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APPENDIX ONE: DEEDLRESEARCH METHOD®&L

OVERVIEW

Theresearchdesign 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 imviag multiple approaches that could reach out to various respondent and
stakeholder groups in all provinces and territories.

Theproject aimswere as follows:
A To conduct a national assessment of the current need and supply of quality housing and selapexts (i.e.,

GKS WolalsSid 2F ASNBAOS&aQUL FT2NJ LISNER2ya fABAYy3a 6A0GK YS)
A To identify model programs in providing housing options to persons living with mental illness.

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

A ¢2 ARSYy(GATeEe (GKS O2YYdzyAde &aSNIWAOSak adzLli2 NI aivinpAh ®Sds ¢
with mental health problems and illnesses in housing.

A 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 desigsing qualitative and quantitative methodologies, with nuslikeholder
participation. The mulistakeholder participation ensured a comparative element to the design. The design was
also participatory in that it had inbuilt processes for stakeholdatipipation and feedback in facilitating
representation refining the tools of data collectiginforming data analysj&nd ensuring knowledge

development, exchangand transfer.

The quantitative element of the project comprised a survey design withpewable questionnaires as the tool of
data collection. The survey sample was stratified into five different stakeholder groups and the survey was
administered across Canadaing a snowall method. The qualitative elements of the study compriséd
teleconferences and consultations witeferencegroups, key informant interviews with national and international
experts, consumer webinars, and site visits of housing programs across Canada.

SPS35.0was the program of choice for data entry and analy$isusvey data. Analysis of qualitative data

involved detailed analysis of transcripteferencegroup meeting minutes, notes from the webinaesd field

notes from site visits. This proved to be both an inductive and deductive process in that ittadsld@sting

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 quésii®esnhanced

the confidence intie ensuing findings.

This research projectnderwent 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 Initiate (ARECCI) Ethics Decisions Support Tool to capture the ethical processes that are incorporated
in the project.Alsq as a best practice to promote ethics in research projects, each member of the research team
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completed the Interagency Advisory Panelws & S NOK 9 GliKeAnrédxtoy TunoBabfor the Tri
Council Policy Statement: Ethical Conduct for Research Involving Humans (N6&®8)students have been
involved they havealsocompleted the THCouncil tutorial and are being supervideyl 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 mujtronged approach to assessing housing and related supports across Canada,
utilizing the following methods:

1. The development of provincial/territorial and nationedferencegroups

2. Acomprehensive search and review of geyd published literature

3. Interviews with key stakeholders

4. Interviews with international key informants

5

Development and distribution of surveys people living with mental illnesgamily members, community
mental health service providers, housipgviders and hospitakdministrators and clinical lead

o

Webinar consulations with people living with mental illness.

7. dte visitsto housing programs across Canada

PROVINCIAL/TERRITRRAND NATIONAL REEHRICE GROUPS

The participation oprovincialterritorial andnationalreferencegroups 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 referencegroups played a critical role in informing adipeects of the project, from planning phases to data
collection and analysis.

There were numerous benefits to utilizingferencegroups in all aspects of the project. First, the process allowed
the research team to consistently present and assess tlegjaacy 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 kegnswtakeholders across
Canada

The research team recruitgarovincialterritorial andnationalreferencegroups to inform the design and
implementation of the environmental scan and analysis of housingrelated 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 selectrefmtencegroup member and develop groups so
that they reflected a welbalanced group of stakeholders. Specifically, in selecting poteafedencegroup
members the research team conducted an iterative process of background searches on key staketiotbers
leaders in the field through internet searches, contacting stakeholders directly for recommendatiohs
collaborating with other housing project investigators within the Mental Health Commission of Canada.

A To ensure true representation of stakeheldgroups a matrix was developed



p>N

> > > > >

Provide subject matter expertise.

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

Assist in identifyingromising models of housing and sugts from their jurisdictions
Review proposed methodology fdng environmental scan process.

Review and assist in analysis of findifrgen the national assessment.

Share project information with key partnewgthin their jurisdiction.

Promote the project with key partners within their jurisdictions.

In addition, anationalreferencegroup was created that met via teleconference three times during the study to:

A

> > >

Provide insighinto how the systems for mentdlealthrelated housing and supports in Canada compare to
those that exist in other regions.

Provide subject matter expertise.
Review and assist in analysis of findingsfithe national assessment.

Promote the project to key partners nationally and internatidpal

Referencegroup 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 netw&s for questionnaire distribution. In additioreferencegroups 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. Referenpemembers also distributed
surveyswithin their networksto mental health service providers, housing providers, hospépiesentatives,
people living with mental illnesand family members.

DATA

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

A

A

>

>

Literature search and review.

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

Qualitative interviews with international key informants

Surveys from five stakeholder groups includimgpple living with mental illnes$amily members of indiduals
with lived experience, community mental health service providers, housing proyatetsospital
administrator and clinical lead

Webinars withpeople living with mental iliness.
Notes from site visits with housing programs with a focus on inneggiractices

Notes from consultations witheferencegroups across Canada

LITERATURE SEARCB REVIEW




The literature review included academic literature (e.g., published research studies, reviews of literature,
theoretical papersandgrey 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 iliness
together with other housing options including social Bog, residential care, emergency sheltensdtransitional
housing Key words inluded, but were not limited tdhe following (either alongor in combination):

>

housing

>

mental illness
mental disorder
mental health

mentally ill

> > > >

addictions

>

housing suppds

>

supported housing

>

supportive housing

>

dedicated housing

>

homes for special care

>

domiciliary hostels

>

Residential Treatment Facilities

>

custodial housing

>

Housing First

>

Pathways to Housing

>

continuum of care housing

>

treatment first housing

>

boarding home

>

unregulated housing

>

foster homes

>

group homes

>

congregate housing

>

shared housing

>

supervised apartments

>

rooming house

>

single room occupancy
alternative housing
transitional housing

psychiatric patients

> > > >

housing outcomes



A housing stability

The search walamited to EnglisHanguage articles published from 1990 to 2010.

In addition to considering models of housing and support that are dedicated to people living with mental iliness
and/or mental health problents the research team identified the need to ider the broader array of affordable
housing programs across Canadde 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 rigltsekevant
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 arrangeawedt®s

any person in @ada. These include:

A Owning a home

A Living withparents, living with friends

A Renting an apartmerin the private rental market

A Living in social housing (including public, fprofits and ceoperatives, and otherféordable housing

initiatives)
A Living indedicated housingo A y Of dzZRAYy 3 Wa Ol 6GSNBR aAiSQ K2dzaiAy3d 6KSNB
private rental market, dedicated buildings with setintained apartments, dedicated homes with privabe

shared bedrooms) with a variety of housing aodélinical supports where intensity of supports can range
from low to high.

Key objectives were to:

A Synthesize the history and current status of social housing in Canada

A ' YRSNERGlIYR K2dzAAy3Qa MiRthéSsodhahpolieySdntexd. K ' yR GKS aFAGE &A
A Discuss housing as a basic human right and the iatjalits this has for government.

A Review how other countries have ad@dsed affordable housing needs.

A Provide additional information on the economic, sogéaid personal costs

A Summaize considerationsoi policyand longterm strategies for affordable housing.

Multiple activities were undertaken to address these objectives:

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

A Review of existing provincial/territorial, nationaind international reports that synthesize issues that impact
affordable housing, policy iictions that support affordable housing and people with special nesu,
effective planning for affordable housing apdople in core need of housing.

A Review of provincial, territoriahndfederalgovernment websites on existing policies and practietsted to
affordable housing.

'LyOtdzarzy 2F GKS GSNXY aYSyidrf KSItaGK LINRofSYaé KlFLa 0SSy dza Sk
diagnosis of mental illness per se (either through personal choice or due to circumstances sadhof a psychiatrist to

formally make a diagnosis).

2 Many dedicated housing options include social housing magifels example, they may have rent supplements attached, they

may be located in social housing units, and they may be provided inguahtips between mental health and affordable

housing providers.
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A Review of research related to better practices in fostering the creation of affordable housing, with a particular
emphasis on social housiagd people with special needs.

A Review of publications issued by key organization@anada, 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, CanadiarfidC &liey
Alternatives, National Housing Research Committaifed byCMHC), NationahboriginalHousing
Organization, together with past work from the project lead organizations (Canadian Council on Social
Development and the Centre for Addiction alféntal Health).

Key words used in searches include:

A affordable housing

A social housing

A public housing

A mental health

A mental iliness

A policy

A social policy

A core housing need
A better practice

A inclusionary housing
A housing benefi

A housing supplement
A zoning

A supportive housing
A supported housing
A green housing

A determinants of health
A income

A human rights

A health

A homeless

A series of electronic databases were consulted to retrieve the published liteFatdrevebbased search was also
conducted for noAndexed published and unpublished reports on housing and related supports for individuals

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

North Americans, CIHAHL, Criminal Justice Abstracts, Criminddo§AGE Flext Collection, Digital Dissertations @ Scholars,

EconLit, Bournals@Scholars, EMBASE (Ovid), Expanded Academic ASAP @ Scholars, Family Studies Abstracts, Health Sciences:
A SAGE Fullext Collection, OVID/ HEALTHSTAR, Medline, PAISARAIS International, Political Science: A SAGEexll

Collection, PsychARTICLES, PsychCRITIQUES, Psychology: ATexGEoRettion, PsychINFO, Public Administration

Abstracts, PubMed, Scholars Portal, Scopus, Social Sciences Abstracts@ StakdrSciences Citation Index, Social Services



with mental illness. Numerous search engines and knowledge egehaortals were used includinGoogle
Scholarthe Homeless Hub, the Wellesley Institute, the Substance Abuse and Mental Health Senvkths,
Ontario Mental Health and Addiction Knowledge Exchange Network (OMHAKEAddition, a website search
was conducted of various mental health organizationd hausing provider organizations in Canada and
internationally. Some specific websites werttie Canadian Mental Health Association, Ontddmm-Profit Housing
Association, and the Mental Health Commission of Canada.

WEBINARS

As part of the multimethod approach to understanding the firsthand experiencep@dple living with mental

illnesswith regard to housing and related supports, the research team partnered with the National Network of

Mental Health(NNMH) the largest national organization run bgdafor people with mental illnessx Canada that

focuses on activities such as advocacy, education, resource sharing, and information distribution on issues which
impact persons living with mental illness. TMHassisted the research team in hostingexies of online
consultationswith people living with mental illnegg.g., webinars). The webinars were hosted using Adobe

Acrobat Connect Pro Meeting software which enabled participants to attend via teleconference or webizast.

English webinarswer€ I OAf AGF GSR 0@ GKS LINE 2 S @évikianddvery ieldzyeviden O 2 v & dzf (
February 2% and February 28, 2010 for various regions across Canada. Provinces and territories were grouped

into five larger regions (Alberta and Briti€lolumbia; 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 reg@ue to large levslof interest in Alberta and

British Columbia, a second webinar was hosted for these provinces.

Participantswvere asked to share their thoughts and experiences with the mental health and housing system, best
practices, governance issues, preferences, el 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 Brunswhkother webinar was schedulddr francophone residents

from the rest ofCanadahowever, this was cancelled due to low participation.

Participants were recruited via an electronic invitation that was distributed througtai to referencegroup
members, and posted on the NNMH and RIE websites. Referengeoup members were asked to circulate the
invitation through their respective networks in order to utilize a snowball sampling methodol@ggrall, there
was a strong level of interest in the webinars, with 83 registrants (inajuaitlist participants) and 60
participants across all six webinaBarticipants received a $30.00 honorarium for their participation.

INTERVIEWS WITH KEWYSTEM STAKEHOLDERS

Interviews with key system stakeholders for the purpose of obtaining cuméoitmation on housing/support
stock in Canau“abegan in Januarg010 and wee completed by the end of Ap&I010.

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

Abstracts, Social Work Abstracts, Sociological Abstracts, Sociology: A SA@# Ealllection, Urban Studies Abstracts, and
Worldwide Political Science Abstracts.

*In addition to an interview methodoby, the research team reviewed published reports, site visits, and questionnaire data to
obtain information on the current housing/support stock across Canada.



expertise that enabled them to report current information on housing/support models in their respective areas.
Provincial anderritorial referencegroup members andhe projectQ @dvisory board were also consulted.

Interviews with system experts were approximate} hours in length and were used to collect information on
the categories/themes, including models of support; capacity, fundingd regulation; and, histazal and current
trends in housing and supports investments. A sample of questions utilized to guide the interviews is listed
below’:
1. Models ofupport:
- Can you characterize the models of housing/support that are on the ground (e.g., size of arerage
Of dZAGSNBRk&aOF GSNBRX (el)S 2F adzZlR2 NI FyR K2§g
- What is the nature of the operation that typically provides the various models (e.g., private, for profit;
non-profit; community NGO versus hospifal
2. Capacity, Fundingand 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 ard Current Trends in Housing/Support Investment

- What is the nature of investment in housing models over the last decade lfagythere been a
particular trend in the types of models being funded)?

- Who has funded these specific investments (e.g., munigjpgernment, 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 KEFORMANTS

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:ans of both published and grey literature, recommendations madefgrence

group members, and via other international informants.

Seven interviews were conducted with international key informants from April 2010ne 2010.Interviewees

were askedd 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 theajority of the informants was made byreail. This approach was intended to
probe interest, introduce the project, and allow the prospective informants to recommend other experts in the
field.

®The listed questions were used as a general interview guideline.
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Interviews were held with seven international kieyormants 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 QUESIN@IRES

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

A persons living with mental health issues/mental illness
family members opersons living with mental health issues/mental illness

housing providers

> > >

communitybased mental health service providers

A hospital administratorsind clinical leads
In summary, questionnaires asked stakeholders about barriers/enablers regarding housirededed 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
createdg for all stakeholder groups and a snowball methodology was employed to distribute questionnaires across
Canad

The research taa 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 throughreferencegroup members for @irther input.

Invitations letters and questionnaire links were sentéferencegroup members for further distribution to

associated networks (refer to section ocgferencegroups for a detailed description), and directly to contacts listed
in alldatabases.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 wereafeatured in numerous community mental hteagency and housing

provider newsletters across Canada

All questionnaires underwent a pilot phase. The piloting of the questionnaires occurred during avieke
period. Invitations to participate in thgilot were distributed throughreferencegroup members with a request to
return completed questionnaires by a set deadline. Based on feedback from the questionnaimesous
revisions were made to each of the questionnaires.

Questionnaire Analysis

Both quantitative and qualitative components were included in the questionnakesontent 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 achieed, findings were reviewed and agreed upon by additional members of the research team.

6 Copies of questionnaireend associated materials are available on request.
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Quantitative data were analyzed using the Statistical Package for the Social Sciences (SPSS) VepsioariebyO.
of statistical tests were conducted during thetdanalysis phase, which included the following tests: descriptive
statistics, crosstab analyses with-slgjuare tests of association, independesample ttests, oneway analyses of
variance, Pearson r correlations, and linear regression analyisesldtion, some basic mean and summation
calculations were carried out using Microsoft Office Excel 2003.

SITE VISITS

Through the research procesfforts were made to identify innovations in hsing and supports that address
challenges and/or lead to posig change. There were extensive consultations vaferencegroup members in

each province or territory to identify innotian and promising practicesThrough this process, a tentative list of
innovative services were identified for each province oiwlhg which site visits were undertaken to most of the
services to gain an4idepth understanding of the innovation. Site visits included visiting the actual sites and
services, consultations with staff apeople living with mental illnesand/or tenants. More than 30 sites were
visitedacross the different provinces and territories. In addition, extensive consultation with multiple stakeholders
includinghospital representativegpeople living with mental illnes$iousing providergninistries, peer support

groups and mental health service providers were undertaken during these site.visits

KNOWLEDGE EXCHANGRAEGY

The process of engaging multiple stakeholders at various levels and through multiple modalities, in different
aspects othe study created a fertile ground fémowledgeexchanggKE) Keactivities like sharing and
consultations through webinars, site visitsfegnce group teleconferenceand web based information sharing
have occurred. Theesearchteam and theMental Health Commission of Canaalao worked on creating a long
term plan for K, which will be supported beyond the life of the project by a CIHR grant awarded to fad{lEate
pertaining to the outcomes and the results of the study.

Theknowledge exclngestrategy focuses on creating meaningful dialogues between multiple stakeholder groups
and to impart information in creative ways, such that the momentum created through such excivédhgesult in
ongoing, natiomide, proactive collaboration, intervegion, and advocacy in the field of housing and related
supports in mental health.

Aims of theKnowledge Exchange Initiative:
A Create an active, sustainable platform for ongoing collaboration and KE

A Develop mechanisms to ensure continued engagement iiéhMIHCC, and key players in the areas of
governmentalpolicy and strategy development

A Create user friendly, target driven information made available through maltpannels

A Establish an expert resource base with an interactiveties 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 havedreidentified and reference group members have been invited to indicate

their areas of interest. This will lead to the developmentroscutting interest groups across Canada. In
collaboration with the Knowledge Exchange Division of the Mental HEalthmission, the innovations template

will be made available online and will serve to inform stakeholders of ongoing innovations in the fieldoS%he

cutting interest groups will also find a sustainable platform for ongoing collaboration through th¥ @oma A 2 y Qa
website and other modalitiesTheknowledge 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 posteports and other information.These next steps will be undertaken as part of the CIHR
knowledgetranslation project.

LIMITATIONS OF THEA®Y

The surveys reached a national audience, aedewstratified 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. Howeer, 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 stakedrs/provinces and territories that have been
underrepresented. This is particularly true of the North West Territories, Y @kahRince Edward IslandWith

the stakeholder groups, the participation of hospitapresentativesvas lower than that obther stakeholders.

Also there was greater participation péople living with mental illnessom independent settings than from
congregate settings. This could have been due to access issues, though specific efforts were made to reach out to
peoplein all type of housing settings through service providers and by encouraging the provision of hard copies.

In spite of these limitationghe multtmethods employedeutralized many of the limitations of a specific method.

It also ensured that as comprehgve a picture of housing and supports was captured within the constraints of
time and budget.
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APPENDIXWO: WEBINARS

Consumers from across Canada were invited to participate imetiinarsheld betweenFebruary 23and 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 Omtadi@ne francophone webinar on June 3, 2010.

A total of 70 individuals participated in the webinardhe majorityof thesewere people living with mental illness

but participantsalso inéuded serviceproviders, family members, a provincial government membed a

landlord. Participantiving with mental illnesseported living ina widerange of housing situations.

WEBINARS®VERVIEW

Housing was seen as fundamental to recoveryamye of consumer preferences were expressed regarding
housing, including a need for community integration through both scattered anesnattered housing models,
mechanisms to facilitate connections to the communities in which consumerstida continuum of housing
options. ldentifiedssues includethe lack of safe and affordable housing, vulnerability to slumlpadsl NIMBY
related barriers. Participants also expresseatkairefor peoplelivingwith mental ilinesgo play a real role in the
planning and decisioimaking process.

SYSTEM BARRIERS

Themes raised by participants includdgttneed for increasedrfancial supports and subsidiesad 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 astanecovery werehe difficulty of navigating the current fragmented housing
system Jack 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@ED THE TRADITIONBASKET OF SERVICES

Participants noted that the effects of mental illnes® different for eactperson and thus thee is aneed for a

range of individually tailored supports beyodidKk S G & LJA OF £ 06 | & 1 SN A20%m LA S/NIBAA INFBA & NI S
and positivempactof, supportive services in aessing and maintaining housing. They also reported the need for

other, related supports, such as assistamnaéh activities of dailyife, andsupports to allow peo@ to maintain

their housing during periods of crisis or hospitalization. Together with recemépted education and

employment these tailored supportsvould enablepeopleto focus on andidvanceheir recovery.

PEER SUPPORT

Feedbacks frorparticipants identified peer support, including peer organizations, as important in helping people
living with mental illness to access and navighe system and programs.

STIGMA

People living with mental illnessonsistentlyreported experiencing sgmatizationin interactions with landlords,
employers, the community, police, etdhey@2 A OSR (KS ySSR FT2NJ Lzt AO SRdzOF GAz2y
individuals with mental iliness.
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PEOPLE WITH MULTIREEDS

Persons with concurrent disorders wedentified as a population particularly lackingadequate supports,
servicesand housing options. HE need for &ilored housing and supports and services for the youth and elderly

in particular, for the large aging population with mental illnesasalso regularly mentioned The lack of system
planning and housing options, as well as the need to address systemic issues and gaps in sgotiog fdults
particularly those between the ages of 18 and 19 yeaessewoted. Concern was also expredder aging
caregiversith dependantsvho arein the mental health care system or have mental health issues, and the lack of
planning for this population.

It was also raised that many groupsSy R 2 a T £ f KNP dz3 Knaliliiy® acOeNd séicast R dzS
These groups include peophdth cognitive issues, autism, personality disorders, forensic cliantsthose who

remain undiagnosed Particular enphasis was placed andividualswho are undiagnosed and have difficulty

accessin@r 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 highcostsforexd YRAYy 3 fAYAGSR NRBFR | 00Saao ¢KS yS3IriirosS STF

to large urbarcentresto access needed care or supports were aisntioned The issues faced by those in
rural/remote areas were ideiified as being uniqueral needto be addressed as such.

ISSUES SPECIFIC BORIGINAL COMMUNIBIE

Several issues specific Adoriginalcommunities were rsed by participants, includireylack of housing optia
the need for selgovernancepwnership and involvementn program planning for their communitieshe need to
evaluate Eurebased versus traditionadboriginalapproaches to mental health; arile need to address the
inherent racism that surrounds th&boriginalpeople, specificalljthe assumption of higkevels ofdrug and

alcohol abusdy this population, and the tailoring of services around thesies to the exclusion of others. Also
identified werethe lack of cultural awareness anfithe variety ofAboriginalcultures andthe influence d culture
on the needsof people with mental illnessall of which must beonsideed in program planning.

In summary, the following are the highlights from the analysis of webinar data

A Housing is fundamental to recovergnd a recoverpriented systenmustprovide a range of housing options
A Enhanced social assistance structures and increased financial supports and subsidies are integral to recovery
A System fragmentationinequitable accessnd lack of transparency make it difficult to navigate the housing

system.

