household

28
. 

 
Not surprisingly, core housing need is highest among low-income 
households.  About two-thirds of low-income households (earning 
less than $20,000 a year) make up a disproportionate share of those who pay a high proportion of their incomes 
on housing (TD Bank Financial Group, 2003).  Human Resources and Skills Development Canada identified that in 
2006, half of households with incomes less than $27,607 per year were in core housing need.   Young adults, 
elderly women, female-headed lone parent families (28.6% in 2006), single persons (18.9% aged 18-64 and 25.6% 
aged 65+ in 2006) and  Aboriginal households (20.4% in 2006) disproportionately experience core housing need 
(Canadian Mental Health Association, 2004; Human Resources and Skills Development Canada, 2009).  Although 
there have been slight decreases in core housing need for both renters and homeowners since 1996, renters 

                                                 
28

 Human Resources and Skills Development Canada, Indicators of Well-being in Canada: Housing Need 
http://www4.hrsdc.gc.ca/.3ndic.1t.4r@-eng.jsp?iid=44#M_2 

Highest Housing Costs 
Ontario has the highest housing costs of 
any province (median household shelter 
costs of $10,878, according to Statistics 
Canada). One in every three Toronto 
households spends 30% or more of their 
income on housing ς the worst record 
among metropolitan areas across 
Canada.  (Michael Shapcott, 2009).  In 
Toronto, more than 66,000 people are 
waiting up to 12 years for rent geared to 
income accommodation (Housing 
Opportunities Toronto, 2009). 

http://www4.hrsdc.gc.ca/.3ndic.1t.4r@-eng.jsp?iid=44#M_2
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Most low-income Canadians are among 
the one-third of Canadians who are 
renters, and rents are increasing faster 
than renter household incomes. 
/ŀƴŀŘŀΩǎ ǎƻŎƛŀƭ ƘƻǳǎƛƴƎ ǎŜŎǘƻǊ ǊŜƳŀƛƴǎ 
stagnant at about 5% of the overall 
housing stock, and little new non-profit 
or co-operative housing has been 
created since the national program to 
fund new affordable homes was 
cancelled in the 1990s (Mikkonen & 
Raphael, 2010). 

were still four times more likely than homeowners to be in core housing need in 2006.  Immigrant tenant 
households tend to experience high core housing need levels, with the highest levels experienced by  those who 
have recently immigrated (35.4% in 2006), and levels declining over time (Ontario Non-Profit Housing Association 
& Co-operative Housing Federation of Canada Ontario Region, 2008).    
 
There are variations in core housing need across the country.  In 2006 (Canadian Mortgage and Housing 
Corporation, 2009): 

Á Higher than average need was identified in British Columbia (14.6%), Ontario (14.5%), Newfoundland and 
Labrador (14.2%), the Yukon (16.3%), and the Northwest Territories (17.5%) ς and the proportion of 
households in core housing need in Nunavut (37.3%) was almost three times the national average. 

Á Lower than average need was identified in Alberta (10.1%), New Brunswick (10.3%), and Québec (10.6%).  
 
Additionally, ǘƘŜǊŜ ŀǊŜ ǎƛƎƴƛŦƛŎŀƴǘ ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ŎƻƳǇŀǊƛƴƎ ŎƻǊŜ ƘƻǳǎƛƴƎ ƴŜŜŘ ƛƴ /ŀƴŀŘŀΩǎ 33 largest urban areas 
(averaging 13.6% in 2006) with need outside of large urban areas (which averaged 9.3%)ς urban areas with 
highest need in 2006 included Toronto (19%) and Vancouver (17%).   
 
But housing affordability is affecting all Canadians.  The ratio of average residential prices to median family 
income measures the home ownership affordability gap.  This ratio rose from 3.23 in 2000 to 4.11 in 2005, 
meaning that in 2000, the cost of the average Canadian house was 
3.23 times the amount of ŀ /ŀƴŀŘƛŀƴ ŦŀƳƛƭȅΩǎ ŀƴƴǳŀƭ ǇǊŜ-tax 
income, while in 2005, the house cost more than 4 times the 
ŦŀƳƛƭȅΩǎ ƛƴŎƻƳŜΦ Lƴ ǇǊŀŎǘƛŎŀƭ ǘŜǊƳǎΣ ǘƘƛǎ ƳŜŀƴǎ ǘƘŀǘ ǘƘŜ пр҈ 
increase in house prices far outpaced the 19% increase in income.  
Vancouver, Victoria and Toronto have seen the largest disparities 
between housing cost and income (Community Foundations of 
Canada, 2008).  There have been some improvements to housing 
affordability during the economic downturn, with markets in 
Alberta and British Columbia showing the most significant 
improvements (Royal Bank of Canada, 2009).   
 
STAGNANT DEVELOPMENT IN THE PRIVATE RENTAL AND 
AFFORDABLE HOUSING MARKETS 
 
Although there have been a significant number of new homes developed over the last decade, there is very little 
affordable rental housing and almost no new social housingΦ  !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ²ŜƭƭŜǎƭŜȅ LƴǎǘƛǘǳǘŜΩǎ нллу bŀǘƛƻƴŀƭ 
Report Card, in 2005, 184,411 new homes were completed across Canada ς but fewer than 10% were in the rental 
market.  In contrast, in 1982, about 1 in every 6 new homes was in the non-profit or co-op housing communities 
alone (not even including the overarching rental market) and was funded by the federal government.  In 1995, 
when the federal government moved out of social housing, the number of new non-profit or co-op housing units 
hit a low of 1,000 units for all of Canada.  Between 1980 and 2000, the number of affordable housing units created 
by the federal government dropped from 24,000 to 940 annually (Canadian Mental Health Association, 2004).  
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Figure 1. Housing starts, by intended market, communities of 10,000 or more, 1989-2008. 

 
Sources: reproduced from Human Resources and Skills Development Canada (Canadian Mortgage and Housing 
Corporation, 2008; Statistics Canada, 2009). 
 
Rental investment has been discouraged by changes to the federal tax treatment of rental housing over the past 
30 years ς for example, prior to the federal tax reforms in 1972, rental investors could use Capital Cost Allowance 
deductions in excess of rental property income against income from other sources.  Tax reform restricted the use 
of excessive CCA deductions to principal business corporations.  Currently, when real estate investors sell a 
ǇǊƻǇŜǊǘȅΣ ǘƘŜȅ Ƴǳǎǘ Ǉŀȅ ǘŀȄ ƻƴ ǘƘŜ ŀƳƻǳƴǘ ǘƘŀǘ ǘƘŜ ǎŀƭŜ ǇǊƛŎŜ ŜȄŎŜŜŘǎ ǘƘŜ ŘŜǇǊŜŎƛŀǘŜŘ ǾŀƭǳŜ όǘƘŜ ΨǊŜŎŀǇǘǳǊŜŘ 
ŘŜǇǊŜŎƛŀǘƛƻƴΩ ǳǇ ǘƻ ǘƘŜ ƻǊƛƎƛƴŀƭ ǾŀƭǳŜ ƻŦ ǘƘŜ ǇǊƻǇŜǊǘȅύΦ  .ŜŦƻǊŜ мфтнΣ ǊŜƴǘŀƭ ƛƴǾŜǎǘƻǊǎ ŎƻǳƭŘ ΨǇƻƻƭΩ ǊŜŎŀǇǘǳǊŜŘ 
amount with undepreciated capital on other buildings, effectively deferring the income taxes on the building sold.  
After 1972, taxes had to be paid on recaptured depreciation upon the sale of any rental property valued at $50,000 
or more.  Capital gains tax was also introduced as part of 1972 tax reform.  Previously, the sale of a rental building 
(or any other capital property) was not subject to capital gains tax.

29
 

 
Policies at other levels of government, as well as the overall economic picture, also affect the attractiveness of the 
private rental market for investors.  The tax treatment of rental housing, the accessibility of competitive mortgage 
insurance, complex and changing regulatory requirements, and local development charges and fees are all 
controlled by one level of government or another.  Removing such barriers would result in significant new private 
rental investment.  The bulk of the new investment would be at market rents less than those commonly charged in 
new rental projects today, which tend to be targeted to the high end of the market (where the demand for 
housing is relatively small).  
 
The net effect of the changing environment has been a greater interest and focus on condominium and new 
home development by builders, and a diminishing level of development of private rental market housing.  As the 
ŀǾŀƛƭŀōƛƭƛǘȅ ƻŦ ǇǊƛǾŀǘŜ ǊŜƴǘŀƭ ƳŀǊƪŜǘ ƘƻǳǎƛƴƎ Ƙŀǎ ŘŜŎǊŜŀǎŜŘΣ ǊŜƴǘŀƭ Ŏƻǎǘǎ ƘŀǾŜ ƛƴŎǊŜŀǎŜŘΣ ŜŦŦŜŎǘƛǾŜƭȅ ΨǎƘǳǘǘƛƴƎ ƻǳǘΩ 
people living on income assistance programs (National Council on Welfare, 2008) due to both affordability issues 
and the fact that landlords are less willing to rent to people with mental health issues.  People living on low 
incomes or income assistance are left with no option but social housing, which also has seen dramatic declines in 
development over the last twenty years.   
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 Ministry of Municipal Affairs and Housing, Ontario Rental Market Dynamics http://www.mah.gov.on.ca/Page1280.aspx 
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FUNDING AND INVESTMENT IN AFFORDABLE HOUSING 
 
¢ƘŜ ²ŜƭƭŜǎƭŜȅ LƴǎǘƛǘǳǘŜΩǎ нллу bŀǘƛƻƴŀƭ wŜǇƻǊǘ /ŀǊŘ ƴƻǘŜŘ ǘƘŜ 
following with respect to progress made since the signing of the 
Federal/Provincial/Territorial Affordable Housing Agreement in 
2001

30
.  Since this time, the federal government has committed an 

additional $2 billion in funding for social housing development or 
renovation as part of the 2009 Economic Stimulus package, 
generally requiring matching funds from provinces/territories and 
their partners.   
 
Á The provincial and territorial governments were supposed to 

provide annual audited financial statements and detailed 
performance reports, but these have not been released 
publicly. 

Á Federal housing spending, as of 2007, was $1.7 billion higher 
than in 2001 due to a one-time payment of $1.4 billion 
authorized by Bill C-48 in 2005

31
.  There is no provision for 

matching funds from provinces and territories for C-48 funding, 
nor are there directions that it be used for social housing.  This 
funding was supposed to be in addition to the $1 billion 
previously promised through the Affordable Housing 
Agreement.   

Á Every province and territory except Ontario has made at least modest gains in raising housing funding since 
2001, but those gains have been largely offset by housing cuts in Ontario as it downloaded housing to 
municipalities ς Ontario cut provincial spending by $732 million from 2001 to 2007.  When combined with the 
$358 million the Ontario government was to have invested as part of the AFH Agreement, there was an overall 
deficit of $1 billion in comparing its commitments to housing versus actual expenditures between 2001 and 
the issuing of the 2008 National Report Card.  

Á As of 2008, only Prince Edward Island, Nova Scotia, Saskatchewan, the Northwest Territories and Nunavut 
have met or exceeded their original 2001 commitments.  

Á Nunavut has the best spending record, increasing funding by 713% from the $7.5 million promised in 2001 to 
an additional $61 million in housing funding actually delivered between 2001 and 2007. 

Á When looking at per capita housing spending, spending ranges from a low of $41 in British Columbia to a 
provincial high of $256 in Saskatchewan. The three Northern territories have the highest per capita spending, 
with Nunavut recording $4,853. 

 
Current federal initiatives are typically time-limited with small amounts of funding.  Coupled with this is a lack of 
overall strategy and policy direction at the national level.  A number of provinces and territories, including 
Ontario, do not have a housing strategy.  Additionally, Ontario has downloaded the cost of affordable housing to 
municipal governments to a greater extent than any other province.  According to Statistics Canada, in fiscal year 
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 Michael Shapcott, pp.2-4 
31

 Bill C-48 authorized $4.5 billion on various policy areas including post-secondary education, housing, the environment, public 
transit and foreign aid. It was the result of an agreement between the minority Liberal Government and the New Democratic 
Party (Proceedings of the Standing Senate Committee on National Finance Issue 27 - Sixteenth Report of the Committee, July 
18, 2005). 

Provincial Investment in Affordable 
Housing 

Ontario has made the fewest 
investments in affordable housing ς in 
the fiscal year ending March 31, 2009, 
Ontario spent $64 per capita on 
affordable housing, about half the 
provincial average of $115 per person 
(source: Wellesley Institute calculation 
based on Statistics Canada Government 
Revenue and Expenditures database). At 
the head of the provincial pack are 
Saskatchewan ($214 per capita ς almost 
three and one-half times greater than 
Ontario), Nova Scotia ($175) and Alberta 
($154). On March 12, 2009, the Alberta 
government announced a $3.2 billion, 
10-year housing plan.  
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Vacancy rates for two-bedroom 
apartments ranged from 7.1% in 
Fredericton to less than 0.5% in Sudbury 
and Victoria in 2007.  The national 
average was 2.6% (Community 
Foundations of Canada, 2008). 

2008-2009, the Ontario provincial government invested $829 million in affordable housing, compared to $1.3 
billion invested by municipal governments (despite the limited revenue sources they are able to access)

32
.  

 
VACANCY AND AVAILABILITY RATES IN THE PRIVATE RENTAL MARKET 
 
According to Human Resources and Skills Development Canada

33
, 

the national rental vacancy rate in 2009 was 3.1% - lower than it 
was in 1995 at 4.5%, but a great improvement over the 2001 low of 
1.7%.   
 
Á Provinces with vacancy rates higher than the national average: 

Alberta (5.5%), New Brunswick (3.8%) and Ontario (3.6%). 

Á Provinces with vacancy rates below the national average:  British Columbia (3.0%), Prince Edward Island 
(2.8%), Québec (2.4%), Saskatchewan (1.5%), Manitoba (1.0%) and Newfoundland and Labrador (1.0%). 

Á Nova Scotia was on a par with the national average (3.1%).   
 
In 2009, among Canada's 15 largest urban areas, Calgary had the highest vacancy rate (5.3%), and vacancy rates 
were lowest in Québec (0.6%).  Rates tended to be higher in large urban areas in Ontario and Alberta, but were 
below the national average in Montréal (2.5%) and Halifax (2.9%). Rates were very low in Québec City (0.6%), 
Winnipeg (1.1%), Victoria (1.4%), and in Ottawa/Gatineau on the Ontario side (1.7%). 
 
Availability rates include vacant units, but also units that are occupied but available ς in 2005, the Canada 
Mortgage and Housing Corporation availability rate survey identified that 4.1% of all apartment and row house 
units in Canada were available for rent ς 2.8% were vacant and 1.3% were occupied but available.  In 2009, the 
availability rate across Canada had increased to 4.3% (3.1% vacant and 1.2% occupied but available). 

  
AGING HOUSING STOCK 
 
Private and social housing rental stock is aging ς by 2020, some 60% of rental apartments in Toronto will be at 
least 50 years old (Housing Opportunities Toronto, 2009).  As housing ages, the need for costly repairs for basic 
ŎƻƳǇƻƴŜƴǘǎ όǊƻƻŦǎΣ ǇƭǳƳōƛƴƎΣ ŜƭŜŎǘǊƛŎŀƭύ ŀƭǎƻ ƛƴŎǊŜŀǎŜǎΦ  !ŘŘƛǘƛƻƴŀƭƭȅΣ ƭƛǾƛƴƎ ƛƴ ŀƎƛƴƎ ōǳƛƭŘƛƴƎǎ ŎǊŜŀǘŜǎ ŀƴ άŜƴŜǊƎȅ 
ōǳǊŘŜƴέ ƻƴ ƭƻǿ-income households, who pay increasing utility and heating costs due to living in dwellings that are 
not energy efficient. 
 
CHALLENGES IN PROVISION OF ONGOING SUPPORTS 
 
The increasingly limited resources available to social housing agencies to maintain their aging housing, pay their 
staff appropriately, and invest in their organizations (Hulchanski, 2002) have left few, if any, additional resources 
that could be used to provide housing support for tenants.  Alongside this challenge are an increasingly pressured 
mental health service system and a lack of consistency in who plays what roles in the provision of housing and 
related supports to people with mental health issues. 
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 Human Resources and Skills Development Canada, Indicators of Well-being in Canada: Housing Need 
http://www4.hrsdc.gc.ca/.3ndic.1t.4r@-eng.jsp?iid=44#M_2 
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CHANGING DEMOGRAPHICS AND VULNERABLE GROUPS 
 
Aging Population 
By 2036, 25% of the Canadian population, and 30% of the Atlantic Canadian population, will be over 65 (Lilley, 
1999).  The Atlantic Seniors Health Promotion Network outlined, as part of a broader 2004 review, the significant 
physical, social, and financial impact of housing on seniorsΩ ƭƛǾŜǎΥ 

Á Physically: Seniors experience increasingly lower levels of mental and physical ability, and therefore, the social 
and physical characteristics of the housing context may have a more significant impact on their well-being and 
life satisfaction than they would have on a younger population.  

Á Socially: Research identifies housing as a key determinant of the quality and quantity of social contact and 
social support in the lives of the elderly. It can determine levels of social interaction, and, therefore, have a 
ǇƻǎƛǘƛǾŜ ƻǊ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘ ƻƴ ŀ ǇŜǊǎƻƴΩǎ ŦŜŜƭƛƴƎ ƻŦ ƭƻƴŜƭƛƴŜǎǎΦ  

Á CƛƴŀƴŎƛŀƭƭȅΥ IƻǳǎƛƴƎ Ŏŀƴ ŎƻƴǎǳƳŜ ǳǇ ǘƻ рл҈ ƻŦ ŀƴ ƻƭŘŜǊ ǇŜǊǎƻƴΩǎ ƛƴŎƻƳŜΣ ŀƴŘ ƻƭŘŜǊ ǿƻƳŜƴ ǿƘƻ ƭƛǾŜ ŀƭƻƴŜ ŀǊŜ 
more likely to have financial problems related to their housing. 

 
We need to give serious consideration to how the changing needs of our aging population are going to be met by 
housing and support models and future policy frameworks.  People living with mental illness are already a 
marginalized population in the housing market, and there will be a compounding effect due to aging (Beer & 
Faulkner, 2009). 

 
Youth and Young Adults 
Youth under 24 years of age are said to be the fastest growing segment of the homeless population in Canada 
(Koeller, 2006). The lifestyle of homeless youth places their health at risk, and the longer a person is homeless, the 
worse his or her health becomes.  Health problems can be worsened by cold, hunger, poor housing, poor diets and 
high-risk behaviours ς in local studies in Halifax, many homeless youth reported depression, anxiety, post-
traumatic stress, and suicidal tendencies, as well as substance use issues (Koeller, 2006).   
 
People with Mental Illness 
The Canadian Mental Health Association (2004) notes that people with serious mental illness are more likely than 
the general population to live in poverty, putting them at increased risk of living in core housing need and of facing 
homelessness: 

Á As many as 30% of people without housing live with a mental illness. 

Á An estimated 75% of homeless single women live with a mental illness. 

Á Those with mental illness who are housed often live in substandard conditions without supports. 
 
First Nations, Métis, and Inuit Peoples 
The Winnipeg Right to Housing Alliance notes that Aboriginal housing agencies have waiting lists including 
thousands of families and individuals on and off reserve ς an issue seen consistently across the country. Housing 
issues facing people who are First Nations, Métis or Inuit are more fully discussed in Appendix Six, and also in the 
ŎƻƴǘŜȄǘ ƻŦ /ŀƴŀŘŀΩǎ ǘǊŜŀǘȅ ƻōƭƛƎŀǘƛƻƴǎ ǘƻ ƘƻǳǎŜ !ōƻǊƛƎƛƴŀƭ ǇŜƻǇƭŜǎΦ 
 

THE BROADER SOCIAL POLICY CONTEXT OF 
AFFORDABLE HOUSING 

 
HOUSING AS A SOCIAL DETERMINANT OF HEALTH 
 

Statistics Canada estimated that the cost 
of bringing all poor people out of 
poverty in 1996 would have been $17.8 
billion (National Welfare Council as cited 
in Rupert Coalition, 1998).   
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The greatest influences on our health status are not addressed through our traditional health care system. 
Traditional health care is only one of 12 key determinants of health identified by Health Canada

34
.  The single most 

important determinant of our health is income and social status, due in no small part to the impact this has on the 
type and quality of housing that can be secured (housing is one component of our physical environment ς another 
determinant of health).  Income and social status also impact and interact with other determinants of health, 
such as social support networks, personal health practices and coping skills, and healthy child development 
(Mikkonen & Raphael, 2010; Bryant, 2003). 
 
A recent analysis of changes in income inequality across thirty developed countries concluded that there has been 
increased income inequality since at least the mid-1980s in most, if not all, of the countries.  Canada was 
identified as one of a small group of countries that have had significant increases in income inequality since the 
mid-1990s (Organisation for Economic Cooperation and Development, 2008).  The analysis further shows that the 
differences across countries are, at least in part, due to different government policies, either through more 
effective redistribution, or better investment in the capabilities of the population to support themselves. 
   
In 1980, a family at the 90th percentile of the income distribution earned 15 times the income of a family at the 
10th percentile. By 2000, a 90th percentile family earned 32 times as much as a 10th percentile family. While the 
median family income in Canada was $60,600 in 2005, an increase of 19.3% over 2000 (or a 6.4% increase in real 
ƛƴŎƻƳŜ ǿƘŜƴ ŀŘƧǳǎǘŜŘ ŦƻǊ ƛƴŦƭŀǘƛƻƴύΣ нлΦс҈ ƻŦ /ŀƴŀŘŀΩǎ ŦŀƳƛƭƛŜǎ ƭƛǾŜŘ ƛƴ ǇƻǾŜǊǘȅΦ  .ŜǘǿŜŜƴ мфул ŀƴŘ нллрΣ ǘƘŜ 
poverty rate as measured by the Low Income Cut-Off has dipped below 20% only once, in 1989 (Community 
Foundations of Canada, 2008). 
 
The following are key findings relating to the impact of housing on health, together with examples from recent 
research:   
 
Á There is a strong relationship between housing quality and health: the better the dwelling, the better the 

health status. (World Health Organization, 2007).  Poor treatment retention and mortality are associated 
with substandard housing. 

 
Substandard housing conditions and substance use were associated with treatment abandonment among 10% of 
patients (n = 671) receiving treatment for multidrug-resistant tuberculosis.  Among the default group, a sub-
sample were traced (n = 47), and 53% of these died within one year of the default time.  High levels of psychiatric 
diagnoses and low levels of education were found among the group of patients that died (Franke et al., 2008). 
 
Á Stable housing is associated with reduced use of expensive hospital health care services (Culhane & 

Metraux, 2002). 
 
Use of hospital emergency services and hospital admissions among a study group (n = 75) of women living with HIV 
was found to be associated with concurrent mental illness and substance abuse. This strength of the association 
was ƛƳǇŀŎǘŜŘ ōȅ ǘƘŜ ǿƻƳŜƴΩǎ ŀŎcess to stable housing (Andersen et al., 2005). 
 
Á Improving access to acute care and health care does not address housing. Health care interventions pay 

little attention to social determinants of health such as housing. 
 
Street involved, homeless and substance abusing individuals are at risk of morbidity and mortality.  Pauly (2008) 
found that harm reduction approaches in acute care settings improve access to health care among street involved 
persons but do not impact housing status.  While this study did not look specifically at the variable of mental 
health, from the body of data about the prevalence of concurrent disorders, one may assume a high prevalence of 
mental health problems among this study population. 
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 Health Canada (http://www.hc-sc.gc.ca/hppb/phdd/does/common/appendix_c.htm). 
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Á The neighborhood level of social disorganization or organization is an important determinant of mental 

health (Braubach, 2007).  
 
The risk of substance related mental disorders increases with neighborhood deprivation and neighborhood 
disorganization (Chaix et al., 2006). 
 
Á Recovery is associated with social role satisfaction and a positive sense of community. 
 
An adult age group of women (n = 80) recovering from child sexual abuse participated in a longitudinal study 
across seven years. The study found that resilient functioning is associated with social role satisfaction, social 
supports and being part of a positive community context (Banyard & Williams, 2007).  

 
Á Poor housing and community environments prevent many adults from adopting health-promoting 

behaviour (World Health Organization, 2007).  
 
In poor districts, many factors make healthy lifestyles more difficult (World Health Organization, 1999): 

-  There are fewer recreation areas; 

-  A heightened sense of crime inhibits people from going outdoors, socializing, 
and engaging in a physical activity; 

-  Access to public transport is poor; 

-  The types of food recommended in health-promoting strategies are not 
available or affordable; and 

-  Primary health care services are less available than in more advantaged 
areas. 

 
Á Among the elderly (65 to 85 years), low educational attainment is associated with the risk of poor health (n = 

9225). Poor mental health was associated with type of living arrangement (Rueda, Artazcos, & Navarro, 
2008).  

 
Á Age, combined with low income and living arrangements 

(living alone or without access to social support networks), are 
directly related to problems in housing.  

 
Recent housing statistics indicate that a growing number of older 
persons, mostly women, live alone. In 2003, 35% of women aged 65-
74 lived alone. The proportion jumps to 42.8% for those 75-84, and 
among the very old (those over 85), 38.5% live alone.  In 1971, 39% 
of widowed persons lived alone and by 2001, this percentage had 
risen to 72% (Atlantic Seniors Health Promotion Network, 2004).   
 
SOCIAL POLICY DISCOURSE IN CANADA 
 
The Policy Research Initiative (PRI) of the Government of Canada 
has existed in one form or another since 1996 and is tasked with: 

Á Providing leadership in carrying out research projects that cross-cut various departmental mandates. 

Á Supporting the research needs of the federal public service. 

ά¢ƘŜǊŜ ŀǊŜ ŎƭŜŀǊ ƭƛƴƪǎ ōŜǘǿŜŜƴ ŀ ΨǊƛƎƘǘǎΩ 
approach to health and the social 

determinants of health approach to 
health equity. The Universal Declaration 

of Human Rights points to the 
interdependence of civil, cultural, 

economic, political, and social rights ς 
dimensions of social exclusion 

highlighted in the social determinants of 
health framework.

έ
 

(Commission on Social Determinants of 
Health, 2008). 
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Á tǊƻǾƛŘƛƴƎ ǎǳǇǇƻǊǘ ǘƻ ǘƘŜ 5ŜǇǳǘȅ aƛƴƛǎǘŜǊǎΩ tƻƭƛŎȅ /ƻƳƳƛǘǘŜŜǎ ƻƴ ǘƘŜ ƳŜŘƛǳƳ ŀƴŘ ƭƻƴƎŜǊ-term aspects of their 
policy agendas. 