A Supports need to move beyond the typical basket of sentic@scludesupport foractivities of daily living
housekeeping, maintaining housing duriperiods of crisis ohospitalization, employmentnd education

A Stigma is a significant barrier to recovetandlords need to be educated about mental illnesses to create a
more supportive housing environment

A The current housing system has significant gaps in serviogl@&vith concurrent disordergjouth with
mental health issuesgndseniorswith mental health issues

A The future of dependantwith mental health issuekving with aging caregivers was a significant source of
concern.
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A There areuniqueissues relating to housing asdipports in rural/remote communiis,includinglack of
resourcestransportation issugsandthe needii 2 f SI @S 2y SQa O2YYdzyArAde (G2 | O00Sa:

A TheAboriginalcommunity 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
provideddue to assumptions that this population is pattlarly vulnerable to issues of substance abuse

ALBERTA AND BRITISBILUMBIA

PARTICIPANT PROFILE

The webinar irAlberta andBritish Columbia was held on Tuesday, Februarg, 2310, and involvedight
participants, the majority of whom werngeople lving with mental illnessFourparticipants were from Lethbridge,
AB, and at leagtvo participants were family members.

Due to extensive interest, second Alberta an@ritish Columbia webinavasheld on Thursday, February tB5
2010 The second webinanvolved 11 participants, the majority of whom wepeople with mental iliness

HOUSING STOCK

Participants agreethat K 2 dzA Ay 3 gl & GKS FANRG LINA2NARAGE | yR aFdzyRI YSy.
they noted the shortag of housingstock;in particular,of housing that is both safe and affordable.

G2 KSy L FAylftte Y20SR (G2 Y& LI NIYSyYy(:?

- webinar participant

The need for sustainable housing options ywasticularlyidentified in Bitish Columbia, especially in Vancouyver
where the housing stock consists mainly of siFglmily homes that ar@ot affordable This removethe option
for low-income people to live in the interior of the cjtywherethe bulk of support@&nd serviceare located
Participants further expressezbncern about théack of housing geared towards seniors, yquthd Aboriginas,
as well aghe shortage ohousing options in rural/remote areas. A unique isswentioned in the webinars was
the situationof homeless individualsnanyof whom likely suffer froma@me form of mental iliness; these
individuals ofterlive in the woods on the outskirts of urban aresgwing thisas a safer and preferable
alternative to shelters or alleyways in thities.

CONSUMER HOUSING PREENCES

The issues of consumeha@ice and the need for aontinuum of housing options to meet the diverse needs of
individuals in various stages of recovergre prominent inthe webinar discussions. In tik@bruary 25 webinar,
the scatteredsite model and market housing were frequently mention@dyticularlybecausehese models offer
the ability to choose the ia where one wishes to live. The need for additicugdportive housing, as well as
housing for seniors angbuth, was raised throughout the webinars. Severabinarparticipants lived at home
with their families and reported mixed experiences; one participant noted being satisfied with the living
arrangement while anotherfelt cbad living at home asanadut ¢ KSy G aix Ol o¢

SUPPORTS AND SERSICE
Access tdHousing

The lack obafe and affordable housing stoalkasa prominenttheme throughout the webinarsThis constitutes
major challenge to accessing housimgpich wasnoted to be crucial for recovery.
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-webinar participant

Lack of housing, and subsequent access issues, were identified specificAthpifiginas, seniors and youth.
Discrimination, stigmaand NIMBY issues were also noted as challenges to accessing housing in certain areas.

Youth and Seniors

The need for housing and programs specifically for yauth for seniors was a definite theme throughdhée

webinars. It was noted these populations require tailored supports and services and housing to aid in their
recovery, including supports for daily living sKitlsyouth. The gap in services and supports for youths between

the ages of 18 and 19 yesawas also noted In particular, it wasnentioned that in Bitish Columbia,the education
system is not required to fill out supportive pension papers for children who are physically disabled or have a low
[.Q. until trey are 19 years old, which is access and system issue for youth. The impact on income and financial
supports for the elderly population transitioning from disability to old age securiagat5 was also raised.

People withConcurrent Disorders

Participants noted a gap in services gmdgrams for the large population with substance abuse or addiction

issues in this area; one participant sgeilly noted the lack of ddiyne programs and service®articipants also

y20SR GKIFG &a2YS8 LRLMAFGA2ya GSYyR G2 aFlhtf GKNRAIAK GKS
issues, autism, personality disorders, forensic clients, and those who are undiagnosed.

Income and Policy Issues

An imporiant theme raised by participants was lack of adequate financial supfmwasess 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 landiis. One participant noted that it could be necessary to choose between
paying for housing or foodPeople often live in groups out of necessigither than desire, possibly creating anti
recovery situations.

Rental subsidies werdescribed as extrentg important foraccessgand maintairing housing however,
participants noted that there are not enouglubsidiesavailable andthat the subsidieghat do exist are not
adequateto access dead and safe housing.aktk of supports to access housing tsétes into a large and
possibly hidden homeless populatiohlousing Firstype initiatives were viewed as positive and needed in many
areas.

tFNOIAOALI yiaQ NB&aLRyasSa 6SNB YA ES RovekBaAdeohthek koisind, y 92 f S Y S
although a few indicated they had opportunities to do so.

Rural/Remote Issues

Rural/remote areas weralescrited asparticularlylacking in resourceand support to access services. It was also
identified that wral issuesre unique and must baddressed as suchPeople oftenmustleave their communities
to seek supports and services elsewhere, whietybe antirecovery Transportationin rural/remote areas was
noted as anajor barrier to accessing supports and services.

Peer Support

The level of peer suppowras noted as being variahlend an increase in accessthis type ofis needed. In North
Vancouveypeer support workers are restricted to mental health clients, thus creatmgaess barrier for nen
clients. Receiving support fromger support workers often leato participants becoming peer support workers
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beneficial to recovery.

Maintaining Housirg and Program Eligibility
Participants expressed that supports and services tailored to the individual are extremely impomeintainng
housing, and that the varying levels of services by location may negatively impact recovery.

I NBFf LINPOofSY gAGK &ASNDA
GKSe are ae¢S KI@S G22 Ylye

-webinar participant

The issue of being able to maintain housing during hospitalizations arose. One participant received several

eviction notices while hospitalizedue to nonpayment of rent on account of inadequate disability income.

Difficulty maintaining housing when transitioning from disability assistance to old age security income was also

reportedas amk & & dzS @ ¢KS OdNNByil aejirmy fA§a® KAOKS a8 KS2 dz SHiNIS Ni
viewed as a disincentive tocevery.

Education and Employment Supports and Policies

Supports for education, employmerénd volunteering were noted as important, particularly for youth. Volunteer
opportunities lead to increased sedsteem and aid in recovery; participants fésdat supports to promote such
opportunities are important to consumers.

G2 KSy LQ@S 320 | @2ftdzyiSSN) 2203 Ye

-webinar participant

Disincentives to workwhich are also not conducive to recoveiycludeclawbacks andvorkplacediscrimination.
A participant reported that in Victoria,.&, when one securea joh, the housing subsidy is withdrawn

G2 2Nl Ay3a YIFE{1Sa&a I Kdz@AS RAFFSNBYOS Ay fATSX0(
on disability and work pasii A Y S ® ¢

-webinar participant

Aging Caregivers
Participants raised the issue of aging caregivers to dependents with mezathhissues who live at homehére
is lack of planninfpr this issueand inadequate support for this population.

OTHER SYSTEM LEBSUES

tF NIAOALI yida GOASESR GKS2 MRS ESeRavaly, dfigldciny it yadspareRcTheyd || NNA S NJ
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 challengegarticularly for those with mental iliness.

Participants voiced the need for safe and affordable housing and available and accessible sSpppidsts and

services should be tailored, clieoéntered, andecoveryoriented; they must also include thjsoutside of the
G@LIAOLKE aolalSit 2F &SNIIA O Sedluationzadddly lividg. & dzLJLI2 NIida T2 NJ SYLJ
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-webinar participant

Another major theme was the neddr more funding and resourcee 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 enhartbe knowledge ofpeople living withmental illnessabout their rights as tenarg

was identified, as well as the need to address various eviction experiences

Participants expressed the neéat a lobbyngor advocacy group toampaign for change artd ensure that the
voiceof mental heath consumerss heardin the political arena

KSy @2dz KI @S |
- 0S@OSNI G2 YIS

thatGi K G A& |
-webinar participant

MANITOBA AND SASKATESNVAN

PARTICIPANT PROFILE

Of the 17 participantghe majority werepeopleliving with mental illness nhe family member, two staff
members from a mental health centrand a landlordalso participated in the webinar

HOUSING STOCK

Housing waslescriled by participants as very important to recoveifhey noted a marked hourgy 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 waitimes for housing clients being discharged from mental headthiresin Selkirk, as well as in the

much larger city of Winnipeg.

HOUSING PREFERENEMSONG PEOPLE LIVIMGBGIH MENTAL ILLNESS

Preferred housing options included living in a house, pe\agiartment and group or dedicated homes. A
portable housing benefiprovidedthrough the Manitoba government, was very beneficial in allowing one
participant to live independently.

SUPPORTS AND SERSICE

Accessing Programs and Housing

Participantseexpressed a definite need for supports to access progrand housingParticipants reportedhat the
system was not usefriendly or recovenyoriented, and thatssues of inequitable access, lackrahsparencyand
disincentives to workesulted in negive mental health outcomesNavigating the system and associated
paperwork was described as creating barriers to accessing and maintaining program eligibility. The system was
also described as arbitragyit was noted that programs were not implementéta standardized fashion, and that
there is a lack of uniformity in the benefits offered by workers to clieRsersupportwas described as important

for learning abotiprograms and opportunities and how to navigate gystem.
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-webinar participant

An important issueaised was the limiting definition of serious mental illne3his prevents many people from
accessingupport and programs, including supports that would enable them to maintain hausing

Another issue was the lack of services in rural/remote locatiaisch necessitates travel to an urban cent
often far from home, to access needed services.

Maintaining Housing and Program Eligibility

Participants expressed a need for support and iseyto maintain their housing. They described situations in
which peoplelose their housing on admission to hospitad,losetheir place in programs due to their inability to
participate in a program auditDisincentives to working were noted as nmtoveryoriented practices; people
with mental illnessvho work beyond a certain threshold risk being terminated from progsand jeopardizing
needed supports, benefits, etc.

GL KFE@S G2 YIFI1S adaNB L 2yfe g2tk miney®&hdnd | Hel
kicked off the program, and | need a career so can | afford to keep housing in the future. | n¢g

J2PSNYYSy il adzLlll2NL (2 FAYAAK
-webinar participant

Another major theme of support in maintaining housing was around sepplements and assistance, and the
issue of aental gap Participants noted that welfare, disability assistance, benefitd rent supplements were
not high enough to maintain adequate housing andet the costs of daily livingnd thus failed to suppt their
recovery.

62 KSy Y& NR2YYIGS 6Fa Ay (GKS K2aLMAidrts KS
fryRfE2NR a2 Fff GKNBS 2F dzaz RARYy Qi

-webinar participant

Participants reported positive outcomé&®m supportgroups as well as a need for increased mental health
supportive services to maintain their housing and assist them in their recovery.

Peer supportin maintaining housing was also noted as a positive and helpful for recovery.

OTHER SYSTEM LENHUES

Broader system structure or governance issimetuded the need tomove ¢ | & T NRsWefilst i 2 § S
approach and toemphasize helpingonsumers find meaningful feiime employmentthrough supportive

education. e example cited wathe needto providefinancial and other support services rather than limiting
clienteligibility and moving clients out of services as quickly as possible.
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Consumers expressed the desire for equal representatiatecision making and planniggo have a voicand
mechanisns in placdo ensure meaningfuparticipation. The need for consumbased language and for
02y &dzYSNEQ LISNBLISOGAGS (2 065 -0z SYLAMNER OKOBR dzy SEBINB K & B |

THE MARITIMES

PARTICIPANT PROFILE
There werel0 paticipants in this webinar, all of whom wepeople living with mental iliness
HOUSING STOCK

Housing was agreed upon as a top priority and the number one requirefoerecovery. $suesf safety,
affordability, and choice were noted to be universally valugtespective ofmental iliness.

Gt S2LX S gAGK YSydalf AtfySaa KIS alLISOAlLT vy
They need affordable housing, safe housing, a crisiségthere needs to be decent landlords and
322R &dzZLIR2 NI | 3SyOASa GKIFG dzyRSNEGFYR GKS
YSSRA | NB dzyAljdzSoé
-webinar participant

G5SOSyild ITF2NRIFIoftS K2dzaAy3a Aa |
-webinar participant

Qear themesthat emerged from the discussiovereinadequate housing stock aride need forhousing that is

safe and affordable. In CharlottetownBR. there is a lack of onbedroom 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 isgutektionally,it was meantioned that

lack of housing stock and options for this populatiowéagiven rise to sluntype living situations, where social
services makeent payments directly téandords without consideration fothe condition of the housing

HOUSING PREFERENEMSONG PEOPLE LIVIMGBGIH MENTAL ILLNESS

In general, participants expressed the need for more housing stock to enable consumer ¢hmicsing
preferences includednarket rent, public housing, aralscattered model to prometanonymity and decrease
stigma Someparticipantsidentified a specific need for oAgedroom units for those aged 180 years.

SUPPORTS AND SERSICE

Access to Housing

Issues of access focused on the lack of housing stock, the need for more sybsidiegxreased options and
choic for people living with mental illnesslt was noted that even with subsidies, there was a lack ofaade
affordable housing options

The lack of ondedroom apartments in Charlottetown,Bl. was noted as a gap in housing optipparticularly

for peopleaged 180 30 years. Thattitude of staff who at times encourage roomingtyle living situations
despitethe housingpreferences of consumersmay be viewed as antecovery.
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Participants reported a gap in housing options for the elderly agidgapopulation opeople with mental iliness
The stigman some nursing homespparentin their reluctance to accept persons with mental ilinesskes it
even more problematic for this population to access housing.

The lack of affordabland safehousing stockncreased JS 2 L¥fulSe€ability to exploitation by slumlord3he
system must be accountable for the type of housing available to individuals and guard against potential
exploitation.

Access to Services/Supports
Equitable access and siem transparencyvere described as issues. Tdailability of supportss dependent on
2y SQa fagldividhaworkersay interpret or implemenpoliciesin different ways

The issue of transportation was rated secondhiportance after hoising andwasnoted to be particularly
challengindor those in rural/remote areasTransportation 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 irgdacy offinancial supports. It was noted that social
assistance did not increase in line wittilation. Alsgthose on a rengjearedto-incomemodel d 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 fbose individualdo make rent paymentsParticipants further

highlighted the fact thatsocial assistance does not covercessary expensasich agaundryor moving costs.

One participant notec systemic gajn that when youthturn 18 years old, theocial assistance inconuoé their
parents/guardians is decreased and tymuth 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 assistanuaiciesthat aredisincentives to homeownership and contrdoy
recoveryoriented practiceA ¥ I Y2NI 3IF IS A& LIAR 2FF3X GKS NBOALASY(GQa
having to consider selling the home and return to renting.

The rental subsiglprogram was noted as important and recovemnjented; it increases the amount of incortteat
people living with mental iliness recelve | Yy R | F T 23\RES SRl K o St Fa K LILR LI+ OS s

Employment Supports and Policies
Recipients of social assistance jeopardize needed support, programs, benefits, etc. if they work beyond a certain
threshold, which reflects antiecovery practices and disincentiveswork.

G ¢ KSNB R aAdyAXS yIi A @S (12X 3SG 06SG0GSNX

-webinar participant

Support Service Models, Practiceend Policies

Wraparound supports that are tailored and cliecgntered were noted to be essential to maintain housingweel|
asthe inclusion of supports beyond the typical basket of services, suctpasigs for daily and independent
living, and for continuing education and employment.

Community development and peer support were identified as important resayfoe example, many clubhouse
YSYOSNAR NBAaARS Ay (GKS al YSalLWzo OR VYK Az Ry HY RdzA HZRIAIF BIi | $ R
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advocates, through a clubhouse modet isno longer available in Halifaxene a useful serviceas the advocates

KSf LISR ¢6AGK A&aadzSa

a4 dzOK

I a

K2dzaAy3d FyR GSylydQa NRARIKGA

The clubhouse model, which is re@vy-oriented, was specifically noted by participants as beneficial; it helps to
support education and volunteer opportunities, increases-ssttem and community integration, helps keep
people out of the hospital Y R @A Sga (K

t20 2F LIS2Lx S
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-webinar participant

Community integration was also noted as important, both within the larger community and smaller
neighbourhoodor buildingcommunities or peegroups.

Equitable accesand system transparencigsues were raised by participants with respect to the variance among
social workers in the application of rules and relaying information to clients. Thesewexpressed need to
move towards more recovergriented practices and attitudes.

g2dz FSSt
i G2 32

ol 01

-webinar participant

0KS K2aLmAdl f

,2dz R2y QiU KIF@S G2 62NNE
-webinar participant

Another issue raised was care for pets during hospitalization. i&tyaf experiences were shared, rangingm
no supports to securing care from a social workea olubhouse.

aL K

@S @a oY d

0Sail dazBRRIOANLZ KSQa

-webinar participant

Participants described gap in service ithat some areasacka crisisor safe house, or eespite carefacility to be

usedAy L | OS 2F K2aLWAGFItATIFGAZ2Y ® I LI NI A OARigfgtiitsof 2 G SR (K
support for a day or twanay beall that areneeded, and respite calis preferable to a shelter or hospitalization.

Twentyfour hourcrisis servicesvere noted as essentighough lacking in some areas, with police oftie first

and onlyresponders.The type and effectiveness of these servicabere they are availablearies depending

upon location, fundingand staff.
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Rural/Remote Issues

Several issues specific to rural/remote areas were raised throughout the webinar. Crisisssemiie noted as
challenging, especially due to the geography, ibutas notedthat a mobile unit and phone line would be very
helpful. The issues of an aging population, migration of young and skilled wakdrgansportation were
challenges specifidly associated with rural/remote areas.

OTHER SYSTEM LEBSUES

Broader system structure or governance issimetudedthe need formore system transparencgquitable access

for consumersandrecoveryoriented, clientcentered practices. Inadequate financald housing supportsnd
gaps such athose in servicefor the elderly and youthneed to be addressed. Partnerships between the public
and private sectgrand amixed fundingstructure thatdoesnot rely solely on government fundingiere noted as
having the potentiato create a safer, cleangand more affordable array of housing options. The need to change
the current governance and structure of the social assistance program tbatestumlord issues and exploitation
was raiseds a concern

THE NORTH

PARTICIPANT PROFILE

There werdfive participants in the North regiowebinar,the majorityof whowere serviceproviders from
Yellowknife, Mrthwest Territories.Other participants included a member of the homelessness coaliion,
representative oprovincial government, and a pvaer of a variety of services that were regecifically mental
health oriented but included a traumaecovery service for women. Ne of the participants wereonsumers of
the mental health system.

HOUSING STOCK

Housing with 24/7 orsite staff consists of approximately five® 4-bedroom homes witHour bedsper room. Of

these, at least twavere for persons with psychiatric disabilities. The YWCA is the only supportive housing provider
that participants were aware of, thoughe number of units it containgas unknown. There is some social

housing and a shelter system. The hospital itoXM&hife has approximately 30 dedicated psychiatric beds, a
significant improvement since the 1980vhen there were no dedicated psychiatric beds.

HOUSING CHALLENGES

Challenges included the very high cost of living, a general population that is-nodsed, which worsens the
situation for those with mental health issuemdthe 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 ftireodtnthwest
Territoriesand Nunavui). 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
marginalizedand housingvas described aamajor issue for all of the territories. A participant identified weather
conditions as another challenge for the homeless population.

SUPPORTS AND SERSICE

Some housing optionsrovide 247 onsite support while others do nat A worker visitshe YWCA to dispense
medication;support isvery limited and there are no ACT teams. There are at least two homes 42bedroom
houses withfour 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 therth

is more psychiatric support for menah for women, and a greatefocus on addictions. There was general
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consensus that the current systems and programs Amériginal cultural awareneshpwever, one paitipant
noted that at the grag®ots level in some regions, programs and services tieengting to supportthe culture,
languageand practices of communities. The governmbasreplaced noAmental healthcounsellorsn the
community with mental health workers.

Needs

Though individuals referred from remote communities typically havellactual disabilitiess 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 areaseans thatpeople often have to travel to urban areas such as Edmordon

Winnipegto seek treatment.

A key challenge faced in the North is the difficulty of recruipnafessional 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 biagirheadtht services was

also noted byone participant. It was noted that theEurobasedand traditional Aboriginagpproaches to mental

health are very different, oftegonflictwith one anotherand could pose a barrier to women and others

accessing neded careThestereotypingby health care professionalgho assumehat the issues of Aboriginal
community members are primarily drug or alcohol related wk®a concern.

LJA T K DRKRE I fl  dratSabl
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-webinar participant

Another issue raised waslltural differencesamongAboriginalgroups 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 communitiesespecially Aboriginal communitigs, be involved in program desigiihe lack of fit

between services provided and the cultural context of Aboriginal communities, as well as a general disconnect
from the community and governmentvere identified as concerns

UNIQUE ISSUES TO RESION

Unique issues faced in the Norihcludethe Aboriginal population, the need faommunityinvolvementin and
ownership ofplanning processs and rural/remote issues. The rural context and the distribution of the population
give rise to unique challengdsat require polidges specific to thatontext. The North hadéimited or nonexistent

road accesshigh costs for building housingpeciftcally housing for those with mental health isspleghcosts in
general (e.g., fuel, electricity, etcgnda complex logistical environmenDue to the challenges of therral

context, there is also meed for less reliance on the professional systdtihwas notedthat there are no

universities in the North, which decreases themberof funded projects and studies conducted by the
Commission. Although there have been many studies ifNthréh, none have translated into changes on the
ground.

The only new researdbeing dones through the Commission, involving a stuayhomelessnesand mental
healthin the North. It was noted thatlue to the relatively small population in the Norttgpncerns are often
viewed holisticallynstead of individually, anthat the population in the North is often marginalizednyplanning
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for the North needgo take into account and respond to the unique challenges and context, and ensure
community involvement and ownership regarding programs and planning.

OTHER SYSTEM LEBSUES

Overall, it was noted that the system inthe Nok & @S NE & 3 2 @ SCgre§afelivingis g in S R @ ¢

mental health, and imposed by the systeffhere is a need fomore selfgovernance and less tegown

F LILINR F OKSa (2 LIXIFyYyyAy3 FyR LINPINIY RSt Angtédlllea ¢KS 32 35S
K2dzZaAy3 aaGNrdS3eT Al o1& adzZdSaitSR Al 62dzZ R 6S KSt LIFdz
SEGSY il dé cC2f ft 26 Ay 3 Northdhé daRegnmeéni/repladedRall Ebimruhity and Aoyental K S

health counsellor positich ¢ A G K YSydlFt KSFfGK 62NJ] SN&E® ¢CKAA o6 a @ASo
0SGpSSy GKS 0O2YYdzyAide& | yR 3 2n@Godnréydiedrot contributes 1 & | £ 42 y 2
addressing issues of mental healthhmusing. The existence Aborigind selfgovernmentin the North was

noted, and he need forrommunityownership of programs, serviceand housing was stressed as a major theme.