 
PRI activities are overseen by a Steering Committee of Deputy Ministers, chaired by the Deputy Minister of Human 
Resources and Skills Development. In a 2005 analysis of housing, poverty, and social exclusion, the PRI noted the 
policy disconnect between housing and broader social policy development ǘƘŀǘ άŎŀƴ ǊŜŘǳŎŜ ǘƘŜ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ 
individual housing policies, miss opportunities to address broader socio-economic priorities and complicate efforts 
ǘƻ ƛƴŎǊŜŀǎŜ ŎƻƻǊŘƛƴŀǘƛƻƴ ƻǊ ŘŜǘŜǊƳƛƴŜ ŀǇǇǊƻǇǊƛŀǘŜ ƛƴǾŜǎǘƳŜƴǘǎέ (Policy Research Initiative, 2005).  Historically, the 
CMHC and the National Secretariat on Homelessness have collaborated on policy activities, but generally operated 
their programs separately.  Although housing issues and homelessness are now consolidated under one ministry 
(Human Resources and Skills Development Canada), the PRI notes that άŀƴ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ŘƛǾƛŘŜ ǊŜƳŀƛƴǎέΦ  CǊƻƳ ŀ 
poverty and exclusion perspective, homelessness and/or inadequate housing is a form of exclusion - a product of 
ǇŜǊǎƛǎǘŜƴǘ ǇƻǾŜǊǘȅ ǘƘŀǘ άŀŎŎŜƴǘǳŀǘŜǎ ǘƘŜ ƴŜƎative effects of that socio-ŜŎƻƴƻƳƛŎ ǎƛǘǳŀǘƛƻƴέ όtƻƭƛŎȅ wŜǎŜŀǊŎƘ 
Initiative, 2005).  Figure 1 provides a framework that identifies factors, and their interactions, that are associated 
with housing stress. 

Figure 2. Factors that impact housing. 

 
Sources: Policy Research Initiative (2005); reproduced from Anucha (2005). 
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άIƻǳǎƛƴƎ ƛǎ ŀƴ ŀōǎƻƭǳǘŜ ƴŜŎŜǎǎƛǘȅ ŦƻǊ 
living a healthy life and living in unsafe, 

unaffordable or insecure housing 
increases the risk of many health 

problems. Lack of economic resources is 
the prime reason many Canadians 

experience housing problems. Housing 
is a public policy issue because 

governments have a responsibility to 
provide citizens with the prerequisites 

of health. Canada is signatory to 
numerous international human rights 

agreements that guarantee the 
ǇǊƻǾƛǎƛƻƴ ƻŦ ǎƘŜƭǘŜǊΦέ  

(Mikkonen & Raphael, 2010). 

The Province of Quebec provides a 
powerful case study of the impact social 
environment and social policies can 
have on addressing health inequities, 
improving health outcomes, and 
preventing chronic disease (Fang et al., 
2009).  

Using this model, we can see how social and economic forces can 
disproportionally affect certain groups who can often face other 
social and economic integration challenges ς to be fully effective, 
housing policy cannot be isolated from other social and economic 
policies targeting long-ǘŜǊƳ ǇƻǾŜǊǘȅΥ  άǘƘŜ ǎŜƭŦ-reinforcing nature of 
these connections also suggests that housing policy can be made 
more effective if social supports are incorporated into housing 
policy (Policy Research Initiative, 2005).  Inadequate housing 
ŎƛǊŎǳƳǎǘŀƴŎŜǎ ΨŎƭǳǎǘŜǊΩ ǿƛǘƘ ƻǘƘŜǊ ƛƴŘƛŎŀǘƻǊǎ ƻŦ ŘƛǎŀŘǾŀƴǘŀƎŜ.  A lack of adequate, affordable housing can 
aggravate other problems associated with low income: households that must spend a disproportionate amount of 
ƛƴŎƻƳŜ ƻƴ ǊŜƴǘ ƻŦǘŜƴ άŦŀŎŜ ŦƻƻŘ ƛƴǎŜŎǳǊƛǘȅΣ ǇƻǎǎƛōƭŜΣ ŀƴŘ ŀǊŜ ǳƴŀōƭŜ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ƘŜŀƭǘƘȅ ŎƻƳƳǳƴƛǘȅ ŀŎǘƛǾƛǘƛŜǎ 
ǎǳŎƘ ŀǎ ŀŎǘƛǾŜ ǊŜŎǊŜŀǘƛƻƴ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ǇǊƻƎǊŀƳǎέ όBryant et al., 2002).   
 
The province of Quebec provides some insight as to the impact of 
social policy ς the social environment ς on health inequities.  A 
recent study compared major chronic disease risks and prevalence 
ŀŎǊƻǎǎ ǇǊƻǾƛƴŎŜǎΩ ƭƻǿ-income populations.  They found that while 
British Columbia is the healthiest province overall, when looking at 
low-ƛƴŎƻƳŜ ǇƻǇǳƭŀǘƛƻƴǎΣ vǳŜōŜŎΩǎ ƭƻǿ-income residents were at 
the least risk for major chronic diseases ς this is despite the better 
behavioural risk factor profiles and higher level of education among 
B.C.Ωǎ ƭƻǿ-income population as compared to Quebec.  Until 
recently, the province of Quebec was the only province in Canada to 
have a comprehensive poverty reduction strategy in place 
(formalized as law in 2002) and the study concludes that this 
ǎǘǊŀǘŜƎȅ άhas led to social and health care policies that appear to 
give its low-income residents advantages in chronic disease 
preventionΧ ώand that] chronic disease prevalence is associated 
ǿƛǘƘ ƛƴǾŜǎǘƳŜƴǘ ƛƴ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘǎ ǘƻ ǾǳƭƴŜǊŀōƭŜ ǇƻǇǳƭŀǘƛƻƴǎέ όCŀƴƎ 
et al., 2009).    
 
! ǘǊǳŜ άǎƻŎƛŀƭ ǇƻƭƛŎȅέ ŀǇǇǊƻŀŎƘ ǘƻ ƘƻǳǎƛƴƎ ǇƻƭƛŎȅ ǘƘŜƴΣ ƳŜŀƴǎ ƳƻǾƛƴƎ ōŜȅƻƴŘ ǎƻŎƛŀƭ ƘƻǳǎƛƴƎΣ ƻǊ ƘƻǳǎƛƴƎ 
dedicated specifically to people with serious mental illness - it is an integral component of a social policy 
designed to secure the well-being of the population as a whole (Hay, 2005).  
 
IMPLICATIONS OF A SOCIAL POLICY APPROACH TO HOUSING AND SUPPORTS FOR PEOPLE WITH MENTAL 
ILLNESS 
 
Because of the complex interactions across the social determinants of health, and because housing intersects with 
so many areas of social and economic policy, the challenge of achieving adequate, affordable, and supportive 
housing for people with mental illness cannot be addressed in isolation (Bradford, 2005; Jenson, 2004; Hay, 2004).  
Hay (2005) identified the following considerations in social policy development, specifically in relation to housing 
policy: 

Á Effective policy development encompasses multiple dimensions (housing, income, health services, etc.) 
together with multiple sectors (departments within government, multiple levels of government, community 
members, the private market, and so forth).   

Á Effective social policy also reflects a place-based understanding ς this means that local community knowledge 
and capacity is harnessed in the implementation of local programs, rather than hampered by a one-size-fits-all 
approach to housing for people with mental illness (Hay, 2005).  The Homelessness Partnering Strategy 
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όŦƻǊƳŜǊƭȅ ǘƘŜ bŀǘƛƻƴŀƭ IƻƳŜƭŜǎǎƴŜǎǎ LƴƛǘƛŀǘƛǾŜΩǎ Supporting Community Partnerships Initiative) is one example 
where there was strong community engagement in translating social policy at the ground level. 

Á Horizontal collaboration occurs across government departments to facilitate seamless service delivery, 
between governments (municipal, provincial, territorial and federal) and other players (such as private 
developers) to share investment and risk,  and at the regional level to leverage different initiatives 

Á Vertical collaboration across community, businesses, and the public through to the most senior levels of 
government ensures there is the right balance between local solutions (place-based approach) and national 
goals, and also facilƛǘŀǘŜǎ ǎƘŀǊƛƴƎ ƻŦ ǊŜǎƻǳǊŎŜǎ ŀƴŘ ΨƭŜǎǎƻƴǎ ƭŜŀǊƴŜŘΦΩ  

Á Effective social policy reflects goals and priorities that are rooted in consensus and is supported by 
coordinating mechanisms that channel energy and expertise.  Investments should focus on building self-
reliance in local communities. 

 
The National Council on Welfare (2007) described a social policy approach to eradicating poverty in Canada that 
integrates the elements outlined by Hay: the need for an overarching vision and plan of action, accountability and 
leadership for implementation of the strategy, targeted investments, and outcomes to measure the progress of 
ǘƘŜ ǎǘǊŀǘŜƎȅΦ  ¢ƘŜ άŦƻǳǊ ŎƻǊƴŜǊǎǘƻƴŜǎΣέ ǿƘƛŎƘ ǿŜ Ŏŀƴ ƭŜŀǊƴ ŦǊƻƳ ƛƴ ŎƻƴǎƛŘŜǊƛƴƎ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ ƴŀǘƛƻƴŀƭ 
housing strategy for persons with mental health issues, are: 

1. A national strategy with a long-term vision and measurable targets and timelines. 

a. Comparative target or aim (i.e., relative to other countries) or a specific target (i.e., to reduce poverty 
by a certain proportion) 

b. Progressive short, medium and long-term targets 
c. Targets for segments of the population that are most at risk 

2. A plan of action and budget that coordinates initiatives within and across governments and other partners. 

a. Includes federal, provincial/territorial, municipal and Aboriginal governments, as well as agencies 
outside of government 

b. Common objectives together with resources required for implementation (financial and human) 
c. Government mechanisms to ensure coordination and cooperation among departments and ministries  
d. Specific focus may be needed on factors that put some Canadians at  greater risk than others 

3. A government accountability structure for ensuring results and for consulting Canadians in the design, 
implementation and evaluation of the actions that will affect them. 

a. Achieved through legislation, ministerial responsibility for the strategy, public progress reports 

4. A set of agreed-upon indicators to plan, monitor change and assess progress. 

a. Core set of indicators, informed by Canadians, tied to the targets and priorities of the national 
strategy 

b. Multiple measures track different dimensions of poverty, i.e. deprivation, social exclusion, and 
inequality 

 
Housing policy, then, is only one part of a broader social policy approach, and this has been evidenced in more 
recent national work, in particular, the report on poverty, housing and homelessness by the Senate Standing 
Committee (Eggleton & Segal, 2009ύΦ  LƴŘŜŜŘΣ ǘƘƛǎ ǇǊƻƧŜŎǘΩǎ ǇƻƭƛŎȅ ƳŀǇǇƛƴƎ ǇǊƻŎŜǎǎ Ƙŀǎ ǎƘƻǿƴ ŀƴ ƛƴŎǊŜŀǎƛƴƎ ǘǊŜƴŘ 
by provinces and territories to develop social inclusion, poverty reduction, and/or prosperity promoting strategies, 
in which housing is one of the main thrusts.  In their work for the Ontario Non-Profit Housing Association, Pomeroy 
and Evans (2008) explore how housing acts as a mechanism in poverty reduction strategies internationally.  In their 
analysis, they identify three ways that housing can contribute to poverty reduction: 

1. Reducing net housing cost/increasing after-shelter disposable income (through rental assistance funding that 
can be used in private rental market housing or through social housing units where rent is geared to income). 
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Poorly designed social housing programs 
can exacerbate poverty and its 
attendant social repercussions 
(Pomeroy & Evans, 2008). 

2. Enabling modest-income households to access homeownership and build assets/equity through housing 
programs. 

3. Construction of social housing with associated rent-geared-to-income subsidies ς the predominant approach 
in Canada until the mid-1990s.  The authors noted that the right policy can be effective in creating and 
maintaining mixed income and mixed tenure communities ς something that rental subsidies on their own will 
not achieve. 

 
wŜƴǘŀƭ ŀǎǎƛǎǘŀƴŎŜ Ŏŀƴ ōŜ άǇŜǊǎƻƴ-ōŀǎŜŘέ όǘƛŜŘ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ƻǊ ŦŀƳƛƭȅύ ƻǊ άŘǿŜƭƭƛƴƎ-ōŀǎŜŘέ όǘƛŜŘ ǘƻ ǘƘŜ actual 
housing unit in a community). 
 
ά!ǎǇŀǘƛŀƭέ ǎǳōǎƛŘƛŜǎ ŦƻŎǳǎ ƻƴ ǊŜƭƛŜǾƛƴƎ ƘƛƎƘ ǎƘŜƭǘŜǊ Ŏƻǎǘ ŀƴŘ ŀǊŜ άǇŜǊǎƻƴ-ōŀǎŜŘέ ς they can be used in any 
geographic location or for any type of housing.  Aspatial subsidies address affordability through the provision of 
the rental subsidy.  They can include: 

Á Portable shelter allowances that address the gap between actual housing cost and a specified percentage of 
income (up to a maximum), and 

Á Set shelter allowances that are integrated as part of the social assistance or income assistance programs in a 
province or territory. 

 
Pomeroy and Evans (2008) summarize the impacts of aspatial 
subsidies for individuals and households: 

Á Individuals can afford to secure and keep housing. 

Á Households are more stable financially.  More income is 
available to both pay the rent and secure other necessities of 
life. 

Á Household members are not as vulnerable, even if they have unstable employment situations. 

Á Increased residential stability helps to build social support networks that facilitate identifying and pursuing 
employment opportunities. 

Á LƴŎǊŜŀǎŜŘ ǊŜǎƛŘŜƴǘƛŀƭ ǎǘŀōƛƭƛǘȅ ōŜƴŜŦƛǘǎ ȅƻǳƴƎ ŦŀƳƛƭƛŜǎ ōȅ ŘŜŎǊŜŀǎƛƴƎ ǘƘŜ ŘƛǎǊǳǇǘƛƻƴ ǘƻ ŎƘƛƭŘǊŜƴΩǎ ǎŎƘƻƻƭ 
environments caused by frequent moving. 

 
These positive impacts are augmented when rental assistance is provided in the environment of social housing: 

Á Social housing landlords tend to be more collaborative in working with tenants who are in arrears. 

Á Housing often includes on-site or community-based links to support people with particular needs, including 
people with long-term disabilities and/or mental health issues, the formerly homeless, or the frail elderly. 

Á When social housing is designed as a mixed-income community and located outside of a high-poverty area, 
social networks may be expanded, which can increase access to employment and educational opportunities. 

 
άtƭŀŎŜ-ōŀǎŜŘέ ǎǳōǎƛŘƛŜǎ have direct links to a place of residence and involve building or buying housing that is 
fixed in location. 
 
While Pomeroy and Evans note that facilitating asset building through ownership can be counter-productive for 
very low-income households, but that for some low-moderate income households  it can be a very effective 
strategy in asset building/poverty reduction, provided there is strong mentoring and ongoing support. 
 
On the other hand, poorly designed social housing and poverty reduction programs and policies can have 
unintended consequences: 
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Á Work disincentives are created when person-basŜŘ ƘƻǳǎƛƴƎ ŀǎǎƛǎǘŀƴŎŜ Ƙŀǎ ƘƛƎƘ ƭŜǾŜƭǎ ƻŦ άŎƭŀǿ-ōŀŎƪέ ǊŀǘŜǎ ƛŦ 
some level of employment is achieved. 

Á Low benefit levels of person-based housing assistance may actually encourage families and individuals to seek 
low-cost and inadequate housing, thus contributing to a concentration of poverty in particular 
neighbourhoods.  The benefits of increased housing affordability are counteracted by the negative 
neighbourhood issues. 

 
To develop effective housing policy ς including housing policy for people living with mental illness ς that does not 
ƘŀǾŜ ǳƴƛƴǘŜƴŘŜŘ ŎƻƴǎŜǉǳŜƴŎŜǎ ƻŦ άŎƻƴŎŜƴǘǊŀǘƛƴƎέ ǇƻǾŜǊǘȅ ƛƴ ǇŀǊǘƛŎǳƭŀǊ ƴŜƛƎƘōƻǳǊƘƻƻŘǎΣ ŀ ǾŀǊƛŜǘȅ ƻŦ ŀǇǇǊƻŀŎƘŜǎ 
need to be considered:  

Á Rehabilitation programs to improve physical appearance and help market the area to a better mix of incomes. 

Á Community-based social housing construction programs based on non-profit and co-op forms of tenure. 

Á Ownership programs to reduce issues of absentee landlords that neglect the physical upkeep. 

Á Mobile or portable housing allowances to enable poor households to relocate to areas of lower poverty (thus 
diluting the original neighboured concentration of poverty ς a practice extensively used in the U.S. ς the so 
called Moving to Opportunities program). 

Á Emergency programs to provide housing for the street homeless, abused women and other priority 
households. 

Á Tax-based incentives to encourage private sector construction or rehabilitation of rental housing. 

HOUSING AND CITIZENSHIP 

 
This holistic understanding of the social determinants of health ς and the social policy environment - is 
inextricable tied with the principle of housing as a basic human right of all citizensΦ  άIƻǳǎƛƴƎέ ŀǎ ŀ ƘǳƳŀƴ ǊƛƎƘǘ ƛǎ 
explicitly stated in the United Nations Universal Declaration on Human Rights (UDHR; 1948): 
 

 
 
In Article 25(1), the UDHR specifically mentions the socio-economic 
rights of people with disabilities: the right to an adequate standard 
of living, including food, clothing, housing and medical care and 
social services, and the right to security in the event of 
unemployment, sickness, disability, widowhood, old age. Article 7 
guarantees equality before the law and equal protection by the law 
for all people, including against discrimination. 
 
Likewise the United Nations Declaration of Indigenous Peoples 
which was recently passed by the United Nations Human Rights 
Council also identifies housing in its rights declaration:  
 

The daily conditions in which people live 
have a strong influence on health 
equity. Access to quality housing and 
shelter and clean water and sanitation 
are human rights and basic needs for 
healthy living (United Nations 
Educational, Scientific and Cultural 
Organization, 2006; Shaw, 2004).  

Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, 
including food, clothing, housing and medical care and necessary social services, and the right to security in the 

event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances 
beyond his control. 

 
Article 25(a) of the United Nations UDHR (United Nations, 1948)

1
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Practically all states that have ratified or acceded to an international treaty must issue decrees, change existing 
laws, or introduce new legislation in order for the treaty to be fully effective on the national territory. 
 
The United Nations has identified these immediate steps that a country is obligated to take in meeting its 
international obligations under the Declaration of Human Rights (and numerous agreements since): 

1. Determining the extent of homelessness, 

2. Adopting a national housing strategy which should 
reflect extensive genuine consultation with the 
homeless.  

3. Ensure that forced evictions do not result in individuals 
being made homeless. 

 
Many nations have embedded the concept of health, housing and human rights within their policy and 
legislative frameworksΦ  ¢ƘŜ 9ǳǊƻǇŜŀƴ ¦ƴƛƻƴ Ƙŀǎ ƛŘŜƴǘƛŦƛŜŘ ǘƘŀǘ άƘŜŀƭǘƘ ǎŜŎǳǊƛǘȅέ ƛƴŎƭǳŘŜǎ άǘƘŜ ōŀǎƛŎ ƘǳƳŀƴ ǊƛƎƘǘ 
of every individual to a good standard of physical and mental health, including the right to sufficient, healthy food, 
the right to decent housing, the right to live and work in safe environments, and the right of access to education 
ŀƴŘ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ƘŜŀƭǘƘέ ό²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴ 9ǳǊƻǇŜŀƴ wŜƎƛƻƴΣ мфффύΦ  
 
Our own Canadian Charter of Rights and Freedom (1982) was built upon a set of principles with an optic to unify 
Canadian society under a set of common legal rights framework.  These legal rights, however, do not specify access 
ǘƻ ǎǇŜŎƛŦƛŎ ǇǊƻǾƛǎƛƻƴǎ ǎǳŎƘ ŀǎ ƘƻǳǎƛƴƎΦ  {ƻƳŜ ŀǘǘŜƳǇǘǎ ƘŀǾŜ ōŜŜƴ ƳŀŘŜ ǘƻ ǊŜŀŘ ƛƴǘƻ ǘƘŜ /ƘŀǊǘŜǊ άŜŎƻƴƻƳƛŎ ǊƛƎƘǘǎέ 
ŦǊƻƳ ǎǳōǎŜŎǘƛƻƴǎ т ŀƴŘ мр όάǎŜŎǳǊƛǘȅ ƻŦ ǘƘŜ ǇŜǊǎƻƴέ ŀƴŘ άŜǉǳŀƭƛǘȅ ǊƛƎƘǘǎέύ ōǳǘ ǘƘƛǎ Ƙŀǎ ōŜŜƴ ŀ ǎǳōƧŜŎǘ ƻŦ 
controversy.   
 
Two approaches therefore may be considered in the creation of a larger policy framework to address the 
housing needs of persons with mental health problems: a human rights approach and/or a social determinants 
of health approach. Both of these approaches are not necessarily exclusive of each other.    
 
The World Health Organization (WHO) Medium Strategic Plan for 2008-2013 integrates these two perspectives 
(social determinants of health approach together with rights-based considerations) through the following strategic 
ƻōƧŜŎǘƛǾŜΥ άǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ǳƴŘŜǊƭȅƛƴƎ ǎƻŎƛŀƭ ŀƴŘ ŜŎƻƴƻƳƛŎ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘ ǘƘǊƻǳƎƘ ǇƻƭƛŎƛŜǎ ŀƴŘ ǇǊƻƎǊŀƳs 
that enhance health equity and integrate pro-poor, gender-ǊŜǎǇƻƴǎƛǾŜΣ ŀƴŘ ƘǳƳŀƴ ǊƛƎƘǘǎ ōŀǎŜŘ !ǇǇǊƻŀŎƘŜǎΦέ

35
  

 
The Health for All Policy Framework issued by the WHO (1999) further identifies three main approaches in focusing 
on specific health inequities where there are significant differences between socioeconomic groups: 

Á Focus on specific health problems where significant differences between socioeconomic groups have been 
observed ς easily understood by the public, government officials and health service providers. 
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  Ibid p.194 

άLƴŘƛƎŜƴƻǳǎ tŜƻǇƭŜ ƘŀǾŜ ǘƘŜ ǊƛƎƘǘ ǘƻΣ ǎǇŜŎƛŀƭ ƳŜŀǎǳǊŜǎ ŦƻǊ ƛƳƳŜŘƛŀǘŜ ŀƴŘ ŎƻƴǘƛƴǳƛƴƎ ƛƳǇǊƻǾŜƳŜƴǘ ƻŦ 
their economic and social conditions, including in the areas of employment, vocational training and 

retraining, housing, sanitation, health and social security. 
 

άLƴŘƛƎŜƴƻǳǎ tŜƻǇƭŜ ƘŀǾŜ ǘƘŜ ǊƛƎƘǘ ǘƻ ŘŜǘŜǊƳƛƴŜ ŀƴŘ ŘŜǾŜƭƻǇ ŀƭƭ ƘŜŀƭǘƘΣ ƘƻǳǎƛƴƎ ŀƴŘ ƻǘƘŜǊ ŜŎƻƴƻƳƛŎ 
and social programs affecting them and, as far as possible, to administer such programs through their 

ƻǿƴ ƛƴǎǘƛǘǳǘƛƻƴǎΦέ
1
 

 άIǳƳŀƴ ǊƛƎƘǘǎΣ ǿƛǘƘƻǳǘ ǎƻŎƛŀƭ ŀƴŘ 
economic rights, have little meaning for 
Ƴƻǎǘ ǇŜƻǇƭŜΦέ ς John Humphrey 
(Humphrey, 1984).  Humphrey was a 
Canadian law professor, and wrote the 
first draft of the United Nations 
Declaration of Human Rights. 
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Á Focus on the risk factors and underlying causes of inequities in health ς this is identified as being more 
appropriate when wide income differences are apparent, or when there are pockets of severe 
unemployment or poor housing, particularly at the local level.  

Á Focus on groups at particular risk - in overall health policies, differential targets may be set for these groups.
36

 
 
The United Nations makes the following observations with respect to people who are homeless

37
 or people with 

disabilities, in the context of the right to adequate housing: 

Á ¢ƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŘŜŦƛƴƛǘƛƻƴǎ ƻŦ ƘƻƳŜƭŜǎǎƴŜǎǎ ǊŜŎƻƎƴƛȊŜ ǘƘŀǘ ǎƻŎƛŀƭ ŜȄŎƭǳǎƛƻƴ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ǇŜǊǎƻƴΩǎ 
experience - άƘƻƳŜƭŜǎǎƴŜǎǎ ƛƳǇƭƛŜǎ ōŜƭƻƴƎƛƴƎ ƴƻǿƘŜǊŜ ǊŀǘƘŜǊ ǘƘŀƴ ǎƛƳǇƭȅ ƘŀǾƛƴƎ ƴƻǿƘŜǊŜ ǘƻ ǎƭŜŜǇέ ό¦ƴƛǘŜŘ 
Nations, 2009). 

Á Poverty is the common denominator for people who are homeless ς ƻǘƘŜǊ ŦŀŎǘƻǊǎ ǘƘŀǘ ƛƴŎǊŜŀǎŜ ǇŜƻǇƭŜΩǎ Ǌƛǎƪ 
of homelessness: unemployment, lack of social security systems, lack of affordable housing, forced evictions, 
non-availability of social housing, conflicts and natural disasters, as well as a lack of attention to the needs of 
the most vulnerable. 

Á ά¢ƘŜ άŘŜƛƴǎǘƛǘǳǘƛƻƴŀƭƛȊŀǘƛƻƴέ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎŀǊŜΣ ǿƘƛŎƘ ŦƛǊǎǘ ǎǘŀǊǘŜŘ ƛƴ Ƴŀƴȅ ŎƻǳƴǘǊƛŜǎ ŘǳǊƛƴƎ ǘƘŜ мфслǎ ŀƴŘ 
1970s, led to persons with disabilities swelling the ranks of the homeless unless it was accompanied by a 
parallel growth in community or other support. 

 
¢ƘŜ ¦ƴƛǘŜŘ bŀǘƛƻƴǎΩ /ƻƳƳƛǘǘŜŜ ƻƴ 9ŎƻƴƻƳƛŎΣ {ƻŎƛŀƭ ŀƴŘ /ǳƭǘǳǊŀƭ wƛƎƘǘǎ ǊŜŀŦŦƛǊƳŜŘ ǘƘŀǘ ǘƘŜ ǊƛƎƘǘ ǘƻ ŀŘŜǉǳŀte 
housing includes accessibility for persons with disabilities. The Special Rapporteur  on adequate housing has also 
underlined not only that housing should be physically and economically accessible to persons with disabilities, but 
that they should be able to effectively participate in the life of the community where they live. 
 
What does the right to adequate housing mean? 
 