ONTARIO

PARTICIPANT PROFILE

There werel4 participants in the Ontario webinar, the majoritywalio were people with lived experiencé\ case
managera peer specialistand a member of a rights coaliti@iso participated

HOUSING STOCK

Participants agreed thahere is a definite housing shortage Ontario, which exacerbates th®usingsituation

for those with mental health issues. Affordability was also an issue. Lodging homes throughout Ontario were
viewed assubstandard,providing low quality of life for tenantsand in discord with recovergriented practices. A
positive example ascited of apeerrun housing model with communal living and shared facilities, support from
ACT team memberand assistance from housing staff for activities of daily liveng. [cooking.

HOUSING PREFERENEMGSNG PEOPLE LIVIMGBGIH MENTAL ILLNESS

A range of housing preferencessexpressed by participants, including housing that enabled community
integration.

SUPPORTS AND SERSICE

Peer Support

Aw2S NB8 || 3INRdAzZLI 2F LIS2LIX S ¢AlK
0]

OKI ANE ® 2S KFE@S I OFFS | yR
keep me out of the hospita
-webinar participant

I NJ

Peer supportplays an important rolén the lives ofpeople with mental illnessPeerrun initiatives located
throughout Ontario provid various supports, includingssistance wittmavigatirg the system, advocacgnd even
employment. Peer support angeerrun initiatives were deemederyimportant to recovery.
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RecoveryOriented Practices

G¢KSNBQa iyrS KGMNI MWHS diSy LIS2 LI SQa aAdldd GAazyo
you may have drug coverage so you get your meds. But, if you go back to work, your rent goes
you risk losing your coveragé. K SNE Q& | NZR G| ( A yhayoRgetA hifle Bektdh, yabi
f2aS AdzLIR2 NI yR AdG RNI3I& &2dz ¢

-webinar participant

While most participants agreed that housing is critical to recovery, others considered education and employment
also to be esserdi and to enhance seisteem. Education is often interrupted with the onset ofiental illness

and this negatively impacts the stability and outcomes for that person. Another theme was disincentives built into
the system that are antiecovery.

Accessing Programs and Housing

Partidpants raised the need for equitable access and a transparent system. Long wait times for services and

programs, as well as bureaucracy barrjevsre identified as challenggrople with mental illnesgace when

accessing the system. k&y issue was lahf 2 NR& Q a ( A 3 Y withimkntalihkath/issieg antddS 2 LI S
Gatdzyt 2NRaé¢ gK2 LINBe 2y (KAA LRLWAFGA2y ® t I NIAOALI yi(a
for people living with mental iliness

MAINTAINING HOUSINGND PROGRAHRLIGIBILITY

The theme of a transparent system and equitable access was also raised with regard to maintaining eligibility for
LINEINI Y& FYR (KS O2YLX SE I RY pegpleX dzBL (i & & 82Y LIy R K 8lHzNA K dzO MR (i |
remain in programs. Witrespect topeopleliving independently in the community, $h LIN2 AN} Y& 6SNB a ¥Fl
shorté Accommodations are often located in bad neighibooods and in need of support. The issue of financial
assistancewhichisinadequate to secure affordable, satnd quality housing and tpromote a good quality of

life, was viewed as counter to recovery.

OTHER SYSTEM LEBSUES
Participants expressed the need for the system to be flexible and for servicegaddred to individuals.

Another key themewa @ D AaPedsRBEONA O SR o6& | LI NIAOALIN y@shoa@sup LI I OS
g KSy &z2YS ZyePolic Istigrhatize these communities and are often not responsive to calls for help. The
mentally ill population must often reside in these areas duételevek of financial support.

OFff SR GKS L1fAOS I yRzZQKNBR LINRIZ X @
32 2@SNIJ YR RSIHt gAlGK A
-webinar participant

ZA £t RAYy 3 6 A U Kealth surviars gét e [gaine whs
GKSY 4 ffo of2d 27
-webinar participant

Also noted was stigmatization by tihergercommunity following negativeccurrences. The need for community
integration was raised as a solution to this problem.
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Another issue that arose was the need for an increaseinices available tpersons with concurrent disorders,
andincreased ability of agencies to matederrals from one area to anotherThelackof rehabilitation facilities
was noted to beeflective of the need for more serviceand a source of discouragement for those with
concurrent disorders.

The need for early intervention and social change was ifledtiEarly intervention strategies and the promotion
of public awareness and eitigmatization efforts may help mitigate the effis of interrupted educationhousing
and income instability. This egiream approach necessitates wider system change.

QUEBEC
PARTICIPANT PROFILE

There werdive participants in theQuébecowebinar, all of whom werg@eople living with mental illnessOne
service provider was also present as an observer,amlgt did not participate in the webinar.

HOUSING STOCK

A shortageof housing stockvasa theme throughout the webinar, as well as a lack of stock that is both affordable
and clean. There are low vacancy rat® participant reportedhat only eightpeople per year from the waiting
list are placed in supervised apartments.

HOUSING PREFERENAMSNG PEOPLE LIVIMKBTH MENTAL ILLNESS

Participants of the webinar reported living in a variety of housing situations, including a foster asopgrvsed
apartment, HLM (low rent) housingnd 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 supervisegp@tment. Another participant notethat the government should concentrate more

on social housing as an aid to recovery, while another suggéssedhousing that supports integration back into

the community is important for those in crisis and those who have lost their housing.

SUPPORTS AND SERSICE

Peer Support

A theme that emerged was the importance of peer support in the forrmahéormalnetwork ofpeers It was

noted that selfesteem, confidenceand selfworth can be negatively impacted by mental iliness, and that close
friends who are peers help to ameliorate this issue. Supports noted as beneficial included both tangible supports,
such ashelping with housing maintenance or financial assistaaogelemotional supports, such as promoting self
confidence and serving as a confidante.

Family Support

Participants noted that support from family members is sometnacking or challenginwhen familyinvolvement
is not supportive of, or conducive tcecovery. Further, therexést certain expectations around the support that a
personshould receivérom family, but it is important to considethat this might notalways be provided

Gae FrYAfte Aa Otedth& RwolldgRlive imd shpgriised apdtt@enth My socig
worker needed to go talk to them to tell them that it would be good for me to go live in an

F LI NIOYSyidoé
-webinar participant
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RecoveryOriented Practices

Participantsemphasizedhat recoveryoriented practicesnust be improved upon, especially regarding assistance
in finding and maintaining housing, supports for daily living and recovery, anddaomgvork and education.
Several participants reported positive experiences with sergioviders who were recoveryriented in their
practices and attitudes.

FSt G adzZILR2NISR o6& YSyidl t K-fdofleimio halpNg togee |
2dzNB St 9Sa Y2NB LRaAAGADSE & ¢
-webinar participant
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-webinar particinant
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treatment plan. The service provider asked me what | wanted, what my dreams were. This i

supportive and hopeful apgrl OK=X A G Qa y20 HpENFIOG G &« &0
-webinar particinant

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

There weremixed repors 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 thesareas One participant identified #hneed for financial supports to access some of these
resources

02y i O &tak€spatienee2addNie Bal/efo bé
ZNJ 6dzR3ISGaz ¢S €SNy RSaLl
-webinar participant

g2N] NBAYGSANFr A2y LINPINIY
Al oe
-webinar participant

MAINTAINING HOUSINGND PROGRAM ELIGIBN.
Some participants receidgehelp 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.
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-webinar participant
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cleaning the windows and floors, painting, help me to know how to do different tasks to maintai
F LI NOYSyidoé
-webinar participant

Participants voiced thaeed for more longerm supports not only to maintain housing, but for all aspects of their
recoviNBE (G2 KSf L) 3SG GKSY aol O1 2y GN¥ O] ¢

AaSNIWAOS LINPJARSNI 2y OS

-webinar participant

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 purpesas expressed.

OTHER SYSTEM LEBSUES

Theissue of stigma arose, as experienced by a participant during a volunteer placemeériear in general of
0SAYy3 LISNOSAGSR Ia + ayYSyidlrf OFasSog I &b NantklOaltl y i & dz3
issuesandto decrease stigmand prejudicetowards persons experiencing them

Another issuasthe current structureof the system for those witlkoncurrent disordes (both addctions and
mental health issuesyvhere the system, far from being recovewyiented, creates barriers tocaessing care.
Program restrictions, such as requirements to be working or have an apartmvend noted to pose barriers to
accessing or maintaining care
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-webinar participant
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A participant suggested that financial incentives, in the form of tax credits, for persons with mental health
problems would bebeneficial. Another suggested thidite government should concentrate on social housingd an
social intervention budgets to ajgeople@recovery paths.

Participants alsonentionedthat participation in governance and on committees is often beneficial and conducive
to recovery; it increases sealéspect, onfidence and skillsas well ashe opportunities to gain experience. The
importanceof allowing ful participationand not justtokenism was noted.

GL 6l a LINL 2F | O2YYAGGSS 6KSNB
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-webinar participant
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APPENDIX THREE: SHRW¥INDINGS

PEOPLE LIVING WITENTAL HEALTH PROBSENND/OR MENTAL ILESIS

DESCRIPTION OF SAMPL

A

> > > >

330people living with mental health problems and/or mental ilinessnpleted thesurvey.

71% had mental health problems/illnessesdaround 25% had a concurrent disorder

All territoriesand provinces except for the Norttest Territories and Nunavut were represented (See Table 1)
The geatest representation was from Ontarifpllowed by British Columbia, Alberta, and Nova Scotia.

The majority of participants lived in their own apartmentith most living in housing stock that was not
solely dedicated to people living with mental health problems/anéddictions (37.8%); sdagure 1 for an
expanded listing of housing arrangements.

20 respondents identified a&sborigina) 12 of whomlived in housing that was not dedicated solely to people
living with mental health problems and/or addictions.

SATISFACTION WITMINGARRANGEMENT

Satisfactionwas significantly higher amonigdividuals who rent a room (73%) or an apartment (68%)
dedicated to people with mental health problems/illnessesmio own ther own home (77%)(12 =45.93, p
=.05)

The highest ratesf dissatiaction were amonghose living with their families, rentingraom or an
apartmentnot dedicated to people with mental health problems, those in shelters, and the homeless

Primary causes for concern regarding housing arrangement included affordat$ifi),(haintenance dghe
physical site (17%), fear of eviction (16.5%), safety (13.5%), and distance from services (13.5%).

Motivators for people who indicated that they would want to move (50.2%) from their current housing
arrangement included more indepdence (41.5%), less distance frémmily and friend$34%) more mental
health service$33%) more physical health suppor(24.5%)and less distance to public transportation (21%).

There were significant associations by province and territatly the reasons that motivated people to move.
In Quebec and Ontario, the desire to be closer to friends and family, and to public transportatoe
significant factors, while thessere non-issues in Prince Edward Island and Saskatchewan. The need for o
site support workers was a significant motivator in Saskatchewaéh€niandthe Yukon.

CHALLENGES AND SURP®INFLUENCING HMNMB, ACCESSING, AMBINTAINING HOUSING

Affordability (68%), quality (45%), safety (42%), access (39%), and necessarisq26986) were cited most
frequently as challenges to appropriate housing.

Responses to opeandedquestiors revealed additional challengsach aiouse cleaning, long waiting lists
to access housing, and accessing financial assistance.
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A Though notstatistically significantrends 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 fiancial difficulty wereeported by ths subpopulation.

A Affordability was a major issue many provincesmore than 68% of the respondents in Quebec, British
Columbia, Saskatchewan, Ontario, Nova Scotia, and Alberta cited this as a challenge

A A series of independent sampléadsts revealedhat, among those who used the following serviegsousing
support services, mental health services, and services of a community Qtireee was greateagreement
with the statement that the services they used helped them maintain housimgn comparedo those who
did not avaithemselves ofhese services. Further analyses using multiple regression showecrkttept of
housing support services was the strongest predictor of success in maintaining housing (on it6 ov@2JR

A Housing supports, adéntified by respondents iresponse to ampen-ended questionincluded support
workers, case managers, peer support, income and employment support, housekeeping, community outreach,
budgeting guidance, assistance with healthy living, and availabildp-eite counséing.

A Income supportvas 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,
afamily doctor, and mployment support (see Figure 2 for complete list)

A ldentification of asistance with dealing with landlords an important support needas significantly
associated \th housing arrangements whegeeople living with mental illnessere renting a subsided
F LI NI YSYy G 6 7FNB1jds y062). ho dy:z T

RECOMMENDATIONS AORROVING HOUSING

A 82% of respondents agreed with the statement that housing and supports need to be adequately funded to
help people keep their housing.

81% agreed with the statement that increasing housing support options with subsidies based on areome
needed

>

80% agreed with the statement that more housing for single pegplequired (for a complete listing of the
most embraced recommendations, s€éable 2)

>

Aboriginalparticipants echoed the above recommendations

>

The recommendation that more housing for single peadpleeeded was significantly associated with
Aboriginala G I (Fd 2839, @ = .02); allboriginalparticipants were in agreement witthisrecommendation.

"H1, 124) = 57.04 < .001
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Table 1.Consumer representation by provincef/territory.

. Frequency Percentage
Province M) (%)
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 45
Saskatchewan 16 4.8
Yukon 3 0.9

Table 2 Consensus with list of recommendations presented.

Recommendations Percentage
(%0)
Suppo_rts_ are _needed to help prevent eviction of people wikental health 76.7
or addictions issues '
More home ownership options are needed for people living with mental 63
health problems.
More housing for single people is needed. 79.1
Incre_a:_se housing options (_rent and owned) where the rent or mortgage is 80.9
subsidized based on your income. '
Put more effort into building new housing instead of research and planning. | 68.8*
Power needs to be shareq between tenants/residents of the housing and 51 8*
the operators of the housing '
People should have ghoicedufre(_adom about ?f they want treatmentit 55 0%
should not be a condition of having the housing. '
People need to be empowered by staff, not directed by them. 67.6
People need access to peer support. 72.7
Hogsing a_nd supports need to be adequatielyded to help people keep 815
their housing. '
Have housing options specifically for people that aren't stable 67.9
Respite options are needed to give people skerin support instead of 70.3
only hospitals. '
Supports are needed to help build a sense@ihmunity 74.2
Social/re_creation opportunities are needed to help build a sense of 70.6
community
Rapid access to disability and income replacement programs are needed. | 73.3

* Significant difference between consumers and family members (please s#iadsrirom Family Member
surveys)
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Figure 1 Percentage of participants that lived in the various housing arranger%ents

m Rent a social/generic

apartment

H Rent a dedicated apartme

m Own own home

m Live with own family

m Rent a subsidized
apartment

m Other*

*00 KSNE Ay Ot dzR S doperaiive yicugnyMving it arf&ily oltgide their own,
friend's place, shelter, caffacility, live with extended family, transitional housing, clubhouse, and
homeless.

FF SOIKKSNE &adzo OF 6S3I2NE Sljdzr ta Xmdo: ®

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

32



Figure 2 Essential support services rank ordered by frequémey330)
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A ¢ income supportsB ¢ access to healthy, affordable foo@g mental health services) ¢ family doctor;E¢
employment supportfF¢ life skills trainingG ¢ education supportH ¢ recreational activitiest ¢ access to
supports that help people find housing, including atcal point where you can apply for housinly; assistance in
dealing with landlords

FAMILY MEMBERS

DESCRIPTION OF SAMPL

A 183 family members completed the survey.

The majority were family members of persons with a mental health problem/ilinesg61¥%), while 34%
were family members of persons with a concurrent disorder.

>~

All territories and provinces except for Mlowest Territories and Prince Edward Island were represented (See
Table3).

>

The geatest representation was from Ontario, followed Byitish Columbia, Saskatchewan, and Alberta

>

More than 31% of the respondents had a family member with mental illness living with them or someone in
their family (see Figur8), and around 30% had family members renting an apartment that was not meant
onlyfor people living with mental health problems and/or addictions.

A Ninerespondents identified adboriginal
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SATISFACTION WITMING ARRANGEMENT

A ¢KS Y2aili 6ARSte KStR NBlIazya F2NI RAaalGAaTIyOGA2Y GAGEF
(21%), lack of safety (16.5%), fear of eviction (16.5%), maintenance of physical site (14%), and distance from
family and friends (13%).

A Affordability, fear of eviction, and lack of safety were the miogbortant concerns in British Columbia and
Saskatchwan

A Motivators for people who indicated that their family members would move to a different setting if available
included more mental health services (36%)site support workers (31%), more independence (29%), less
distance to friends and family (22%8nd less distance to public transportation (13%).

A The need for more mental health services wasst oftenindicated by respondents whose family members
were living in a place not meant for people with mental health problems and by respondents whose famil
members were living with them

A Independence wamore frequentlyreported as a need by respondents who had family members living with
them or with other family members, as was the need forgite support workery

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

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

A There was a significant association between the need feidn(i S & dzLJLI2 NI 62 NJ SNE&E | y R LINE
16.87, p <.03), with respondents from Alberta and Saskatchewan noting that it would b@artan
support for their family members.

CHALLENGES AND SURP®INFLUENCING HMNMB, ACCESSING, AMBINTAINING HOUSING

A Lack of affordable housing (57%), supports needed to stay in a home (48%), safety concerns (42%), quality of
housing (40%), access transportation and shopping (28%), and discrimination when trying to find/keep
housing (26%) were cited as the most important challenges.

A There was a significant association between affordable housing and province/territitinythose in British
Columba and Saskatchewan finding it a significant problem, followed BpGIO | Yy R *k $oB8, P& 2 0 .
.04).

A Analysis of opemendeditems revealed other challenges that included housing for minors, longngdigts for
low-income/subsidized housing, acceeshigh support housing, stable housing to prevent relocation, and self
O2y TARSYOS (2 tA@GS 2y 2ySQa 26y o

A Interms of services and supports,rpaipants reported that healtkrelated services (family doctor, mental
health services, and community nurse) wemnost utilized by their family memberahile housingrelated
services (housing support, meal preparation, and housekeeping services) were the most difficult to access.

A A series of independent sampléadsts revealed that among those who used the follogvserviceg housing
support services, mental health services, and services of a community Qithrse2 was greater concurrence
with the statement that the services they used helped them maintain housimen compared witlthose who

® This indicates that living with family members is not the most ideal in terms of independence. It also denotes thatethere ar
specific supports like mental health supports and more housing witkitensupports 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 temsehes of these services. Further analyses using multiple regression shawaetidusing
support services werthe strongest predictor of success in maintaining housing (on its ofwa, 76}°.

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

A There were significant provincial differencessimpport service needsvith respondents from Manitoba and
New Brunswick underscoring a significant need with regards to meal preparation sewhigswas a non
issue in Newfoundland and Labrador andé@ec. Nova Scotia, Manitoba, and British Columbideuscored
the need for access to healthy, affordable food.

RECOMMENDATIONS HORROVING HOUSING

>

80%o0f respondents agreed with the statement that supports are needed to help prevent eviction.

77% agreed with the statement that housing and supportstheebe adequately funded to help people keep
their housing

>

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

A 75% agreed with the statement that increasing housing support options withidiabsdased on incomis
needed

A 75% concurred that respite optionsather than just hospitalsre needed to give people shetgrm support
(for a complete list of recommendationsee Tablel).

Table 3 Participant reprgentation by province/territory

. Frequency Percentage
Province ) %)
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

011, 54) = 9.65) < .01.
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Table 4 Consensus with list of recommendations presented.

Recommendations Percentage
(%)

Supports are needed to help prevent eviction of people with mental health 798

or addictions issues '

More home ownership options are needed for people living widntal 574

health problems.

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. 5.4

Put more effort into building new housing instead of research dadming. 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 treatmént 33.9*
should not be a condition of having the housing. '
Peopleneed 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
Hogsing a_nd supports need to be adequately funded to help people keep 76.5
their housing. '
Supports are needed to help build a sense of community 73.8
Social/re_creation opportunities are needed to help build a sense of 76
community

Respite options are needed to give people skertn support instead of only 74.9
hospitals. '
Rapid acces® disability and income replacement programs are needed. 70.5

*Significant difference between consumers and family members
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Figure3.t SNOSY G 38 2F LI NIAOALI yG&aQ FlLYAfe YSYVoSNA GKFG f
B Rent a social/generic
apartment
m Rent a dedicated apartmen
® Own own home
m Rent a dedicated roorr
i Living with you

m Other*

m Living with other family

*OIKSNE AyOf dZRSayYy K2YStSaaszs FNASYRUngwithltf  OSE ft AQAYy3 ¢
parents hospital, group home, respite home, and shelter.

FF SOIKKSNE adzo OF 6S3I2NE SljdzZ ta Xwdc: d

" Not all arrangements of housing are exclusive categories; some were raised by participants and not part of the original
questionnaire.
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Figure4. Essential support servicenk ordered by frequendy = 183)
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A ¢ income supportsB ¢ medication managementC¢ mental health serviced) ¢ access to healthy, affordable
food; E¢ life skills trainingF ¢ employment supportG ¢ access to supports that help people find housing,
including a central point where you can apply for houshig;recreational activitiest ¢ community activities;]J¢
meal preparation services

HOSPITALS

DESCRIPTION OF SAMPL

A
A

>

35 hospital administratis and/or clinical leads completed the questionnaire.

The majority of the participants were from Ontario. There were no participants from the territories or from
Prince Edward Island (see Tabl®r participation by province)

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

Communities served ranged from large metropolitan communities to small towns. Though nore of th
hospitals that participated were located in rural areas, 14.3% of participants indicated that their hospital
served rural/remote communities (see Talle

CHALLENGES AND GAPS

A

61.3% of respondents considereitjh support housing a priority that needs be addressed. This was
followed by supports for people with dual diagnoses, concurrent disorders, complex mental health aad acut
care issues, and transitionafjed youth services.

Transitionalagedyouth: the gap between the needs of transitional youthd the available community
supports was highest in Nova Scotia (3 of 3 respondents), Ontario (74%), and New Bruhsvgohvincial
F43420AF0GA2Y %Ua35pxB4HATAOLYyH o.
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There was a significant association between need for supports faadirey population and the provincial
location of the hospitalwith all participants from Alberta, British Columbia, Newfoundland and Labrador, and
Québec along with 84% of participants from Ontarfoghlighting this as a concern.

A Integrated mental healt and housing services, treatment and support for people with dual diagnoses,
assertive community treatment, treatment for people with concurrent disorders, drug or alcohdhiesd,
and housing support aramong the top support needs thate not being net (for a complete listing see Table
7 and Figures).

BARRIERS IN DISCHAR&GCLIENTS
The ten most prevalent barriers reported based on frequency are as follows:

Existing service capacity is not adequate to meet demand (91.4%)

Funding levels do naupport provision of additional supports (82.9%)

Integrated mental health and housing services (68.6%)

Support needs are not quantified (68.6%)

Existing service models do not meet criminal justice sector support needs (62.9%)
Existing service models do noieet youthspecific support needs (62.9%)

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

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

© ©® N o g »~ w0 DN PE

10. Fragmented/uncoordinated service delivery systems (57.1%)

KEY FEATURES IN BISRGE PLANNING THAACILITATE ACCESSIDOSING AND RELATMBENTAL HEALTH
SERVICES

A Relationships between the hosal and community providers (85.7%)

>

Engagement of clients in discharge planning (77.1%)

>

Engagement of providers in discharge planning (74.3%)
A Engagement of family in discharge planning (74.3%)
A Adequate funding of housing and supports (68.6%)

Additionalfactors noted in operended responses were clearly defined roles and responsibilities between partners
and longterm 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

Crossministerial partnerships for planning and funding purposes (86%)
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Increase subsidized housing stock (7%

© ® N o O

Adequate training of staff (74%)

Table5. Participants by province

Availability of high support housing such as 24/7 onsite capacity (86%)

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

Province Frequency (n) Zzgcentage
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

Table6. Communities served

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

Community Frequency (n) Z/eogcentage
Large metropolitan (1,000,000+) 7 20.0
Medium metropolitan (250,00Q 999,999) 5 14.3

Small metropolitan (50,006 249,999) 15 42.9

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

Small city (20,004 49,999) not adjacent to metropolitan area | 1 2.9

Small town (2,50@Q 19,999) adjacent to metropolitan area 1 2.9

Small town (2,50@Q 19,999) not adjacent to metropolitan area | 3 8.6
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Table7. Support needs that are not being met in order of importahge= 35)

bdzYo SNJ 2°F
Support Need Score AYLR NIy
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
Treatment/support for people with concurrent
3 : 8 1
disorders
3 Drug or alcohol treatment residential model 8 1
3 | Housing support 8 1
7 Shortterm casemanagement/Transition/Discharge 7 3
planning
8 | 24-hour onsite 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
Figureb. The most importansupport needs not being mlét(n =35)
45
40
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25 +
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0 4
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A ¢ integrated mental health and housing servicBs; treatment/support for people with dual diagnosi€g assertive community treatmen)
¢ treatment/support for people with concurrent disorder&g drug or alcohol treatment: residential modélg housing support ¢ short-
term case management/transition/discharge planniity; 24-hour onsite support drug or alcohol treatment: communitased;l - crisis
beds/safe beds/respite bedd mobilecrisis serviceK ¢ employment supportl¢ services/supports related to aging

12 5core indicates the number of times an item was selected as one of the five most important support needs not being me
3 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 SAEIPL
A 96 housing providers copleted the questionnaire. Onrehird of the sample indicated that they were mental
health service provideras well.

A While all provinces were represented in the sampie, Yukon and Nunavut were not represed amongthe
territories (see TableB).

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

A Communities served ranged from large metropolitan communities to rural/remote communitigs 17
housing providers serving rural/remote communifié&ee Tabl®). Many housing providers were from
agencies that served more than onemmunity.

A 58.3% of the housing providers reported that all of their housing was dedic2feti% said thasome or most
of their housing was dedicatednd 12.5% reported none of their housing stock was dedicated to people with
mental illnesses, concurrénlisorders, or substance use issues. The tlangglablecategories were 1)
dedicated housing2) mixed models; and 3) social housing

A Funding was from territorial or provincial governments for 60% of the housing proyideile almost 40%
reported thatrents were a budgetary source (see Tabldor complete list of funding sources; see Figdre
for percentages of funding from the most common sources).

CHALLENGES AND GAPS

A Both access and fit were highlighted as challenges by housing pra\adef8% reported that there was not
enough housing stock while 71% reported that the models available were limited.

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

A Support needs identified as crucial bgusing providers were supports for complex mental health and acute
care issues, dual diagnoses, high support housisgcial determinants of health approach to treatment and
support, and stigma reduction work targeting landlords

A Social providers reportkthe 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)

A Insufficient funding (79%lack of safe, affordable housing (74%n)d inadequate supports faging
individuals aging (62.5%) wetlge top concernswith long-term implications.

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

“Please note that this is not a group that exclusively services the rural/remote communities. In most cases tie mand
covers rural/remote communities.

15 Integration was measured using gdint scale with higher scores reflecting greater integration. Avwag ANOVA, which
was conducted on the level of integration by the dedication of housing providers, revealgdificant difference between the
three dedicationsH2, 84) = 3.85) = .03. The strength of the relationship, as assessecf,byas small, with dedication
accounting for 8% of the variance in the level of integration.
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35% of the respondents eitl lack of transitional housing options as a concern

24-hour onsite support, crisis beds, integrated mental health and housing services, housing supports, and
support for people with ancurrent disorders were amorte top five support needs reportelly housing
providersas not being met with regards to the clients that they serve (see Tidbdad Figures).

A For remote providers, transiticaged youth services was a significant support need that was not being met
(67%).

A There was a significant association betweere barrier,support needs are not part of organizational
mandatesl y R K 2 dza A3£38.5Y,3 R $d1)Sarial housing providers indicated that this wageat
barrier.

A There were significant agency arebronal gaps identified fa number ofpopulations/service. The highest
agency gaps existddr people with concurrent disorders, mental health problems, and seniBegjional gaps
were also highedior individuals with mental health problems and conent disorders;however, they were
also exponentially high among homeless persons (see Rijorea listing of the existing agency and regional
gaps by population).

A Anissue that was more prevalent in remote communities was that of ysp#tific need¢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 housasgompared t035.6% of noNB Y2 (i § LINR OA RS NA&
=5.42, p =.02).

CULTURBEPECIFIC CHALLENGES

A 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 meatturalneeds and 8% reported an inability to meet
cultural needs.

A 34% reported that there weriadequate staff and/or skill leveto provideculturally competent services.

POPULATIOSPECIFIC CHALLENGES

A Concurrent DisordersThere was a significant association between the provinces and territories andyhe g
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 |séed, Qu

and the North West Territoriesigedi A TA SR G KA & FPR1848, @A@Yy A FTAOF Y G 3IF LI 6.

A Supportfor people with concurrent disorders was cited as the most crucial new and emerging support need by
56% of the housing providers

A Diverse populationsDedicated housing providers reported higher rates in gaps between client needs and
GKSANI F3Sy0eQa asdoiEidaPedsan 2D, d S RNIPandIesbiark @dy,)Bisexual, and
¢ NJ y &3Sy RS NF4561)0z& .b6j. ATRis/irilieatthat dedication needs to take into account
diversity and the needs of sytopulations who are further marginalized

A Lack of supports for individuals aging in plad3% of housing providers from Ontario reported this as a
concern and this was also redftted in Saskatchewan, Manitoba, and Alberta.

A TransitionalAged Youth There was a significant association between housing modethachental health
support reeds of transitionahged youthwith 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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A Communitybased management of mental illness (56.3%)

A Support br concurrent disorder§54.2%)

A Behaviar management and modification (49.0%)

A Better practice models (44.8%)

A Cultural Competence (32.3%)

Eightout of the 12 social housing providers indicated that orientation to better practice models was a significant

training need; this was #honly training need that had a significant association with type of housing micalel (
dedicated, mixed, social housing).

KEY FEATURES OF HRGRAND RELATED SORAF MODELS THAT RATATE ACCESSING AMNIDNTAINNG
HOUSING

A Subsidized/rengeared toincome housing (80.2%)

A Flexibleand adaptable supports (76.0%)

A Conthuum of housing options (67.7%)

A Transitional housing (47.9%)

A 247 high support housing (46.9%)

A Off-site supports (44.8%)

A Harm eduction housing models (42.7%)

A Low barrier (orsite substance use allowed within housing) (30.2%)
RECOMMENDATIONS
The following recommendations were most endorsed by the housing providers:

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

Development of a housing strategy (75.0%)

Increase subsidized housing stock (74.0%)

Change government policy of how existing funds can be used to increase flexibility (71.9%)
Funding for communitypased services (66.7%)

Crossministerial partnerships for planning and funding purposes (54.2%)

Developmenmof supports for the aging population (52.1%)

High degree of consumer involvement in decisioaking (42.7%)

© ©® N o g & 0N PF

Development of partnerships with funders (40.6%)
Remote providers were more accepting of two recommendations than wereremote providers:

A Adequate training of staff (support from 83.3% of remote providers and 34.4% ey 2 (i S LINEZ A RSNA T
5.74, p = .02)

A Identifying lead agencies to address housing and support needs (support from 83.3% of remote providers and
36.7% of norremote provids NET5.12, p = .02)
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Table8. Housing provider responses by province/territory

Province Frequency (n) (F:)Zl)'centage

Alberta 4 4.2

British Columbia 17 17.7

Manitoba 4 4.2

New Brunswick 2 2.1

Newfoundland and Labrador | 4 4.2

NorthwestTerritories 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

Table9. Communities served by the housing providers

Community Z:)equency Zzgcentage
Large metropolitan (1,000,000+) 27 28.1
Medium metropolitan (250,00Q 999,999) 29 30.2
Small metropolitan (50,000 249,999) 19 19.8
Small city (20,000 49,999) adjacent to metropolitan area 10 10.4
Small city (20,000 49,999) not adjacent to metropolitan area | 17 17.7
Small town (2,50@Q 19,999) adjacent to metropolitan area 3 3.1
Small town (2,50@ 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
Predominantlyrural (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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Tablel0. 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
Privatedonations 8.3 16.0 12.5
Foundations 0 28.0 154
Social enterprise 0 16.0 5.8
Rents 36.4 50.0 38.0
General fundraising 16.7 24.0 20.0

Tablell. The ten, most important support needs not being met by housing pro%ﬁders 96)

Number of
ayzai
Support Need Score AV LI2 NI
selections
1 | 24-hour onsite 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
Treatment/support for people with concurrent
5 : 20 8
disorders
6 | Intensive Case Management (ICM) 15 3
10 | Drug or alcohol treatmeng residential model 11 4
10 | Treatment/support for people with dual diagnoses | 11 4
10 Intensive mental health treatment (i.e., options insteg 11 5
of ACT teams)
10 | Transitioraged youthservices (i.e., aged 16 to 24) 11 1
10 | Drug or alcohol treatment¢ community based 11 0

'®The score indicates the nuyer of times an item was selected as one of the five most important support needs not being
met.
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Figure6. The most important support needs not being met by the housing pro%ﬂers 96)
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A ¢ 24-hour onsite support;B ¢ crisis beds/safe beds/respite bed3g integrated mental health and housing
servicesD ¢ housing supportEc treatment/support for people with concurrent disordersg intensive case
managementG ¢ drug or alcohol treatment: residential modéd;¢ treatment/support for people with dual
diagnosis] - intensive mental health treatment (i.e., options instead of ACT teadtdy;ansition-aged youth
services (i.e., aged 16 to 2&)¢ drug or alcohol treatment: communitased

" 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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Figure7. Percentage contributions to total budget from various funding sources.

Federal government Provincial/territorial Regional health funding
government

Municipal government Rents General fundraising

m 1-24%

m 2549%
m50-74%
M 75-100%

Clockwisdrom top left: federal government funding (n = 24); provincial/territorial funding (n = 58); regional he
funding (n = 24); municipal government funding (n = 15); rents (n = 36); and general fundraising (n = 19)
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Figure8. Percentage of housing providers that indicated a regional or agency gap between the available mental
health services and the population.

m Agency Gap = Regional Gap

80

A ¢ people living on low incomd ¢ people with mental health problems; ¢ people with mental illnesd ¢
people with concurrent disorder&¢ people who are homeles§:i¢ seniors;G ¢ genderspecific services for
women;H ¢ genderspecific services for meng transition-aged youth (i.e., aged 184); J¢ families;K¢
Aboriginas; L ¢ people with involement in the criminal justice system and who have mental health probl&frs;
people with dual diagnosesl ¢ LGBT populatior ¢ immigrants and newcomers to Canada

MENTAL HEALTH SERVMRROVIDERS

DESCRIPTION OF SAMPL

A

A

216 mental health servicgroviders completed the questionnaire. Of this sample, 21 indicated that they were
housing providers as well.

While most provinces and territories were represented in the sample, there was no representation from
Nunavutor Prince Edward Island (see TabRfor representation by province).

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

Communities served ranged from large metropolitan communities to rural/remote communitigs 87
mental healthserviceproviders serving rural or remote communitf&see Tabld 3). Many service providers
were from agencies that served more than one commur#igjproviders indicated that they served a remote
community and/or a community that was sitteal in the Northern Hinterland.

'8 please note that tisiis not a group that exclusively services the rural/remote communities. In most cases the mandate also
covers rural/remote communities.
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A

A

The agencies were dedicated to serving a number of different populations including those with mental illness,
mental health problemsgoncurrent disorders, and substance use issues (see Tdple

Almost 42% of service providers reported that funding was from provincial or territorial governments.

CHALLENGES AND GAPS

A

Funding levels that do not support the provision of additional supf72%) 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 ardinancial support was also identified as a signifidaatrier in
response to an opeended item.

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 tearaiéoff
services (48%), and supports for individuals aging in place (47%) were identified@smost concernsvith

longterm implications.

Accommodating a transition from one housing context to another based on needs was considered difficult by
47% of servie providers.Smaller agencies reported significantly greater rates oicdiffy thandid larger
agencies.

The need for transitional housing wasignificantconcern in a number of provinces, most notably in
Saskatchewan, G@bec, Nova Scotia, aftiS 6 T 2 dzy Rf | Yy R 2= g0RO5, p=h.02)NJ R2 NJ 0 .

Insufficient outreach teams and eéfte services were cited as a concern in Nova Sdbgayukon,
Saskatchewan, and @ $ &= %0.10, p= .001).

Housing and related mental health support needs iderdifies 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, tradsition-aged youth services.

Criss beds, integrated mental health and housing services, housing supports and support for people with
concurrent disorders, and 2dour onsite supports were amortge top five support needs reporteloy mental
health service provideras not being met with rgards to the clients that they serve (see Tateand Figure
for complete listing).

Consistent with reports from housing providers, a divide existetsiveenremote and norremote mental
health service providers regarditige need for transitioragedé 2 dzil K & %%-MI6) O-504)The issue
more frequently resonated with remote providers (48.0%) than-nemote providers (28.3%)Many of the
crisis services (i.e., crisis beds, telephone crisis lines, and mobile crisis services) were akso aspoot
being met at a higher rate among remote providdna among nofremote providers.

Peer support, which was ranked 16th from theim support need list, was significantly associatath

LINE gAYy OSa | §=R1.TBHNNR)The Naridy of respondents from New Brunswick (3 of 4
respondents), Qébec (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 thatagap
lesser ratewith 27.0% and 25.7% of respondents from each provinespectively, indicating a gap

In the assessment of barriers that prevent people from meeting their support needs that assist in the
retention of housing, nearly half the listed Ivears 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, culturspecific needs, and gendspecific needs; the neaxistence ofnter-agency
partnerships; a lack of sufficient staff training and/or skill level; and the fragmentation of service delivery

systems were all more frequently reportes barrierd @ NBY23GS LINRPJARSNAE O0LI X dnpud
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CULTURBPECIFIC CHALLENGES

Only 15% ofmental 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 meatturalneeds and 7% reported an inability
to meet cultural needs.

22% reported that thee wereinadequate staff and/or skill lev&to provideculturally competent services.

21% reported that th organization is unable to meet the language needs of their clients.

POPULATIOSPECIFIC CHALLENGES

Concurrent DisordersThere was a strong assiation between agency size and gaps in specific services.
Smaller agencies reported the greatest gaps with regards to their ability to serve people with concurrent
RA a2 N3=&.8p =005).

Forensiddients: There was a strong association betwesgency size and gaps in serving forensic cljsvith

AYFEESNI F3ASyOrSa NBLaoREpEya). 6KS INBFGSad 3IFLAE o.

TransitionatAged Youth The gap between the needs of transitional youth and mental health services was
highest in Nova Scotia (8 ofil NBa L2 YRSy Gao YR hydlNAZ2 o6cpizod=
25.26, p < .01).

STAFF TRAINING NEEDS

Mental Health Service Providers prioritized the following training and learning needs:

1
2
3.
4

A

A

Support for concurrent disorders (61.6%)

Communitybased management of mental iliness (53.7%)

Behaviour management and modification (46.3%)

Better practice models (43.5%)

Remote service providers (68.0%) more frequently reported the need for behaviour management and
modificationtrainingthan did nonremote providers (43.5%) = 5.36, p = .02.

Communitybased management of mental illnesss significantly associated wigiovince with the need
being most reported in Nova Scotia, €ec, New Brunswick, Newfoundland and Labrador, Brifielumbia,
and Alberta.

KEY FEATURES OF HRGRND RELATED SORF MODELS THAT RATCATE ACCESSING AMMINTAINING

HOUSING

A Subsidized/rengeared to income housing (62.0%)
A Conthuum of housing options (61.6%)

A Flexibleand adaptable supports (57.4%)

A 24/7 high support housing (55.1%)

A Transitiondhousing (50.9%)

A Harm eduction housing models (48.6%)

A Off-site supports (33.3%)
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A Low barrier (orsite substance use allowed within housing) (29.6%)

Alsq certain practicegurrently beingundertaken by mental health service providers facilitate accessing and
maintaining housing:

A Partnerships between mental health services and housing providers (60.6%)

A Off-site housing supports (53.7%)

A Onsite housing supports (e.g., hygiene support, srsirviceseviction prevention programs, etc.) (51.9%)
A Development of relationships with landlords (48.1%)

RECOMMENDATIONS

The following recommendations were most endorsed by the housing providers:

Adequate funding of a full continuum of housing angsorts (76%)

Change government policy of how existing funds can be used to increase flexibility (74%)
Development of a Housing Strategy (68.5%)

Funding for communitypased services (65.7%)

Increase subsidized housing stock (65.7%)

Crossministerial partneships for planning and funding purposes (53.2%)

Adequate training of staff (49.5%)

High degree of consumer involvement in decisinaking (49.1%)

© © N o g~ w Ddh P

Development of supports for the aging population (47.7%)
The high level of support for the recommendationfafiding a full continuum of housing and supports was

strongly backed by remote service providers (92.0Bgarly 75% of noinemote providers also endorsed this
recommendation.

Table12. Mental Health Service Provider responses by province/teryitor

Province Frequency (n) Z/c(e);centage
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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Table13. Communities served by the agencies of admealth service providers

Community Frequency (n) (F(’)gcentage
Large metropolitan (1,000,000+) 42 19.4
Medium metropolitan (250,00Q 999,999) 39 18.1
Small metropolitan (50,000 249,999) 60 27.8
Small city (20,009 49,999) adjacent to metropolitan area 23 10.6
Small city (20,009 49,999) not adjacent to metropolitan area | 29 13.4
Small town (2,50@Q 19,999) adjacent to metropolitan area 21 9.7
Small town (2,50@ 19,999) notadjacent 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 withinimal or no road access) 13 6.0
Northern Hinterland 15 6.9
Tablel14. Type of provider and populations served
People with People with People with People with
mental illness | concurrent mental health | substance use
(%) disorders problems issues(%)
(%) (%)
Dedicated 47.7 16.2 35.6 9.7
Mixed
é@@?ﬁé’é SOMe 1 47.7 755 56.5 44.9
dedicated)
Social 3.2 6.5 5.1 43.1

53




Table15. The ten most important support needs not being met by the service proViters 216)

bdzYo SNJ 2F 4
Support Need Score AYLI2 NI by dé
1 | Crisis beds/Safe beds/Respite beds 67 31
2 | Integrated mental health and housing services | 57 22
3 | Housing support 53 18
4 T'reatment/support for people with concurrent 50 13
disorders
5 | 24-hour onsite support 45 8
6 Drug or alcohol treatment residential model 37 3
Treatment/support for people with dual
6 diagnosis 37 6
8 | Drug or alcohol treatment community-based 27 10
10 | Housing 25 6
10 | Intensive Case Management (ICM) 25 3
10 !ntensive mental healtlreatment (i.e., options o5 2
instead of ACT teams)

¥ The score indicates the number of times an item was selected as one of the five most important support ne&itsgnot b
met
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Figure9. The most important support needs not being met by the service pro%ﬂ@els 216)
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A crisis beds/safe beds/respite bed3r, integrated mental health and housing servic€s; housing supportp ¢
treatment/support for people with concurrent disordergg 24-hour onsite support;F¢ drug or alcohol
treatment: residential modelG ¢ treatment/support for people with dual dgnosis;H ¢ drug or alcohol
treatment: communitybased;| - assertive community treatmentl¢ housing;K ¢ intensive case managemerity
intensive mental health treatment (i.e., options instead of ACT teams)

2 3cores 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: LINEBRE REVIE§\HOUSING AND
SUPPORTS

INTENSIVE CASE MANKMENT (ICM)

Keword Searches
Intensivecase 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 coordinain of appropriate services as well as the provision of constant argborg support

as needed by the individual, responsive to multiple and changing needss{iy of Health and Longerm Carge

2005). Assertive Community Treatment (ACT) is a type ofi@iNk designed as a orstop shop for services,

while ICM teams provide services and support topedple living with mental illnesa realizing personal recovery
goals, stabilizing his/her lifand improving his/her quality of life through individuzase managers, who carry a
caseload of between 10 and 20 clients, who then link clients with other community sefMiestfy of Health

and LongTerm Careg2005; Burns et al., 2007). Integral components of the ICM process include direct involvement
of the individualand the development of a caring, supportive relationshigh the case manageMinistry of

Health and Londerm Care2005). The specific functions of ICM include: (1) outreach and consumer

identification; (2) assessment and planning;dBect service provision/intervention; (4) monitoring, evaluation

and followup; (5) information, liaison, advocacy, consultatiand collaboration Ministry of Health and Long

Term Carg1999).