The following summarizes the clarifications of the right to adequate housing by the United Nations Committee on 
Economic, Social and Cultural Rights

38
 - we have included those elements that are of particular relevance in 

thinking about current issues and trends in social housing:  

1. The right to adequate housing contains freedoms including protection against forced evictions, freedom from 
ŀǊōƛǘǊŀǊȅ ƛƴǘŜǊŦŜǊŜƴŎŜ ǿƛǘƘ ƻƴŜΩǎ ƘƻƳŜΣ ŀƴŘ ŎƘƻƛŎŜ ƛƴ ŘŜǘŜǊƳƛƴƛƴƎ ǊŜǎƛŘŜƴŎŜΣ 

2. The right to adequate housing contains entitlements including security of tenure, equal and non-
discriminatory access to adequate housing, and participation in housing-related decision-making at the 
national and community levels. 

3. Adequate housing must provide more than four walls and a roof: Housing must meet minimum criteria ς of 
particular note:  

-  Affordability: housing is not adequate if its cost threatens or compromises 
the ƻŎŎǳǇŀƴǘǎΩ ŜƴƧƻȅƳŜƴǘ ƻŦ ƻǘƘŜǊ ƘǳƳŀƴ ǊƛƎƘǘǎΦ 

-  Accessibility: housing is not adequate if the specific needs of disadvantaged 
and marginalized groups are not taken into account. 

                                                 
36

 Health 21: The Health for All Policy Framework for the WHO European Region (1999), European Health for All Series ; No. 6, 
ISBN 92 890 1349 4, p.17. 
37

 For statistical purposes, the United Nations has defined homeless households as households without a shelter that would fall 
within the scope of living quarters. They carry their few possessions with  them, sleeping in the streets, in doorways or on piers, 
or in any other space, on a more or less random basis 
38

 Office of the United Nations High Commissioner for Human Rights. The Right to Adequate Housing, Fact Sheet No. 21/Rev.1, 
excerpted from pp. 4-10. 
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-  Location: housing is not adequate if it is cut off from employment 
opportunities, health-care services, schools, childcare centres and other 
social facilities, or if located in polluted or dangerous areas. 

-  Cultural adequacy: housing is not adequate if it does not respect and take 
into account the expression of cultural identity. 

4. Protection against forced evictions ς forced ŜǾƛŎǘƛƻƴǎ ŀǊŜ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ άǇŜǊƳŀƴŜƴǘ ƻǊ ǘŜƳǇƻǊŀǊȅ ǊŜƳƻǾŀƭ 
against their will of individuals, families and/or communities from the homes and/or land which they occupy, 
without the provision of, and access to, approprƛŀǘŜ ŦƻǊƳǎ ƻŦ ƭŜƎŀƭ ƻǊ ƻǘƘŜǊ ǇǊƻǘŜŎǘƛƻƴΦέ  ¢ƘŜǎŜ ŜǾƛŎǘƛƻƴǎ Ŏŀƴ 
be carried out for a variety of reasons including making space for development or infrastructure projects, 
urban redevelopment or city beautification, or prestigious international events, or societal patterns of 
discrimination.  

The right to adequate housing: 

5. Does not require the State to build housing for the entire population ς instead it includes strategies that are 
needed to prevent homelessness, prohibit forced evictions, address discrimination, focus on the most 
ǾǳƭƴŜǊŀōƭŜ ŀƴŘ ƳŀǊƎƛƴŀƭƛȊŜŘ ƎǊƻǳǇǎΣ ŜƴǎǳǊŜ ǎŜŎǳǊƛǘȅ ƻŦ ǘŜƴǳǊŜ ǘƻ ŀƭƭΣ ŀƴŘ ƎǳŀǊŀƴǘŜŜ ǘƘŀǘ ŜǾŜǊȅƻƴŜΩǎ ƘƻǳǎƛƴƎ ƛǎ 
adequate. Measures can require intervention from the Government at various levels: legislative, 
administrative, policy or spending priorities. 

6. Is not only a programmatic goal to be attained in the long term. Governments are obligated to make every 
possible effort, within their available resources, to realize the right to adequate housing and to take steps in 
that direction without delay. Some obligations are immediate including guaranteeing the right to adequate 
housing in an equal and non-discriminatory manner, to develop specific legislation and plans of action, to 
prevent forced evictions or to guarantee a certain degree of security of tenure to all. 

7. Does not prohibit development projects which could displace people but imposes conditions and procedural 
limits on redevelopment -  it is the way in which such projects are conceived, developed and implemented 
that is important.  

8. Is not the same as the right to property ς it is intended, instead, intended to ensure that everyone has a safe 
and secure place to live in peace and dignity, including non-owners of property. Security of tenure, the 
cornerstone of the right to adequate housing, can take a variety of forms, including rental accommodation, 
cooperative housing, lease, owner-occupation, emergency housing or informal settlements.  

 
¦ƴƛǘŜŘ bŀǘƛƻƴǎΩ evaluation ƻŦ /ŀƴŀŘŀΩǎ ƻōƭƛƎŀǘƛƻƴǎ ǘƻ ǘƘŜ ǊƛƎƘǘ ǘƻ ƘƻǳǎƛƴƎ 
 

 
 
Over 15 years ago, the United Nations Committee of Economic, Social and Cultural Rights (CESCR) expressed 
concern in its report to the Government of Canada that "social and economic rights have been described as mere 
'policy objectives' of governments rather than as fundamental human rights" (May 1993).  The Committee also 
expressed concern about "the persistence of poverty in Canada."    
 

The violation of the right to adequate housing may affect the enjoyment of a wide range of other 
human rights and vice versa. Access to adequate housing can be a precondition for the enjoyment of 
several human rights, including the rights to work, health, social security, vote, privacy or education. 
The possibility of earning a living can be seriously impaired when a person has been relocated 
following a forced eviction to a place removed from employment opportunities. Without proof of 
residency, homeless persons may not be able to vote, enjoy social services or receive health care 
(United Nations Right to Adequate Housing, Fact Sheet 21, 2009). 
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In 1998, the United Nations /ƻƳƳƛǘǘŜŜ ƻƴ 9ŎƻƴƻƳƛŎΣ {ƻŎƛŀƭ ŀƴŘ /ǳƭǘǳǊŀƭ wƛƎƘǘǎ ƳŀƛƴǘŀƛƴŜŘ ǘƘŀǘ /ŀƴŀŘŀΩǎ ŦŀƛƭǳǊŜ ǘƻ 
implement poverty reduction policies between 1993 and 1998 had further exacerbated homelessness among 
vulnerable groups in the population. 
 
By 2006, most of the 1993 and 1998 recommendations by the 
CESCR had not been implemented (Kothari, 2009).     
 
¢ƘŜ ¦ƴƛǘŜŘ bŀǘƛƻƴǎΩ ŀǇǇƻƛƴǘǎ άǎǇŜŎƛŀƭ ǊŀǇǇƻǊǘŜǳǊǎέ ǿƘƻ ǇǊƻǾƛŘŜ 
recommendations on specific countries and themes ς one such 
position is the Special Rapporteur on the Right to Adequate 
Housing.  In 2007, Rapporteur Miloon Kothari was invited to Canada 
by the federal government to review four areas: homelessness, 
women and their right to adequate housing, Aboriginal populations, and adequate housing and the possible 
impact.  In a news release shortly after thiǎ ƳƛǎǎƛƻƴΣ YƻǘƘŀǊƛ άconfirm[ed] the deep and devastating impact of this 
national crisis on the lives of women, youth, children and men, including a large number of deaths. The Special 
Rapporteur also noted as a cause of this national crisis the lack of a properly funded national poverty reduction 
strategyέ (Kothari, 2007). 
 
In his 2009 report to the United Nations Human Rights Council, Report of the Special Rapporteur on adequate 
housing as a component of the right to an adequate standard of living, and on the right to non-discrimination in 
this context, he made these recommendations with respect to housing (p. 2): 
 
1. Recognize the right to adequate housing by all levels of 

Government and Adopt or amend legislation to protect the 
right to adequate housing 

-  Denial of the right to adequate housing to marginalized, 
disadvantaged groups in Canada clearly assaults 
fundamental rights in the Canadian Charter of Rights and 
Freedoms, even if the Charter does not explicitly refer to 
the right to adequate housing (p. 10). 

-  It appears that no action has been taken in response to the 
repeated recommendations of the CESCR to include economic, social and cultural rights in the Canadian 
Human Rights Act and in provincial/territorial human rights legislation (p. 11). 

-  As the definition of core housing need is more restrictive than the human rights definition of adequate 
housing, the number of people living in inadequate housing may be higher than the available figures (p. 
13). 

-  Many landlords operating in the private market continue to engage in discriminatory practices such as: 
screening-out tenants based on their social condition, source of income or because they receive social 
assistance; refusing to rent to single mothers, families with children; precluding young people and new 
immigrants from accessing accommodation because of their inability to provide landlord references, 
credit history, and substantial work history; refusing to accommodate persons with disabilities; and 
denying accommodation to 16 and 17 year olds living independently of parents (p. 15). 

2. Commit to a comprehensive national housing strategy with stable and long-term funding 

-  Municipal authorities are often on the forefront of requests related to adequate housing and have to deal 
with concrete situations. In his discussions with many of these authorities, the Special Rapporteur noted a 
perception that higher authorities have discharged their share of responsibility for providing adequate 
housing for the population to them, yet without providing them with adequate resources (p. 7). 

ά¢ƘŜ {ǇŜŎƛŀƭ wŀǇǇƻǊǘŜǳǊ ŎƻƴŦƛǊƳǎ ǘƘŜ 
deep and devastating impact of this 
national crisis on the lives of women, 
youth, children and men, including a 
large number of deaths

2
. The Special 

Rapporteur also noted as a cause of this 
national crisis the lack of a properly 
funded national poverty reduction 
ǎǘǊŀǘŜƎȅέ όYƻǘƘŀǊƛΣ нллтύΦ 

Homelessness is one of the most visible 
and most severe signs of the lack of 
respect for the right to adequate 
housing, which is even more shocking to 
see in a developed and wealthy country 
as Canada (Kothari, 2007). 
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-  Canada is one of the few countries in the world without a national housing strategy. The federal, 
provincial, territorial and municipal governments, along with civil society organizations (including the 
charitable sector) have introduced a series of one-time, short-term funding initiatives that have been 
ŘŜǎŎǊƛōŜŘ ōȅ ƘƻǳǎƛƴƎ ŜȄǇŜǊǘǎ ƛƴ /ŀƴŀŘŀ ŀǎ ŀ άŦǊŀȅƛƴƎ ǇŀǘŎƘǿƻǊƪέ όǇΦ 8). 

-  Canada has a significant number of programs relating to housing that are funded by the authorities at 
federal, provincial and municipal levels. Due to funding, program and legislative differences in various 
parts of the country, the overall effect seems uneven and disorganized. 

3. Adopt a comprehensive and coordinated national strategy for the reduction of homelessness and poverty 

-  As early as 1999, the Human Rights Committee expressed concern that homelessness had led to serious 
ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀƴŘ ŜǾŜƴ ǘƻ ŘŜŀǘƘ ƛƴ /ŀƴŀŘŀΦ Lǘ ǊŜŎƻƳƳŜƴŘŜŘ ΨǘƘŀǘ ǘhe State party take positive 
ƳŜŀǎǳǊŜǎ ǊŜǉǳƛǊŜŘ ōȅ ŀǊǘƛŎƭŜ с ǘƻ ŀŘŘǊŜǎǎ ǘƘƛǎ ǎŜǊƛƻǳǎ ǇǊƻōƭŜƳΦΩ The federal government has committed a 
one-time-only allocation of $22 million per year for five years for a pilot project [Mental Health 
Commission of CanadaΩǎ Homelessness Demonstration Project] that will address mental health and 
homelessness (pp. 16-17). 

-  It is hoped that all human rights bodies in Canada will devote increasing attention to the crisis of 
homelessness and inadequate housing and seek effective remedies (p. 11). 

-  The Special Rapporteur remains concerned about the significant number of homeless in all parts of the 
country and by the fact that the Government could not provide reliable statistics on the number of 
homeless. During the mission, he came across particularly severe situations such as in Downtown Eastside 
in Vancouver (p. 16). 

4. Address the situation of Aboriginals in and off reserves through a comprehensive and coordinated housing 
strategy 

-  The federal government has accepted responsibility under 
the Indian Act and other legislation and programs for 
Aboriginal people living on federal recognized reserves, 
including housing programs. The 2009 federal budget 
contains a one-time-only allocation of $400 for on-reserve 
Aboriginal housing. The federal government provides an 
annual subsidy of $272 million for on-reserve Aboriginal 
housing. However, the Special Rapporteur was informed 
about the significant on-reserve housing problems in every 
part of the country. In addition, with a majority of 
Aboriginal people living in urban areas or in areas where 
their claim to land is not yet recognized, neither the 
federal government, nor the provinces or territories, 
accepts responsibility for funding Aboriginal housing 
initiatives. Aboriginal people are told that they have to 
compete with non-Aboriginal groups for any available 
housing or other funding (p. 20). 

-  Overcrowded and inadequate housing conditions, as well as difficulties accessing basic services, including 
water and sanitation, are major problems for Aboriginal peoples. These challenges have been identified 
for many years but progress has been very slow leaving entire communities in poor living conditions for 
decades (p. 21). 

 
Finally, the March 2009 Universal Periodic Review of Canada, again reinforced the importance of the rights to 
adequate housing, and subsequent strategies and investments needed.  
 

ά¢ƘǊƻǳƎƘƻǳǘ Ƙƛǎ ƳƛǎǎƛƻƴΣ ǘƘŜ {ǇŜŎƛŀƭ 
Rapporteur was disturbed to see the 
devastating impact of the paternalism 
that marks federal and provincial 
government, legislations, policies and 
budgetary allocation for Aboriginal 
people on and off reserve. These 
policies have seriously compromised the 
right to self determination that 
Aboriginal people enjoy under the 
original treaties and the International 
human rights instruments and deeply 
affected their housing and living 
ŎƻƴŘƛǘƛƻƴǎέ όYƻǘƘŀǊƛΣ нллтύΦ 



 

113 

 

The ways in which Canada is in violation of its obligations in making progress on the right to adequate housing 
were first summarized by the Rupert Rooming House Coalition in its submission to the United Nations Committee 
on Economic, Social and Cultural Rights (1998)

39
:  

Á Acts of racial or other forms of discrimination in the housing sphere;  

Á Adoption of legislation or policies clearly inconsistent with housing rights obligations, particularly when these 
result in homelessness, greater levels of inadequate housing, the inability of persons to pay for housing and so 
forth;  

Á Repealing legislation consistent with, and in support of, housing rights;  

Á Unreasonable reductions in public expenditures on housing and other related areas, in the absence of 
adequate compensatory measures; and  

Á Overtly prioritizing the housing interests of high-income groups when significant portions of society live 
without their housing rights having been achieved.  

While there has been some progress made through provincial and territorial policy and legislative initiatives, as 
well as some limited federal initiatives, successive reports and recommendations through the UN Human Rights 
/ƻǳƴŎƛƭ ƛŘŜƴǘƛŦȅ ƻƴƎƻƛƴƎΣ ǎŜǊƛƻǳǎ ŎƻƴŎŜǊƴǎ ƛƴ /ŀƴŀŘŀΩǎ ǇǊƻƎǊŜǎǎ ǎƛƴŎŜ мффу. 

BILL C-304: CREATING A NATIONAL HOUSING PLAN 
 
Most recently, Bill C-олпΣ ŀ ǇǊƛǾŀǘŜ ƳŜƳōŜǊΩǎ ōƛƭƭ ƛƴǘroduced by Vancouver East MP Libby Davies, began third 
reading debate in October 2010.  With the support of three of the four political parties, this bill calls on the federal 
government, in partnership with the provinces, the territories, First Nations, municipalities and stakeholders, to 
develop a national housing strategy.    The bill, entitled an act to ensure secure, adequate, accessible and 
affordable housing for Canadians ŎƛǘŜǎ /ŀƴŀŘŀΩǎ ƻōƭƛƎŀǘƛƻƴǎ ǳƴŘŜǊ ǘƘŜ ¦ƴƛǘŜŘ bŀǘƛƻƴǎ ǘƻ ǇǊƻǾƛŘŜ ŀŘŜǉǳŀǘŜ 
housing for all citizens.  It calls on the minister responsible for the Canadian Mortgage and Housing Corporation 
(CMHC), which falls under the federal Human Resources and Skills Development, to establish a national housing 
strategy in consultation with provincial and territorial ministers of municipal and housing affairs, municipalities, 
Aboriginal communities, and other non-profit and private sector organizations.  Specific funding investments and 
targets would be tied to the plan.  This bill is consistent with recommendations from a recently adopted Senate 
Report (In from the Margins) from Senators Eggleton & Segal (2009), calling for a National Housing Plan. 

INTERNATIONAL CONTEXT 

 

The policy context for housing in other countries, and Europe in particular, is increasingly seen as a broader social 
inclusion issue ς for example, the European Union (EU) has agreed to a core set of poverty and social exclusion 
ƛƴŘƛŎŀǘƻǊǎ όǘƘŜ ά[ŀŜƪŜƴέ ƛƴŘƛŎŀǘƻǊǎύ ǿƘƛŎƘ ŀǊŜ ǊŜƎǳƭŀǊƭȅ ǇǊƻŘǳŎŜŘ ŦƻǊ ŜǾŜǊȅ 9¦ ŎƻǳƴǘǊȅ ƻƴ ŀ ŎƻƳǇŀǊŀōƭŜ ōŀǎƛǎΦ  
Housing indicators are under development and are seen as connected.  Housing plays a central role in national 
poverty reduction strategies in France, Ireland and Sweden.  Housing is integrated in related initiatives to broader 
social strategies in the Netherlands and the United Kingdom.  Pomeroy and Evans (2008) provide a brief review of 
international examples of the integration of housing into overall poverty reduction strategies.  This information, 
together with a review of poverty reduction strategies conducted by the National Council on Welfare in 2007, is 
summarized in Table 1.  In Canada, we have a number of examples of such strategies at a provincial level, 
ŘƛǎŎǳǎǎŜŘ ƛƴ !ǇǇŜƴŘƛȄ оΣ ǿƘƛŎƘ ŀǊŜ ŀƭǎƻ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ άprosperity promotingέ ƻǊ άsocial inclusionέ strategies.  

                                                 
39

 Excerpted from Rupert Rooming House Coalition (1998). The Human Right to Adequate Housing in Canada: A Comment on 
Canada's Compliance with the International Covenant on Economic, Social and Cultural Rights, with a Focus on Homelessness.  
Submission to the United Nations Committee of Economic, Social and Cultural Rights. Written by J. David Hulchanski 
(http://www.web.net/rupert/un.htm ). 

http://www.web.net/rupert/un.htm
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Ultimately, Canada stands virtually alone among G8 countries, indeed among most developed countries, in 
lacking a national framework to address affordable housing. 
 
For purposes of comparison in Table 2, about 5% of Canadian households live in social housing which is far lower 
than in many other developed countries ς the Canadian rate of social renting is less than half the Organisation for 
Economic Co-operation and Development (OECD) average (Falvo, 2003).  Total owner households in Canada stood 
at about 68% of total households according to the Statistics Canada 2006 census.  Table 3 summarizes specific 
housing policies and the social housing landscape among G8 countries (excepting Japan). 
 
Table 2. Interplay of housing and poverty reduction strategies in a section of developed countries. 

Country Description of Housing and/or Poverty Reduction Strategy 

European 
Union 

Á Common framework guides member countries with three main objectives: 

1. Social cohesion, equality between men and women and equal opportunities for all 
through adequate, accessible, financially sustainable, adaptable and efficient social 
protection systems and social inclusion policies; 

2. Effective and mutual interaction among policies for greater economic growth, more and 
better jobs and greater social cohesion, as well as sustainable development; 

3. Good governance, transparency and the involvement of stakeholders in the design, 
implementation and monitoring of policy 

a. EU Countries develop plans to further these objectives and report progress publicly on the 
EU website 

France 
 

Á The third priority of their poverty reduction strategy is to develop the supply of subsidized 
housing and quality accommodation 

Á Universal housing allowance system: paid directly to individuals and allows for freedom of 
choice between social and private renting 

Á Universal housing benefits extended to all low-income households 

Ireland 
 

Á Launched a 10-year National Anti-Poverty Strategy in 1997 

Á Utilize a broad number of measures to assess progress including development of a national 
integration policy based on equality principles and social inclusion 

Á Rate of people experiencing consistent poverty dropped from 15.1% in 1994 to 5.2% in 2001 
(National Council on Welfare, 2007) 

Á Comprehensive poverty reduction strategy integrated within their 2007π2013 National 
Development Plan, targeting a reduction in consistent poverty to 2-4% by 2012, and 
elimination of consistent poverty by 2016. 

Á Housing is the fourth priority within the poverty reduction strategy 

Á Two national housing programs are: (1) Social Housing Provision and Renewal and (2) 
Affordable Housing and Targeted Private Housing Supports; funding is equivalent to 
approximately $30 billion annually ς this is substantively more than in Canada 

Netherlands 
 

Á Affordable housing programs are primarily funded by national government, but operated by 
municipal housing corporations (together with a small number of coπoperative and non-
profits) 

Á Prior to 1990, the national government subsidized the purchase and development of social 
housing stock as their primary housing strategy  

Á In 1991, the national government stopped subsidizing lowπincome housing providers, 
replacing them with housing allowance (calculated using a rent-geared-to-income model). 
About 30% of renter households receive the national rent allowance (universal program; 
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given out on the basis of income to rent ratio) 

Á Found that rent-geared-to-income model acted as a work disincentive as rent subsidy was 
reduced if earnings increased. Adopted a net income index in 2003 in an effort to reduce 
work disincentive ς based on net residual income after payment of housing expenses  

New 
Zealand 

Á Adopted a social development approach in 2003 focused on social protection and social 
investment 

Á Strong focus on use of consultation and indicators for monitoring progress (e.g., 
development of the Agenda for Children involved contributions from community experts 
and government officials, as well as nationwide consultations with children, young people, 
and adults) 

Á Indicators on social well-being in New Zealand have been released yearly since 2001 to 
monitor trends over time and to make comparisons with other countries. 

Sweden 
 

Á Universal welfare policy, active labour-market policy  

Á Welfare system includes health care, social care, and social insurance that provides financial 
security in illness, disability and old age and for families with young children 

Á Basic supplementary protection in the form of financial assistance 

Á Sets priorities within long-term vision: for the period 2006-2008, included job creation, 
reduction of ill-health at work, improvement of long term care, increasing accessibility for 
people with disabilities, tackling homelessness, and increasing social inclusion 

Á Creation of a commission focused on vulnerable service users and collaboration across 
multiple levels of government 

United 
Kingdom 
 

Á Social housing sector peaked at over 30% ς various policies have decreased this, most 
notably that some tenants are able to purchase their dwellings at deep discounts 

Á Eligibility for social housing increasingly restricted to low-income 

Á bŀǘƛƻƴŀƭ ƛƴƛǘƛŀǘƛǾŜǎ ƘŀǾŜ ŦƻŎǳǎŜŘ ƻƴ ǘŀǊƎŜǘŜŘ ŜǎǘŀǘŜ ǊŜƎŜƴŜǊŀǘƛƻƴΤ ŦƻŎǳǎ ƻƴ ŀ άǇƭŀŎŜ-ōŀǎŜŘέ 
policy lens 

Á Separation of the basic income support from the housing benefit allowance has created 
disincentives for work; careful thought needed on how benefits are withdrawn/scaled down 
as people enter work  

Á Child poverty reduction strategy: set the target of halving child poverty by 2010, eradicating 
it by 2020. Similarly, a poverty reduction strategy has been devised for pensioners. Specific 
program targets are linked to this strategy and there is a focus on targeted support for 
people who need it most: single parents, people with disabilities, older workers, and 
members of ethnic minorities. 

Á UK determined that no one measure on its own could sufficiently capture measurement of 
poverty so has identified a small set of measures that are being tracked.   

Á Child poverty reduced from 27% in 1997 to 22% in 2004.  A million pensioners and 800,000 
children moved out of relative poverty since 1999 (National Council on Welfare, 2007) 
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Table 3. Housing Policies in G8 Countries. 

Country Policy Initiative Features 

United 
States 

 
Housing Choice 
Voucher Program

40
 

 
 
Recently released 
Open Doors: 
Federal Strategic 
Plan to Prevent 
and End Chronic 
Homelessness 

Overview 

Federal Strategic Plan to Prevent and End Chronic Homelessness (2010):  targets ending chronic homelessness in five 
years, preventing/ending homelessness among Veterans in five years; preventing/ending homelessness for families, 
youth and children in ten years; and setting a path to end all types of homelessness.  Action themes: 

1. Increase leadership, collaboration and civic engagement (across all levels of government, community members, 
and public and private organizations) 

2. Increase access to stable and affordable housing (providing affordable housing and supportive housing) 

3. Increase economic security (increase employment opportunities and access to programs and services that reduce 
ǇŜƻǇƭŜΩǎ ǾǳƭƴŜǊŀōƛƭƛǘȅύ 

4. Improve health and stability (integration of primary and behavioural  health services with homeless assistance 
programs and housing;  increase health/housing ǎǘŀōƛƭƛǘȅ ŦƻǊ ȅƻǳǘƘ ŀƎƛƴƎ ƻǳǘ ƻŦ ǘƘŜ ΨǎȅǎǘŜƳΩ ƛΦŜΦ ŦƻǎǘŜǊ ŎŀǊŜΣ 
juvenile system; increase health/housing stability for people who have frequent contacts with the hospital and 
justice systems) 

5. Retool the homeless crisis response system (transform homeless services to crisis response systems that focus on 
housing loss prevention and rapid rehousing) 

 
Note that the vision was prepared by the United States Interagency Council on Homelessness, with membership 
including Secretaries for 13 Departments among others. 
 
Policies providing subsidies to the housing consumer are made by the federal government. These policies are 
implemented by the Internal Revenue Service (IRS) and the Department of Housing and Urban Development (HUD) 
 
Housing subsidies through the federal tax code (IRS-originated in 1915) 
Deemed as the most generous in the developed countries and most expensive housing policy for the U.S. is the 
treatment of owner-occupied housing for tax purposes. (Most developed countries have similar policies with Canada 
being an exception).   
Low Income Housing Tax Credit Program (IRS- originated in 1986) 
Tax credit incentives provided to builders of rental housing stock.  
 

                                                 
40

 Quigley, J. (May 2008). Housing Policy in the United States http://www .escholarship.org/uc/item/89p9r7w9  Prepared for the Institute of Business and Economic Research 
and the Fisher Center for Real Estate and Urban Economics. 

http://www.escholarship.org/uc/item/89p9r7w9
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Country Policy Initiative Features 

Rental subsidies 
The HUD administers policies that provide subsidies to approximately one third of all low income households. These 
include subsidies through rental supplements and the support of public housing. 
 
Housing Choice Voucher Program ς this policy instrument is a radical policy shift from subsidizing builders and 
developers to providing subsidies directly in the hands of low-income households. Under this program, low-income 
ƘƻǳǎŜƘƻƭŘǎ ŀǊŜ ŜƭƛƎƛōƭŜ ǘƻ ǊŜŎŜƛǾŜ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ ōŜǘǿŜŜƴ ǘƘŜ Ŏƻǎǘ ƻŦ ΨŦŀƛǊ ƳŀǊƪŜǘ ǊŜƴǘΩ ŀƴŘ 30 % of their household 
income.  This voucher system is completely portable and is administered by Local Housing Authorities. This approach 
has proved to be less costly per household than the policy instrument of subsidizing the creation of the supply side.  
¢ƘŜ ŀŘǾŀƴǘŀƎŜ ƻŦ ǘƘƛǎ ŀǇǇǊƻŀŎƘ ƛǎ ǘƘŀǘ ƛǘ ǊŜƳƻǾŜǎ ǘƘŜ ǇƻƭƛǘƛŎƛȊƛƴƎ ƛƴ ǊŜƎŀǊŘǎ ǘƻ ǘƘŜ ΨƭƻŎŀǘƛƻƴΩ ƻŦ ǎƻŎƛŀƭ housing; it de-
stigmatizes the client, and reduces the ghettoizing of low income neighborhood patches.  
This voucher program is acknowledged as having a positive impact for people living with mental illness.  
 

United 
Kingdom 

 
Planning Policy 
Statement 3 ς 
Housing (2006)

41
 

 
 
 
 
Delivering 
Affordable 
Housing

42
 

 
 
 

Overview: Policy response to the recommendations set forth in the Baker Review of Housing Supply (2004). 
 
Policy objectives: 

Á To achieve a wide choice of high quality homes, both affordable and market housing, to address the 
requirements of the community. 

Á To widen opportunities for home ownership and ensure high quality housing for those who cannot afford market 
housing, in particular those who are vulnerable or in need. 

Á To improve affordability across the housing market, including by increasing the supply of housing. 

Á To create sustainable, inclusive, mixed communities in all areas, both urban and rural. 
 
The national policy is implemented at a regional and local level. 
 
Key principles: sustainable development, visionary & strategic, market responsiveness, collaboration, evidenced-
based policy approach and, outcome and delivery focus. 
 
Affordable Housing Policy Statement (includes social, rented and intermediate housing).  Directs Local Planning 
Authorities to define overall affordable housing targets to address both current and future needs, set separate 
targets for social-rented and intermediate affordable housing. Specify size and type of affordable housing and seeks 

                                                 
41

 Government of the United Kingdom.  Planning Policy Statement 3 ς Housing (2006). www.eukn.org/binaries/greatbritain/bulk/policy/2007/planning-policy-statement-3-
housing.pdf 
42

 Government of the United Kingdom. Delivering Affordable Housing www.communities.gov.uk/documents/housing/pdf/152897.pdf 

http://www.eukn.org/binaries/greatbritain/bulk/policy/2007/planning-policy-statement-3-housing.pdf
http://www.eukn.org/binaries/greatbritain/bulk/policy/2007/planning-policy-statement-3-housing.pdf
http://www.communities.gov.uk/documents/housing/pdf/152897.pdf
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Country Policy Initiative Features 

developer contributions in the creation of mixed communities. 

Russia 

Law on 
Privatization of 
Housing 
 
National Housing 
Project ά!ŦŦƻǊŘŀōƭŜ 
and Comfortable 
Housing for 
Russian 
/ƛǘƛȊŜƴǎέΦ

43,44
 

Overview 

aŀƧƻǊ ǎƘƛŦǘ ŦǊƻƳ ŀ άǇŀǘŜǊƴŀƭƛǎǘƛŎέ ƘƻǳǎƛƴƎ ǇƻƭƛŎȅ ŦǊŀƳŜǿƻǊƪ ǘƻǿŀǊŘǎ ŀ market driven policy framework. Implications 
of this change is one of devolution of responsibilities from the state to the individual., the privatization of the housing 
ǎǘƻŎƪ ŀƴŘ ǘƘŜ ŎǊŜŀǘƛƻƴ ƻŦ ŀ ƘƻǳǎƛƴƎ ƳŀǊƪŜǘΣ ŀƴŘ ǎǘŀǘŜ ǎǳǇǇƻǊǘ ǘŀǊƎŜǘŜŘ ǎƻƭŜƭȅ ŦƻǊ άǾǳƭƴŜǊŀōƭŜ ǇƻǇǳƭŀǘƛƻƴέ ƎǊƻǳǇǎΦ  
This last policy objective is accompanied with reforms to the social allowance program. 
 
Description: The main thrust ƻŦ wǳǎǎƛŀΩǎ national housing policy reforms is (1) the creation of a housing market 
economy supported by government financed mortgage market and, (2) addressing the loss of housing stock (150,000 
flats per year) due to deterioration.  Wait-time for access to state housing is expected to drop from 20 years to an 8 
year waiting period.     
 
Through its policy ƻŦ άcost-free privatizationέ ǘƘŜ ownership of rental housing stock was transferred from state to the 
tenant .As a result, tenant-ownership of rental stock has increased to 75 % in 2006 compared to 33% in 1990 when it 
ǿŀǎ ƛƴǘǊƻŘǳŎŜŘΦ Lǘ ǎƘƻǳƭŘ ōŜ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ άƘƻƳŜ ƻǿƴŜǊǎƘƛǇέ ǿŀǎ ŀ ƴŜǿ ǿƻǊŘ ŀƴŘ ŀ ƪŜȅ ŎƘŀƭƭŜƴƎŜ ǿŀǎ 
conveying associated responsibilities.   
 
Social housingΥ ¢Ƙƛǎ ǊŜŦƻǊƳ ōǊƻǳƎƘǘ ǿƛǘƘ ƛǘ ǘƘŜ ƛƴǘǊƻŘǳŎǘƛƻƴ ƻŦ άǎƻŎƛŀƭ ƘƻǳǎƛƴƎέ ǘƻ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ άǎƻŎƛŀƭ ǘŜƴŀƴǘΦέ  
Social housing is allocated on the basis of income and ǘŀǊƎŜǘǎ άlow-ƛƴŎƻƳŜ ŦŀƳƛƭƛŜǎΦέ  IƻǳǎƛƴƎ ƛǎ ǇǊƻǾƛŘŜŘ ŦƻǊ ŀ р ȅŜŀǊ 
term (to be reviewed at thŜ ŜƴŘ ƻŦ ǘƘŜ ǘŜǊƳύΦ ¢ƘŜ άǎƻŎƛŀƭ ǘŜƴŀƴǘέ ŘƻŜǎ ƴƻǘ ƘŀǾŜ ǘƘŜ ǊƛƎƘǘ ǘƻ ǘƘŜ άǇǊƛǾŀǘƛȊŀǘƛƻƴ ƻŦ ǘƘŜ 
Ŧƭŀǘέ ŀǎ Řƻ ƴƻƴ-social tenants.  (Note ς ŀǘ ǘƘŜ ǘƛƳŜ ǘƘŜ ǘƘǊŜǎƘƻƭŘǎ ŦƻǊ Ψƭƻǿ-ƛƴŎƻƳŜΩ ƘŀŘ ƴƻǘ ōŜŜƴ ȅŜǘ ƛŘŜƴǘƛŦƛŜŘΦ  
 
One of the consequences of these reforms has beŜƴ ǘƘŜ ŀǇǇŜŀǊŀƴŎŜ ŦƻǊ ǘƘŜ ŦƛǊǎǘ ǘƛƳŜ ƻŦ άƘƻƳŜƭŜǎǎƴŜǎǎέ ƛƴ wǳǎǎƛŀ ŀƴŘ 
ǘƘŜ ǇƻƭƛǘƛŎƛȊƛƴƎ ƻŦ ΨƘƻǳǎƛƴƎΩ ŀǎ ŀ ƪŜȅ ƛǎǎǳŜ ƻŦ ǇǳōƭƛŎ ŎƻƴǘǊƻǾŜǊǎȅ ŀƴŘ ǇǊƻǘŜǎǘΦ  {ǳōǎŜǉǳŜƴǘƭȅΣ ƛƴ нллр ƭŜƎƛǎƭŀǘƛǾŜ ǊŜŦƻǊƳǎ 
brought in a new housing policy focused on increasing affordable housing stock for the middle-class and to provide 
social housing for the poor.  The definition of the low-income thresholds is left up to local a municipality which has 
resulted in varying eligibility standards between regions for access to social housing.   

Germany 
 
Housing Subsidy 
Act

45
 

Overview 

Legal framework with emphasis on regulatory and economic levers to influence the housing market through the use 
of fiscal and funding mechanisms (such as loans and grants to developers and municipal housing companies).  The 

                                                 
43

 Vihavainen, R. (2005) Housing in Russia: Policies and Practices.  University of Helsinki, Department of Sociology. 
http://blogit.helsinki.fi/respublica/RP05_Interim_Housing.pdf  
44

 Shomina, Y. (2007)Housing policy and housing reforms in Russia, State University-Higher School of Economics Housing in Russia. 
http://www.iut.nu/Congress/Congress2007/PresentationsNational/Shomina_Russia.ppt 
45

 www.eukn.org/binaries/germany/bulk/text/houisng-policy_engl070801.pdf 

http://blogit.helsinki.fi/respublica/RP05_Interim_Housing.pdf
http://www.iut.nu/Congress/Congress2007/PresentationsNational/Shomina_Russia.ppt
http://www.eukn.org/binaries/germany/bulk/text/houisng-policy_engl070801.pdf
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Country Policy Initiative Features 

 
 

housing needs of disadvantaged populations groups are addressed by the welfare state through tax and subsidy policy 
measures. In 2007 responsibility for social housing was transferred from the federal government to the level of the 
states. 
 
Description 

Á Rental allowance: ! Ψhousing benefitΩ ǇŀƛŘ ƻǳǘ ŀǎ ŀ ǊŜƴt allowance is a benefit geared to income provided to 
lower income families.  

Á Social housing- Little housing stock is provided by the public sector in any direct measure, rather majority of 
social housing stock comes from the public subsidization of private landlords.  These types of housing policy 
however has generated social housing stock that tends to be more affected by market rental pressures. As a 
result, people with less income, larger families or the disabled have difficulty finding suitable housing.  Their 
support falls onto the responsibility of the welfare state through the provision of the housing benefit. The 
housing stock for this most disadvantaged population is provided by private sector developers and municipal 
housing companies. Owner-occupancy housing is also supported. 

France 
Politique de la 
Ville

46
 

 

Overview 

Cross-ministerial and multi-sectoral holistic policy framework that addresses housing needs (and related social, 
economic and health needs) in targeted and deprived neighborhoods. The national body contracts with local cities to 
implement the priorities in targeted and deprived areas. 
 
Description: Policy history dates back to 1977 with development of a social housing policy framework.  In 1988 , the 
άLƴǘŜǊƳƛƴƛǎǘŜǊƛŀƭ  5ŜƭŜƎŀǘƛƻƴ ŦƻǊ ¦Ǌōŀƴ ŀƴŘ {ƻŎƛŀƭ 5ŜǾŜƭƻǇƳŜƴǘέ ǳƴŘŜǊ ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ ¦Ǌōŀƴ 5ŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ƛǎ 
chaired by the Prime Minister with missionΥ ά ¢ƻ ƎƛǾŜ ŘƛǎŀŘǾŀƴǘŀƎŜŘ ƴŜƛƎƘōƻǳǊƘƻƻŘǎ ŀƴŘ ǘƘŜƛǊ ƛƴƘŀōƛǘŀƴǘǎ ǘƘŜ ƘŜƭǇ 
they need, no one public or para-ǇǳōƭƛŎ ƻǊƎŀƴƛȊŀǘƛƻƴ ǿƛƭƭ ōŜ ŎƻƳǇƭŜǘŜƭȅ ŜŦŦŜŎǘƛǾŜ ƻƴ ƛǘǎ ƻǿƴΦέ ¢ƘŜ ƪŜȅ ŦǳƴŎǘƛƻƴǎ 
undertaken by the Interministerial delegation include: designing, organizing, coordinating, experimenting, and 
assessing. (The latter function is evaluated with the following key indicators ς employment, economic development, 
education, access to health care and safety). 
 
The interministeral committee and its policy framework provide leadership and the coordination for multiple actors 
across national and local levels. Partners include actors from the social, cultural, employment, urban development, 
citizenship, crime prevention and health sectors.  There are five priorities in ǘƘŜ ΨtƻƭƛǘƛǉǳŜ ŘŜ ƭŀ ±ƛƭƭŜΩ ƛƴŎƭǳŘŜ: 

Á Housing and standard of living 
Á Employment and economic development 
Á Education 
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 www.eukn.org/binaries/eukn/text/plaquettediv_gb_2409.pdf 

http://www.eukn.org/binaries/eukn/text/plaquettediv_gb_2409.pdf
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Country Policy Initiative Features 

Á Citizenship and crime prevention 
Á Health 

Italy 

Edilizia 
sovvenzionata  
(Public Housing) 
Edilizia agevolata 
(Subsidy 
Provision)

47
 

 

Overview 

LǘŀƭȅΩ ǎ ƘƻǳǎƛƴƎ ǇƻƭƛŎȅ Ƙŀǎ ōŜŜƴ ŎƘŀǊŀŎǘŜǊƛȊŜŘ ōȅ ŀ ǘǊŜƴŘ ƛƴ ǘƘŜ ƭŀǎǘ рл ȅŜŀǊǎ from centralized national policy stance  
towards the present day devolved model with a diffused policy regime, whereby regional authorities develop policies 
and adminster housing programs under the guise of limited national policy framework. The other trend has been one 
of diminishing public investment in housing.  Housing policies have been relatively weak from a welfare viewpoint. 
On the one hand, the supply of social housing has been scarce and, on the other hand, social housing policies have not 
been sufficiently targeted to the needs of marginalized groups and groups in extreme poverty as well as being poorly 
integrated with general social welfare programs. 
 
Two principal policies have shaped the direction for social housing in Italy: 

Á Edilizia sovvenzionata: this program develops public housing financed entirely and owned by the state. 

Á Edilizia agevolata: This program provides subsidies to cover cost of interest on loans for the construction of rental 
or owner-occupied housing.  

In the context of other European countries, in 2004 Italy ranked at the bottom in terms of public housing stockΦ  άAll 
this means (a) that the social housing sector has not been able to play the same welfare role in Italy as it has in other 
European countries; and (b) that given the demand their is a large social tutelage deficit (considering that such 
protection is in any case not provided in the private sector). It has been estimated that genuine social protection is 
provided for only the tiniest proportion of the population, between 15-30 per cent of that provided in most European 
ŎƻǳƴǘǊƛŜǎΦέ

48
 

 
Responsibility for public housing is now transferred over to the Regions who play a planning function, while local 
authorities have the responsibilities to allocate the social housing according to regionally defined criteria.  The role of 
the central government is to define general principals and set high level social housing objectives within the context 
of its social welfare policy agenda.  Other trends: re-ŘŜŦƛƴƛǘƛƻƴ ƻŦ ΨǎƻŎƛŀƭ ƘƻǳǎƛƴƎΩ ƛƴ ǘŜǊƳǎ ƻŦ ŎǊƛǘŜǊƛŀ ŦƻǊ ŜŦŦŜŎǘƛǾŜƴŜǎǎΤ 
privatization of social housing (public-private partnerships) institutions, allocation of rent supplements.  No dedicated 
ƴŀǘƛƻƴŀƭ ǇǊƻƎǊŀƳǎ ŜȄƛǎǘ ŦƻǊ ǘƘŜ άƘƻƳŜƭŜǎǎέΦ 
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Tosi, A., Cremaschi, M. (1999) Housing policies in Italy.   Università di Roma http://www.iut.nu/members/Europe/West/Italy_Housing%20policies.doc 
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ECONOMIC, PERSONAL, AND SOCIAL IMPLICATIONS OF HOUSING, INADEQUATE HOUSING, AND 
HOMELESSNESS 

 
The following information is intended to be complementary to the more detailed cost-benefit discussion on housing and 
supports in the final report. 
 
ESTIMATING HOMELESSNESS AND INADEQUATE HOUSING 
 
While the intention of our work is to focus broadly on people living with mental health problems and the variety of 
housing situations they live in, the reality is that many people who are homeless are experiencing significant mental 
health issues ς this is the most basic reality of our findings and countless national and international reports: people living 
with mental health problems are at greater risk of becoming homeless through the complex interactions of the social 
determinants of health, including income, and homelessness is the most visible evidence of inadequate housing and 
ǎǳǇǇƻǊǘǎΩ ǎȅǎǘŜƳǎΦ  aƻǊŜƻǾŜǊΣ residing in inadequate housing is a risk factor for homelessness - most of the people who 
become homeless started off being inadequately housed

49
.  

 
In some ways, it is easier to capture the extent of inadequate housing compared to capturing the extent of homelessness 
because of the existing definition of core housing need by CMHC, together with the broader measure of affordability of 
spending 30% or less of gross income on shelter.  What is more complicated is measuring the costs of inadequate 
housing.   
 
INADEQUATE HOUSING 
 
Further discussion follows on the various definitions relating to homelessness ς of which the Kirby report estimates 
that 30-40% of people have serious mental health issues.  Here, we briefly discuss individuals at risk of homelessness 
(sometimes referred to as inadequately housed) which refers to families and individuals with formal shelter but in 
precarious circumstances (Pomeroy, 2001; Policy Research Initative, 2005).  Risk factors relate to the trajectory of 
homelessness which is complex and usually the result of a variety of factors (i.e., personal levels of human and social 
capital, mental health, macro-economic trends, the accessibility of community-level supports, and government policies).    
 
Individuals at risk of homelessness (sometimes referred to as inadequately 
housed) refers to families and individuals with formal shelter but in 
precarious circumstances (Pomeroy, 2001; Policy Research Imitative, 2005).  
Risk factors relate to the trajectory of homelessness which is complex and 
usually the result of a variety of factors (i.e., personal levels of human and 
social capital, mental health, macro-economic trends, the accessibility of 
community-level supports, and government policies).    
 
The affordability of housing is of fundamental importance to the 
ΨǘǊŀƧŜŎǘƻǊȅΩ ƻŦ ōŜƛƴƎ ƛƴŀŘŜǉǳŀtely housed or homeless.  In 2001, 590,100 
households were paying 50% or more of their income on shelter ς average 
shelter cost to income ratios was 67% (Policy Research Imitative, 2005).  
Practically speaking, the stress of this level of household expenditures may 
create a vulnerability for people to develop mental health issues, or exacerbate existing mental health issues.   
 
The City of Calgary, through its review of the literature in developing its 10-year plan, identifies a range ƻŦ άǊƻƻǘ ŎŀǳǎŜǎέ 
that contribute to homelessness and marginalization (2007, pp. 29-30): 
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 J. David Hulchanski, Question and Answer, Homelessness in Canada: www.raisingtheroof.org/lrn-home-QandA-index.cfm - Note that 
ŘŜŦƛƴƛǘƛƻƴǎ ŀǊŜ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘƻǎŜ ƻŦ ǘƘŜ ŦŜŘŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘΩǎ нллп bŀǘƛƻƴŀƭ IƻƳŜƭŜǎǎƴŜǎǎ LƴƛǘƛŀǘƛǾŜΦ  

ά²ƛǘƘƻǳǘ ŀ ǇƘȅǎƛŎŀƭ ǇƭŀŎŜ ǘƻ Ŏŀƭƭ ΨƘƻƳŜΩ 
in the social, psychological and 
emotional sense, the hour-to-hour 
struggle for physical survival replaces all 
other possible activities. This social 
exclusion also increasingly means 
physical exclusion from many locations 
and neighbourhoods by municipal 
ƻǊŘƛƴŀƴŎŜǎ ŀƴŘ ǇƻƭƛŎŜ ƘŀǊŀǎǎƳŜƴǘά 
(Hulchanski, 2002). 

http://www.raisingtheroof.org/lrn-home-QandA-index.cfm
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Á Poverty; 

Á Mental illness, addictions, and concurrent disorders (mental illness and addiction); 

Á People fleeing violence; 

Á Relocating to find employment; 

Á Population group (visible minorities tend to be under-represented among the absolutely homeless, whereas 
Aboriginal persons are generally overrepresented); 

Á Federal and provincial withdrawal from non-market (social or subsidized) housing initiatives starting in the mid-
1980s; 

Á Provincial deinstitutionalization of psychiatric patients who were housed in specialized facilities up until the early 
1990s, without the transfer of comparable funding levels to community-based mental health service providers; 

Á Low-income due to: low earned income (minimum wage versus living wage); scaled-back and clawed-back federal 
and provincial social support benefits; or lack of income for those leaving the foster care or child welfare systems  and 
those exiting prison; and 

Á The high cost of housing (owned and rented) compounded by low vacancy rates. 
 
aǳƴƛŎƛǇŀƭƛǘƛŜǎ ƻŦǘŜƴ ǳǎŜ άƘƻƳŜƭŜǎǎ Ŏƻǳƴǘǎέ όάǇƻƛƴǘ ƛƴ ǘƛƳŜέ ǎƴŀǇǎƘƻǘǎύ ǘƻ ǘǊȅ ǘƻ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǇŜƻǇƭŜ ǿƘƻ 
are absolutely homeless  ς the 2008 Saskatchewan Housing Forum summarized issues relating to these counts including: 

Á Homeless counts traditionally underestimate the numbers due to an inability to reach this entire target group; 

Á Results are a snap shot in time only, and do not capture cyclical/long-term data; 

Á These counts do not include people at-risk of being homeless, categorized as individuals or families currently living in 
inadequate, overpriced, unsafe, and/or overcrowded housing; and 

Á These counts do not include people who are considered part of the concealed homeless.  
 
Similarly, the United Way of Calgary and Area, provides a thoughtful analysis of homeless counts and learning from U.S. 
ŎƛǘƛŜǎ όнллтύ ǘƘŀǘ ǿŀǎ ǊŜǇƻǊǘŜŘ ƛƴ ǘƘŜ /ƛǘȅ ƻŦ /ŀƭƎŀǊȅΩǎ .ŀŎƪƎǊƻǳƴŘ wŜǎŜŀǊŎƘ ŦƻǊ ǘƘŜ мл-year Plan to End Homelessness in 
Calgary (p.44): for example, despite some data that suggests that homelessness in New York is on the decrease, 
homelessness actually remains at record highs ς there are increases in family homelessness and general shelter use 
despite the appearance of reduction in usage.  The report also discusses the widely circulated cost-savings argument that 
the chronically homeless make up 10% of the homeless but are using 90% of services: 
 

 
 
Most recently, the Health and Housing in Transition (HHiT) study by the Research Alliance for Canadian Homelessness 
(REACH) has produced some initial findings from its longitudinal, multi-city study of people who are homeless or 
vulnerably housed in Canada.  Approximately 1,200 vulnerably housed and homeless single adults are being followed in 
three cities: Vancouver, Toronto, and Ottawa.  ¢ƘŜ ŘŜŦƛƴƛǘƛƻƴ ŦƻǊ ǇŜƻǇƭŜ ǿƘƻ ǿŜǊŜ ŎƻƴǎƛŘŜǊŜŘ άƘƻƳŜƭŜǎǎέ ŜƴŎƻƳǇŀǎǎŜŘ 
botƘ άŀōǎƻƭǳǘŜέ ŀƴŘ άƘƛŘŘŜƴέ ƘƻƳŜƭŜǎǎƴŜǎǎΣ ŀƴŘ ǇŜƻǇƭŜ ǿƘƻ ǿŜǊŜ ŎƻƴǎƛŘŜǊŜŘ άǾǳƭƴŜǊŀōƭȅ ƘƻǳǎŜŘέ had their own place, 
but at some point in the past year had either been homeless or had moved at least twice (and so were considered at risk 

ά¢Ƙƛǎ ǎǘŀǘƛǎǘƛŎ ƛǎ ōŀǎŜŘ ƻƴ ŀ мффт ǎǘǳŘȅ ǘƘŀǘ ƻƴƭȅ ƛƴŎƭǳŘŜŘ Řŀǘŀ ŦƻǊ single adults who used publicly 
funded shelters in two major metropolitan areas. It did not examine resource use by families with 

children, unaccompanied youth, or rural or suburban homeless populations. Moreover, the study did 
ƴƻǘ ƳŜŀǎǳǊŜ ǘƘŜ ǳǎŜ ƻŦ ŀƴȅ άǎŜǊǾƛŎŜέ ƻǘƘŜǊ ǘƘŀƴ ǇǳōƭƛŎƭȅ-funded, centrally-administered emergency 
shelter days.  Based on this very limited study, which cannot be generalized to the entire homeless 

population, many cities are making significant planning decisions for their 10-year plans. One 
consequence of the diversion of resources to the single male population is an upsurge in the number 

ƻŦ ƘƻƳŜƭŜǎǎ ŦŀƳƛƭƛŜǎ ŀƴŘ ŎƘƛƭŘǊŜƴ ƛƴ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΦέ 
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of homelessness).  Researchers have since found that the distinction between these two groups is artificial as people who 
are considered vulnerably housed had spent almost as much time homeless in the previous year as the homeless group: 
άLƴǎǘŜŀŘ ƻŦ ǘǿƻ ŘƛǎǘƛƴŎǘ ƎǊƻǳǇǎΣ ǘƘƛǎ ƛǎ ƻne large, severely disadvantaged group that transitions between the two housing 
ǎǘŀǘŜǎέ όResearch Alliance for Canadian Homelessness, Housing, and Health, 2010).   
 
The key finding in the initial phase of this study (which runs to 2012), is that people who are vulnerably housed 
experience the same risk of serious problems as people who are homeless including serious physical and mental health 
problems, problems in accessing health care services, hospitalization, assault and going hungry.  There are an estimated 
400,000 people who are vulnerably housed ς using the definition provided by Hwang et al. ς note that the Wellesley 
Institute identifies a range of 450,000 ς фллΣллл ŦƻǊ ǇŜƻǇƭŜ ǿƘƻ ŀǊŜ ǇǊŜŎŀǊƛƻǳǎƭȅ ƘƻǳǎŜŘ ŀƴŘ ǇŀǊǘ ƻŦ ǘƘŜ άƘƛŘŘŜƴ 
homeleǎǎέΦ  Findings to date of the study group that relate both to people who are homeless or vulnerably housed: 
 

Á More than half (52%) reported a past diagnosis of a mental health problem ς most commonly, depression (31%), 
anxiety (14%), bipolar disorder (13%), schizophrenia (6%), and post-traumatic stress disorder. 

Á Close to two-thirds (61%) have had a traumatic brain injury at some point in their lives. 

Á One in 3 reported having trouble getting enough to eat ς being able to get good quality and nutritious foods was also 
commonly reported as an issue.  Of the 36% of people who have been advised to follow special diets, only 2 in 5 
(38%) do. 

Á About 1 in 5 (23%) reported having had unmet mental health care needs, - a similar proportion (19%) reported that 
ǘƘŜȅ ŘƛŘƴΩǘ ƪƴƻǿ ǿƘŜǊŜ to go to get the mental health care they needed. 