ICM has been widely adopted throughout theitéd States Canada, Australiand 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 reliancetaatiosal care and
hospitalization, improve quality of life, increase housing stability, and be moresffestive than the standard of

care Ministry of Health and Longerm Care2004; Nelson, Aubry & Lafrance, 2007; Dieterich, Irving, Park &
Marshall,2010; Kuno, Rothbard Sands, 1999; Birnie, 2013lthough 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 beamfibfor ACT, housing plus supports or supported housing versus
case management alone (Nelson et al., 2007; Rosenheck, Kasprow, Frismafia&dsp2003).

The inconsistent findings in the literature have been hypothesized to be due, in part, to thextoniehin 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 hosjital use is high and is less successful where hospital use is already low, which is supported by other
research (Marshall, 2008However, research has also found that ICM may be a less clearly articulated model
overall as compared with ACT, with a stdidym the U.Sin 2000finding that there is no standard

conceptualization of ICM and only moderate consensus of the operationalization of ICM (Schaedle, McGrew, Bond
& Epstein, 2002; Schaedle & Epstein, 200@wever, in 2005the Ontario Ministry of Halth and Longrerm Care
(MoHLTC) released standards for IGBlven 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 provin€@mério for over twenty years prior to 2005, with programs
often developing in response to local need&ristry of Health and Longjerm Carg2005). Within a larger policy
context of healthcare reform moving towarda mdividuatoriented and communitybased healthcare system and
more mental health service system responsibility, accountabdityl accessibility, the BHLTC released standards
for ICM in 2005.n 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 seritieis{iy of

Health and Londerm Carg2005). Furthermore, national healthcare initiatives have committed, in recent years,
to providing improveccommunitybased mental health services, including I@Wn{stry of Health and Lor@erm
Care 2005).

In Ontariq it has been found that ICM and ACT serve somewhat different populations, and that both ICM and ACT
should be maintained\Ministry of Healthand LongTerm Carg2004), 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., 200@)Ontario, ICM has been critieix for a need to provide a better

balance between medicdherapeutic and rehabilitativeéecovery servicedMinistry of Health and Lor@erm Carge

2004). Furthermore, a recent study by Stergiopoulos, Dewa, Durbin, GimaLS&oboda (2010jound 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 TEMM SERVICES

Interest in peer involvement ithe delivery ofmental health services has grown over the last decade, and may

help to meet the challenge of social isolation and lonelinespéople living with mental illnegRivera, Sullivar&

Valenti, 2007).Benefis of peer involvement have been found to include reduced hospitalization, greater client
satisfaction, a trend toward better social functioning, improved quality of #fedperceived physical and

emotional weltbeing (Rivera et al., 2007; Klein, Cng&aiVhitecraft, 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 thatpeercase managers have been found to have more-faekce interactions and more emphasis

2y ao0SAy3I GKSNBE¢ gAlK GKS Of A Sofiénted(RidkEadsaal., BOS7). yirkegrafiggNBE G | &
peer support into case management may improve gyaiitlife and social functioning, help to reduce stigma,
build hope and offer unique opportunities (Rivera et al., 200A)study by Felton et al. (1995) found that
integration of peer specialists into ICM programs leads to both enhanced quality fofr Ifkents as well as more
effective case managementiowever, a study by Rivera et al. (2007) did not find evidence for enhancement of
case management witheerinvolvement, though it was noted that further research and evaluation perspectives
are needel, such as benefits for theeerproviders and systemshange perspectives (Rivera et al., 2007).

CLIENT PERCEPT3OIR ICM TEAM SERVICES

In generaINB & S | NdalKafidwbf@ase management nestd move towards a more recovegriented
approachwith greaterpeerinvolvement in even the development of evaluations of case management (Marshall,
Crowe, Oades, Dean& Kavanagh, 2007). Furthermore, thse of general measures of satisfaction basn

found to potentially result in overly goA (i A @SS @2INA K % KaTudBaotidoriadspecific measures is
much more favarable, 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 cligvita severe psychotic illnesses of
ICM versus standard case management (CM), utilizing despecific measures rather than general measures of
satisfaction, found that general perceptions were more fanatle towards ICM than CM, though no difference
wasfound between ICM and CM regarding perceptions of quality of care (Samele et al., R08Atudy assessing
client satisfaction, utilizing domaispecific measures, of ACT models specifically, werlkent connection (e.g.
therapeutic alliance, rappoytwas 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., rokeonflict from bureaucratic disjunction was found to create frustration, resentmamd burnout

within an agency mviding 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 gmetventive intervention for job difficulties relating to changes in
attitudes towards clients over time and increased-jetated stress and emotional exhaustion over time (Kirk,

Koeske & Koeske, 1993)These findings could have important implicatidosclinicians 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 Canadhileresearch is somewhat mixed as to the extent of the
effectiveness of ICM, ICM has been found to be effective in reducing hospitalizations, homelessdesdhe
costeffective, particularly in contexts where hospital use is hiljlhas also been notedhit ICM models need to
achieve a greater balance with rehabilitatikecovery oriented services and medithérapeutic servicesFurther
research is needed regarding the effects of peers on service delivery, quality of life, and social functioniag (River
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., 20BR)en the movement towards greater system
accountability andhe 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 COMMUNTIREATMENT (ACT) WINHHE CANADIAN COaXIT

AssertiveCommunity Treatment (ACT) proposes to provide individuals with mental illness with coping skills that
allow them to maintain independentes in their communities, anafffers the potential to decrease inpatient

stays and increase community tenur€heordically, ACT teams should provide services and support that include a
range of medical and psychosocial services and supp@hsse can be grouped into five broad categories: (1)
vocational and workelated skills; (2) activities of daily living; (3)iaband recreational activities; (4) family

support; (5) medications, psychotherg@mnd nursing care (Dewa, Horgan, Mclintyre, Robinson, Krupa, &
Easabrook, 2003).

An extensive body of research has shown that ACT may decrease hospitalization rataseihowsing 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 perspeciivess, it is important to
acknowledge the specificities of the ACT model within a Canadian context.

In Canada, ACT has been most extensively developed in OrEnice 1998he Ontario Ministry of Health and
LongTerm Care (MHLTC) has funded the dissemination of ACT through the Province of Oftaedanadian
Senate identified ACT as a key community treatment in a recent national report on mental illness in Canada
(George, Durbin, & Koegl, 2008 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 IIl,
the Health Care Financing Adristration, 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, Za08)er, due to concerns and challenges ACT teams
face when working with clients, including but not limited to team undapacity and lack of funding, revised ACT
standards were developed by thedLTC through a Technical Advisory Panel (TAP) and adoptéuacpathy in

late 2004 (Georget al, 2008).

The MoHLTCTAPreport showed that Ontario ACT teams achieve significant reduction in hospital days for clients

and improvement in housing (Lurie, Kirsh, & Hodge, 20D&jave, Souza, and Gerber (1996) conedn
experimental studyn whichclients were randomly assigned to either an ACT or hospital based rehabilitation
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program. The study found thatlients in the ACT treatmeigrouphad used only 16% of the amount of hospital
days used by clients in the hmtal-based comparison progranClients 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 examiSg@ecifically, 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 currentesearch 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,
hQbSAf =X g 2| fefal, COR7I.Fon exampl®&, whedzaNAmhingA teams within Ontarj®ewa and
colleagues (2003) found that the current ACT model focuses more on medication management, rather then
psychosocial elementsThus, it was suggested that more emphasis on psychosocial characteristics, such as
employment, fousing, and social networkinmight promote client rehabilitation more effectively, compared to

the current biomedical approach.

The implementation of ACT into routircare settings has also seen many challengagtics have pointed to the

factthat A ¢ Q& dzyAljdzS St SYSyida ftaz2 YIS Ad | LR0TRe/GAlIf NBaz

authors also suggest that three main dimensions of ACT, namely staffing, organization, and service, are crucial
elements when assessing effectiveness. Tstilate this, the authors compared four ACT teams located in a-semi
urban cente in Ontario, CanadaResults revealed that on average, 37% of time, ACTOsEs on medication
managementnd medication related symptoms (Dewa et al., 200Moreover, for eery 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 Colyridliasbn, Houde,
McDowelland5 A E2Y O6HnnTO0X 6KSNB (KS NBaSIHNOKSNBER SgI fdzZ SR
delivery provision by mental health agencies. The authors stated the results suggest an imbalance between needs
and services providedn particular, service nefs, such agocational services, housing support, peer support, and
group therapy wereinder metby the majority of ACT team®n the other hand, estimated needs for other

services, such as medication management, nutrition, and activities of daily lixéng,much lower than what was

used (Hasonet 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 researcher
noted mixed results on the effectiveness of ACT when applying the model to this particular populationgDrake

al,, 2008).

Canadian research on AGds paid particular attention to the inclusion of peer support workers within the ACT
team. Several sidies examinedhe rolesand effectiveness of peer support workers within ACT teéDewa et

al., 20@B; 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 thatMoHLTC implementation standards mandate aimim of
0.5 FTE peer support workpositions within the ACT teanstill, 22% of the respondents reported that they are
not planning to implement such a position (White et al., 2003). The common corarerdffeent tasks assigned
to peerand nonpeerstaff, and staff attitude towardpeerteam membes. The authors also found thateer 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 professionalEhe results on attitude towardseer staff members are mixed.
On one handthere is a tendacy to perceivgeerprovidersas less competent or less accountable due tdrthe
mental illneses However, on the other hand, research also illustrates thegtrcase management teasriollow

an empowerment model andeer support workes consider their psitions as valuablevith a high level of
satisfaction. Thus, it is suggested that broader incorporatiorpeér support workes in ACT teasmight benefit
both clients and nospeerstaff members (White et al., 2003).
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CLIENT PERCEPTION&OT TEAMERVICES

Given that the ACT model increasingly represents a set standard for treating persons with serious mental ilinesses,
a2t A0AGAY3 OfASY(laQ 2LIAYA2YA | 02dzi Assubh Gedd&ind Privnce (G KS @
(1999) conducted a study which examined client satisfaction with ACT serVicesnajority of client satisfaction

surveys either used the Client Satisfaction Questionnaire, which is based on general measures, or ad hoc
guestiomaires as part of larger studie&erber and Prince (1999) pointed out thhe worker-client connection

(e.g. therapeutic alliance, rapport) contains the same importance in ACT as imuthets, such as casework

modelor crisis interventionsThus, depite the primarily focus on medication management and meeting basic

needs, clientalsovalue interpersonal factorsTherefore, elementsuchas spending more time with the client,
counsdling, housing supporand helping with employment might be moresbeficial for cliens and should be
incorporated intoroutine ACT treatment more broadly.

In summary, the ACT model is the most developed and extensively researched model of servicg fdelpesople
with mental healthissuesin Canadallt is one of hree treatments selected for implementation in the

Implementing Evidencbased Practices for Severe Mental lliness Project (George et al., 2008 studies
acknowledge the proven effectiveness of ACT, the majority of Canadian research focuses azlemnéct(s) of

the modelis/are the most effective and for which populatiofihus, while not questioning the effectiveness of ACT
model, research suggesthat broader aspects, such as therapeutic alliance, housing supgraemployment
supportshould ke emphasizéd rather than medication management.

To date research findingpropose that ACT teams place a greater emphasis on delivering medically oriented
activities as opposed to psychosocial onespart due to dack ofresearch into the effectiveness psychosocial
servicesrom ACTteamé 5 NI 1 S h Qb S A f Thersfore it i stranglyiEethat mory einghasis is
placed on examining activitiesuch as the impact of family intervention, supported employmemid social
intervention, on ACT service delivery.

CRISIS RESPONSE SERYCRS)

Acrisis response servicER$can be conceptualized as a range of functionprtwvide appropriate, timely, and
well-coordinated responses for persons in crisis situatidnsgeneral, crisis response services are seen as a key
part of the continuum of mental health services and suppéot people with serious mental health issuesrisis
response services offéreatment and support to individuals experiencing a crisis by providing immediate relief
from symptoms, preventing worsening symptomasd resolving crisis as soon as possillecause mental health
crises differ in their origins and symptoms, crisis oese services must be able to respond to individual needs by
providing a range of appropriate services in a variety of settings.

DESCRIPTION OF CREERVICES

According to the literature, crisis services are divided into several categories. The neostitéd sevices are:
crisis telephone hdines, dropins (shortterm involvement), mobile crisis teams (also shi@itm, but might also
include referral and followup), and residential shottierm or safe beds (longer involvement, usually 30 dapd).
services have the main aim of decreasing immediate dangdraaldressing the crisis firshy an effort to avoid
hospitalization (e.g., for mobile crisis teams and safe beds), or prevent suicide ¢diggdand dropins).
However, these services diffsignificantly in service delivery, method of evaluation, and structilereover,
most of the published literature on emergency services has been descriptive in nature.

Telephone Crisis Hatles

In the literature three main types of telephone crisis services are descrifiggbe | is a basic referral system and
an extension of a community agencyype Il is a hotline that is a component of a larger raétivice organization,
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such as a walk crisis centre.Themain purpose of the hotline is to act as a switchboard and help inform the
community of the services provided by the associated cenfiygoe Il hotlines are not connected to any particular
agency and do not provide fage-face services (Slem & Cotl&g73). They are primarily run by volunteers, who
are trained in risk assessment and suicide preventidowever, there is no consistency in legislation and
requirements, and they differ across provinces.

Walk-In CrisisCentes (Drop-Ins)

Next, walkin crisis services can operate as a staf@he dropin center in the community or they can be
associated with a hospitalThere are two main services that walkcrisis centers provide: (1) screening and
assessmentand (2) crisis interventinand stabilization (Stroul, 1993jHowever, walkn centers range in the
degree of services providecsome walkin centers solely provide a ngudgmental place to talk, while some can
provide initial treatment, medication, shoterm crisiscounseling, and referral to community resources (Stroul,
1993).

There is no consensus among researchers on the effectiveness ofdekejpind walkin crisis servicesecause the

evaluation of effectiveness has many hurdI€srst, most hotlines and walk centresare anonymous or operate

on a firstname basis, which means that data collection after the person has-tpruy left the centre is near

impossible (Rosenbaum & Calhoun, 1973¢cond, most hotlines operate as areferralddS ' YR R2y Qi LINE |
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 haaldetermine whether it was the hotline or life events themselves that

solved the issue (Rosenbaum & Calhoun, 19F@y.this reason there is a limited amount of research on the

clinical effectiveness of telephone hotlines and wialkcrisis services.

Mobile Crisis Tears

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 sefVieghree main
goalsofy 20 Af S ONRA&aAa aSNWBAOSaA INB (G2Y AGLINPOARS ONRAaAAA aSND
reach persons, and to reduce hospitalization by mobilizing treatment resources and environmental support
aeaidisSyvya¢ o MibNecdgs sErvicesieeoin sbme areas, connected withlocal police serviceMobile

crisis teams help to deescalate a mental health crisis by: building trust and confidence, achieving a therapeutic
alliance, gaining acceptance and compliance, and reachintutes (Gillig, 1995)Many studies, except one

(Fischer, Gelleg& Wirth-Cauchon, 1990) have found positive outcomes in terms of hospitalization rates (Hugo,
Smout & Bannister, 2002; Buhrich & Teeson, 1996; Guo, Biegel, Jolagnrches, 2001; Gellgfjrsher &

McDermeit, 1995). One key characteristic of mobile crisis service identified in the literature is the presence of a
psychiatrist on the mobile crisis tearBy having a psychiatrist on the team, the team can act like an emergency
department onwheels because they are able to prescribe and dispense medication (Benglesslddn, 1987).

Many aspects of mobile crisis teams, such as preventifgspitalization, frequent visits, referring services, and
crisis interaction are similar to ACT teanTus, it is yet to be examined whether one service provision could be
substitutedfor another with the same effectiveness, as there is a possible overlap in services.

Residential ShoHTerm Safe Beds Crisis Services

Words synonymous with residential crisis services include: crisis beds, safe beds, and respiféhbddaction of
NEaARSYyGAFf ONRAaAAA aSNWBAOSA Aa -liogpitafisedhBsAApRSONSONRA a A da Ay (S|
experiencing psychiatricisesto helpthemr S & i 6 f AaK O2YYdzyAl & TheyddiiA2yAyIE 0
characterized by providing shetérm housing, acute treatmenand support services to individuals or a small

group ofpeople with mental health issuegho are experiencing mental health crisis. The main purposéds
preventhospitalization (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, Ly&r3russ, 1996; Fenton, Mosher, Hery&li 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 irch@tric symptoms (Sledge et al., 1996;

Fenton et al., 1998)A nonrandomized study also fourttiat residential crisis servicese effective at decreasing
psychiatric symptoms (Goodwin & Lyons, 2004dditionally, two published literature reviews fodrhat

alternatives tohospital 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 weremore positive than residential crisis services (Kiesler, 1982).

CRISIS SERVICES WNTHHE CANADIAN COEXIT

Mobile crisis teams and safe beds are among the most researched crisis services in Canada. Crisis response services
are regulated in British Colusia, Nova Scotia, and recently in Ontario; however, service guidelines and regulations
vary from province to provincef-or exampleBritish Columbidnas fully articulated its standards and definface

key crisis services: crisis lines, mobile crisisaatn teams, wakn crisis stabilization services, community crisis
stabilization services, and hospHahsed servicesgovernment of British Columbi&jinistry of Health, 2008

Nova Scotia has developed crisis response standards to adudresssibility, appropriateness, competence, safety,
acceptability and continuity, in addition to using a typology of evidence to evaluate the standards based on

available evidence supporting best practic€oyernment of Nova ScotiBepartment of Health2003).

In Ontariq crisis programs were developed in response to local needs, and service components were not
consistent across the provincésa part of mental health reform, the Crisis Service Standards for Ontario were
developed Government of Ontdo, 2005

While British Columbia has specific standards for all of its community crisis stabilization services (including crisis
housing Ministry of HealthServicesn.d.), both Ontario (Ministry of Health and Lefigrm Care, 2005) and Nova
Scotia (No& Scotia, 2004) havanly general standards with respect to crisis respadritish Columbiastandards
outline eightcore functions of community crisis stabilization servi¢géyreening andeferrals;(2) sipport and
stabilization;(3) aisisintervention; (4) safety ofclients andstaff; (5) dternative tohospitalization;(6) dscharge
planning;(7) teachingcopingskills; and(8) are planning. British Columbiatandards, with respect to providing an
alterative to hospitalization, include 2dour staff coverage and short turnover of clients. As well, referral agents
are aware of the criteria for appropriate referrals.

The 24hour staff coverage is echoed itasdards for crisis response services in Nova Sdubiaever, the

a0 yRFENR AY hy{laNORS wikhAve accasditd afhér Servicesd@ds a day, seven days a wéek
(Government of Ontario, 20055taff competency is emphasizedBrCQ 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 interventionslova Scotia standards require staff to be trained in astessment

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 thdividualneeds 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 asnore specific standards with respect to residential crisis services.

SUMMARY

Literature on the effectiveness of different models of @isesponseservices is scarce due to the nature of service
delivery (e.g., anonymity of hiibesandwalk-ins, confidentiality, etg. It is evident from our literature search that
few evaluations of crisis services have been conducted and the repoutedmes of these studies must be

treated with caution due to generally weak research desigitsere is almost no evidence supporting the efficacy

of different crisis interventionsGoering et al.1997). Compared to service areas such as case management
vocational supportsand treatment services, components of a crisis intervention system have been poorly studied
either as individual programs or as necessary parts of the system.
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CONSIDERING THE N&EIFF PEOPLE LIVINGRURAL AND REMOTEERAS

Keyword Searches
rural, remote, urban, regional, homeless*, housing, models, programs, mental health, health, mental* il
mental,* ill*

*

Databases

PsycINFO, lllustrata: Natural Sciences, lllustrata: Technology, ProQuesirials @ 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, Googladar, professional networks

RURAL/REMOTE AND UWRBACCESSIBLE DEFIGNS

Though there is no universally accepted definitionfkbfalCin research literature, it is commonly described in

relation to population density or location in terms of distanoenh service availability. The Orgsation for

Economic Cooperation and Development (OECD) defines a rural community as one with fewer than 150 persons
per square kilomats, while Statistics Canada defines a regiofgasdominantly ruradif more than ®% of the
population lives in rural communitie$termediateCfor a population density of 1§50% andgredominantly

urbanClf below 15%Ponget al., 2002) The National iRal Health Association (NRHER96) defines an tnan
(metropolitan) area as a district of 50,000 population or more, and a rural(netnopolitan) area with less than
50,000 inhabitants (Post, 2002).

¢tKS 1 O0SaarortAtekwSY2GSySaa LYRSE 2F | dzaibasetiont 6! wL! 0
road distance to service centres ranging from highly accessible to very remote (Commonwealth Department of

Health and Ageind,999wl 21 dzYl NJ 3 | 22f [ KI'yYX HaAnnanoLv o wdzNF £ Ff a2 AyoOf
GOBSNE A&zt (SREY YENIREWHIN S IRYR NBY2(0iSte t20FGESR OAGAS
economic and labour force characteristitsy R | O00S&aa (2 aSRIBHO@OR ' yR | YSYAGASEE

RURAL/REMOTE VERSIRBAN ISSUES

Rural communities worldwide share common issues with poor health status and access to health care, with rurality
internationally recognized as a rigkrelation to health outcome@RyanNicholls, 2004) Studies in Canada reveal
significant disparities in health outcomes between inhabitants of Northern versus Southern Atleasic Canada

versus the rest of the count§RyanNicholls, 2004)and poorer lealth status in rural versus urban areas;

furthermore, the most rural areas tend to report the worst health stafBsng, DesMeules, & Lagace, 2009)

wS&aSENDK 2y /Yl RAFY NHzNF £ YSyal t (Ry8ANitholkK20043 & dzS& s (K2 dz3 |
consistently identify themes around increasing need, difficulty recruiting/retraining professional staff and

restricted/limited resources which strain existing services and limit adé&g&umar & Hoolahan, 2004; Sawyer,

Gale, & Lambert, 2006)Unique rural geographical and cultural challenges further impact current service delivery
models(Sawyett al., 2006)

There is a clear need for increased rural mental health resg#cito, Parr, & Burns, 20Q3pecifically tailored

policies and programs, as well as the development of evidéased models of care that may be replicated across
a range of rural communitigSawyeret al., 2006)
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URBAN ASSUMPTIONS

TheSubstance Abuse and Mental Health Services Administr@@00) F2dzy R G KF G NXzNI f A &dadzSa
YAaddzyRSNBEG22RI YAYAYATI SRE FyR y2i0i O2yaARSNBR Ay F2N¥AY:
and practices are often assumed to applytoal areas (Sawyer et al., 200despite research that supparits
uniquenesgRyanNicholls, 2004p I OO2NRAY3 (2 w2Yly2¢g oOHnnuHOYX (GKAA NBfA
barriers for rural communities in their efforts to achieve equal status with thidibul y O 2 dzyRijia N1LJ- NI &€ 0
Nicholls, 2004) and as well inhibit the efforts of providers in rural/remote af8awyeret 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 MENTANESS IN RURAL/REME AREAS

There is a dearth of resedron the prevatnce of seriousnental illness (SMI) in rural and northern communities
in CanaddMontgomeryet al., 2008grs well as the mental health needs of rural communiffisiloet al., 2003)
Drawing on rural datérom the United Statesthe incidence of serious mental and behawil health problems is
equal to or greater than urban areéSawyeret al., 2006)

Incidence and Revalence of Rural Homelessness

There is little research regarding the prevalence of homelessness among the mentally ill in rural/remote areas
(Grigg, Judd, Ryan, & Komiti, 200%)wever, the incidence of homelessness in rural communities has been found
to be similar to or greater than that in major metropaln areas, particularly those experiencing economic distress
(Post, 2002)

Prevalence of Merdl lliness among Rural Homeless

Homelessness is more prevalent amandividuals with SMI than the Canadian population at lgidentgomery

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 areagyssts underreporting

(Wagner et al., 199%0st, 2002) and is supported by the nearly 80% higher suicide rates for rural males over age
14 (Post, 2002).

HOUSING, SUPIRTS, AND SERVICES

Availability of Mental Health Serices and Related Supports

There is a lack of appropriate and accessible mental health treatment and community support services in rural and
northern communities in Canaddlontgomeryet al., 2008; Rajkumar & Hoolahan, 2004; Turpin, Bartlett,

Kavanagh, & Gallois, 2007hese gaps include dudiagnosis treatmenttelehealth services, peer support and

peerled 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, 2004Despite the challenges of access and limitesburces, some rural

areas show greater integency collaboration and integration with a stronger preventive and psychosocial focus
where various disciplinepeersupport groups, teacherand 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 seviooégomeryet al., 2008)
People with a mental iliness in rural areas report housing issues associated with access, affordability, uncertain
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tenure, and risk of violence (Griggal., 2005), which are further exadated by inadequate attentioto policy
development in smaller communitie@viontgomeryet 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, qualityafabd

affordable housingRyanNicholls, 2004p [ FO1 2F VYSyidlf KSIFIfdK aSN®@AOSaz al 3
changes in economic and lalidforces further impact the implementation of supportive housing in these areas
(Montgomeryet al., 2008)

CHALLENGES TO SERYICANNING AND DHERY

Recruitment/Retention ofProfessional Staff

In addition to the challenge of recruiting and retaining professional §tédfising Asstance Council, 2001;

Rgkumar & Hoolahan, 2004; Sawyer et al., 2006; Tuepial., 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 sdents is much lower than for urban residents, and on average, the distance to a doctor
is much greate(RyanNicholls, 2004)

Providers in these areas report a sense of professional isol@tionsing Asstance Council, 200Which is
attributed to lack of continuing educational opportunities, financial incentie@sl scholarships and grants for
training (Housing Asistance Council, 2001; Sawgeal., 2006)

Stigmatization and Cultural Issues

Rural areas report higher rates of stigmatization of menta¢dfnand substanabuse (Wagneet al., 1995Post,
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
selfreliance in some rural aregblousirg Assistance Council, 2Qhilo et al., 2003; Turpgt al., 2007prs well as

lack of cultural competence in health care providéawyetret al., 2006)

Transportation and @ographic Barrier Access Issues

The large distance between rural areas and available services pose barriers to access. These include

transportation, associated travel costsy R 1 KS yS3aF 46AGS AYLI O 2F afdSIF gAy3I 2y S
community(Housing Assistance Council, 2001; Ryarolls, 2004)as well as poor roads, inclement weather

(Pong & Rusdl, 2003) and/orinadequate publidransportation (Sawyeet al., 2006). The implementation of

Telehealth in response to these challenges is an innovative initiative, however, rural health in Canada remains less

than optimal(RyanNicholls, 2004)

Funding

The capacity for care and access to services in rural areas is hindered by lack of financial resources and emphasis

2y GKS aySSR (2 YI1S 06S0GSNI dza S (Sawyert ak, 2006) Shfovaide & 2 dzZNDS & A
programs are often lost on grant expiration or terminated reimbursement stre¢@asvyeret al., 2006)

Inappropriate, limitedand insecure funding models for service providers in some areas, particularly non
A32BSNYYSyidlt 2NBFyATFiA2yas yS3arairogsSte AYLI OG aSNWBAOS |
the needs of different areaTurpinet al., 2007)

Lack of RelevanResearch

Research on supported housing has typically focused on urban settings, so that the needs and outcomes for rural
populations remain largely unknowiiMontgomeryet al., 2008) Ths is indicative of the need for more research

and evaluation of models of care in rural/remote areas to assess their efficacy, aid in pléRajkgmar &

Hoolahan, 2004)overcome unique challenges in rural and northern communidied deliver tailored strategies

for these areas.
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RECOMMENDATIONS

WdzNF £ KSHEGK FyR &AdAdIAYFoAfAGeE SYyKFIyOSYSyd NBIdANBE A
partnerships with rural people that are supported overall, by adequat®fany 3 I f (Ry2anichiblls, 2§04)
CAdZNIKSNY2NB> (GKS GFdzyRFEYSyidlFf OlFdzaSa 27F (KSRyWNIzNI f KSI |
bAOK2ftfaz wnnno NIGKSN GKIFIYy F20dzaAy3d azf Ste(Rgaf GKS aqae
Nicholls, 2004)

Strodeand Rol(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 fopeople withmentally ilhessin rural areas and providing transportation subsidies to
rural service providers to reach isolatedlividuals Sawyetret al. (2006) highlighted the need for outreach, such as
with paraprofessionals who are trusted, native individuals to the community, financing and system refodm
innovative community based programs. Post (2002) echoed the need to use communityksebdmd 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 (Strode2€04al; Sawyer et

al., 2006, Post2002) was the need for interagency collaboration, service coordinaiot the integration of

mental health and primary care services wherever feasible.

Policy strategy recommendationisy Sawyer at el. (2006) include financing and reimbursement changes,
development of rural specific programs and servjegsl enhancing functioning okesting services in rural areas.
The World Health Organization (2010) included a policy recommendation on the expanded eisheélth
services in rural areas to furtheupport rural health workers and enhance retention.

Pastiterature identifies the need for further evaluation and documentation of the efficacy of rural/remote models

of care to better inform policy makeis decisionmaking(Rajkumar & Hoolahg 2004 a! QGENRSGe 2F L
FNB ySSRSR (2 AYLNR@S | 00Saa (2 YSyil fRakBraf&i K OF NBx¢ |
Hoolahan, 2004).

PEER SUPPORT AND BIDG

Keyword Searches
peer support, peerun housing, consumenun housingconsumerrun services, peer specialist, sblp
groups, mutual help groups, consurmgperated services, congregate housing

Databases
PsycINFO, Medline (Pubmed), Medline (Ovid), Sociological Abstracts, Social Services Abstracts, CBCA
Complete, Social WkrAbstracts, 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 &fticles found

RELATIONSHIP OF PEERPORT AND HOUSING

Why is a discussion of peer support relevant for housing polRg®€r support has increasingly become
acknowledged as a key element in the process of recovery for people with experiences of itimeagslA 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 housingesr-run housing models, there is a wealth of
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material on therole peer support plays in building social connections and netsyakwell agnhancing 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 aisd stronger connections to the community.

OVERVIEW OF PEERRBORT

Peer support has a wide variety of meanings. Within the mental heathdemic and grey literature, peer support

KFra 0SSy RSTAYSR la | aasSt7T K SlividualsvinatiZeRperienfial knamedige ivho O 2 N1LI2 NJ
SEGSYR yliGdzNIf 6SYOSRRSRU &a20Alf ySiéz2Nla | yR 02YLX SY$
psychologist and psychiatric survivor advocate in the United States, Pat Dé&e§afiA y Sa A G nmad &l y I G dzl
response to the alienation and adversity associated with being givén@ KA I G NA O RAI Iy 2aA &8¢ OHN

CoatsworthPuspoky, Forchuland Ward-Griffin used the definition of mutual suppt, proposed by Davidson et
al,ba I aylGdzNIfte 200dz2NNAYy3I wX6 LINRPOSadaa 2F LIS2LX S O2YAyY
understanding to solve problera$2006). A transitional discharge program involving peer supporters helping
peers leave the hospital and-enterthe convvdzy Aié 61 & RS@OSt21LISR 2y GKA&A GFNRSYF

(Forchuk, Martin, Char& Jensen, 2005

Peer support in mental health and health literature is often located along a continuum of social relationships

(Davidson, Chinman, SelsRowe, 206; Dennis, 2003)¢ KA a O2y Ay dzdzy NI} y3Sa FNBY afl @
relationships (e.g., family, friends) to the professional support provided by formal health care se@ibes.

I dzi K2 NBE LINRPLIZAS WYIFGNRAEQ Y2RSt aszlsslfdpi\NBrmal pe& suppoittdS 2 F LIS S|
provider), the type of support provided (selfelp, service)and the location (consumeun, located within

YEIAYAUNBEFY aSNBAOSO RSUGSNNYAYS (KS &LIS ModNePcitéddnLJS 2 F WLIS
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 seffelp groups, to working as a peer support worker in a mainstreapeerrun

alSyOe YR LINRPGARAY3I GNIRAGAZ2YIEE YR FEOGSNYFGABS F2N¥a
Priest, 2009).

These different types and approaches towards peer support are relevant in relation to housing. While our scan of
the literature did rot discover any research that specifically addressed the impact of formal models of peer
support or peefrun services on housing outcomes, more generally, there are studies on the relationship between
social support and housing (Goering, Durbin, Fosteylé8pBabiak, & Lancee, 1992), the impact of peer support

on decreased hospitalization (Forchuk et 2005), and descriptive reports on peer workers within supportive
housing, consumerun residential programs, and other housing options (Center for RalyzhRehabilitation,

2009; Hamilton Addiction and Mental Health Network, 200@jom these different sources, some of the impact

on housingrom peer support, both informal and more formal models, can be better understood.

While research has demonsteal 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 interesg@vood, SchaefeicDaniel, Winkel, &
Tsemberis, 2005; Nelson, Sylvestre, Aubry, George, & Trainor, 2005).

Writing about theHousing Firsinodel, the innovative approach that offers access to housing units for people
coming directly out of homelessnesgyegdless of their addiction or psychiatric status, researchers have made an
argument for the importance dhdividualchoice. They propose that programs that enharice LJS NhoRe/ Q &
increase sense of mastery, which in turn decreases psychiatric symp@nesnwood et al., 2005).
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. @ ARSY(AFeAy3d (KS YSOKI ykksYesearegh hasAnpltatiéhs braadeAtyadiNS | & SR PO
specific housing model including the role of peer suppd¥tile the research oklousing Firstloes 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, addictipard homelessnessThey also acknowledge thsairvivor

Y208YSyiaQ NRtS Ay FRO20FGAY3I F2NJ AYONBFASR OK2A0S8 | yR
to the development of approaches likéousing Firs(Greenwood et al., 2005).

Increased sense of choice, empowermgarid control are some ohe 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 informaheldfand more formkzed

models of peer support and consumem services including higher levels of confidence (Chinman et al., 2001,
Resnick & Rosenheck, 2008; Salyers, Hicks, McGuire, Baumgarnder, Ring, & Kim, 288@gse(fVong, Nath,

& Solomon, 2007), and commuyiintegration and increased social networks (Castelein, Bruggeman,

Busschbach, van der Ga&gant et al., 2008; Chinman et al., 2001; Coatswerispoky 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@e®l-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 Psfcic Rehabilitation, 2009; Doughty & Tse, 20Ristrang, 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 oidirays that peer support can enhance
positive outcomes that affect the ability to achieve and maintain housing.

PEEFRRUN HOUSING AND FORMPEER SUPPORT WNTHOUSING

There are few examples peer-run housing, peer support workers in supported/supipgg housing program®or
formal peer supports provided by housing services (e.g-h&if groups facilitated by a housing provider onsite,
referral agreements between housing apéder-run programs).

There are a few examples péer-run housing optiongn Canada, none of which have been studigdillow-Creek

House in London, Ontario provides an eigled residence and speratedby apeerNHzy 2 NBI yAT F GA 2y & F2
LIS SNJ & dzLJLJ2 NIi Y 2 RGohsur@iefs SOivgr ICahnMniyySiligportderyi2@K0). A needs analysis
O2yRdzOGSR Ay |1 FYAtG2YyZE hydlNAR2 aF2dzy R (NBYSydi‘enza & dzLJLJ2 |
housing ceoperative among consumer/survivors, family members, community mental health workers and non

profit housing profess 2 y | f & ¢  gobfiiekpor®lehs Wdo lived with mental illnessndicating they would

be interesting in living in such a setting (Hamilton Addiction lsliedital Health Network, 2006

A dedicated mental health supportive housing program in Torontdaf partnered with the Toronto

Community Housin@orporation(TCHG)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 tefiants {0

Commurity Housing Corporatio& Houselink, 2008). dzA f RAy 3 dzll2y GKS YSydlf KSIf (K
GSEGSY&aA TS LISS NlorandzlCodamNdity HoldaAedporation & Houselink, 200@ project

recommended thaTCH@ A y @S a i A 3 (i Senhdss fodé tamiret! and KirSddas pleer supports to help new

tenants transition from homelessness to tenancy; recovery educators or coaches; and as doaordinators

2 NJ & ToroAtd Gommaunity Housing CorporatiorHbuselink 2008.

Internationd examples exist, although defining a housing program from a residential treatment facility, as well as
confirming the degree gbeercontrol versus involvement or input can be challenging due to the quality of the

research and reportingFor example, itheir systematic review of peer delivered services, the Centre for

t A2 0OKAI GNAO WSKIOATAGEGAZ2Y T2oxyoRe ofwhigh hadibeeR gulSlisheddnpeed NBE & A R
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 thepeer-run service (Greenfiel&ton&king, HumphreysSurdby, & Bond, 2008Centre for Psychiatric
Rehabilitation, 2009)The unpublished study (Dumont & Jones, 2002) also showed positive outcomes in
empowerment and satisfaction, as well as reduced hospital costs.

TheFairweatherlodge model is an approach that has been in place since the 1960s, starting in the United States
NBELINSaSydAy3a || aO22LISNI GAGSE O2YYdzyl 2 FyR O2tftSOUGADA &
(Sylvestre, Nelsorgelloff & Peddle, 200). Although it is not exclusively run Ipgople living with mental illness

GKSANI Ay@2t @dSYSyid A& 1SeT aLISNBR2ya Ay (GKS LINBPBINIY fADBS
function in a peer supported environment empowering them to fiime and make decisions relatively

I dzli 2 y 2 Y2 dza (HAeNR2®0).4 G | F F ¢

PEER SUPPORT ROLBHNUCING HOSPITADIONS

Hospitalizations i@ noted as a major cause for people with mental illnesing their housingForchuk et al,

2006). A multitudeof 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 (CampbelB; ZD@inmaret al, 2001; Dixoret al, 1997;
Forchuket al., 2005; Forchulet al, 2006; Geringet al,, 1992; Haertl, 200 Lawnet al, 2008; Mead Hilton, &

Curtis 2001; Onagat al., 2000; Solomon, 2004).

An Australian study showed that the phenomenon of cyclic hospitatirissions was more significantly linked to
a lack of community qaports than to actual psychiatric symptoms (Lagtral., 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 3@0das's within the first three months
representing a substantial cost savings (Laival., 2008).

Another study of a transitional discharge model showed similar positive findiftgs.model consisted of peer

support for one year, and ongoing suppambiin the hospital until relationships were developed within the

community (Forchulet al, 2005). The results found improved rates of finance management, safety, and

satisfaction with living situation, leading to significantly reduced lengths of hospiialis, averaging a discharge

of 116 days earlier than a control group (Forcletilal, 2005).¢ KS &2 St OgLINR I NJaY] SAiRS @St 2 LISR
staffed YR YI yI 3SR SyiANBte o0& YSyidlt KSItGK O2y&adzySNEE¢ K
demonstated positive effects on the prevention of-fespitalization (Chinman et aR001).

z
S

Finally, a study on the Fairweather model supported this argument as well, showing a 90% reduction in
hospitalization rates in comparison to pagimission to the progm (Haertl, 2007). These findsgot only
contribute towards the case for peer support in assisting with housing stability, it also presentsilzecadit case
for the implementation of peer support programs within mental health service settings.

SOCIAL SUPPORT ANICBAL 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, 20@cial support/peer support groups were noted as
one of four essential categories for community sustainability by Forchuk, \®@ffin, Csiernik, & Turner (2006).

Feeling like a worthy and contributing member of society is a key component to mental health recovery (Jacobson
& Greenley, 2001)Yet peoge 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 supportSE LI yaA 2y 2F AYRA GA Rdzl faadddhe prévénkidnbf vy S g 2 N
social isolation (Castelein et,a2008; Chinman et al., 2001; CoatsweRhtspoky et aJ 2006). Jacobson &
Greenley(2001)referred tothis@ & NB 2 2 A Y A y 3 natifig® hasiazighKidarit impa2t Nd ilixidual

recovery.

As mentioned in the previous section on hospitalizations, it has been shown that the phenomenon of cyclic
hospital readmissions is linked to a lack of community supports more often than actyehiagric 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 ciss and eventually without sufficient supports, hospitadagmission. Supportive

housing models were naturally seen as a contributing factor to improve social support networks due to their
congregate living nature (Goering et al., 1992he risk in this scenario is that social networks become more
homogenous, as in the example of tRegeneration 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 (Goeringt al,, 1992).

Some existing housing models have attéatpto incorporate the concept of peer support and community
integration directly into their program structureStudy findings on the Fairweather model have shown significant
improvement for residents in their overall functioning, community adaption, eneh 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, preferencesf people living with merdl illnessreferenced 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 studiesconductedin Canada and internationally have shown the pusieffects of peer support in

reducing the length and number of hospitalizations, and on expanding and strengthening social networks, which
contribute to successful maintenance of housiMyhile research omeer-run models of housing is lacking, the
indirect effects of peer support orecovery provides support for an argument that enhancing and supporting the
growth within housing programs could be a promisapproach.

ONSITE SUPPORTS OUSING

ONSITE SUPPORTSHY DEDICATED MENHHALTH HOUSING SERTO

Thereisaconsensus ik NB &SI NOK £ AGSNY GdzNB GKFG Wadzllll2 NI aQ 2F a2
significant mental health problems keeping their housing for a length of time (Nelson, Aubry, & Lafrance, 2007;

Rog, 2004) However, the types of supports, how thesegprovided and by whom, that are most effective of

achieving housing stability and individual recovery are not kn@Roman, McBride, & Osborne, 200&€)ne of the

key challenges in understanding the nature of beneficial supports is the lack of cleatialesi or even

descriptions at all, of the type of housing and related supports (Leff, Chow, Pepin, Conley, Allen, & Seaman, 2009;

hQ. NASy> Ly3ftAasz | SNDSNIX 3 wSey2fRAaZ HAnWT w2YlLy Si |1

While some researcherhave suggested that the lack of clarity in housing models and the resulting ambiguity in

G§KS NB&SIFNOK SPGARSYOS KI@FS O2y i iNARO6dzi SR (G2 &adzZlll2NISR K2
NBFtAT SRE o0¢t o2t SiG I OPYFARBYIZIRIASUKBRB SKAAOKENRSE 88
YSyidlf KSFIfOGK LINPOARSNE Ay K2¢g o0Said G2 YSSi GKS K2dzaAy:
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Based on the literature to date, the dominant model or approach to providing supports in retatlfwousing is

O2yyz2yte 1y26y | ar&mEldaJLA2aNISOR? yKRddxaSANET f A Ay 3 Ay NBIdzZ | NJ
L2 Lddzt F A2y 0 YR Ay 6KAOK Fyeé adzZll2NI A& RStEAY]SR 2N LIN
Aubry, George, &rainor, 2007. This type of housing is preferred by people with mental illness (Nelson, Hall, &
C2NOKdzl = HnnoT ¢FyTYlFYyS Mdpdpod FyR KIFa RSY2yaidNI Gd§SR &dz0
quality of life (Greenwood, SchaefdtcDonald Winkel, & Tsemberis, 2005Rartly as a result of the research

demonstrating its effectiveness, supported housing is advocated by the Substance Abuse and Mental Health
Administration(SAMHSA)f the United States, who have produced a fidelity scalertcourage selévaluation

and best practices (although the linguistic confusion in this area is demonstrated by the fact that SAMHSA uses the
0SNY WadzLlLl2 NI A @S Q K2 dAubsyadce Ab2se.hnd Mchtal VeaRhSAtmirisyaf@old) O t S

Desh 1S &4dz00Saa¥FdzZ 2dzid02YSa F2NJ GKS &adzllL2NISR K2dzaAy3 LI
O22NRAYI GA2Yy 0Si6SSy K2dzaAy3d | yR adzlJll2 NI aS-oued OSa Ol y
WA dzLJLI2 NI A @S K 2 dza A y 3 QiveNdBaél; beisigdpoplilar With il piembesngdlpfdviders
andsomepeople living with mental illnesa terms of being able to provide onsite, often more structured, services

(Goering, Sylph, Foster, Boyles, & Babiak, 1992; Piat, Ricard, & 28QgyeRiat, Lesage, Boyer, Dorvil, Coutete

al., 2008; Rog, 2004; Roman et al., 2006; Sylvestre, Ollenberg, & Trainor, 2007).

l'y2G3KSN) OKI £t Sy3aS y2GSR Aa (GKIFGZ aGadzllll2NI A& RATFTTFAOAL
of mental illness, and many other contextual factoldoreover, the level of support will not be constant for a
LI NI A Odzf  NJ AYRAGARdzI £ 2 @S NSchiel, & Brankisht26p8 § SNE 2y > {2YSNEZ a

Onsite supports are often defined in the academic arelditerature as the mental health and housirgated
services provided in residential treatment facilities, group living stesongregate housing (supportive housing,
for the purposes of this review)As a practical measure, onsite support will beypded in settings where groups
of clients live.These housing configurations include

dedicated buildings (alehants are part of the agency)

clustered programs (small unit buildings with alits held by clients/residents)

> > >

mixeduse buildings (largenit buildings with 2@25%dedicated to clients/residentsr, 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, Mclintosh, Schiell, & Frankish, 2008

{LISOATAO SEI YL S& 2F W2yaAisS &dzeidJmediaonmhnggedSentf NBY Of Ay A
psychotheapy) to generic support, such ascialization, linkage to external mental health and other services,

managing tenant/resident associatéssues, group discussions on mental health and housing issues, and activities

of daily living€.g.,0f SI yAy 33X aK2LILAyYy I G | AKirsh, GeMirtz/ BakévéllliSingeA 2 y =  WLIS!T
Badsha, & Giles, n.d.; Patterson et al., 2008).