Á Two in 5 unmet health care needs in the past year. 

Á Over half (55%) had visited the emergency department at least once in the past year. 

Á One quarter had been hospitalized overnight at least once in the past year (excluding nights spent in the emergency 
department). 

 
Consistent with other recent research, high rates of chronic disease and physical health needs were found among the 
study group, including diabetes, asthma, and cardiovascular disorders.  Over one quarter of the study group also 
identified having mobility issues. 
 
The Centre for Applied Research in Mental Health and Addictions at Simon Fraser University estimates that roughly 20% 
to 40% of people with serious addictions and/or mental illness are inadequately housed.  Of this group, they further 
estimate that 70% of individuals are also inadequately supported.   
 
WAITING LISTS 
 
²ƘƛƭŜ ǘƘŜǊŜ ƛǎƴΩǘ ŀ ǎǘŀƴŘŀǊŘƛȊŜŘ ǇǊƻŎŜǎǎ ŦƻǊ ƳŜŀǎǳǊƛƴƎ ǿŀƛǘƛƴƎ ƭƛǎǘǎ ŦƻǊ ŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎ ƛƴ /ŀƴŀŘŀΣ ǘƘŜǊŜ ƛǎ ŀ ŎŜƴǘǊŀƭ 
waiting list process for most types of affordable housing in Ontario.  The Ontario Non-Profit Housing Association (ONPHA) 
2011 Annual Wait List Report identified that 152,077 households were on the municipal waiting lists. The number of 
households looking for housing across Ontario grew by 10,442 over the previous year (7.4% increase) and by 22,824 since 
2009 (17.7% increase)Φ  ¢ƘŜ ²ŜƭƭŜǎƭŜȅ LƴǎǘƛǘǳǘŜΩǎ (2010) Precarious Housing report suggest extrapolating this to a national 
level as a crude measure of need, equating to roughly 3.4 million households. 
 
ESTIMATING HOMELESSNESS 
 
The Mental Health Commission estimates that 30-40% of people who are homeless experience serious mental health 
issues. 
One of the problems in capturing the costs of homelessness is the challenges in trying to capture the extent of 
homelessness and, thus, the strategies needed to address homelessness.  In the 2007 mission to Canada by the UN 
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Special Rapporteur on the right to adequate housing, Kothari notes that Canada has yet to come to national consensus on 
the definition of homelessness.  Consistent with past UN reviews, it was recommended that this warranted immediate 
attention: without appropriate definitions of homelessness, and the factors that put people at risk of homelessness, 
official national data can grossly underestimate the level of need (Kothari, 2009). 
 
¢ƘŜ ǘȅǇŜǎ ƻŦ ƘƻƳŜƭŜǎǎƴŜǎǎ όƻǊ άƘƻǳǎŜƭŜǎǎƴŜǎǎέύ ŜȄǇŜǊƛŜƴŎŜŘ ōȅ ǇŜƻǇƭŜ Ŏŀƴ ōŜ άŀōǎƻƭǳǘŜέ ƻǊ άŎƻƴŎŜŀƭŜŘέ

50
: 

Á Absolute homelessness: IƻǳǎŜƭŜǎǎ ǇŜǊǎƻƴǎ ŀǊŜ ŘŜŦƛƴŜŘ ŀǎ ǇŜƻǇƭŜ άǎƭŜŜǇƛƴƎ ǊƻǳƎƘέ ƻǊ ǳǎƛƴƎ ǇǳōƭƛŎ ƻǊ ǇǊƛǾŀǘŜ ǎƘŜƭǘŜǊǎΦ 
People sleeping rough, which means in the street, in public places or in any other place not meant for human 
habitation are those formiƴƎ ǘƘŜ ŎƻǊŜ ǇƻǇǳƭŀǘƛƻƴ ƻŦ ǘƘŜ άƘƻƳŜƭŜǎǎέΦ  ¢Ƙƛǎ ŀǇǇǊƻŀŎƘ ƛǎ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ ¦ƴƛǘŜŘ 
bŀǘƛƻƴǎΩ ŘŜŦƛƴƛǘƛƻƴ ŦƻǊ ŀōǎƻƭǳǘŜ ƘƻƳŜƭŜǎǎƴŜǎǎ - meaning people who are living in the street with no physical shelter of 
their own, including those who spend their nights in shelters.   

Á Concealed (also referred to as relative or hidden) homelessness: Under this category fall all people living with family 
members or friends because they cannot afford any shelter for themselves. Without this privately offered housing 
opportunity, they would be living in the street or be sheltered by an institution of the welfare system. This 
phenomenon is extremely difficult to enumerate.  

 
The nature of homelessness can be chronic, cyclical or temporary in nature (Policy Research Initiative, 2005 pp. 4-5): 

Á Chronic homelessness: faced by people who live on the periphery of society, often with problems of drug or alcohol 
ŀōǳǎŜΣ ƻǊ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎΦ aŀƴȅ ŘƛŦŦŜǊŜƴǘ ŘŜŦƛƴƛǘƛƻƴǎ ƘŀǾŜ ōŜŜƴ ǳǎŜŘ ǘƻ ǘǊȅ ŀƴŘ ŎŀǇǘǳǊŜ άŎƘǊƻƴƛŎƛǘȅέ ƻŦ ƘƻƳŜƭŜǎǎƴŜǎǎΦ  
For the purposes of this report, and consisǘŜƴǘ ǿƛǘƘ ǘƘŜ ŦŜŘŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘΩǎ bŀǘƛƻƴŀƭ IƻƳŜƭŜǎǎƴŜǎǎ LƴƛǘƛŀǘƛǾŜΩǎ 
2004 definitions, a person or family is considered chronically homeless if they have either been continuously 
homeless for six months or more, or have had a least two episodes of homelessness in the last two years. In order to 
be considered chronically homeless, a person must have been sleeping in a place not meant for human habitation 
(e.g., living on the streets) and/or in an emergency homeless shelter. It is estimated that roughly 20-30% of the 
homeless population is chronically homeless. 

Á Cyclical homelessness: affects those who have lost their dwelling as a result of some change in their situation, such 
as loss of a job, a move, a prison term or hospital stay.  

Á Temporary homelessness: captures those who are homeless as a result of a disaster or significant change of 
personal situation, such as a separation.  

 
aǳƴƛŎƛǇŀƭƛǘƛŜǎ ƻŦǘŜƴ ǳǎŜ άƘƻƳŜƭŜǎǎ Ŏƻǳƴǘǎέ όάǇƻƛƴǘ ƛƴ ǘƛƳŜέ ǎƴŀǇǎƘƻǘǎύ ǘƻ ǘǊȅ ǘƻ ŘŜǘŜǊƳƛƴŜ ǘƘŜ number of people who 
are absolutely homeless ς the 2008 Saskatchewan Housing Forum summarized issues relating to these counts including: 

Á Homeless counts traditionally underestimate the numbers due to an inability to reach this entire target group; 

Á Results are a snap shot in time only, and do not capture cyclical/long-term data; 

Á These counts do not include people at-risk of being homeless, categorized as individuals or families currently living in 
inadequate, overpriced, unsafe, and/or overcrowded housing; and 

Á These counts do not include people who are considered part of the concealed homeles
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Table 4. Range Estimates of serious mental illness, homelessness, core housing need, and people inadequately housed across Canada 
 
 

 AB BC MB NL NB NT NS NU ON PEI QC SK YK CANADA 

 Population (Aged 
15+) 

2,658,83
5 

3,433,88
5 

923,23
0 

427,24
0 

611,74
5 

31,54
5 

767,02
5 

19,47
0 

9,949,48
0 

111,87
0 

6,293,62
0 

780,46
0 

24,65
5 

26,033,06
0 

Prevalence 
of Serious 
Mental 
Illness 
[2%-5%] 

At 2% of the Population 53,200 68,700 18,500 8,600 12,300 640 15,400 390 199,000 2,240 125,900 15,700 500 520,700 

At 5% of the Population 133,000 171,700 46,200 21,400 30,600 1,580 38,400 980 497,500 5,600 314,700 39,100 1,240 1,301,700 

People 
Inadequate
ly Housed  
[20%-40%] 
(Patterson 
et al., 
2008) 

At 20% of 2% of Population 10,700 13,800 3,700 1,800 2,500 130 3,100 80 39,800 450 25,200 3,200 100 104,200 

At 40% of 2% of Population 21,300 27,500 7,400 3,500 4,900 260 6,200 160 79,600 900 50,400 6,300 200 208,300 

At 20% of 5% of Population 26,600 34,400 9,300 4,300 6,200 320 7,700 200 99,500 1,120 63,000 7,900 250 260,400 

At 40% of 5% of Population 53,200 68,700 18,500 8,600 12,300 640 15,400 390 199,000 2,240 125,900 15,700 500 520,700 

People in 
Core 
Housing 
Need 
[27%] 
(CMHC) 

CMHC estimated 27% of 2% 
of Population 

14,400 18,600 5,000 2,400 3,400 180 4,200 110 53,800 610 34,000 4,300 140 140,600 

CMHC estimated 27% of 5% 
of Population 

35,900 46,400 12,500 5,800 8,300 430 10,400 270 134,400 1,520 85,000 10,600 340 351,500 

People 
who are 
Homeless 
[0.58%-
1.15%] 

Homeless at 0.58% of  
Population 

15,500 20,000 5,400 2,500 3,600 190 4,500 120 57,800 650 36,600 4,600 150 151,000 

Homeless at 1.15% of  
Population 

30,600 39,500 10,700 5,000 7,100 370 8,900 230 114,500 1,290 72,400 9,000 290 299,400 

People 
who are 
homeless 
with 
mental 
illness   
[30%-40%] 
(Kirby & 
Keon, 
2006) 
 

With MI in 30% of 0.58% of 
Population estimated to be 
Homeless 

4,700 6,000 1,700 800 1,100 60 1,400 40 17,400 200 11,000 1,400 50 45,300 

With MI in 40% of 0.58% of 
Population estimated to be 
Homeless 

6,200 8,000 2,200 1,000 1,500 80 1,800 50 23,100 260 14,700 1,900 60 60,400 

With MI in 30% of 1.15% of 
Population estimated to be 
Homeless 

9,200 11,900 3,200 1,500 2,200 110 2,700 70 34,400 390 21,800 2,700 90 89,900 

With MI in 40% of 1.15% of 
Population estimated to be 
Homeless 

12,300 15,800 4,300 2,000 2,900 150 3,600 90 45,800 520 29,000 3,600 120 119,800 
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ECONOMIC BENEFITS OF HOUSING 

 
Housing is a major productive factor in the Canadian economy, generating community investment and economic 
development, jobs and consumer spending.  Residential housing spending contributed over $70 billion to the Canadian 
economy in 2002 (Canada Mortgage and Housing Corporation, 2004). Building one new home creates nearly three jobs 
per year, while sales of existing housing account for over $7 billion in consumer spending and contributes to the creation 
of around 100,000 jobs annually (Hay, 2005). 
 
Toronto City Council, in its Affordable Housing Action Plan identified that affordable housing is an engine for prosperity 
(Housing Opportunities Toronto, 2009): 

Á Attracts immigrants, key workers and a skilled labour force. 

Á Encourages businesses to locate and expand locally. 

Á Every 1,000 units of affordable housing built creates between 2,000 and 2,500 person years of employment. 

Á Costs less on average ($23 per day) than use of emergency shelters ($69), jails ($142) and hospitals ($665) when 
people are homeless. 

 
In 2003, Don Drummond, Senior Vice President and Chief Economist at the TD Bank Financial Group, recognized the 
ǇƛǾƻǘŀƭ ǊƻƭŜ ƻŦ ƘƻǳǎƛƴƎ ǿƘŜƴ ƘŜ ǇǊƻǇƻǎŜŘ ǘƘŀǘ άŀƴ inadequate housing supply can be a roadblock to business investment 
and growth, and ƛƴŦƭǳŜƴŎŜǎ ŀ ǇƻǘŜƴǘƛŀƭ ƛƳƳƛƎǊŀƴǘΩǎ ŘŜŎƛǎƛƻƴ ƻƴ ǿƘŜǘƘŜǊ ƻǊ ƴƻǘ ǘƻ ƭƻŎŀǘŜ ƛƴ /ŀƴŀŘŀέ όTD Bank Financial 
Group, 2003).  TD Economics estimates that every dollar invested in housing creates two dollars in additional economic 
activity, and indirectly induces as much as seven additional dollars in economic activity (2003).  This is consistent with a 
backgrounder on public housing investments produced by Michael Shapcott of the Wellesley Institute (2008), identifying 
that: 

Á A 2007 study of nine U.S. cities found that every dollar invested in affordable housing had a multiplier effect of 1.93.  

Á A detailed study of three housing projects in Oregon put the multiplier at 2.1, and noted that the housing also 
leveraged as much as seven additional dollars for every dollar invested.  

Á An Ontario study in the early 1990s found that every 1,000 new co-op homes generated 2,210 person-years of 
employment. 

 
!ƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ά{ǘǊŜŜǘǎ ǘƻ IƻƳŜǎέ ς a Housing First model in Toronto ς found the following demonstrated results 
(Raine & Marcellin, 2009): 

Á Improved overall health and improved mental health, 

Á Decreased levels of stress, 

Á Decreased use of alcohol and drugs, 

Á Decreased panhandling, and 

Á Decreased use in emergency services. 
 
DIRECT AND INDIRECT ECONOMIC COSTS 
 
Lƴ ǘƘŜ tǊƻǾƛƴŎŜ ƻŦ !ƭōŜǊǘŀΩǎ tƭŀƴ ŦƻǊ !ƭōŜǊǘŀΣ 9ƴŘƛƴƎ IƻƳŜƭŜǎǎƴŜǎǎ ƛƴ ¢Ŝƴ ¸ŜŀǊǎΣ ǘƘŜȅ ƛŘŜƴǘƛŦƛŜŘ ǘƘŀǘ Ŏƻǎǘǎ ŦƻǊ ŎƻƴǘƛƴǳƛƴƎ ǘƻ 
manage homelessness would equate to roughly $6.65 billion over 10 years for 11,000 people (Alberta Secretariat for 
Action on Homelessness, 2008).  Their costing analysis revealed direct costs (including emergency shelter use, services for 
people who are homeless and programming for agencies) and indirect costs (including government systems such as 
health, corrections and justice systems).  These Ŏƻǎǘǎ ŀƴŘ ǎŀǾƛƴƎǎ ǿŜǊŜ ƎŜƴŜǊŀǘŜŘ ǘƘǊƻǳƎƘ ŀ άIƻƳŜƭŜǎǎ aŀƴŀƎŜƳŜƴǘ 
aƻŘŜƭέ ŘŜǾŜƭƻǇŜŘ ōȅ 5ȅƴŀǿƛǎŜ ƛƴ нллу ŦƻǊ ǘƘŜ {ŜŎǊŜǘŀǊƛŀǘΦ  ¢ƘŜ ƳƻŘŜƭ ŜǎǘƛƳŀǘŜǎ ǘƘŀǘ homelessness will continue to grow 
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The cost gradient is highest for 
institutional uses, moderately high for 
emergency services, and lowest for 
supportive and permanent housing ς 
even when support 
costs are factored in (Pomeroy, 2005). 

by 7% annually, meaning by 2019, there will be over 22,000 people who 
are homeless, requiring an investment of $13.6 billion in direct and indirect 
costs ς thus, implementation of the plan (including targeted prevention 
approaches) will ultimately save up to $7.1 billion (p. 9). 
 
Quantifying the indirect and direct costs can be challenging ς ultimately, 
there is strong evidence to support much higher level of costs associated 
with inadequate housing and supports than housing and support models.  
In looking at cities from across Canada (Toronto, Vancouver, Montreal, and Halifax), Pomeroy found a difference in annual 
costs of different housing, institutional and emergency responses: 

Á $66,000 to $120,000 for institutional responses (prison, detention, and psychiatric hospitals),  

Á $13,000 to $42,000 for emergency shelters όŎǊƻǎǎ ǎŜŎǘƛƻƴ ƻŦ ȅƻǳǘƘΣ ƳŜƴΩǎ ŦŀŎƛƭƛǘƛŜǎΣ ǿƻƳŜƴΩǎ ŦŀŎƛƭƛǘƛes, family 
facilities, and shelters for victims of violence), 

Á $13,000 to $18,000 for supportive and transitional housing, and 

Á $5,000 to $8,000 for affordable housing without supports (singles and family). 
 
While there are significant ranges in costs, at least in part attributable to different service delivery models and support 
levels, Pomeroy notes that the objective of the analysis is άto illustrate the order of magnitude of costs across the 
continuum of responsesέ όǇΦ 19) .    
 
As part of its background work in creating its 10-year plan to end homelessness, the City of Calgary undertook a review 
ǘƘŀǘ ǇǊƻŘǳŎŜŘ ŀ ǿŜŀƭǘƘ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ ǘƘŀǘ ǎǳǇǇƻǊǘǎ ǘƘƛǎ άƻǊŘŜǊ ƻŦ ƳŀƎƴƛǘǳŘŜέ including: 

Á The City of Denver which estimates that approximately $40,000 per year is needed to serve a person who is 
chronically homeless ς this average cost decreases to $17,000 once the person is housed.   

Á The City of San Francisco where an analysis of system expenditures showed that the city spends $61,000 per year for 
emergency room services and incarceration for each chronically homeless person. 

 
¢ƘŜȅ ŀƭǎƻ ƘƛƎƘƭƛƎƘǘ ǘƘŜ /ƛǘȅ ƻŦ /ƘƛŎŀƎƻΩǎ ǘŜƴ-year plan to end homelessness (2003) ς one of the first North American cities 
to undertake such an initiative.  By 2005, the City was able to phase out over 1,900 emergency and transitional shelter 
beds.  ¢ƘŜ /ƛǘȅΩǎ нллт ǳǇŘŀǘŜ ǿŀǎ ŀōƭŜ ǘƻ ǇǊƻǾƛŘŜ ŀƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ǇŜƻǇƭŜ ǿƘƻ ƘŀŘ ǊŜŎŜƛǾŜŘ Housing First intervention:  
28% had increased their income, emergency rooms had decreased by 54%, inpatient hospitalizations by 52%, arrests 
decreased by 78%, and days spent incarcerated by 93% (City of Chicago, 2007).  {ƛƳƛƭŀǊƭȅΣ /ŀƭƎŀǊȅΩǎ tŀǘƘǿŀȅǎ ǘƻ IƻǳǎƛƴƎ 
(incorporating health, social and housing supports for people who have been chronically homeless) demonstrated a 44% 
reduction in EMS responses, 63% reduction in emergency room visits and 69% reduction in psychiatric hospitalizations in 
one year of participation for 79 participants ς the savings in reduced hospitalizations alone amounted to over $440,000 
(Calgary Homeless Foundation, 2010).  
 
MORBIDITY AND MORTALITY 
 
Lƴ ŀ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ƘƻƳŜƭŜǎǎƴŜǎǎ ŎǊƛǎƛǎ ƛƴ /ŀƴŀŘŀΣ CŀƭǾƻ ƴƻǘŜǎ ǘƘŀǘ άƻƴŜ ƻŦ ǘƘŜ Ƴƻǎǘ ǾƛǾƛŘ ƛƭƭǳǎǘǊŀǘƛƻƴǎ ƻŦ ǘƘŜ ŜȄǘŜƴǘ ǘƻ 
which homelessness is a ǇǊƻōƭŜƳ Ŏŀƴ ōŜ ǎŜŜƴ ƛƴ Ƙƻǿ ǉǳƛŎƪƭȅ ƘƻƳŜƭŜǎǎ ǇŜƻǇƭŜ ŘƛŜέ όнлл3) and highlighted findings from 
recent studies of homeless populations: 

Á A four-year study of 9,000 homeless people in Toronto demonstrated that the mean age of death was 46 years.  The 
mortality rate for 18-24 year old homeless men was more than eight times than that in the housed population. 

Á Mortality rates for homeless youth in Montreal are nine times greater for males and thirty-one times greater for 
females, compared with non-homeless youth in Quebec. 
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Á Increased rates of chronic disease including arthritis/rheumatism, emphysema/chronic bronchitis, epilepsy and 
asthma. 

Á Increased ǇǊŜǾŀƭŜƴŎŜ ƻŦ ŀŎǘƛǾŜ ǘǳōŜǊŎǳƭƻǎƛǎ όǘŜƴ ǘƛƳŜǎ ǘƘŜ ǊŀǘŜ ƛƴ ¢ƻǊƻƴǘƻΩǎ ƘƻƳŜƭŜǎǎ ǇƻǇǳƭŀǘƛƻƴ ŎƻƳǇŀǊŜŘ ǘƻ 
Ontario). 

 
FAMILIES AND CHILDREN 
 
! мффу ¢ƻǊƻƴǘƻ ǎǘǳŘȅ ŦƻǳƴŘ ǘƘŀǘ άƻǾŜǊ half of all female street youth become pregnant, with the average onset of first 
pregnancy being just over 16 years. All told, an estimated 300 babies are born to homeless women each year in Torontoέ 
(Falvo, 2003). There are broader social costs to homelessness and inadequate housing (Falvo, 2003):  

Á CŀƳƛƭȅΩǎ ƘƻǳǎƛƴƎ ǎƛǘǳŀǘƛƻƴ ƛǎ ŀ ŦǊŜǉǳŜƴǘ ŦŀŎǘƻǊ in ŎƘƛƭŘǊŜƴ ōŜƛƴƎ ǘŀƪŜƴ ƛƴǘƻ ŎŀǊŜΦ ά¢ƘŜ ŀǾŜǊŀƎŜ Ŏƻǎǘ ƻŦ ǇƭŀŎƛƴƎ ŀ ŎƘƛƭŘ 
into the temporary care of the ChilŘǊŜƴΩǎ !ƛŘ {ƻŎƛŜǘȅ ƻŦ ¢ƻǊƻƴǘƻ ό/!{¢ύ ƛǎ ϷплΣтсмΦ ²ƛǘƘ ǊƻǳƎƘƭȅ прл /!{¢ ŎŀǎŜǎ 
ǿƘŜǊŜ ƘƻǳǎƛƴƎ ǿŀǎ ŀ ŦŀŎǘƻǊ ƛƴ нлллΣ /!{¢ ŜǎǘƛƳŀǘŜǎ ǘƘŜ Ŏƻǎǘ ŦƻǊ ǘƘƻǎŜ ŀŘƳƛǎǎƛƻƴǎ ŀǘ Ϸму Ƴƛƭƭƛƻƴ ŀƴƴǳŀƭƭȅΦέ όCŀƭǾƻΣ 
2003). 

Á Children in inadequate housing have substantially worse rates of problems in their overall health, asthma, motor skills 
and social development, language skills, emotional health and levels of anxiety; and levels of aggression. 

Á A New Zealand longitudinal study found that adults at age 32 who were exposed to poor socioeconomic conditions 
during childhood (n = 1,037) ranging from birth to age 15, had a strong association with increased risk of substance 
dependence and poor physical health (Melchior, Moffitt, Milne, Poulton, & Caspi, 2007). 

Á Poor children are almost twice as as likely as non-poor children to die in childhood, more likely to have physical and 
mental health problems, perform poorly or drop out of school, and engage in dangerous behaviours in their teens 
(City of Calgary, 2007). 

 
SOCIOECONOMIC STATUS 
 
Lower socioeconomic status associated with premature self-discharge from hospitals 
Among a large sample of cirrhotic patients (n = 581,380) admitted to hospitals 1 in 36 self-discharged against medical 
advice. Self-discharge was associated among persons with: alcohol cirrhosis, lower socioeconomic status, HIV, psychiatric 
disorders, and substance abuse (Myers, Shaheen, Hubbard, & Kaplan, 2009).  
 
Lower socioeconomic status among recent onset schizophrenia patients 
Concurrent schizophrenia and substance abuse (high prevalence of cannabis use) associated with younger age, male 
gender, and lower socioeconomic status ό²ƻōǊƻŎƪΣ {ƛǘǘƛƴƎŜǊΣ .ŜƘǊŜƴŘǘΣ 5Ω!ƳŜƭƛƻΣ Falkai, & Caspar, 2007). 
 
Organizing services to make client selection criteria based on low-income (Social Determinants of Health) works 
5ŀǘŀ ŦǊƻƳ ǘƘŜ ƴŀǘƛƻƴŀƭ ²ƻƳŜƴΩǎ 9ƳǇƭƻȅƳŜƴǘ {ǘǳŘȅ ό²9{ύ ƛƴ ǘƘŜ United States.  Women on low-income and with both 
addictions and mental health disorders were found to have high association with receiving treatment. Providing 
affirmative access to disadvantaged women (in WES) was associated with participation in appropriate services (Rosen, 
Tolman, & Warner, 2004). 
 
EMPLOYMENT AND EDUCATION 
 
Range of treatment - primary medical care needs and treatment for both mental health and substance abuse required 
among opiate users in methadone programs 
SDH (age, employment status), chronic medical condition, hospitalization, emotional abuse, sexual abuse, age at first 
injection) associated with physical health scores. Mental health problems, sexual abuse, physical abuse, use of sedatives, 
use of cocaine, number of days of cocaine use, polydrug use in past month associated with mental composite scores 
(Milson, Challacombe, Villeneuve, Paul, Strike, Fisher, Shore, & Hopkins, 2006).   
 
Level of educational attainment 
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Among the elderly (65-85 years) low educational attainment is associated with risk of poor health (n = 9,225).  Poor 
mental health was associated with type of living arrangement. (Rueda et al., 2008). 

BUILDING ON PAST EXERCISES: KEY POLICY DIRECTIONS 

 
The need to define a strategy for improving the availability of and access to appropriate, adequate housing, and related 
supports was the foundation for this research project.  This section focuses on what we can learn from the pan-Canadian 
movement for a broader National Housing Strategy in informing such a strategy that focuses on the needs of people with 
mental health issues.  ¢ƘŜ {ŜƴŀǘŜ /ƻƳƳƛǘǘŜŜ ƻƴ aŜƴǘŀƭ IŜŀƭǘƘΣ ƛƴ άOut of the Shadows at LastΣέ identified the need for 
major investment in housing including increased financial assistance for the construction of new units and rent 
subsidies.   
 
This section has been structured to summarize the findings of numerous national, provincial, and municipal reports with 
respect to specific strategies that impact the quality and supply of affordable housing for all Canadians.    
 
Key goals of an effective national strategy would include (Wellesley Institute, 2010; Mikkonen & Raphael, 2010; Housing 
Network of Ontario, 2009; Tota, 2005; Hulchanski, 2002): 

Á Ensure affordability: All Canadians should have homes that cost no more than 30% of their pre-tax income and which 
leaves them with sufficient income for the other necessities of life. 

Á Ensure stable, adequate supply of housing: All Canadians should have homes that are in a good state of repair, safe, 
and up to property standards, without overcrowding.  

Á Provide housing supports, programs and protections: All Canadians need to have supports and programs to ensure 
that they can equitably access and maintain their homes. 

Á Measure progress. 
 
WHAT LEADERSHIP AND COLLABORATION IS NEEDED? 
 
Many national think ǘŀƴƪǎ ŀƴŘ Ǉŀǎǘ ǇƻƭƛŎȅ ǇŀǇŜǊǎ ƘŀǾŜ ƳŀŘŜ ǊŜŦŜǊŜƴŎŜ ǘƻ ǘƘŜ ƴŜŜŘ ŦƻǊ ŀ άƧƻƛƴŜŘ-ǳǇέ ƘƻǳǎƛƴƎ ŀƎŜƴŘŀ.  
Significant funding cuts and downloading of social housing at the federal and provincial levels over the last 25 years has 
ŎǊŜŀǘŜŘ ŀ άpatchworkά ƻŦ ŦǳƴŘƛƴƎ ŀƴŘ programs that is complex to navigate as policy makers, funders, service providers, 
ŀƴŘ ǘŜƴŀƴǘǎΦ CǳƴŘƛƴƎ ǇǊƻǇƻǎŀƭǎΩ ŀǇǇǊƻǾŀƭ ǇǊƻŎŜǎǎŜǎ ŀǊŜ ƻŦǘŜƴ ƭŜƴƎǘƘȅΣ ŎƻƳǇƭŜȄΣ ŀƴŘ ŎƻǎǘƭȅΦ   
 
άIƻǳǎƛƴƎ ŀƴŘ ƘƻƳŜƭŜǎǎƴŜǎǎ ǇƻƭƛŎȅΣ ƛƴ ƻǊŘŜǊ ǘƻ ōŜ ŜŦŦŜŎǘive and efficient, needs ǘƻ ōŜ Ψjoined-upΩ across levels of 
government; among government departments and ministries; linked to municipalities, non-profit and private interests; 
respectful of the cultural and historic relationships of Aboriginal people; relevant to the needs of racialized communities; 
responsive to the special physical and mental health needs of a variety of people; cost-effective and administratively 
efficient for project sponsors and government administrators; and ς most importantly ς properly and fully fundedέ 
(Wellesley Institute, 2008).  Shapcott provides a number of examples of where lack of coordination would impact desired 
results of funding initiatives: 

Á Providing a housing benefit for people renting in the private sector, without concurrently ensuring effective rent 
regulation; 

Á New supply initiatives could fail to produce a net increase in new housing without controls on the demolition and 
conversion of existing housing; and,  

Á Increased funding for new support services may not be taken up if this is not tied to new supply and affordability 
programs (or the supportive housing may simply displace other affordable housing.  

 
The leadership that can be provided through a national affordable housing strategy can also support (Tota, 2005): 
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The crucial and ultimate test of the 
effectiveness of housing policy is the 
condition of the worst housed families 
in our communities (Carver, 1948). 

Á Expansion of products available to households below the 20th income percentile that can be provided via the Canada 
Mortgage and Housing Corporation. 

Á Ongoing investment in appropriate operating funding (for both building maintenance and ongoing support needs) 
tied to capital initiatives. 

Á Strong partnerships amongst all levels of government, providers and community members including formation of  a 
store-front consortium of services and programs that provide integrated support for affordable housing project 
development and fast-track proposals. 

 
Leadership is also needed at all levels to promote collaboration across health, housing, social services, finance and 
urban development (Bryant et al., 2002).  This collaboration would include mechanisms to: 

Á Promote a comprehensive continuum of affordable housing and supports. 

Á Prevent people from becoming homeless. 

Á Support people when they are homeless. 

Á Helps homeless people obtain appropriate housing. 
 
WHAT IS THE LEVEL OF FUNDING NEEDED TO INCREASE AFFORDABLE HOUSING? 
 
¢ƘŜǊŜ ƛǎ ōǊƻŀŘ ǎǳǇǇƻǊǘ ŀƳƻƴƎǎǘ ƘƻǳǎƛƴƎ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ ŦƻǊ ǘƘŜ άм҈ {ƻƭǳǘƛƻƴέΣ ǿƘƛŎƘ ƛŘŜƴǘƛŦƛŜǎ ǘƘŀǘ 
governments need to increase their spending on housing by one per cent of overall spending and adopt a national 
housing strategy that recognizes that housing affects the population's health and other social determinants of health 
(Mikkonen & Raphael, 2010; Bryant, 2003; Canadian Mental Health Association, 2004; National Housing and 
Homelessness Network, 2002).  
 
The 1% Solution Campaign was launched by the Toronto Disaster Relief Committee (TDRC) in 1998, and is grounded in an 
analysis by Hulchanski which demonstrated that in the mid-1990s (prior to the most profound cuts to social housing 
initiatives), various levels of government were spending about 1% of their budgets on housing.  In 1998, this was 
equivalent to an additional $2 billion annual investment by the federal government, and $2 billion combined annual 
investment from provincial and territorial governments.   
 
This level of investment would likely create roughly 20,000 units annually, generating up to 80,000 jobs in the 
construction industry (Falvo, 2003). 
 
HOW CAN WE ENSURE HOUSING IS AFFORDABLE? 
 
Targeted, precise actions to address affordability needs 
The Affordable Housing Framework uses a definition of affordability 
based on average market rents, rather than working with the CMHC 
definition that housing should not exceed 30% of pre-tax income.  In a 
detailed national analysis, the Conference Board of Canada noted that 
this definition will mean that some of the AHI projects άǿƛƭƭ ǇǊƻŘǳŎŜ 
rental stock for essentially upwardly mobile young households earning 
over $40,000 a yearέ όConference Board of Canada, 2010).  Thus, funding is being invested, in part, in a way that will not 
address Canadians who are in dire need of housing.  Housing affordability is an issue that should be considered for all 
Canadians, but governments need to determine which funding decisions will have the greatest impact on Canadians in 
dire need of housing, particularly in times of fiscal constraint.  In a recent work on the social determinants of health in 
Canada, Mikkonen and Raphael (2010) recommend that housing policy  needs to be more explicitly linked to 
comprehensive income (including a jobs strategy), public health, and health services policy.  Housing policy, in the 
context of broader social policy,  should reflect a levels of need approach, identifying how best to target the highest 
needs of the population, with a longer-term view to addressing broader housing affordability issues.  
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A Housing Benefit can be an important 
tool during economic downturns:  
Á Improves housing affordability for 

many households at a time when 
people are losing jobs, being moved 
to part time, or are retraining  

Á May prevent some people from 
having to spend assets to qualify for 
welfare  

Á Extends assistance to the working 
poor  

Á Puts money in the pockets of people 
on social assistance, which is spent in 
the local economy 

 
Universal Housing Benefits: Rent supplements or Shelter Allowances 
Housing benefits are generally provided to assist individuals/households living on lower incomes to access private rental 
ƳŀǊƪŜǘ ƘƻǳǎƛƴƎΦ  5ƛŦŦŜǊŜƴǘ ŦƻǊƳǎ ƻŦ ƘƻǳǎƛƴƎ ōŜƴŜŦƛǘǎ ƘŀǾŜ ōŜŜƴ ǇŀǊǘ ƻŦ Ǉŀǎǘ ŀƴŘ ŎǳǊǊŜƴǘ ƎƻǾŜǊƴƳŜƴǘǎΩ ƛƴƛǘƛŀǘƛǾŜǎ ς these 
include rent supplements and shelter allowances.  Housing benefits facilitate rapid access to stable, affordable housing 
because households can immediately access existing housing through the private market.  There can be, however, 
significant challenges inherent in the delivery of these benefits which can be mitigated if the following elements of a 
successful housing benefit include (Wellesley Institute, 2008; Pomeroy & Evans, 2008; Housing Network of Ontario, 2010): 

Á Eligibility that is flexible rather than restrictive: households living on low income and in core housing need as defined 
by CMHC (spending 30% or more of their income on housing) ς as the number and complexity of criteria attached to 
eligibility increases,  the risk increases that fewer people in core need will be able to access the assistance they need; 

Á No arbitrary time limit on the length of time that a household can access the benefit ς use of the benefit should be 
based on the ƘƻǳǎŜƘƻƭŘΩǎ ŎƻǊŜ ƘƻǳǎƛƴƎ ƴŜŜŘΤ 

Á The benefit should reflect the actual gap between affordable and market rents in specific towns, cities, regions etc ς 
if the benefit amount does not, combined with household income, enable the household to secure affordable 
housing, the level of benefit needs to be reassessed; and 

Á Realistic cost increases have to be built into housing benefits reflecting the increases in rent that people will need to 
pay in their private market housing ς from a value-for-money perspective, housing benefit programs are best 
integrated as part of a longer-term housing strategy to increase housing supply.  

 
As discussed in the international comparison section, the United States 
uses a housing voucher system as part of their housing strategy ς research 
has shown that these housing benefits have an inflationary impact on the 
overall rental markets

51
.  Pomeroy and Evans, in a review of international 

poverty reduction strategies (2008), noted ǘƘŀǘ άƘŜŀǾȅ ǊŜƭƛŀƴŎŜ ƻƴ ǇƻǊǘŀōƭŜ 
housing allowance programs that encourage people to seek out the 
cheapest rental housing can, over time, concentrate poverty and its 
consequŜƴŎŜǎ ƛƴ ǎǇŜŎƛŦƛŎ ƴŜƛƎƘōƻǳǊƘƻƻŘǎέΦ Thus, a strong system of rent 
regulation and tenant protection is important to ensure that housing 
benefits do not inadvertently raise the overall cost of housing.  
Additionally, having the benefit paid directly to the tenant counteracts the 
ǇǊƛǾŀǘŜ ƳŀǊƪŜǘΩǎ ǘŜƴŘŜƴŎȅ ǘƻ ƛƴŎǊŜŀǎŜ ǊŜƴǘŀƭ ǊŀǘŜǎ

52
. 

 
Rent Regulation 
In general, rent regulation legislation protects tenants who are living in a 
rental unit, but there is limited to no regulation of rental rates for vacant 
properties and new properties.  Of particular concern is that this allows 
rapid increases to rents on vacant rental units (Wellesley Institute, 2008). 
 
Income Support Programs 
Ensure flexibility in income support programs to enable people to adjust their living situation appropriately as their 
income improves (Housing Network of Ontario, 2009). 
 
Shelter allowance components of income supports programs should reflect housing cost variations in communities 
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 Scott Susin, Rent Vouchers and the Private of Low-Income Housing, Berkeley Program on Housing and Urban Policy, Working Paper 
Series No. 1005, 2006. as cited in Wellesley Institue (July 2008) IƻǳǎƛƴƎΣ ƘƻƳŜƭŜǎǎƴŜǎǎ ŀƴŘ hƴǘŀǊƛƻΩǎ tƻǾŜǊǘȅ wŜŘǳŎǘƛƻƴ {ǘǊŀǘŜƎȅΦ   
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 Housing Network of Ontario (2010). Accessible at http://www .stableandaffordable.com/sites/default/files/HousingBenefitHNO.pdf 
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Aging social housing stock is a significant 
concern. For example, According to 
{ǘŀǘƛǎǘƛŎǎ /ŀƴŀŘŀΩǎ нллс /ŜƴǎǳǎΣ ƳƻǊŜ 
than two-ǘƘƛǊŘǎ ƻŦ hƴǘŀǊƛƻΩǎ ƘƻƳŜǎ όƻǊ ŀ 
total of 3.1 million dwellings) are more 
than 20 years old. 

Costs of Energy and Utilities  
Most provinces and territories have some form of assistance available to low-income households to address the rising 
cost of energy and utilities.  The Ontario Low Income Energy Network has proposed a comprehensive low-income energy 
assistance program and a low-income energy conservation initiative (Wellesley Institute, 2008).   
 
HOW DO WE ENSURE THERE IS A SUFFICIENT SUPPLY OF ACCEPTABLE HOUSING? 
 
As buildings age, the natural wear and tear plus other factors require 
increasing investments to ensure the housing remains habitable. 
Wealthier homeowners are able to make the capital repairs, but lower-
ƛƴŎƻƳŜ ƻǿƴŜǊǎ ŀƴŘ ǊŜƴǘŜǊǎ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ŦƛƴŀƴŎƛŀƭ Ǌesources ς and, in 
ǘƘŜ ŎŀǎŜ ƻŦ ǘŜƴŀƴǘǎΣ ǘƘŜȅ ǳǎǳŀƭƭȅ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ƭŜƎŀƭ ŀǳǘƘƻǊƛǘȅ ǘƻ ƳŀƪŜ 
repairs.  
 
All housing in Canada is aging ς upgrading buildings can mean that 
these costs are passed along from landlord to tenants.  Financial incentives provided to private market landlords can help 
in balancing the need to maintain, upgrade and repair housing, against maintaining affordability of units (Housing 
Opportunities TorontoΣ нллфύΦ  aŀȅƻǊΩǎ ¢ƻǿŜǊ wŜƴŜǿŀƭΣ ŀ ƭƻƴƎ-term initiative of the City of Toronto, will provide 
ǳǇƎǊŀŘŜǎΣ ŎƻƳƳǳƴƛǘȅ ƛƴǾŜǎǘƳŜƴǘΣ ŀƴŘ ΨƎǊŜŜƴƛƴƎ ŦƻǊ ǇǳōƭƛŎ ŀƴŘ ǇǊƛǾŀǘŜ ƘƛƎƘ-ǊƛǎŜ ǘƻǿŜǊǎΦ  LǘΩǎ ŜǎǘƛƳŀǘŜŘ ǘƘŀǘ ƘǳƴŘǊŜŘǎ ƻŦ 
buildings may be participating in the program by 2020. 
 
Strategies and policy directions to support appropriate maintenance of existing housing supply (Housing Opportunities 
Toronto, 2009; Housing Network of Ontario 2009, 2010; Mikkonen & Raphael, 2010): 

Á Investments in regular repair and ongoing maintenance of existing and new affordable housing.  

-  Federal, provincial and territorial governments provide ongoing and sustainable 
funding to ensure the social housing stock achieves and maintains a state of good 
repair. 

-  The federal and provincial governments expand flexibility in redevelopment and 
refinancing regulations for social housing, so that these assets can be used for 
building repairs, expansions and energy retrofits. 

-  The federal and provincial governments increase funding for private-sector rental 
repair and energy retrofit programs while ensuring rents remain affordable through 
rent control legislation and financial incentives. 

Á Ensure strong building standards and enforcement.   

Á Create an annualized fund to repair & maintain existing and new affordable housing units.  
 
Protecting Stock 
Municipalities can set policies to limit conversion or demolition of rental housing that reduces the choices available to 
lower income residents ς an issue that is compounded when there is a lack of new supply in affordable housing.  For 
example, the City of Toronto adopted an enhanced bylaw preventing the demolition or conversion of residences with six 
or more units, unless replacements are provided in the case of demolition.  Between 2002 and 2008, a much lower 
number of rental homes were lost in Toronto (600 homes) compared to other large Ontario cities (Toronto City Council, 
2009). 
 
New Stock 
The Federation of Canadian Municipalities has developed a framework for a National Affordable Housing Strategy to 
promote affordable, new and existing housing. Four programs are included within the framework: 
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Á A flexible capital grant program: a locally designed and administered program of housing initiatives financed by 
federal or joint federal/provincial/ territorial capital fund. 

Á A private rental program to stimulate private rental production. 

Á Investment pools of money to create affordable housing by attracting new funding for the development, acquisition 
or rehabilitation of affordable housing. 

Á Provincially administered income supplement programs to assist tenants who cannot afford private market rents. 
 
Changes in programs and complicated funding formulas have reduced the amount of rent-geared-to-income subsidies 
available to many social housing providers, which means that they are able to provide homes for fewer low-income 
households.  Increasing rent supplements to social housing providers is a quick and efficient way to increase housing 
affordability (Wellesley Institute, 2008).  
 
Mikkonen and Raphael (2010) recommend that the federal government increase funding for social housing programs 
targeted for low-income Canadians with housing policies supporting mixed housing approaches.  
 
HOW CAN WE MAXIMIZE THE ROLE OF THE PRIVATE MARKET IN INCREASING THE SUPPLY OF HOUSING? 
 
The private sector alone will not be able to meet the housing needs of all Canadians ς even if incentives are provided.  
Establishing the right balance between private and public sector collaboration in affordable housing is a necessary pre-
requisite to any successful strategy.  Key ways to improve affordability and supply in the private markets is through direct 
grants, tax spending and/or other benefits, plus effective regulation and legislation (Wellesley Institute, 2008).  There are 
three main tools that can be used to bridge the affordability gap between what private rental and private home 
ownership costs, versus what low and moderate-income households can afford to pay: 

Á Universal housing benefit for low-moderate-middle income earners 

Á Effective rent regulation and tenant protection laws to protect tenants from predatory practices and to shield against 
the inflationary impact of housing benefits; and  

Á Rent-geared-to-income subsidies for households living in non-market housing.  

Á Increase the supply of co-operative, non-profit, supportive and other non-market housing with direct grants, tax 
spending and/or other benefits.  

 
From a broader perspective, the Saskatchewan Housing Forum, which engaged leaders from the private, housing, and 
government sectors, identified a number of strategies to increase private sector engagement, including: 

Á The importance of establishing a provincial Affordable Housing Growth Fund, with tax incentives to encourage 
housing development.  

Á TƘŜ ƴŜŜŘ ŦƻǊ ǘƘŜ ǇǊƻǾƛƴŎƛŀƭ IƻǳǎƛƴƎ /ƻǊǇƻǊŀǘƛƻƴ ǘƻ ŀŎǘ ŀǎ ŀ ΨƻƴŜ-ǎǘƻǇ ǎƘƻǇΩ ŦƻǊ ōǳƛƭŘŜǊǎΣ ŘŜǾŜƭƻǇers and the general 
public. 

Á Development of strategies to address the skilled labour requirements. 

Á Development of mechanisms to link various stakeholders within the housing sector including builders, people 
needing housing, community developers, investors and government. 

 
Inclusionary Housing Practices 
While there are many iterations of these policies, in essence, they require all new housing developments to include 
housing opportunities for people with a range of incomes.  The municipality offsets this cost to the developer by allowing 
extra density in that particular development.  Numerous provincial and national ς level synthesis reports recommend that 
provinces and territories must provide municipalities with the authority incorporate inclusionary zoning practices.  
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Notes on inclusionary zoning: 

Á Used in hundreds of American cities ς if municipalities across Ontario (for example) had used a similar inclusionary 
housing policy to that used in Montgomery County, Maryland, this would have created 12,500 new affordable homes 
across the province from 2007 new housing starts (Wellesley Institute, 2008). 

Á Spin-off benefits of inclusionary zoning include mitigation of urban sprawl (because of higher density) as well as 
environmental and land use advantages. 

 
CHANGING THE PARADIGM 
 
While Appendix Four provides more information on the Housing First model, it is worthy to note the strong movement 
towards realignment of public funding to sustainable solutions to homelessness.  Some examples follow. 
 
¢ƘŜ tǊƻǾƛƴŎŜ ƻŦ !ƭōŜǊǘŀΩǎ ǘŜƴ-year plan shifts investment from management of homelessness to ending homelessness.  
Investments now focus on moving people off streets and out of shelters, and into permanent housing with supports.  This 
fundamental change in funding services is premised on the belief that providing people with appropriate housing and 
support options not only is the right thing to do, but it is the fiscally responsible thing to do, resulting in savings of $3.3 
billion over the course of the ten year plan.   
 
The City of Chicago was one of the first North American cities to implement a 10-year plan to end homelessness ς their 
plan, too, centres on this shift from funding emergency services to providing permanent housing using a Housing First 
model.  
 
WHAT IS THE ROLE OF SOCIAL HOUSING PROVIDERS IN SUPPORTING PEOPLE WITH MENTAL ILLNESS? 
 

In the often-ŎƛǘŜŘ ά.Ŝǎǘ tǊŀŎǘƛŎŜǎ ƛƴ aŜƴǘŀƭ IŜŀƭǘƘ wŜŦƻǊƳέ όtǳōƭƛc Health Agency of Canada, 1997), a housing checklist is 
presented.  It includes the requirement that a range of different housing alternatives is provided but there is a shift of 
resources and emphasis on supported housing. 
 
The Public Health Agency of Canada (PHAC) report further adds to the supported housing concept and indicates that it 
incorporates the following critical elements:  

Á use of generic housing dispersed widely in the community; 

Á provision of flexible individualized supports which vary in intensity; 

Á consumer choice; 

Á assistance in locating and maintaining housing; 

Á no restrictions on length of time client can remain in the residence; 

Á case management services are not tied to particular residential settings but are available to the client regardless of 
whether the client moves or is hospitalized; 

Á community residential housing is provided as a substitute for long-term inpatient care; and 

Á housing needs of the homeless mentally ill include an assertive outreach component. 
 

Research further identifies sex differences and gender influences in mental health/illness and highlights the need to 
incorporate these factors in the development of policies and programs (Salmon et al., 2006).   
 
Lastly, but not of less importance, any housing approach for individuals with mental illness needs to adequately address 
substance use.  It is acknowledged that individuals with mental illness will also often be struggling with substance abuse.  
Therefore, there needs to be a welcoming environment, a tolerance of relapse for these individuals and treatment 
capacity from a harm reduction perspective with wet, dry and damp housing options.   
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ά{ƻŎƛŀƭ ƛǎƻƭŀǘƛƻƴ ƛǎ ǘƘŜ ŜƴŜƳȅ ƻŦ 
ǊŜŎƻǾŜǊȅΦέ 

(Houselink, 2008) 

 

Many people with mental health problems and/or mental illness live in non-dedicated social housing options ς 
consequently, social housing providers have evolved different models of support to help people in maintaining their 
housing tenure and improving their quality of life.  The learnings from these models often have equal applicability to all 
housing providers ς whether they provide dedicated mental health housing, or non-dedicated housing. 

 

Toronto Community Housing  Corporation is one of the largest social housing providers in North America, has undertaken 
a number of initiatives specific to identifying how best to support the needs of people with mental illness.  Findings from a 
pilot project involving tenants and staff (Houselink, 2008) ultimateƭȅ ƛƴŦƻǊƳŜŘ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ¢/I/Ωǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
framework.  

 

Create an environment that supports recovery: this means creating an 
environment that facilitates hope (believing recovery is possible), healing 
(reclaiming sense of self and control through self-care), empowerment (self-determination, courage and autonomy), and 
connection (rejoining the social world).  CǊƻƳ ǘƘŜ ǎƻŎƛŀƭ ƘƻǳǎƛƴƎ ǇǊƻǾƛŘŜǊΩǎ ǇŜǊǎǇŜŎǘƛǾŜΣ ǎǘŀŦŦ ŦƻǎǘŜǊ ǊŜŎƻǾŜǊȅ by 
ƻǇŜǊŀǘƛƴƎ ŦǊƻƳ ŀ ƘǳƳŀƴ ǊƛƎƘǘǎΩ ǇƘƛƭƻǎƻǇƘȅ όǎƘŀǊƛƴƎ ǇƻǿŜǊ ŀƴŘ ǊŜǎǇƻƴǎƛōƛƭƛǘȅύΣ ŎǊŜŀǘƛƴƎ ŀ ǇƻǎƛǘƛǾŜ ŎǳƭǘǳǊŜ ƻŦ ƘŜŀƭƛƴƎ  
ǿƘŜǊŜ ǎǘŀŦŦ ōŜƭƛŜǾŜ ǘƘŜȅ Ŏŀƴ ƳŀƪŜ ŀ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ǘŜƴŀƴǘǎΩ ƭives and are collaborators with tenants, and provide recovery-
oriented services where the common denominator is a collaboration of services provided by professional services (case 
management, medication and therapy), consumer-run services (such as advocacy and peer support) and the broader 
community services. 

 

Strengthen the community in each building: social housing providers can facilitate connections among tenants ς these 
are tenant-led activities for all tenants.  This can include opening up meeting rooms (which are usually locked most of the 
time), organize a tenant-led social recreation program, partner with local agencies or groups to provide programs, and 
integrating partners into the life of the building.   

 

Create many opportunities for tenant participation: this can include tenant representation at board levels, smaller focus 
groups to seek input, conduct regular evaluations that engage tenants in the research. On a larger scale, tenants can elect 
representatiǾŜǎ ǘƻ ǎǇŜŀƪ ƻƴ ǘŜƴŀƴǘǎΩ ōŜƘŀƭŦ ƛƴ ǾŀǊƛƻǳǎ ŦƻǊǳƳǎΦ  ¢ƘŜ ƪŜȅ ƛǎ ǘƻ ŎǊŜŀǘŜ ŀ ǾŀǊƛŜǘȅ ƻŦ ŘƛŦŦŜǊŜƴǘ ƻǇǇƻǊǘǳƴƛǘƛŜǎ 
that capitalize on tenantsΩ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ƛƴǇǳǘΣ ōǳǘ ǊŜŎƻƎƴƛȊŜǎ ǘƘŀǘ ŘƛŦŦŜǊŜƴǘ ǇŜƻǇƭŜ ŀǊŜ ŎƻƳŦƻǊǘŀōƭŜ ƛƴ ŘƛŦŦŜǊŜƴǘ ǎŜǘǘƛƴƎǎ 
(i.e., not everyone is comfortable speaking in large meetings). 

 

Train peer support workersΥ άώtenants] are the resources that are available, literally, in house. And they have the 
ƪƴƻǿƭŜŘƎŜΣ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ǘƘŜ ŎǊŜŘƛōƛƭƛǘȅ ǘƻ ƻŦŦŜǊ ǎǳǇǇƻǊǘ ǘƻ ǘƘŜƛǊ ƴŜƛƎƘōƻǳǊǎέ όIƻǳǎŜƭƛƴƪΣ нллу).  Particularly given 
ongoing resource constraints that social housing providers face across the country, this is a source of evidence-based 
support that should be mined to the benefit of all tenants.  A more formal system of peer support can be created where 
tenants are trained, accredited, paid and supervised to provide specific supports to other tenants ς there is a significant 
body of research to support this approach in multiple settings (mental health, HIV/AIDS, developmental services, 
community development).  Types of roles could include Peer Bridgers (supporting new tenants), Recovery Educators or 
Coaches (facilitating Wellness Recovery Action groups or acting as a supplement to case management), drop-in 
coordinators or staff to provide informal supports to participants (Houselink, 2008).   
 

Organize joint staff-tenant training opportunities: opportunities for social housing staff and tenants to learn together 
about such topics as the principles of recovery or crisis intervention.  The way in which these opportunities are developed 
is also important ς for example, both tenants and staff should be involved in planning and/or delivering the training. 