.NRIFRft& RSTAYSR SEI YLI S& 27F W&adzLli2 NI Q AYeviegwob S F2dzy R Ay |
R J

GLISNXY I ySyi K2dzaAy3d LINRPINIYaé Ay . NAGAAK [ 2fdzYoAl Sa 0N
YI1S 42YS RA&AGAY Ol ZBNEKIOSLGSEN IywIRGSY @ BRNG &4 SatBmA O0Sa ot | i
2008).C2NJ SEIF YL ST Wt AOSy&aSR NBAARSYyGAlIt OFNB FFIOAfAGASAQ
LINE BARS aAy(iSyardsS GNBFIGYSY (i KENPABRD ¢Y $ RA GISEPAtRgoa Y 12 i IKBHY

et al., 2008) This onsite support is 24ours aday carewhichincludesnursing staff from 8o 12 hours a day.

| 26 SOSNE Fy20KSNJ GeL)S 2F NBAARSY (ALl LANPZEANIAYWARAOD A R d3RE QP
FRRAGAZ2Y (2 NB2Y YyR 02FNR Ifa2 LINEJARYPaitersOietal., & dzLJLI2 NIi -
2008) ¢ Kdza = WYSRAOI GA2Y Y IZywhicaSr¥afinértreldtel deivigeN@ithipdgh riod 2 v

necessarily a atrolled act requiring the role of a registered health professionadh be a type of onsite support

that may be provided by clinical providers as well as-romparaprofessionals.
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Exampls of discrepancy between the level of support and the skill lemeformal qualifications of the staff

providers are available on both sides of the glok-site support models of housing available to people in

+AOG2NRL I ! dz&a G NI t ARS WY OK (dzZRES NIEAMADB R NI SRA QIS all NB  LINK @ (1S 2
gAGK O2YLX SE ySSR&a:z AyOfdzZRAYy3I Yilye 6AGK YSydalt AftfySaa
ddz0 AARAT SR K2dzaAy3d I yR & dzLJLJ2 NJin GnarigId A0S theladmbsi ¥ millioo wSe y 2 €
dollars that was made available by the provincial government to provide housing to people with serious mental
illnessandwho were homeless or at risk of homelessness was invested into a full range of housielg,nfrom

structured congregate settings to indepesmt units. Regardless of model,f f ¢ SNB Fdzy RSR (2 LINE JA
staff/peersupport ratio of 10:E & level of service equivalent to Assertive Community Treatment (ACT) teams and

up to double that awilable 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 eleMem@upliving options (e.g.,
O2yANBIAIGS aSlidAy3azr adz2ZSNBAASR LI NGYSydiao wX8 LINRTSa:
residency in the dwellingand focuse 2y NBKFO0Af Al GARYE o{e&f @SaitNB SiG If o

2 KAES 2yaAridsS adzZl NI YIFEe& 6S F2dzyR Ay LISNXYIySyild K2dzaAy3
approach, are transitional, designed in principle to move residents alosaggefrom higher level of support to

more independent living (Roman elt,a2006). At the higher levels of support, services are provided onsite, as the

dwelling is considered to béesidential treatmen® Q

Further defining the nature of the housing and supports, services may be viewedage¥ NB Y déhfandd K 2

Wi 2eman@®RY &AGS &dzZlJL2NI & FNB 2FGSy RSAONAOGSR Fa LINI 2F 0
requirement for participating in services, often compulsory while living in the dwellitigh demand services are

dzadzk £ £ @ RS &A 3 aéedsipdpalationg dbdfBolride drit€3 knatched to partigii&rS Ra ¢ ow2 Yl y S
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 gabses, medication compliance, attendance at services, and
restrictions on resident mobility through curfews (Barrow & Zimmer, 1888man, 2006).The goal of many high
intensity approaches is the development of independent living skills in residertisugh it is also provided in
permanent housing options.

Leff et al.(2009)propose a fowgroup scheme consisting of three housing model types and a fourth

Wdzy O G S IrdundfurniqaetafpfdacHesThey describe the housing models as having evobved time,
0SIAAYYAYI 6AGK GKS aNBaAARSYUGAlFf OFNB yR GNBFGYSyide¢ |
GeLIAOKfte &dzZJlI2 NI &aSNBAOSA odzi 200 aAz2ylf{®hd NBI GYSy iz
sometimes livedriti KS LINR INJIEYQa K2dza Ay 3

A key element of the evolution of the models was the location of services and the staff who providedithtra.
Leffetal(2009)sctS YSZ ( KS WNXB a Anvéeleinargel andeay charatterzd By the absence of

seviad YR aGFTF Ay (KS K2dzZAYYENROEBIAYTG SyJRNREWNBEYE LINE
Leffetal. (2009) LILISF NJ 62 RA&AGAYy3IdzAaK 0SG6SSYy adadzllll2NILiaég FyR adil
models where staff provide the services onsitgeparatbn of housing and support services is considered one of

the key elements of supported housing (Nelson et al., 2@0iistance Abuse and Mental Health Administration

2010). TheHousing Firstnodel,whichbegan in New York City, defines itself as a consupreference 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 withihdbeing setting or staff present

(Greenwood et al., 2005).
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However, theHousing Firstnodel exemplifies the conceptual ambiguities that underlie housing reseatolising

FirstAd RSFTAYSR o0& Ala FTRO20IFGSa a HSHO2¢ @ISR BHNSE NINS TH NE§ Oc
MpdpOE Ay O2yidNFad (2 GKS aO2yiAydzzyé Y2RSt GKIG NB2SO
GUNBFGYSYyd NBaAadlydeé oLI NIAOdMzE F NI & (GK2aS AYyRALARdZ ta |
of homelessness, and involvement with the criminal justice systdii)s approach has demonstrated successful

outcomes in housing stability, reduced homelessness, psychiatric symptoms, and improved quality of life

(Greenwood et al., 2005; Pearson et 2007; Tsemberis, Moran, Shinn, Asmussen, & Shern,.2003)

TheNewYorkA & t | GKgle&a G2 1 2dzaAAy3a LINRPINFY RSOfFNBa GKFEG aK
GK2dzaAy3d A& y2G O02yySOGSR G2 O2YLIX A lepgrayfam gedblves BliBdori YSY G T |
ASNIAOSAa 2NJ GNBFGYSYyd FTNRY tliKglreaaQ ! aaSNIAGBS /2YYdzy A
ACT fidelity criteria (Tsemberis & Asmussen, 1998gre 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 & AsnfugsEz M pdhpL @ ¢ Kdzd = I f 1 K2dzZ3K GO NBI GYSy(
theoretically separated, becoming a client of an ACT team (although not necessarily agreeing to medication or

other physical, psychosocial treatment rehabilitation) is a requirement of this apprda thus further

O2y F2dzyRAy3d O2yOSLIidz- f NAI2NE FyR NBRdAzOAYy3I GKS FoAftAde
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

| 2dzAAy 3 AyOf dZROSACRFBIMIANI A PR KRSNWHOSNERE a4 2y Swhiket (KS &
GKA&a FTNIFYSG2N] RAAGAYIdzZA AKSE& 0S¢ S-Baged @t DF E NOWH RREKWE S 2
WYl EIGINISRQUI Al Aada LINPLRAYVRA KA (darAdef RTo 8 KISLIJIdA O ai RS K

In a Canadian example, a group of housing providers in Toronto, Ontario developed 40 service benchmarks for

ddzLILR2 NI ADPS oAy Of dzZRAY I &dzLILI2 NI SRO K2 dzi Atyd BhisavEsN@inedSa Ay T
4 K2dzAAy3 &dzZLJ2 NI GLINRPOPARSR (2 AYRAQGARdAzZEfa FyR G2 3INR
(Sylvestre et al., 2007).

2AGKAY G(GKS WadzZIR2NIQ R2YFAYS ¥FAJJFhebeNBlhdapravigiiy St SOSYy oSy
information, supporting open communication (among housing staff, other support providers and

tenants/residents), providing housing support, providing individualized suppod providing crisis support

(Sylvestre et al., 2007 Housingsupport was further defined as 1 Sy I yi ak NBaA RSy ia | NS &dzLlLie
promotes comfort, safety, and positive living experiences; tenants/residents have access to housing supports and
ASNBAOSa (G2 tAQS adNeS@aqamg. e Ay (GKSAN K2dzaAiAy3dé o

The benchmarks that arose from this process were designed to be applicabtarige of services and thus
intended to be achieved differently by different providers (i.e., those providing off and/esiterservices).
Performance indicatora/ere 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
ASNIAOSA | NBa b A inatfef&aidnsNordshére evidence suggesting what, if any,
differences might be in a service being offered in different locatigkisy conclusions that might be inferred from

the literature could be achieved by situating the research queséimong the broader approaches to housing, of
which the location of services is but one characteristic among others.
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HOUSING AND SUPPOMREFERENCES FOR BEORING WITH MENTALNESS

OVERVIEW

Choice or preference about housing is considered tamessential feature of the supported housing model

(Carling & Tanzman, 2008elson, Sylvestre, Aubry, George, & Trainor, 2007; Srebnik, Livingston, Gordon, & King,
1995). Supported housing developed in part as a response to research on the housimgrnueseof people living

with mental illness demonstrating support for independent housing witks@# support and the lack of choice in
other approaches to mental heakthedicated housing (Greenwood, SchaeféecDaniel, Winkel, & Tsemberis,

2005; Tanzmari,993).

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 iliness. That is, people with mental illness want
to live independentives, on their own or with people who they choose (e.qg., partners, other family, friends,

chosen roommates), in affordable, regular homes in livable neigtitmmds with amenities such as transportation,
shops, community services, and other desirable dea$ (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 paradoxisthe research and practice of housing for people with mental illness. Concerns

SEA&G Foz2dzxi GKS ljdztfAde 2F GKS NB&SENOK LINRRIdzZOSR (G2 RI
a recent comprehensive review of the peaviewed literdi dZNBE X a¢ ¢S Sy O02dzy i SNBER | ydzYo SNJ
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 prograniiefefiend ¢ | 6 2 f =

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
AdminB G NI} G§A2YX wamnT ¢l o2t SG FfdX wanmnoI AyOfdzZRAYy3dI RSOSH
concept. A counteargument by other researchers has been made that this emphasis on evithasee practice

O2y FANNXSR 06& NA BadddRaminimistieSdledidier gakaholders in discussions of effective

LINy OGAO0S¢ o{eft@dSaiNBsx httSYyoSNHZ 9 ¢NIAY2NE HAanTO FyR |
clients.

However, although there are challenges with reseatekigns for evaluating complex social systems, like

communityd 8 SR K2dzaAy3dx GKSNBE KI @S Itaz2z oSSy | R@IyOSa Ay dz
contributing to recovery through increases in housing stability, happiness, overall life satisfautieased

mastery and decreased psychiatric symptoms (Greenwood, ScHelefeaniel, Winkel, & Tsemberis, 2005;

Srebnik et al., 1995).

Another paradox is that although research has led to understanding of the importance of choice, the choices
peoplemakg& | YR G(GKS LRAAGASBS AYLI OGa 27F urbdndie Sfgn irkilfedsa A y 3> OK 2
0KIYy AY LINI ReisserQ&SBuUffyl0as5iSERutt & Goldfinger, 2000). Lack of affordable housing,

discrimination, poverty, and inflexible servicetgyas all lead to people with mental illness not only not having

NEFf OK2AOS& o0dzi 60SAy3a F2NOSR G2 wOK22asS yz2a G2 OKz22aSs
Davis, 200). Homelessness and instable housing remain significant challémgesople 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 HNS REVIEW

This scan of the literaturen 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 databaseslpip8§ R nc NXadz Ga dzaAy3d GKS asStk?
ddzLILR2 NI A DS K2dzAAy3IZQ WYSyidlf AffySaa 2N RAA2NRSNEZIQ |yl
were eliminated (includes studies on people with development/intellectual disegsijitlinical case studies, those

GAGK | OoNRBFRSNI F20dza 2y WldztAde 2F tAFSQ FyR Ot AyAOl ¢

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 Corporatipn

21 re L{ W WHYSIY IMPORTANDR 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, empowermefigfiebcy, satisfaction, and
community integration (Gulcur, Tsemberis, Stefancic, & Greenwood, 2007; Srebnick et al., 1995; Tabol et al., 2010).

While choice for people living with mental iliness is a stated goal of many services, the concept remiéngiciy

G2 RSTAYS YR S@Iftdzr ST aAFT SYLRSGSN¥YSyd YR AYyONBIFaSR
research needs to further explore choice conceptualization and definition as well as the relationship of choice to

2dzi 02YSaé¢ o {19950y A O1 Sid I ¢

As the foundational program for thdousing Firstnodel of supported housing that has emerged to challenge the
KS3asSyz2ye 2F GKS daftAySIENI O2yGAydzdzy Y2RSt 2F NBAARSYUGAL
York City, United 6t Sa RS&aONAO0Sa AGaASETF Fa | &aO2y adawuSshd, 19988 T S NB yé‘
Interestingly, in their article outlining the logic model and basis of the approach they do not explicitly define
WOK2AOSTQ AYailiSIR 2FFSRNAYHEI A i REAOWRAIRA 2T 2FNE BESF ¥ & i NJd
aly SaasSydAialrt AYyaANBRASy(d G2 2LISNI GS | LIN@ndssdn, M999)NHzf & o |

One of the first instruments developed to measure choice was devdlbyahe 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 & Tan29@8), The instrumenticludes
jdzSadAz2ya | 62dz2i aOdzNNByild K2dzaAy3dT LINBFSNNBR K2dzaAy3s LI
Hall, & Forchuk, 2003). Tanzman used the scale to conduct one of the first studies reviewing the housing

preferences of people livingithh mental illness (1993).

{NBOoyAOl>X [A@Ay3Falzys D2NR2Y>X 9 YAy3ad RS@OSt2LISR I WK2 dza.
several studies to define and evaluate the existence and level of choice that people have in regards to different

K2dzaAy3d aArddza G6A2yad ¢KS AyadNHzySyid 61 a RS@GSt2LISR ol asSR
LISNOSLIiA2Yy 2F OK2AO0SE¢ o@NﬂmyﬁAO“{\lJ\BﬁUld ZuMﬁBop&NJDEId&V oef adb
R o

desirable threshold scoré & A RSYGAFASRE | yR NBOAASR OSNEAZ2yYyA dza$
on psychometrics of their versions.

a

Despite these limitations, it remains a popular instrument and has been used in a variety of studies in modified
formats (Gulcuret £ @ wanTT bStazy Si FfdS wHnnTod ¢KS WK2dzaAy3

ydzYo SN 2F 2LJiA2ya LIS2LIX S 6SNBE LINPPGARSR AYy GKSANI K2dzA Ay
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the amount of influence exerted by others in thegasion (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).

azal NBOSyidfezxr GKS al &Kafar ReF OGN ydr20R%S S NIBK BS & &l yOK 2NIOBH
ARSYUGATASR a + 188 02YLRySyd 2F GKS W¥FARStAGe aoltsSQ |
I SFEGK {SNBPAOSA ! RYAYAAGNYI GA2Y F2N adddinzhNiodl iGcfideK 2 dza A y 3
OK2A0S Ay (KS (el 2F K2dzaAy3dx aNBlIf OK2A0S¢ 2F &LISOAT,
AY tAYSeé w2y F sl AlGAy3 tA&aG6Y YR KIFE@Ay3d O2y dnNBst 2FSNI

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 bemedxjolr

SEIFYLX ST aiGKS aLISOATAO SELISNASYyOSa FyR ySSRa 2F NI OALf .
A0KSYSaé 621 NYSNI SiG FtdS Hnnyood

21 1¢ !''w9 t BRERRED HOQUSIN® CHESP

Despite methodological differences in the types of instants 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 earlycAmegview (Massey

& Wu, 1993), developed six main themes that can also be found in more recent research, including Canadian
d2dz2NOSa o0hQ. NASysS Ly3tAaz | SNDSNISX 9 wSey2fRA&ZT HAANHOD
following paagraphs.

Important Housing Characteristics for People Living with Mental lllness

A In own home and alone

Independence and A Autonomous
Choice A Sense of freedom
A Independent

>

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

Convenient Location P .
A Located close to social networks

A [20FGSR Ot2aS G2 GKS LISNBR2YyQa LN

A Safe
Safety and Comfort A Secure tenure

A Comfortable

Affordable A Leaves enough money for other things

Privacy A Privatec have own space

) ) A Compatible social milieu, i.e., like neighbours
SocialOpportunity ) ) ) )
A Physical and social supports available which reduce stress
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A Place to entertain visitors

A 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

(¢ P NEXAY3I g ¢rylYIEYS wunncT ¢Fyl Ylys wddbtermifiaticd,ayda A adSyd A
empowerment are foundationalvalde F2NJ LIS2LJX S 6A0GK RAalFIOAfAGASAZT AyOf dRA
(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:

dTheimportance of such fruits of empowerment for people who have been historically oppressed
who have had their voices minimized and silengdmbth as people with mental health and/or
addictions issues, and as members of wwminant sociecultural groupscA & G K G Y dzO

- Warner, Zahraei, Farah, Nandlal, Jaskulka, et al. (2008)

People with mental illness want to live in independent housing (Nelson, Hall, & Forchuk, 2003; Parkiedean

2003; Piat, Lesage, Boyer, Dorvil, Couture, et al., 2008; Tanzman, 1993). Independence may mean living alone but

AlG LINRAYIFNAEf&@ NBFfSOGa (KS RSaAaANB (2 OK22aS 2ySQa 24y f.
as for noamentallyill 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 morecarately 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 amiosupport 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 teegive and having it serve their
AYRADGARdDzZEf ySSRaz 2NJ L& 2yS LISNE2Y RSaAaONAOSR AGZ aLQY
Ffglredad LQY gNARGAY3I GKS LI F&¢é¢ o6t NJAyazy g bStazzys wHnan

Access to support and housing must be separaiecluding 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 havogariflexibility in the types of
services provided is considered one of the key elements of the successful outcomedofusing Firsapproach
(Greenwood et al., 2005; Tsemberis &Aissen, 1999).

Having the choice of independence in their housingdmO i & dzLJ2 y LIS 2dffitayaadd motSivhahyS 2 F & St
their satisfaction with housing, which in turn has positive benefits for overall quality of life and health (Seilheimer

&Doyal, 1996 KS waSyasS 2F K2YSQ SYSNESdonhoRng stabiytg bIecB Sy (i A €
reduced homelessness and use of inpatient hospital services (ParlénSeison, 2003).

Overall, people with mental iliness desire the same need for autonomy as anyone else, or what one qualitative
dlddzRe 27 NESBSWOSAQSEBIEyife adzyYSRBalkl2000)d b y2NXIf fATFS

Despite the clear preference for independence and choice identified by people with mental iliness, the process of
recovery is complex. The reality of lack of choice in quality, affidedaousing means that people often end up

living in undesirable situations including group/congregate settings withitnstaffing. In a qualitative study of
people with mental health and addiction histories who lived in such housing at one poinhdgisiowed that
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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).

Inevaluatingk SA NJ WK2dzaAy3d OK2A0SQ AyadNHzySyid 6AGK LIS2LX S A D3
y2GiSR Iy | LILINByd LI NFY¥R2E GKIG GKSe RSAONAROSR Fa al LILI |
did not have many housing optiorthey 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 thisstudy prépd S G KF G GKA&a Yl & oS | NBadAZ G 2F at SFNYySR
community (as opposed to being hospitalized) and that any setting was appreciated, but they also encouraged

more research on this apparent discrepancy (Srebnick et@95). Greenwood and associates, in their study of

the Housing Firsinodel, noted that the subjective perception of choice appeared to be more important in leading

02 LRAAGAGS 2dzi02YSa Ay LIS2L) SaQ &Sy aSsntudhasactdalileyelsE | Yy R |
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 mebers 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

areals® TGSy G(KS 2ySa GKIFG OlFy O2YY!l y-RcokeAhBusiSghe ndtBeyftialy I y R Y 2
f 20 GSRZ YR aK2LJ YR aSNWAOSA I NB Ay, I&6&a)02608,A 6t S¢ 0o/ I NJ
Forchuk, WareGriffin, Csiernik& Turner, 2006 Tanzman, 1993; Warren & Bell, 2000).

Safety and Comfort

Living in fear afraid 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/genided fellow residents, with others

who were also struggling with mental health and/or addiction issuess a dominant theme in many accounts of

LJAe OKALF GNRO &AdzNBADG2NAQ SELISNASYOSa 6. NBgsyS g [/ 2dNIySes
2006; Parkinson & Nelson, 2003;nzaan, 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, W-&dffin, Csiernik& Turner, 2006). This fear can take different

forms. For example, an Australiandepth qualitative study of ten people with mental iliness living in the

O2YYdzyAle F2dzyR GKF{G F2dzNJ 2F GKS 3IANRdAzZL) GaRAMGgsof 23 KI @S S,
L2 oSN SaaySaa FyR FSINI 2F SOAQGA2YyEé 021 NNBy g .Sttt wun.

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 safecandafortable housing for all disability groups, including
people with mental illnessindeed, 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 importaoicBnancial support in successful community living

(Carling & Tanzman, 2006; Forchuk, NelébHlall, 2006; Tanzman, 1993pne study found that the people with
mental illness were spending BD% of their income on rent, and thus concluded that povestymuch as
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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
peopleg A i K aOKAT 2 LIKNBY Al alARZ aL OFryQild S@Sy o0S3iry G2 i
AdNBaaFfdzZ G2 LIe& GKFEG az2NIl 2F NBydoé ¢KS 20GKSNJ LI NI
F2NJ Yeé aS inFtdthe study OyRdAGIR &t al. (1994), both people living with mental iliness and their families
saw help with the rent deposit as one of the most important needs.

KA
A O,

Adequate income to pay for suitable housing is one of the four categories of resouectifiéd 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, WareGiiffin, 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 acceswrdffble 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 weretaftag 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 havig 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 sociaétworks, such as: peer support, family, friends, and dropentes

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 is¢fdi@huk, 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 commuaitgtih

@2ftdzy i SSNJ 62N = SYLIX 28YSyidz SRdzOFGA2ylfX IyR NBONEB
|.