 

Seek out new partners to provide support services: some tenants access community supports that are crucial in 
maintaining their housing tenure.  The reality is, however, that tenants can sometimes withdraw from these services, or it 
Ƴŀȅ ōŜ ǘƘŀǘ ǎŜǊǾƛŎŜǎ ŀǊŜ ƴƻǘ ƳŜŜǘƛƴƎ ǘƘŜ ǎǳǇǇƻǊǘ ƴŜŜŘǎ ƻŦ ǘƘŜ ǘŜƴŀƴǘǎΩ ŦƻǊ ŀ ǾŀǊƛŜǘȅ ƻŦ ǊŜŀǎƻƴǎΦ  {ǘǊŀǘŜƎƛŜǎ ŦƻǊ ǎƻŎƛŀƭ 
housing providers can include: 
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Á Developing straightforward partnership agreements with community agencies including mental health and 
ŀŘŘƛŎǘƛƻƴǎΩ ǎŜǊǾƛŎŜǎΥ ŀƎǊŜŜƳŜƴǘǎ ŀŘŘǊŜǎǎ ƛǎǎǳŜǎ ǎǳŎƘ ŀǎ ǾŀƭǳŜǎΣ ǊƻƭŜǎ ŀƴŘ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎΣ ǊŜƭŜǾŀƴǘ ŎƻƴǎŜƴǘ ŦƻǊ 
information sharing, response timeframe, communication protocols, and evaluation. 

Á Identifying a lead staff who coordinates and maximizes partnerships: for example, facilitating new partnerships, 
ensuring existing partnerships are working effectively, identifying service or system gaps and potential solutions. 

Á Establishing supportive housing partnerships for specific buildings: in buildings where there is a high number of 
people living with mental illness (the TCHC/Houselink pilot project identifies where there are 30 or more people), the 
social housing provider may want to consider partnering with a supportive housing provider.  The supportive housing 
provider can be provided space in the building to provide individual and community development supports. 

Á Coordinating a local agency network. 

Á Building good relationships with City services ς including police and health services. 
 

Review corporate policies and practices: Policies and practices can include: 

Á Tenant, unit selection and move-in process. 

Á Eviction prevention protocol for behaviour-related issues. 

Á Crisis intervention protocol. 

Á Community standards that set out norms and boundaries, and foster community culture (developed working with 
tenants). 

Á Hiring practices that recognize that a diverse workplace includes people with mental illness. 

Á Application of privacy legislation (e.g., when can information be asked for/shared with family, friends, neighbours, 
support organizations). 

 

Additional enablers of the above strategies include: 

Á Identify designated staff experts to work specifically with mental health and addictions issues. 

Á Resource strategy: social housing providers. 

 
HOW DO WE MEASURE OUR PROGRESS IN AN AFFORDABLE HOUSING STRATEGY? 
 
The Housing Network of Ontario (2010) outlined a number of indicators that should be tracked in measuring progress on 
affordable housing strategies: 

Á Reduction in number of households on affordable housing wait lists. 

Á Equity in reduction of number of households on affordable housing wait lists across communities. 

Á Consistent annual reductions in the percentage of tenants spending 30% or more of income on housing. 

Á Improved access to housing for members of marginalized groups, including Aboriginal People, communities of colour, 
people with disabilities, and mental health issues, lone mothers and people living in rural and northern communities. 

Á Consistent reductions in the number of households in core housing need, the number of households facing eviction 
due to high rent costs, and the number of people using homeless shelters. 

 
The Calgary Homeless Foundation, in its Submission on the Alberta Health Act in June 2010, identified some key elements 
to the Department of Health and Wellness, for integration into the Health Act: 

Á There should be policies in place to ensure a zero discharge into homelessness from a health facility. 

Á Fund multidisciplinary teams of health providers, income support workers, and housing locators. 



 

137 
 

Á Develop consistent risk assessment and triage processes for people who are homeless or at risk of homelessness to 
help them gain immediate access to housing and supports. 

Á Create a streamlined point of entry 4. Create a streamlined point of entry to housing, mental health and addiction 
programs.  

Á Create and maintain a range of supported housing options ς including detoxification, mental health, addictions 
treatment and recovery and long-term nursing care for people with complex needs. 

Á Prioritize the importance of collaboration in achieving health and housing outcomes across departments and 
ministries.  This would include formal administrative and strategic partnerships amongst health care facilities, 
addictions services and community based housing and service providers. 

 
Engagement of people with lived experience of mental health problems and housing issues is central to any strategy. 
 
WHAT ARE THE DIFFERENCES BETWEEN RURAL AND URBAN NEED? 
 
In looking more closely at the reasons why Canadians are identified as being in core housing need (Policy Research 
Initiative, 2005): 

Á At the national level, three in four households (75.3 percent) in core housing need are in this state solely for reasons 
of affordability. Shortfalls in the suitability and adequacy measures accounted for 2.5 and 6.3 percent of all 
households in core housing need respectively. 

Á Both affordability and suitability figure prominently in predominately urban areas.  

Á In areas typically adjacent to urban areas (intermediate and rural metro-adjacent regions), however, affordability is 
the main concern.  

Á Northern rural areas, in contrast, experience suitability challenges far more frequently than issues of affordability. 
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APPENDIX SIX: HIGHLIGHTING HOUSING NEED !ahbD /!b!5!Ω{ 
ABORIGINAL POPULATION 

 
 
 
 
 
 
An examination of the key issues related to Aboriginal housing need in Canada was done by the National Aboriginal 
Housing Association (NAHA; 2009) with their proposed action plan called, A Time for Action: A National Plan to Address 
Aboriginal Housing. 

ABORIGINAL POPULATION RELOCATING TO MUNICIPAL URBAN CENTRES 

 
Aboriginal people comprise 3.8҈ ƻŦ /ŀƴŀŘŀΩǎ ǇƻǇǳƭŀǘƛƻƴ, according to the 2006 Canadian Census. In Canada, the majority 
of Aboriginal persons live off the reserve.  In 2006, 73.4% of the Aboriginal population in Canada lived in non-reserve 
communities (National Aboriginal Housing Association, 2009). In order to best understand the issues and challenges 
related to accessing safe, secure and affordable housing by Aboriginal populations in Canada, it is important to make the 
distinction between Aboriginal populations living off-reserve (non-reserve Aboriginal population) and the housing issues 
and challenges faced by Aboriginal people living on-reserve (on-reserve Aboriginal population).   
 
¢ƘŜ ǘǊŜƴŘ ƻŦ !ōƻǊƛƎƛƴŀƭ ǇŜǊǎƻƴǎ ǊŜƭƻŎŀǘƛƴƎ ǘƻ ƭƛǾŜ ƛƴ ǳǊōŀƴ ŎŜƴǘǊŜǎ ǇŀǊŀƭƭŜƭǎ ǘƘŜ ǊŜƭƻŎŀǘƛƻƴ ƻōǎŜǊǾŜŘ ƛƴ /ŀƴŀŘŀΩǎ ǊǳǊŀƭ 
populations who are also migrating towards urban centres. While the reasons for this relocation may be largely socio-
economic, the Aboriginal population living on-reserve experience significantly higher rates of poverty, limited economic 
opportunities and poorer health than other Canadians.     

 
 
 
The relocation of Aboriginal people in Canada suggests a critical need to develop policy and mechanisms in collaboration 
with Aboriginal people in order to best respond to the housing needs of the non-reserve Aboriginal population across 
Canada.  
There have been some efforts to address this challenge by governments. To this end, coordinated and cross-jurisdictional 
discussions by federal, provincial and territorial governments to address housing needs among Aboriginal populations 
have taken place.  In these discussions key principles were affirmed at the White Point, Nova Scotia meeting in 2005 of 
the Provincial-Territorial Meeting of Ministers for Housing: 

 

ά!ōƻǊƛƎƛƴŀƭ ǇŜƻǇƭŜ ƳŀƪŜ ǳǇ ŀ ǎƳŀƭƭ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ƻǾŜǊŀƭƭ ǇƻǇǳƭŀǘƛƻƴΣ ōǳǘ ǘƘŜȅ ŜȄǇŜǊƛŜƴŎŜ ŀ 
ǎƛƎƴƛŦƛŎŀƴǘ ƘƻǳǎƛƴƎ ōǳǊŘŜƴΦέ 

 

Wellesley Institute, 2008 

άώ!ōoriginal persons] seek to improve their capacity to earn a living and to improve the opportunities for 
ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΦ Lƴ Ƴƻǎǘ ŎŀǎŜǎ ǘƘŜȅ ŀǊŜ ǇǳǎƘŜŘ ŦǊƻƳ ǘƘŜ ǊŜǎŜǊǾŜǎ ōȅ ƭŀŎƪ ƻŦ ƻǇǇƻǊǘǳƴƛǘȅΧ!ǘ ǘƘŜ ǎŀƳŜ ǘƛƳŜΣ ŀǎ 
citizens of urban communities Aboriginal persons access and enjoy a range of services and have needs that 

impose costs on provincial and municipal governments. So as Aboriginal people increasingly migrate off 
reserve (and existing non reserve families have children) funding for services they consume is increasingly 

ǇŀƛŘ ōȅ ǇǊƻǾƛƴŎƛŀƭ ŀƴŘ ƭƻŎŀƭ ƎƻǾŜǊƴƳŜƴǘΣ ǿƛǘƘ ǊŜŘǳŎŜŘ ŦŜŘŜǊŀƭ ǎǳǇǇƻǊǘέ 
 

National Aboriginal Housing Association, 2009 

 

ά!ōƻǊƛƎƛƴŀƭ ǇŜƻǇƭŜǎ ǎƘƻǳƭŘ ƴƻǘ ŦƻǊŜƎƻ ǘƘŜ ǎǇŜŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƘŀǘ ƘƛǎǘƻǊƛŎ ǊƛƎƘǘǎ ƘŀǾŜ ŎƻƴǾŜȅŜŘ ǳǇƻƴ 
Aboriginal peoples anŘ ŀǎǎƻŎƛŀǘŜŘ ŦǳƴŘƛƴƎ ƻōƭƛƎŀǘƛƻƴǎ ƻŦ ǘƘŜ ŦŜŘŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘΦέ 
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Á The provinces and territories respect the special relationship and fiduciary responsibility that Canada has with First 
nations, Métis, and Inuit people. 

Á Federal, provincial, and territorial governments recognize that one of the highest areas of need and challenge is in 
providing adequate housing for Aboriginal people. It is through collaboration among governments and Aboriginal 
people that housing improvements for Aboriginal people living off-reserve are possible. 

Clearly given that the majority of Aboriginal citizens now live in municipalities across Canada, similar cross-jurisdictional 
and coordination efforts in collaboration with Aboriginal people needs to extend into provincial and municipal 
ŘƛǎŎǳǎǎƛƻƴǎΦ b!I! ƘƛƎƘƭƛƎƘǘǎ ǘƘŜ ƴŜŜŘ ǘƻΣ άΧŘŜǾŜƭƻǇ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀƴŘ ǇǳǊǇƻǎŜŦǳƭ ǎǘǊŀǘŜƎȅ that establishes an explicit 
funding stream for non-ǊŜǎŜǊǾŜ !ōƻǊƛƎƛƴŀƭ ǇŜƻǇƭŜ ƭƛƴƪŜŘ ŘƛǊŜŎǘƭȅ ǘƻ ŎƻǊŜ ƻōƧŜŎǘƛǾŜǎ ŀƴŘ ƳŜŀǎǳǊŀōƭŜ ƻǳǘŎƻƳŜǎέ όbŀǘƛƻƴŀƭ 
Aboriginal Housing Association, 2009). 
 
Aboriginal Canadians experience a disproportionate burden of housing need in Canada compared to the non-aboriginal 
population. 
 
The housing need of the Aboriginal population (who live off-reserve) is estimated to be more than 20% of this population.  
This far exceeds the prevalence of housing need observed in the non-Aboriginal population, which is estimated to be at 
12.4%.  NAI!Ωǎ !Ŏǘƛƻƴ tƭŀƴ ǇǊƻǇƻǎŜǎ ǎǇŜŎƛŦƛŎ ǘŀǊƎŜǘŜŘ ŀŎǘƛƻƴǎ ǘƘŀǘ ǿƛƭƭ ǊŜŘǳŎŜ ǘƘŜ ƭŜǾŜƭ ƻŦ ƘƻǳǎƛƴƎ ƴŜŜŘ ŀƳƻƴƎ ǘƘŜ 
Aboriginal population ǘƻ ǘƘŜ ǎŀƳŜ ƭŜǾŜƭ ƻŦ /ŀƴŀŘŀΩǎ ƴƻƴ-Aboriginal population.  
 
Aboriginal citizens living in municipalities across Canada are disproportionately burdened with homelessness and 
associated mental health, addiction, and concurrent disorders. 
 
The urgency to respond to housing needs of Aboriginal persons who also experience addiction and or mental health 
problems is most evident when we examine the rates of homelessness in Canada.  While the rates of homelessness across 
Canada vary from municipality to municipality, Aboriginal populations are consistently observed to be over-represented in 
studies examining these rates. 
 
A 2006 study in Toronto, Ontario found that 26% of the homeless population were Aboriginal persons. Similarly, a 2007 
study found Aboriginal persons made up 25% of the homelessness population in Victoria, British Columbia. In Vancouver 
όнллуύΣ !ōƻǊƛƎƛƴŀƭ ǇŜǊǎƻƴǎ ƳŀŘŜ ǳǇ он҈ ƻŦ ǘƘŜ ƘƻƳŜƭŜǎǎƴŜǎǎΩ ǇƻǇǳƭŀǘƛƻƴΦ Lƴ ǎƳŀƭƭŜǊ ǳǊōŀƴ ŎŜƴǘǊŜǎ ƘƻƳŜƭŜǎǎƴŜǎǎ ǊŀǘŜǎ 
among Aboriginal citizens have been observed to be even much higher such as in Lethbridge (2007) and Edmonton (2008) 
with the prevalence of Aboriginal homelessness to be as high as 45% and 38% respectively (National Aboriginal Housing 
Association, 2009). 

ASSOCIATED MENTAL HEALTH AND ADDICTION PROBLEMS IN THE HOMELESS ABORIGINAL 
POPULATION 

 
Research has consistently reported a high prevalence of mental health, addiction and concurrent disorders problems 
among the homeless population in both Canada and in the United States.  The association between homelessness and co-
morbid mental health, addiction and other health problems is clearly evident in research.  
 
Studies among the homeless populations in Canada (and in the U.S.) report very high incidences of addiction, mental 
health, or concurrent addiction and mental health problems.  In one study in Canada, 25ς33% of the homeless population 
were observed to have mental health problems with 60ς70% of this group also having concurrent addictions problems.
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In an Ottawa study, a prevalence of 67% of concurrent addiction and mental health problems was reported in a 
randomized sample of homeless men (Farrell, Aubry, Klodawsky, & Pettey, 2000). 
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 BC Partners for Mental Health and Addictions Information, www.heretohelp.bc.ca 

http://www.heretohelp.bc.ca/
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Given that Aboriginal persons are disproportionately over represented in municipal homeless populations across Canada, 
they also share a disproportionate burden of associated health problems in regards to mental health, addiction, and 
concurrent disorders as well as other associated primary care health needs.  

ADDRESSING THE HOUSING NEED AMONG THE ABORIGINAL PERSONS WHO ARE HOMELESS 

 
This high prevalence of Aboriginal homelessness and its associated mental health and addiction problems across Canadian 
municipalities is a challenge that requires important attention.  Are current provincial-municipal funding mechanisms 
adequate to address the housing need among the Aboriginal homelessness population?  The high prevalence of mental 
health, addiction, and /or concurrent disorders suggest the need to develop targeted intervention models that enable 
Aboriginal citizens to access housing and culturally appropriate housing supports.  These are important challenges that 
federal, territorial, provincial, and municipal bodies need to undertake in collaboration with Aboriginal people. 
 
¢ƘŜ b!I! Ǉƻƛƴǘǎ ƻǳǘ ǘƘŀǘ ǇǊƻǾƛƴŎƛŀƭ IƻƳŜƭŜǎǎƴŜǎǎ CǳƴŘƛƴƎ LƴƛǘƛŀǘƛǾŜǎ ƘŀǾŜ άΧƭŀŎƪŜŘ ŀ ŎƻƘŜǊŜƴǘ ǎǘǊŀǘŜƎȅ ǿƛǘƘ ŜȄǇƭƛŎƛǘ 
ƻǳǘŎƻƳŜǎΦέ  b!I! ŀŘǾƻŎŀǘŜǎ ŦƻǊΣ άΧŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀƴŘ ǇǳǊǇƻǎŜŦǳƭ ǎǘǊŀǘŜƎȅ ǘƘŀǘ ŜǎǘŀōƭƛǎƘŜǎ ŀƴ ŜȄǇƭƛŎƛǘ ŦǳƴŘƛƴƎ ǎǘǊŜŀƳ 
for non-reserve AboriƎƛƴŀƭ ǇŜƻǇƭŜ ƭƛƴƪŜŘ ŘƛǊŜŎǘƭȅ ǘƻ ŎƻǊŜ ƻōƧŜŎǘƛǾŜǎ ŀƴŘ ƳŜŀǎǳǊŀōƭŜ ƻǳǘŎƻƳŜǎέ όbŀǘƛƻƴŀƭ Aboriginal 
Housing Association, 2009). 

KEY ISSUES REGARDING HOUSING NEEDS AMONG THE NON-RESERVE ABORIGINAL POPULATION 

 
¢ƘŜ bŀǘƛƻƴŀƭ !ōƻǊƛƎƛƴŀƭ IƻǳǎƛƴƎ !ǎǎƻŎƛŀǘƛƻƴΩǎ ŀŎǘƛƻƴ Ǉƭŀƴ ƘƛƎƘƭƛƎƘǘǎ ǎƻƳŜ ƻŦ ǘƘŜ ƪŜȅ ŎƘŀƭƭŜƴƎŜǎ ǊŜƭŀǘŜŘ ǘƻ ƘƻǳǎƛƴƎ ƴŜŜŘ 
among the non-reserve Aboriginal population.   
 
Á Implications for provincial to municipal funding mechanisms as a result of majority of Aboriginal population living off-

reserve. 

Á The housing need among Aboriginal non-reserve population is disproportionately high compared to the housing need 
among non-Aboriginal population. 

Á High rates of homelessness not only in large but also in smaller urban centres. 

Á Overall housing stock is at risk due to imminent expiration of operating and subsidy agreements. 

Á Current housing funding frameworks are competitive and have disadvantaged proposals to address Aboriginal 
housing need. 

Á Access to dedicated funding to address homelessness has been burdened with too much process. 

In response to these housing challenges faced by non-reserve Aboriginal population, NAHA advocates and defends the 
ǇǊƛƴŎƛǇƭŜ ƻŦ !ōƻǊƛƎƛƴŀƭ ŎƻƴǘǊƻƭ ƻǾŜǊ !ōƻǊƛƎƛƴŀƭ ƘƻǳǎƛƴƎ ŀƴŘ άΧŎŀƭƭǎ ƻƴ ǘƘŜ Ŧederal government to extend and make 
permanent the off-ǊŜǎŜǊǾŜ !ōƻǊƛƎƛƴŀƭ IƻǳǎƛƴƎ ¢Ǌǳǎǘέ όbŀǘƛƻƴŀƭ Aboriginal Housing Association, 2009).  NAHA has defined 
specific funding targets aimed at reducing Aboriginal housing needs at a level at par with the housing need in the general 
non-Aboriginal population. 

HOUSING CHALLENGES FACED BY ABORIGINAL POPULATION LIVING ON-RESERVE 

 
The rates of housing need among Aboriginal persons living on reserve are twice that of the non-Aboriginal population in 
Canada (Hay, 2005).  Some of the challenges related to housing for Aboriginal populations living on-reserve are 
highlighted in Housing, Horizontality and Social Policy (Hay, 2005).  The key challenges faced by Aboriginal populations 
living on reserve with respect to housing include some serious infrastructure problems such as inadequate water and 
sewage systems.  Another critical challenge is overcrowding.  On-reserve housing is burdened with problems of 
overcrowding which is associated with significant health problems such as high rates of infectious diseases and 
tuberculosis. These are of critical and imminent concern. 
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The report recommends policy direction in support of Aboriginal-controlled housing management structures in order to 
best address these challenges. ά!ōƻǊƛƎƛƴŀƭ ƘƻǳǎƛƴƎ ǳƴŘŜǊ !ōƻǊƛƎƛƴŀƭ ŎƻƴǘǊƻƭ ƛǎ ƴƻǘ ƻƴƭȅ ŀƴ ƛƳǇƻǊǘŀƴǘ ǾŀƭǳŜΣ ōǳǘ ƛǘ ƛǎ ǘƘŜ 
most effective way to ensure Aboriginal people have the homes that they requireέ (Wellesley Institute, 2008). 

RESPONDING TO HOUSING NEED AMONG ABORIGINAL PEOPLE LIVING WITH MENTAL HEALTH 
AND/OR ADDICTION PROBLEMS 

 
Action to address housing need among Aboriginal populations living both on and off-reserve is urgently needed.  The way 
forward to address any of these challenges all require commitment, participation, and cooperation from different levels 
of government (federal, provincial, territorial, and municipal) in collaboration with Aboriginal people.  Identifying 
solutions to address the housing need and support needs among Aboriginal people living mental health and/or addiction 
problems will require the engagement of provincial and municipal governments in collaboration with Aboriginal people.  
 
One area of urgent need is among the Aboriginal populations across municipalities in Canada who share a 
disproportionate burden of homelessness and its associated mental health, addiction and other health problems. The 
b!I! ŀŎǘƛƻƴ Ǉƭŀƴ ƘƛƎƘƭƛƎƘǘǎΣ ά!ōƻǊƛƎƛƴŀƭ ƛƴŘƛǾƛŘǳŀƭǎ ŀŎŎƻǳƴǘ ŦƻǊ ŀ ǾŜǊȅ ǎƛƎƴƛŦƛŎŀƴǘ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ƘƻƳŜƭŜǎǎƴŜǎǎΧŀƴŘ 
require culturally sensitive appropriate interventions ς housing first and supports to address addictions, mental health 
and where possible labour market reintegration. A target of creating 1,000 new transitional and supportive spaces over 
the next decade is establishedέ (National Aboriginal Housing Association, 2009). 
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APPENDIX SEVEN: MAPPING HOUSING AND SUPPORTS BY 
PROVINCE AND TERRITORY 

PARAMETERS 

 
The intention of the mapping exercise was not to gather and collate existing 
information about how housing and related supports are structured, funded 
ŀƴŘ ƻǇŜǊŀǘŜ ƻƴ ǘƘŜ ƎǊƻǳƴŘΦ  ¢ƘŜǎŜ ǇǊƻǾƛƴŎƛŀƭ ŀƴŘ ǘŜǊǊƛǘƻǊƛŀƭ άǇƛŎǘǳǊŜǎέ ƛƴŎƭǳŘŜ 
the range of existing housing and mental health service options, together with 
approximate figures on current capacity as well as information on current 
policy initiatives, and challenges being faced on the ground.  The maps were 
generated using interviews from key informants, generally working in the 
housing and mental health sectors, as recommended by reference group 
members.  Government websites, annual reports, and existing planning reports 
were also used in generating the maps.  The maps were further refined by 
broad feedback from members of the Provincial and Territorial Reference Groups as well as representatives from 
provincial and territorial governments.  Appendix Seven includes all individual maps.  This section also integrates 
information from Appendix Five (Broader Considerations in Housing). 
 
The challenges inherent to the process were three-fold:  

Á 5ŜƭƛƴŜŀǘƛƴƎ ōŜǘǿŜŜƴ ƘƻǳǎƛƴƎ ǘƘŀǘ ǿŀǎ άŘŜŘƛŎŀǘŜŘέ ŦƻǊ ǇŜƻǇƭŜ ƭƛǾƛƴƎ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀƴŘκƻǊ ƳŜƴǘŀƭ 
ƛƭƭƴŜǎǎ ŀƴŘ ƘƻǳǎƛƴƎ ǘƘŀǘ ǿŀǎ άƴƻƴ-ŘŜŘƛŎŀǘŜŘέ ōǳǘ ǿƘƛŎƘ ǿŀǎ ǊŜŎƻƎƴƛȊŜŘ ŀǎ ōŜƛƴƎ ŎƻƳƳƻƴƭȅ ǳǎŜŘ ƻǊ ŀŎŎŜǎǎŜŘ ōȅ ǘƘƛǎ 
population ς for example, there are some social housing initiatives that are recognized as serving people living with 
mental illness but are not funded to do so, 

Á Adequately capturing housing provided by non-profit organizations ς this information was not always readily 
available and/or there are instances of organizations providing housing to this population but are not necessarily 
receiving government or targeted funding to do so, and 

Á While the maps cover a range of housing options, there are some options not included. The maps do not include 
information on private ownership, nor on people living with family members.   While information on long-term care 
and government-funded seniorsΩ ǊŜǎƛŘŜƴŎŜǎ ƛǎ ƛƴŎƭǳŘŜŘΣ ǊŜǘƛǊŜƳŜƴǘ ƘƻƳŜǎ ŀǊŜ ƴƻǘΦ  IŀƭŦǿŀȅ ƘƻƳŜǎ ƻǊ ƻǘƘŜǊ 
justice/corrections related transitional housing were generally not captured within the data.   

 
Additionally, housing on Aboriginal

54
 reserves has not been captured through this exercise: Appendix Six discusses themes 

on housing and supports for First Nations, Métis and Inuit peoples.  For these reasons, housing stock figures, and 
particularly housing stock figures for dedicated housing, are likely underestimates of actual capacity.  Nevertheless, this 
exercise represents the first time that such a national picture of housing for people living with mental health problems 
and/or mental illness has been created and represents a reasonable approximation of government-funded housing 
capacity across the country.   

TERMINOLOGY: BREAKING DOWN BARRIERS TO COLLABORATION 

 
What follows is a summary of the type of housing and supports captured through the mapping exercise, as well as the 
terminology used.   
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 The research team recognizes that different challenges in housing and mental health supports can face people who are First Nations, 
Métis or Inuit and that each of these communities has some unique characteristics that differ from the others.  For ease of reading, the 
ǊŜǇƻǊǘ ŘƻŜǎ ǎƻƳŜǘƛƳŜǎ ǊŜŦŜǊ ǘƻ ά!ōƻǊƛƎƛƴŀƭέ ǇŜƻǇƭŜǎ ǊŀǘƘŜǊ ǘƘŀƴ ŀƭǿŀȅǎ CƛǊǎǘ bŀǘƛƻƴǎΣ aŜǘƛǎ ŀƴŘ Lƴǳƛǘ ǇŜƻǇƭŜǎΦ 

As part of the mapping process, key 
informants and reference groups 
ǿŜǊŜ ŀǎƪŜŘ ǘƻ ƛŘŜƴǘƛŦȅ άǇǊƻƳƛǎƛƴƎ 
ǇǊŀŎǘƛŎŜǎέ ǊŜƭŀǘŜŘ to housing and 

mental health initiatives ς these are 
summarized within each map and 
should not be considered exclusive 

lists, but rather should be cross-
referenced with site visit findings. 
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Dedicated housing: Housing that is funded specifically for people living with mental illness or a concurrent disorder
55

 (co-
occurring mental health issues and problematic substance use).  In general, the funding sources originate from municipal, 
provincial and/or federal governments, although there are some instances where dedicated housing is funded via private 
sources.  Dedicated housing can include housing and support models, as well as residential care models (see below for 
distinction between these two types).   
 
/ƻƴǾŜǊǎŜƭȅΣ άnon-dedicated housingέ ƛƴŎƭǳŘŜǎ ƘƻǳǎƛƴƎ ƻǇǘƛƻƴǎΣ ŦǳƴŘŜŘ Ǿƛŀ ƎƻǾŜǊƴƳŜƴǘ ǎƻǳǊŎŜǎΣ ǘƘŀǘ ŀǊŜ ƴƻǘ ŘŜŘƛŎŀǘŜŘ ǘƻ 
people living with mental illness ς this can include social housing units, rent supplement initiatives (tied to units or 
άǇƻǊǘŀōƭŜέ ŀƴŘ ŀǘǘŀŎƘŜŘ ǘƻ ƛƴŘƛǾƛŘǳŀƭǎ ƻǊ ŦŀƳƛƭƛŜǎύΣ ƴƻƴ-profit housing operated by community organizations, affordable 
housing initiatives, housing co-operatives and public housing programs targeting specific groups, et cetera.  In general, the 
goal of all such initiatives is to provide housing options where the housing cost does not exceed 25-30% of the household 
income.  While the maps could have been limited to Dedicated Housing options alone, the reality is that many people 
living with mental illness or mental health problems live in a variety of non-dedicated, government-funded housing 
options, particularly when income levels are lower.    
 
¢ƘŜ ƳŀǇǎ ƛƴŎƭǳŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ άadditional facilities or housing optionsέ ς where readily available, information has 
been provided on emergency shelters, long-term care, non-dedicated residential care, and housing options for people 
living with intellectual disabilities

56
.  While we acknowledge that these options may not be permanent, or may not be 

appropriate, for people with mental health issues, we have included these recognizing that people can and do access 
these facilities or options.   
 
In the context of dedicated mental health housing, different definitions are used across the country when it comes to 
housing and support options ς this is a concern that was expressed consistently by reference groups.  Terminology can 
vary nationally, within provinces and territories, and even within regions.  Different understandings of what is meant by 
supportive housing, by supported housing, by residential care options, and so forth all contribute to perceived difficulties 
in having a dialogue on housing needs of Canadians living with mental illness.  Nowhere is this challenge more prevalent 
ǘƘŀƴ ƛƴ ǘƘŜ ŘƛǎŎǳǎǎƛƻƴ ǎǳǊǊƻǳƴŘƛƴƎ άǎǳǇǇƻǊǘŜŘέ ǾŜǊǎǳǎ άǎǳǇǇƻǊǘƛǾŜέ ƘƻǳǎƛƴƎΦ  Lƴ ƎŜƴŜǊŀƭ ǘŜǊƳǎΣ ǿŜ Ŏŀƴ ǎǳƳƳŀǊƛȊŜ ǘƘŜ 
following elements of supported and supportive housing options:  
 
Supported housing - there is a delinking of support from the housing in which the person lives (i.e., if the person moves, 
the supports follow them) 

Á The supports the person has access to are most often mental health clinical services, but these staff  may provide at 
least some aspects of housing support services in addition to mental health clinical services. 

Á !ǇŀǊǘƳŜƴǘǎ ŀǊŜ ΨǎŎŀǘǘŜǊŜŘ ǎƛǘŜΩ όƛΦŜΦΣ ƛƴǘŜƎǊŀǘŜŘ ǿƛǘƘƛƴ ǊŜƎǳƭŀǊ ǇǊƛǾŀǘŜ market owned or rented housing). 
 
Supportive housing ς at least some component of support is linked to the housing in which the person lives 

Á The supports the person has access to include both housing support services (most often linked to the housing) and 
mental health clinical services (which may be mobile, community-based services or linked to the housing). 

Á Housing is more likely to be physically organized in a congregate setting ς this could include clustered apartments 
(apartment buildings that are wholly dedicated to people living with mental illness, or a number of  dedicated units 
that are integrated in a private market apartment building,) or a home where there are private bedrooms and baths, 
but shared common spaces. 
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 Concurrent disorders include any combination of mental illness and substance use disorders (which includes both substance abuse 
and substance dependence) and, consistent with best practices, this would include people with a combination of mental illness and 
problematic gambling.  
 
56

 Provinces and territories use different terminology including people with developmental disabilities, developmental delay, 
intellectual disabilities and so on ς while the individual maps reflect these differences, for the purpose of this report, the term 
intellectual disabilities is used.  
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The practical reality, however, is that where provinces draw distinctions between supported and supportive housing 
models, ǘƘŜ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ ŘƛŦŦŜǊŜƴǘ ƘƻǳǎƛƴƎ ƻǇǘƛƻƴǎ Řƻ ƴƻǘ ŀƭǿŀȅǎ Ŧƛǘ άŎƭŜŀƴƭȅέ ƛƴǘƻ ŜƛǘƘŜǊ ǎǳǇǇƻǊǘŜŘ ƻǊ ǎǳǇǇƻǊǘƛǾŜ 
descriptions.   

Á Consider, for example, the cross-over in functions between mental health clinical services and housing support 
services that can exist depending on how various organizations or sectors have evolved to meet the needs of their 
clients or tenants.  A person may have a case manager who not only provides mental health services to them, but also 
incorporates a variety of activities that are more closely tied to housing support services such as learning household 
skills like meal preparation, grocery shopping, or budgeting).  Conversely, a key component of a housing support 
worker includes linking people to services in the community to help to address issues (such as substance use, mental 
health issues, physical health issues) that could impact housing stability, which is similar to functions also provided by 
a case manager.     

Á ²ƘƛƭŜ ǘƘŜǊŜ Ƴŀȅ ōŜ άƭƛƴƪŜŘέ ƘƻǳǎƛƴƎ ǎǳǇǇƻǊǘ ŦǳƴŎǘƛƻƴǎ ǘƻ ŀ Ǉarticular housing option, the mental health services may 
ōŜ άŘŜƭƛƴƪŜŘέ ŀƴŘ ǎƻ ǿƛƭƭ Ŧƻƭƭƻǿ ǘŜƴŀƴǘǎ ƛŦ ǘƘŜȅ ƳƻǾŜ ǘƻ ŀ ƴŜǿ ŀǇŀǊǘƳŜƴǘ ς is this supportive or supported in nature?  

Á There are many examples of housing where each person has their private bedroom, but there is shared living space.  
Mental health services are available on-site, but they are delinked and follow the person if they move.     

 
Significant amounts of time and resources can be spent in trying to 
identify all the exceptions to generally accepted terms.  In developing 
any type of overarching national strategy for housing, a shared 
understanding of terminology and definitions is crucial ς the strategy 
adopted by the research team was to use a functional approach to 
terminology for dedicated mental health housing options: housing with 
supports including Housing First or low-barrier approaches, and 
residential care options. 
 
Housing with supports ς incorporates common attributes of both 
supported and supportive housing: 

Á Low-cost housing combined with some type of support.   

Á Consistent population: both models are funded to serve people 
living with mental illness and/or mental health problems  

Á A Common philosophy: Providers of both of these options tend to 
focus on the importance of empowerment, independence and 
recovery in how they provide housing and supports.   

Á Tenancy: People living in either supported or supportive housing 
are tenants, and sign leases with private landlords or mental health 
or social housing providers ς depending on how that particular 
housing is managed and organized.   

Á Support may or may not be linked to the housing setting, and levels 
of support can range from very low to very high (with staff 
available on-site 24 hours a day/7 days a week).  Supports can 
include: 

-  Mental health clinical services, including case management, 
assertive community treatment, or a multi-disciplinary team ς 
these services are generally funded by the relevant provincial 
health ministry or department via Regional Health Authorities.  
Service delivery is either directly through the Regional Health 

A dedicated mental health supportive housing 
program in Toronto, Ontario partnered with 

the Toronto Community Housing corporation, 
the largest social housing provider in Canada, 
on a pilot project to support the development 
of a mental health framework for over 160,000 

low and middle income tenants (TCH & 
Houselink, 2008). Building upon the mental 
ƘŜŀƭǘƘ ǇǊƻƎǊŀƳΩǎ ŜȄǇŜǊǘƛǎŜ ŀƴŘ άŜȄǘŜƴǎƛǾŜ ǇŜŜǊ 
ǎǳǇǇƻǊǘ ǇǊƻƎǊŀƳέ όƛōƛŘΦΣ ǇΦуύ ǘƘŜ ǇǊƻƧŜŎǘ 
recommended that Toronto Community 

IƻǳǎƛƴƎ άƛƴǾŜǎǘƛƎŀǘŜ ǇƻǎǎƛōƛƭƛǘƛŜǎ ŦƻǊ ǘŜƴŀƴǘǎ ǘƻ 
be trained and hired as peer supports to help 
new tenants transition from homelessness to 

tenancy; recovery educators or coaches; and as 
drop-in co-ƻǊŘƛƴŀǘƻǊǎ ƻǊ ǎǘŀŦŦέ όƛōƛŘΦΣ ǇΦпύΦ 

By identifying the mechanism of change as 
ƛƴŎǊŜŀǎŜŘ ΨŎƘƻƛŎŜΩΣ ǘƘƛǎ ǊŜǎŜŀǊŎƘ Ƙŀǎ 

implications broader than the specific housing 
model including the role of peer support. While 

the research on Housing First does not refer 
directly to peer support, the researchers note 

in passing that a significant number of the 
program staff are people with lived experience 
of mental illness, addictions and homelessness. 

They also acknowledge the consumer 
ƳƻǾŜƳŜƴǘǎΩ ǊƻƭŜ ƛƴ ŀŘǾƻŎŀǘƛƴƎ ŦƻǊ ƛƴŎǊŜŀǎŜŘ 

choice and control over mental health 
treatment which helped lead to the 

development of approaches like Housing First 
(Greenwood et al., 2005). 
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Authorities or  through contracts with community-based mental health organizations, and/or 

-  Housing support services which focus on skill-building and empowerment to help maintain housing stability and 
tenure (for example, finances and budgeting, setting life goals, addressing issues which are impacting housing 
stability, helping people to connect to natural supports and activities in their communities).  These services may 
ōŜ ŦǳƴŘŜŘ Ǿƛŀ ǇǊƻǾƛƴŎƛŀƭ ƻǊ ǘŜǊǊƛǘƻǊƛŀƭ ƎƻǾŜǊƴƳŜƴǘǎΩ ƘƻǳǎƛƴƎ ƻǊ health departments and delivered by regional 
health authorities or community-based mental health or housing organizations, but they may also be funded via 
municipal or federal initiatives, or other ministries provincially and delivered by, for example, social housing 
providers or other support service providers (including providers who serve people living with mental illness, 
perhaps as part of a broader population but are not funded to do so). 

Á Agreeing to access available supports may or may not (i.e., Housing First) be required in order to access the housing. 

Á Creative approaches and partnerships between housing and mental health organizations may exist in the provision of 
tenant support.  

 
Appendix Four provides a full description of the Housing First approach: begun in New York City, Housing First, at its most 
basic level, provides low-cost housing but does not require participation in substance abuse or psychiatric treatment to 
be a condition of residency.  Additional interpretations of Housing First include a pre-requisite for scattered site settings, 
or that services not be provided in the housing setting itself ς actual implementation, however, usually involves some 
minimal level of contact with a mental health or housing support worker on an ongoing basis and physical settings (i.e., 
scattered site versus congregate) can vary.  The overarching philosophy is most important: Housing First is defined by its 
ŀŘǾƻŎŀǘŜǎ ŀǎ ŀ άŎƻƴǎǳƳŜǊ ǇǊŜŦŜǊŜƴŎŜ ǎǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎ ƳƻŘŜƭέ ό¢ǎŜƳōŜǊƛǎΣ ϧ !ǎƳǳǎǎŜƴΣ мфффύΣ ƛƴ contrast to the 
άŎƻƴǘƛƴǳǳƳέ ƳƻŘŜƭ ǘƘŀǘ ǊŜƧŜŎǘǎ Ƴŀƴȅ ǇƻǘŜƴǘƛŀƭ ŀǇǇƭƛŎŀƴǘǎ ŀǎ ōŜƛƴƎ άƴƻǘ ƘƻǳǎƛƴƎ ǊŜŀŘȅέ ƻǊ άǘǊŜŀǘƳŜƴǘ ǊŜǎƛǎǘŀƴǘέ 
(particularly those individuals with concurrent addiction and mental health issues, and often histories of homelessness, 
involvement with the criminal justice system). This approach has demonstrated successful outcomes in housing stability, 
reduced homelessness, psychiatric symptoms, and improved quality of life (Greenwood et al., 2005; Pearson et al., 2007; 
Tsemberis, Moran, Shinn, Asmussen, & Shern, 2003).    
 
Residential care options typically have a board and care model in which a private operator provides a fixed basket of 
services including meals, laundry and housekeeping.  In most cases, but not all, rooms are shared and privacy limited.  The 
fixed basket of services can seriously limit individualized recovery strategies, for example a client doing his or her own 
cooking.  Most residential care models date from the phase of deinstitutionalization when longer term clients were seen 
as needing to be taken care of, rather than as dynamic individuals interacting with their environments and supports in a 
process of recovery.  Lǘ ǿƻǳƭŘ ōŜ ǳƴŦŀƛǊ ŀƴŘ ǳƴǘǊǳŜ ǘƻ ǎǳƎƎŜǎǘΣ ƘƻǿŜǾŜǊΣ ǘƘŀǘ ǘƘŜǊŜ ƘŀǾŜƴΩǘ ōŜŜƴ ǎƻƳŜ ŎƘŀƴƎŜǎ ƛƴ 
residential care approaches and that serious attempts are being made, sometimes on a pilot basis, and sometimes on a 
broader provincial basis, to identify ways in which residential care options can evolve to reflect more recovery-oriented 
approaches.  Sections 8 and 9 further discuss this evolution. 
 
Affordable housing ǊŜŦŜǊǎ ǘƻ ƘƻǳǎƛƴƎ ǘƘŀǘ ƛǎ ǇǊƻǾƛŘŜŘ ŀǘ ŀ ǇǊƛŎŜ ƻǊ ǊŜƴǘ ǎǳōǎǘŀƴǘƛŀƭƭȅ άōŜƭƻǿ-ƳŀǊƪŜǘέ ǘƘǊƻǳƎƘ ŀ ǎǳōǎƛŘȅ ƻǊ 
other intervention, and subject to enduring controls on affordability and occupancy.  It encompasses social housing 
typically provided through government assistance, and also affordable rental and ownership housing that might be 
provided by regulatory concessions or incentives.  Social housing refers to all forms of publicly assisted housing, including 
public housing, non-profit and co-operatives, supporǘƛǾŜ ƘƻǳǎƛƴƎ ŀƴŘ ƳƻǊŜ ǊŜŎŜƴǘ άŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎέ ƛƴƛǘƛŀǘƛǾŜǎΦ  Lǘ 
should be noted that there are subtle variations in the degree of targeting and tenant income levels across different social 
housing programs. Housing co-operatives are member-owned and controlled organizations. The monthly housing charges 
are set by the members to cover the costs of running the co-op. There are some co-op options for people with special 
needs. Between 1973 and 1991, the Canada Mortgage and Housing Corporation participated actively in the development 
of co-operatives under three main types of programs described in the National Housing Act (Section 61, Section 95, and 
the Federal Co-operating Housing Program) ς the underlying theme, however, is that all of these co-operatives provide 
some type of financial support.  The federal government ceased funding new development at the end of 1991, but 
continues to honour its operating agreements with existing co-operatives, which house over 92,000 members across 
Canada under these legacy programs.   
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Core housing need (Canada Mortgage and Housing Corporation, 2001) ς The Canada Mortgage and Housing Corporation 
ό/aI/ύ Ƙŀǎ ōŜŜƴ ŀƴŀƭȅȊƛƴƎ ƛƴŎƻƳŜǎ ŀƴŘ ƘƻǳǎƛƴƎ Ŏƻǎǘǎ ŦƻǊ Ƴŀƴȅ ȅŜŀǊǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ƭŜǾŜƭ ƻŦ άŎƻǊŜ ƴŜŜŘέΦ ¢Ƙe 
ŘŜŦƛƴƛǘƛƻƴ ƻŦ άŎƻǊŜ ƴŜŜŘέ ƛǎ ŎƻƳǇƭŜȄ ŀƴŘ ƛƴǾƻƭǾŜǎ ǘƘǊŜŜ ǎǘŀƴŘŀǊŘǎΥ ŀŎŎŜǇǘŀōƛƭƛǘȅΣ ǎǳƛǘŀōƛƭƛǘȅΣ ŀƴŘ ŀŦŦƻǊŘŀōƛƭƛǘȅΦ  ¢ƘŜǊŜ ŀǊŜ 
two steps considered to determine core housing need ς the first focuses on whether a dwelling meets the three 
standards: 

Á Adequate dwellings: This is a measure of housing condition to determine if the dwelling is safe, has basic plumbing, 
and is in a reasonable and habitable state of repair. 

Á Suitable dwellings:  National occupancy standards are used to determine if households have a sufficient number of 
bedrooms based on family composition (effectively a crowding measure). 

Á Affordable dwellings: This standard is based on a ratio of housing expenditures to total household income; a 
household paying more than 30 percent of its before-tax income for housing is considered in need. 

 
The second step determines whether households with one or more of these problems have access to affordable 
alternatives in the same community. If not, they are considered to be in core housing need. 
 
Table 1. Range of housing and support models by province and territory. 
 

 Dedicated Mental Health Non-Dedicated Affordable 
Housing 

Additional Facilities or Housing  

Alberta Supported Housing Options 
Regional Mental Health 
Housing 
Approved Home Program 
Mental Health Support Homes 
  
  
  

Community Housing Program 
{ŜƴƛƻǊǎΩ {ŜƭŦ-contained Housing 
Program 
Special Needs Program 
Homelessness Strategy Housing 
Lodge Accommodation 
Rent Support Programs 
Rural and Native Housing 
Program (Rental) 

Emergency and transitional shelters 
Personal Care Homes 
Supportive Living  
Long-Term Care Facilities 
Designated Assisted Living Program (in 
Retirement Residences) 
  
  

British Columbia Mental Health and Addictions 
Supported Housing ς Includes 
supported apartments, Group 
homes, Supported hotels, 
Rental subsidies 
BC Housing Health  
Low barrier housing (low and 
high level support) 
Community Residential Care 
Family Care Homes 

Public housing 
Non-profit and co-operative 
housing 
Rent assistance for seniors 
Rent assistance for families 
Aboriginal housing 
Transition House Services 
{ŜƴƛƻǊǎΩ {ǳǇǇƻǊǘƛǾŜ IƻǳǎƛƴƎ 

BC Housing Emergency Shelter Program 
Home Care and Community Services (assisted 
living, supportive housing, community care 
facilities) 
Residential Options for People with 
Developmental Disabilities (Supports to Home 
Living, Home Sharing, Staffed Residential 
Living, Semi-independent Living Support, 
Supported Apartments, Cluster Living) 

Manitoba Supported Housing 
Supportive Housing 
Portable Housing Benefit 
(Supported Housing) 
Residential care facilities 

Social/public housing program 
Not-for-profit sector housing 
Rural and Native housing 
program 
Co-operative housing 
Single room occupancy hotels 
and rooming houses (privately 
operated) 
Manitoba Shelter Benefit 
Rent Supplement Program 

Emergency and transitional shelters 
Personal Care Homes 
Supported Living Program 
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New Brunswick Some dedicated options as 
part of the non-profit housing 
program 

Non-profit housing 
Public Housing 
Rent Supplement  
Rural/Native and Basic Shelter 
Program 
Affordable Rental Housing 
Program 
Housing Cooperatives 

Emergency Shelters for the homeless and 
Transitional Housing for youth 
Special Care Homes 
Community Residences 
Nursing Homes 
Transition Housing and Second-stage housing 
for women leaving relationship violence  

Newfoundland 
and Labrador 

Boarding homes 
Supportive Housing 

Rental Housing Program 
Rent Supplement Program 
Housing Cooperatives 
Lower End market Units 
Rent Geared to Income Program 
  
  

Emergency/Transitional Shelters 
Nursing Homes 
Personal Care Homes 
Residential Options for People with 
Intellectual Disabilities (Cooperative 
Apartments, Alternative Family Care Homes, 
Board and Lodging Supplement, 
Individualized or shared living arrangements) 

Northwest 
Territories 

n/a Social Housing Programs 
Rent Supplement Program 
Co-operative ILM Housing 
Program 
Rural and Native Rental Housing 

Supported Living 
Transitional Housing 
Emergency Shelter 
In the NWT Supported Living refers to longer 
term 24/7 support to people with disabilities 
Transitional Housing refers to housing that is 
shorter term and provides life skills support 

Nova Scotia Supported Housing 
Supportive Housing 
Homes for Special Care 

 Public Housing for Families 
Public Housing for Seniors 
Housing Co-operatives 
Rent Supplements 

Emergency Shelters and Transitional Housing 
Residential Care Facilities 
  Long-Term Care Homes 
  Licensed Group Homes 

Nunavut Transitional housing  Public Housing  (includes rent 
supplements) 
Staff Housing (includes rent 
supplements) 

Emergency Shelters   
Residential Facilities 
Medical Boarding Homes (located outside 
Nunavut) 

Ontario Supported housing 
Supportive housing 
Homes for Special Care 
Habitat Services 
Mental Health Supportive 
Housing Rent Supplements 

Social Housing 
Rental & Supportive Housing 
Housing Allowance/Rent 
Supplement Program 
Strong Communities Rent 
Supplement Program  
Rental Opportunity for Ontario 
Families (ROOF) 
Housing Co-operatives 
Domiciliary Hostels 
Rural and Native Rental Housing 

Emergency Shelters and Transitional Housing 
Ontario Works - Hostels to Homes Pilot (H2H) 
Consolidated Homelessness Prevention 
Program 
Provincial Rent Bank 
Emergency Energy Fund 
Long-Term Care Facilities 
Residential Options for people living with 
intellectual disabilities 

Prince Edward 
Island 

Supported Housing 
Supportive Housing 

Public Housing for Seniors 
Public Housing for Families 
Rent Supplements 
Housing Co-operatives 

Emergency Shelters and Transitional Housing 
Long-Term Care Homes 
Community Care Facilities 
Residential options for people with 
developmental disabilities: group homes, 
associate families, shared care, supported 
apartment, supervised room and board 

Québec structured community-based 
residential housing 

Municipal Housing Programs   
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Saskatchewan 
  
  
  
  
  

Community-based residential 
accommodation 
Mental Health Approved 
Private Service Homes  
  
  

Co-operative and other-nonprofit 
housing corporations 
Aboriginal off-reserve units 
Inuit units 
Rent Supplement program 
Social Housing Rental program 
Special purpose units  
Family Housing Supplement 
Disability Rental Housing 
Supplement 
Co-operative housing 
Rent Supplement Program 

Personal Care Homes 
Special Care Homes (Nursing Homes) 
Residential options for people with 
intellectual disabilities: group homes, group 
living homes, supported independent living 
programs, supported apartment living 
programs,  specialized homes, Approved 
Private Service Homes 
  

Yukon n/a Social housing  
Housing co-operatives (total of 
two for the Territory) 
Rent supplement program 

Home Care and Community Services: small 
number of models premised on assisted living 
and community care  
Residential Options for People with 
Developmental Disabilities (Supports to Home 
Living, Home Sharing, Staffed Residential 
Living, Semi-independent Living Support, 
Supported Apartments, Cluster Living) 
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ALBERTA 

CONTEXT 
ECOLOGICAL CHARACTERISTICS 
 
The total population of Alberta is approximately 3,290,350 (Statistics Canada, 2009) with an unemployment rate of 6.5% 
compared to a rate of 8.1% across Canada (Statistics Canada, 2010).  Highlights from the 2006 Census Analysis Series 
include: 

Á A rate of population growth of 10.6% since 2001, significantly higher than the national average of 5.4%.  Alberta had 
the highest growth rate, with Nunavut close behind at 10.2% - the next highest growth rate was Ontario at 6.6% - and 
this is due predominantly to a strong net inflow of migrants from other provinces. 

Á While the population is aging, consistent with all other regions across Canada, the proportion of the population aged 
65 and over is the lowest amongst all the provinces at 10.7% (compared to 13.6% nationally) ς only the territories 
have lower proportions. 

Á The census enumerated 188,365 people reporting Aboriginal identity in Alberta in 2006, representing 16% of the 
national total. 

Á The Aboriginal population is becoming increasingly urban. In 2006, 54% lived in an urban centre, an increase from 
50% in 1996. Urban areas include large cities, or census metropolitan areas, and smaller urban centres. In 
comparison, 81% of non-Aboriginal people were urban dwellers in 2006. The difference between the two proportions 
is due mainly to the large share of First Nations people who live on reserves. 

Á About 9.3%, or 103,700, of the 1.1 million new immigrants who came to Canada between 2001 and 2006 settled in 
Alberta (5.2% of all newcomers settled in Calgary). This was an increase from the last census in 2001, when 6.9% of 
newcomers settled there.  

-  An estimated 57,900 recent immigrants settled in Calgary. These newcomers made up 5.4% of the city's total 
population in 2006.  The working-aged population (25 to 54 years old) increased 10.9% between 2001 and 2006 
and recent immigrants in this age group accounted for nearly two-thirds of that growth.  

-  Calgary was the census metropolitan area with the fourth-largest share of newcomers, after Toronto, Montréal 
and Vancouver.  

-  Recent immigrants living in Calgary came from all around the world, but the People's Republic of China, India and 
the Philippines were the top three source countries of recent immigrants.  

Á In Alberta, the census enumerated a total of 527,000 foreign-born individuals, who represented 16.2% of its 
population. This proportion was the third-highest in Canada, after Ontario and British Columbia. 

-  /ŀƭƎŀǊȅΩǎ ŎŜƴǎǳǎ ƳŜǘǊƻǇƻƭƛǘŀƴ ŀǊŜŀϥǎ ό/a!ύ ŦƻǊŜƛƎƴ-born population increased by 28% between 2001 and 2006 
(one of the fastest rates in the country), compared with 9.1% for its Canadian-born population. Growth in 
Calgary's foreign-born population was one of the fastest in the country.  

-  The foreign-born population made up almost one-quarter (23.6%) of Calgary's population in 2006, up from 20.9% 
in 2001 ς the fifth highest in Canada. 

Á Of the 1,256,195 households in 2006, 73.1% owned the dwelling they lived in (consistent with the national average) 
and had the third fastest proportional increases among the provinces in rates of home ownership since 2001.  Of 
owner households, 62.1% held a mortgage compared to the national average of 57.9%.  This is the highest rate 
among all the provinces, and is exceeded only by the Northwest Territories and Nunavut. 

Á The median price Alberta homeowners expected to receive from selling their home rose from $145,115 in 2001 to 
$250,473 in 2006. This was well above the national median of $200,474. 