A2
0ST2NBKIYRY (GKS&S AYyRAGARdzZ fa FSSt Y2NB Ayo@d2f 0SSR I

I d
v R
Not simply the quantity, but also the quality of personal relationskigge been shown to bloom in a quality living
SYGANRYYSYyi(s gAGK LIS2LX S FAYRAYI aFNASYRAKALIA 6SNB Y2NJ
choice; and were recognized as lefigS N | Yy R RSLISYRI 6t S & dzLJLJ2 NIkihsoh& 2 f F G A2y
Nelson, 2003).

The challenging balance in housing is between the potential source of social support, especially peer support, that

Oy RS@St2LJ Ay 3INRBdzL) 2NJ O2yINBIFGS tAGAy3I aArddza GaAzyaz
anlR AYRSLISYRSYyOS 6. NRgyS 3 /2d2NIyS@Z wnnanp0d® . SAy3 FotS
42YS AYRAQGARdzZEfa & Iy AYLRNIIyG ole& (2 aad2L) GKS YSydil
Related to this importance of coection 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 psychologegla S 2F a0 Sf 2y IAy3a Ay |
O2YYdzyAGeé¢ oDdzZ OdzNJ SG | f @S HaAnTOL®

As described by people with mental illness in an Australian qualitative study receiving acceptance and
dzy RSNE Gl yYRAY3 FNRBY (GKS ONRBIFRSNI O2YYdzy A (iv@luedSditiBrs a KA 3 K LINJ
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KFEr@Ay3 | LRAAGAGBS FTHGGAGAdZRS G261 NRA YSyidlf AffySaaé o. N
was precisely the concern that neighbours could identify them as being mentally ill because they lived in a

congregate settingthat 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 HEING POLICY AND PRAGIMING

While researchiscleary R O2y airadaSyid sAGK GKS @FfdzSa GKIFG NS KSER
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 avaitable, including lessening outside constraints on choice

08 LINPFTSaaArexsll1098)é oO{ NBOoYAI]

Suggested ways that individual case workers can act to promote choice include presenting their clients with the full
range of options that exist (whichay be limited); fostering decision making in the people they work with; and
recognizing, valuing, and trusting the decisions that people make (Srebalk 1995).

In advocating for the importance of choice, the architects ofttuaising Firsapproachy 2 1 SR G KIF i aY2 RSt a
make housing contingent on relinquishment of control over daily living practices and preferences actually erode an
AYLRNIIFyG G22f F2NJ O2LIAYy3 gAGK GKS OSNE OANDdzvaidl ydSa
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
GSGKAOFE AYLISN@aid,RWH¢ 065N 1S g 5SS

2 KAtS OK2A0S YIe 06S GKS WNRAIKGQ GKAy3a (G2 R2z la ¢Sttt |
RSOSt21LIYSy il 2F &dzZLIR2NIAGBSS | FF2NRIOfS K2dzaAy3d 2LWiA2ya |
practiceifthédS A& | NI y3IS 2F K2dzZaAAy3I 2LWA2ya F@FAftlrofS G2 O
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APPENDIX FIVE: BRERDCONSIDERATIONHNUSING
SOCIAL HOUSING, TBHEOADER DETERMINARFHEALTH,
AND HUMAN RIGHTS

CONTEXT

In addition to considering models of housing and support that are dedicated to people living with mental iliness
and/or mental health problenfs, it is important to consider the broader array of affordable housing programs
across Canada to truly understand hawe 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 manyeudfit types of housing arrangements, as does
any person in Canada. These include:

Owning a home.
Living with parents or friends.

Renting an apartment in the private market.

> > > >

Living in social housing (including public, fpoofits and ceoperatives, and dier affordable housing

initiatives).

Living in dedicated housifigd A y Of dzRAY 3 Wa Ol GG SNBR &aAGSQ K2dzaAy 3T sKSN
private rental market; dedicated buildings with setintained 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 mwee towards recoveryWhile Canada has a long history of affordable housing,
significant changes beginning in the miP80s have had a major impact on the availability of safe and
appropriate housing in communities across the nation. This has greatlytdéichthe 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:

A Explain the history and current status @fcal housing in Canada,

A 5SE0ONAROGS K2dzaAy3dQa NRftS Ay KSIFHfGK FyR GKS aFA(G¢ 6A0GK)
A Discuss housing as a basic human right and the implications this has for government,

A Review how other countries have addressed affordable housings)ee

A Provide information on the economic, social and personal costs that are incurred when the range of affordable

K2dzaAy3 A& AYEFERSldZd 8 G2 YSSi O02YYdyAiASaQ ySSRaz | yrf

ALyOtdzarzy 2F GKS GSNY aYSyidrf KSIfGK LINRofSyaé KlFLa 0SSy dzas
diagnosis of mental illness per se (either through personal choice or due to circumstances such as lack of a psychiatrist to
formally make aliagnosis).

= Many dedicated housing options include social housing magifels 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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A Summarize some considerations for policy and e 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 beenndertaken to develop this section, including:

A 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,

A Areview 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,

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

A Areview of research related to better practidesfostering the creation of affordable housing, with a
particular emphasis on social housing and people with special needs, and

A A review of publications issued by key organizations in Canada, including the Canada Mortgage and Housing
Corporation, Statistis 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 HguREsearch 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 sezhes 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, supportedising, green housing, determinants of health, income,
human rights, health, and homeless.

DEFINITIONS AND THRRLOGY

PoIiC)f3 is about decisions that impact other decisions. Each level of policy impacts what is done at the level below
it.

AffordablehousingNB FSNE (2 K2dzaAy3a GKIFG Aa LINE @ARIRS GHG  GFK NNBNIRIAKS |
subsidy or other intervention, and subject to enduring controls on affordability and occupérmycompasses

social housing typically provided througbvgrnment assistance, and also affordable rental and ownership

housing that might be provided by regulatory concessions or incentives.

Social housingefers to all forms of publichassisted housing, including public housing, 4poofit and ceoperative
h2dza Ay 33 adzLlJL2NLGAGS K2dzaAy3dZ FYyR Y2NBE NBOSyid alF FF2NRIof
variations in the degree of targeting and tenant income levels across different social housing programs.

Canada Mortgage and Housing Corpoti(CMHC)A a / I Yy I RIF Qa4 ylI GA2y Il K2dzaAy3a | 3ASy
government2 6y SR O2N1IR2 NI A2y Ay maanhousiigzshortdgd tNdagency hds growR | Qa LJ2 &

B da Silva et al., 2008
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into a major national institution. CMHC provides mortgage loan insurancggagebacked securities, housing
policy and programs, and housing research.

Core housing nee@Canada Mortgage and Housing Corporation,): The CMHC has been analyzing incomes and

K2dzaAy3 O02aia F2NI Ylye @8SINECKS RSGSNNEYSY(IgRS 6OHFEBL 5.

involves three standards: acceptability, suitability, and affordability. There are two steps considered to determine
core housing need the first focuses on whether a dwelling meets the three standards:

A 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.

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

A Affordable dwellings: This standard is based on a ratio of housing expenditures to total household income; a
household paying more than 30% of its beféag inmme 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 (HILgre 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 province.

Inclusionary housinﬁ4 refers to a broad range of practices and policies directed at securing affordable housing in
mixedincome projects through the development regulations and approval process.

Supportivehousing supportive housing, in thieroadest 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 orsite or offsite. Examples of services include housekeepingskifitss counselling, substance
abuse counselling, and mental health counselling. For the purposes of this project, we have also used the term
GK2dzaAy3a 6AGK &dzLJLJ2 NI & ¢

HISTORY OF SOCIAIUSMING

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

A Before 1935 There was very limitegovernment intervention
in housing in the first part of the century, with the exception
of some housing for veterans of World War |, 334 public
K2dzaAy3d dzyAlda o6dzAitid Ay ¢2NP
assistance to residents following the Halifax explosiohd17.

The National Housing Act is the federal
I32FSNYYSY (i Qa LINA vy
instrument for implementation cf
housina policies.

A 1935 TheNational Housing AQNHA) stated that The dominant theme from 1945 until
developing/implementing a policy of adequate housing shouleliie R E e g TS 6] ey )
be seen as a social responsibiljitput the focus was on Canadian.
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.

24 http://www.inclusionaryhousing.ca/glossamyf-terms/
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1940 The first crown corporation for housing, Wartime
Housing Limited, was created to provide needed housing in
urban centers. Government became involved in ¢toetrol of
prices, wages, and rents in 1941 because of the extent to
which prices (and rentals) had been increasing.

The B64 National Housing Act affirmed

the provincial role in public housing for
the first time.

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

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 fedepabvincial partnership.

1960s Increasingly, there was a social movement developing arohadbusing 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,
andprovinces 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.

1973 In response to a naihal 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 thabthtced programs supporting home
ownership and incentives for ngorofit housing. After 1973, the federal government directly funded new
social housing projects through ngumofit societies and housing corporations established by municipalities

G C AahdEfdiemost, federal housing activity must shift from financing or insuring to meet a speci
number of unit starts to planning for housing need, housing quality, the preservation of the exis

stock, and the social implications of governmental hoBsinS F ¥ 2 NIl 4 @ ¢
(Dennis & Fish, 1972).

1979 Federal/provincialcosi K NAy 3 gl & NBLIX I OSR o0& Iy WAY(GSNBai
rising interest rates, together with rising construction and land costs which had a profound impact on
constuction of public and private noeprofit housing. CMHC provided subsidies (equal to the difference
between actual interest costs and a 2% interest cost) to municipal, provincial or private corporationspgs co
whichwere intended to stimulate private s#or development of social housing.

From themid-1980son, almost $2 billion was cut from federal housing programs.

1993 All federal funding for new social housing was ended
Concurrently, provincial and territorigpendingon housing
begins to decling in 1993/94 provinciaterritorial housing
spending stood at just under $2.1 billion annua]lyithin six
years, this figure stood at just ovet.$ billion (Falvo, 2003

In 1990, the Liberal Task Force on
Housing (cded by Paul Martin and Joe
Fontana, Opposition MPs) released
Finding Room: Solutioffigr the Future
&0 G A yhere i$ éulraitly @ vacuu
1996 Paul Martin, Federal Finance Minister, annoehin his AY FTSRSNIf L}RfAode
budget the transfer of existing federal social housing programSigEtilelat1Res[eN/=lgalgg (gl MaEER =Nl ETa[o ]

to the provinces., excluding federally fundedapos, but resources to address the full dimensio
including all other social housimgalmost half a billion dollars of the needs in this country. Only the
was cut from federal, provincial and territorial housing national government can put in place
budgets in the 1990s the framework for a Canadian housing

L2t A Qe o¢

1998 TKS YI&2NRBR 2F /I ylFRIQa ftI
homelessness a national disas(Canadian Mental Health
Association2004).
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A By200Q Canada spent less on social housing compared to most western nations, excepting theSthtitsd

A From 199%5201Q about 96% of homes built have been on the ownership side, compared to 4% on the rental
sidec in the previous 20 years (1971®95), 75% were ownership and 25% rental (Cooper, 2009).

Various governmental decisions limiting inu@ment over the last 25 years have culminated in a crisis in
affordable housing across Canad@alvo, 2003; Hulchanski 2003; Wellesley Institute, 2008; Sylvestre et al., 2008;
daSilva et al., 2008; Mikkonen & Raphael, 20l)e depth of which is having@rofound impact on the range of
housing options available to people living with mental illness and/or mental health problems:

A Onein 5 renter households pay over 50% of their income forgént YSI adzNBE 2F GaSNRA2dza | FF
that is used as ariterion for being at risk of homelessness (Cooper, 2009).

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

A Social housing waiting lists continue to grow.

A Vacancy rates continue to decrease.

A Existing soclanousing 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 whdeded (Cooper, 2009).

AFFORDABLE HOUSINGDAY

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

A Governmentprovided financial assistance to make housing development affordable, inclodfitgl grants,
mortgage subsidies, tax incentives/writéfs, or other financing mechanisms.

A 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 viariah 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).

A Funding for longerm capital replacement reserve contritian.

While the types of housing programs available to renters or owners vary by province and territory, there are
typically the following categories of programs:

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

1. Public housing 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. Nonprofit housingg where the public housing is delivered via Hot-profit agencies.

3. Cooperative housing; housing that is membeowned and directed, and in which rent is
geared to income for 235% of tenants.

A wSyid adzlld SYSyd LINPANIY& GKFG adzoaARATS | LISNE2YyQa NX
A Programs that promote/facilitate home avership.

A 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 provincestamdories, social housing units and rent
supplements are the primary ways that governments provide housing options for people living with mental iliness,
with supports provided via regional health authorities or fmofit organizations.
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FEDERARROGRAMS AND INITIXES

The following provides a brief overview of different types of affordable housing programs and initiatives at a
federal level:

erogram Area T -,

Affordable Housing Agreement Programs Affordable Housing

ResidentiaRehabilitation 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

Source: mdified from d&ilva et al(2008).

Social/Public Housing Programs

Following devolution o$ocial 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 pfdgrams
Annual federal subsidies are paid to the provincéeoritory, 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 ongaimgmaace 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@ederving existing affordable housing, and
each province designed its own programs to deliver the funding. There i@ B@tching agreement, whereby

the province and its partners must match the funds contributed by the federal government. Fedefiagus for
capital onlyg 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:

A . dZAfR YR AYLNRB@GS dzLl2y GKS bl UA2ylf FRNBOSABWSERALI OKA L
homelessness

% The exception is Prince Edward Island, where responsibility still rests with the federal government, via the Canada Mortgage
and Housing Corporation).
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A Encourage community partnerships to bring together
provincial/territorial social services to help homeless individua
attain selfsufficiency.

Federal funding has been extended for
each of the Affordable Housing,

i Residential Rehabilitation Assistance,
A Increase the knowledge base about homelessness. and Homelessness Partnering Strateg

Programs until March 31, 2011.

The HPS provides capital grants to commuhb#ged organizations,
and is overseen by the federal department of Human Resources and

Skils DevelopmenCanada (HRSDQ)rganizations may be in the private or nfur-profit sectors, and provide a

range of services and programs that are intended to promote independentegeneral, provincial governments

assist in funding ongoing support services. Target populations may include people with mental iliness 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 etodlore-year

basis, with renewals possibleatly before the end date of each granting period. At the current time, funding has

been extended until March 2011. HPS is divided into four compoffents

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

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

A Aboriginal CommunitiesPartnerships achieved under this component work to address specific issues relevant
to the Aboriginal community.

A Federal Horizontal Pilot Projects: This component pulls together the various federal departments, such as
Health Caada, 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 suppoiP®.

ResidentialRehabilitation Assistance Programs

These programs, administered by the Canada Mortgage and In the Atlantic provinces, a low of 7.9%
Housing Corporation, focus on preserving existing housing occupied;:iai=: sejeltl Eiifelaiial NEieltialelEials Kol =l
by lowsincome households and modifying homes so that-low high of 9.7% of the population in New
income seniors (typically aged 65 and Qwend persons with Brunswick lived in housing in need of

disabilities can live independently in housing that meets minimum: = 1le]8 (=] e =1 =l follale oS s e
health and safety standards. Again, provinces and territories enter == 201016 @0k bl

into a costsharing agreement with the federal government.
Generally speaking, provinces and terrigs deliver the programs, although there are exceptions, such as PEl,

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 (Honmesy RRAP and Disabilities RF@AP)

Lack of longerm 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 2096uch faster than the increase in accommodation costs for

% http://www.onpha.on.ca/AM/Template.cfm?Section=Specific_Funding_Options#hpi
2 http://www.onpha.on.ca/AM/Template.cfm?Section=Specific_Funding_Options#hpi
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owners a 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 focusedmaking homes more energgfficient 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 buildsexgyeefficient home. To

jdzt t AFT& FT2NJ KA& NBFdzyRZ (KS K2YSQa SySNHE& STFAOASyOe o
R-2000 certified and meet certain minimum requirements.

Supportive Living Programs

These programs facilitate theNl2 @A & A 2y 2F gKF G A& O2YY2yfé& GSNIN¥SR a&adzLiLlk
sector- housing that incorporates support services that promote independence and life skills.

A Services can be provided through a combination oki@ and offsite arrangemers.

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

A Types of housing may be rental, leasehold, condominium, and life lease.
A Different programs focus on different popuiansc for example, seniors, people living with mental iliness, or
people who are homeless.

Ly GKS YSyidlft KSIFIfGK NBFfYX 6S a2YSGAYSa RAFTFSNBYyGAIFGS
to a specific dwelling, but to an individual whotha YSy G € Af f ySaao @SNRARdMzA & adzlJLJ2 NI A
linked to a specific dwelling and these dwellings are made available specifically to people with mental illness).

THE RANGE OF AFFOBDAHOUSING STRAHSGI

The overarching goal of soctausing policy is to help lovand moderateincome 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 ssikizing the construction cost of housing so that it is more affordablésually
involves measures related to increasing production of housing. Strategies include:
A Direct support for public/noprofit production.

A Incentives for private rental undevelopment.

A Creating a level playing field for rental development.

A Reducing development costs.

A Encouraging lower cost forms of developmergingleroom occupancy, secondary suites.

A Shifting patterns of ownership (facilitating ngmofit ownership).

Demandd A RS YSI| &adzNSayY AYyONBlFaAy3d I K2dzaSK2f RQ4& Straiedies A 1 & {2
include:



Rent supplements.

A
A Shelter allowances.
A

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 aittth approach, involving influencing the price of existing rental housing through rent controls, diverting demand fromtdhe ren
sector (i.e., through facilitating home ownership options) and securing privatg@rédit stock and transferring ownership twot-for-profit owners. Table 1
provides a summary of the types of strategies Canada has used, together with the advantages and disadvantages of vadohssappr

Table 1 Comparison of Supply and Dema8idle Measures in Affordable Housing Strategies

Strategy Description

Advantages

Disadvantages

Supply Measures

Public/non-profit production

A Predominant program response in Canada through postwar period

A Public or notfor-profit owner/operator with a specific mandate to operate
housing for lowincomehousehold,OF'y 6S a¥dz & -0 N
AyO02YS K2dzaSK2f R&0 2NJ aYAESR Aty Of
rates, others are subsidized).

AMixed income generally preferabteavoids concentration of very poor
households ad contributed to stereogping.

A Some form of subsidy, either ascapital grant, favairable mortgage rate, or
ongoingsubsid/, so that the rents charged tenants are affordable the
operating agreement between the provedand the government is signed.

AcSyl yia | NBi COKSINBSR 02w §eiérdllg 30 o w
income.

A Any ongoing subsidy usually matches the amortization period of the
mortgageg assumes rents will cover operating costs after subsidy ceases

Variations o a theme to lower program cost

A Non-profit organization develops housing at market level than receives re
supplement assistancedemand side measureto address affordability

A Assistnon-profit organization to buy existing private rental housmg 2 S &
create new supply, but does addres$oaflability issues

A Creates a permanent stock of units specifica
to serve lower incoméouseholds; some
assurance that rents willdaffordable over
the longterm.

A Longterm investment in a permanent asset.

A Addresses supply issues and affordability
within one progran ¢ may be why costs are
high.

A Responds directly to low levels of productiof
¢ can moderate the iftated rents when
supply is low.

A Units can be designed to meet particular
needs (i.e., physically accessible).

A New supply funding can be geaghically
targeted to markets with acute supply
problems

A New construction costs and the
associated subsidy costs tend to |
quite high on a per unit basis.

A Generally involve lonterm (35
year) subsidy commitmentswith
new commitments come
WSELBRNVISYQ Ay ONB
cost.

ARevenues are low at remfeared
to-income rentsg income mixing
improves viability and lowsrthe
capital grant requirement.

A At their peak, norprofit programs
produced 25,00@ 30,000 units
annuallygincremental new supply
LINEINI Ya R2y Qi
to address the need (e.g., 590,00
households who spend 50% of
income ore more on housing).

Incentivesfor private rental development

AHave been used in the past, including providing grant or intefrest loan to
adeveloper in return for modestly designed units (assuming they will rent
less money) awell as temporary tax measures.

ALYGSydAz2y Aa F2NJ 46KSasS LINRPINI Ya I
equity with government funds without impacting rental Ewe¢ makes
development more attractive.

A Given the lower rate of return expected for modest rental housing, signifig

A Provides new rental stock supplyhas a
trickle down effest for lowerincome
households.

A Depending on the development economics i
a particular @y, stimulus measures leverage
private investment and will cost less than

assistinghon-profit development (because

A Stimulus measures have been
controversialkg may disrupt market
equilibrium

A Does not crete permanent
affordable housing.

A Permanentc once operating
agreements around catitions and
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Strategy Description

Advantages

Disadvantages

capital grant or interesfree deferred loan would be needed to make this
option appealing (estimated in excess of $15,000 to $20,@Qpit in
2001)

they generally have little to no equity to
invest)

targeting expire, unitsr@ no
longer affordable housing.

A No long term public asset created
through government investment

Creating a level playing field for rental developmerdte of return on rental
investment is impacted by tax treatment. For example: rent not charged on
but still must be paid for supplies and services (cannot claim input tax credi
against GST paid)there is a partial rebate for new rental construarti and
substantial rental renovations; small rental investors are not considered sm
businesses so are not eligible for the lower tax rate on first portion of incom
W22t Ay3Q LINRPGAAAZ2Y A SEAYAYFGSR

Wt 22 Ay 3 QtaXx dN@EnPiA BD7A22eyfrinated e practice of pooling
rental properties to defer recapture of depreciation (difference between salg
price and the depreciated value of the building) upon the sale of a propérty
dzaSR G2 0SS (KI{G Ay@Sad2NBR O2dZ R W
undepreciated value of other buildings, effectively deferring paying income
GFrES&ad LYLRNIlIyGter GKS fz2aa 2F W
building demolition(i.e., it is sometimes more beneficial from a tax perspecti
to demolish the buding to avoid the recapture of depreciatipn

A Could correct inefficiencies in tax treatment

A May improve afteftax feasibility for new
production and stimulate n@ construction.

A Most tax measures would apply only to
private developers. However, any redustiin
GST also would benefibn-profit providers

A Resistance from federal finance
officials to implement tax changes

A These measures have a direct
impact upon the productio of
affordable housing but may
stimulate marketrent
development at higher rent
ranges

Reducing development costs

A Land costs, labour and material costs all contribute to the relatively high
of producing new housing in Canagdotal development costs are also
increasing dued taxes and fees on development.

A At the time of thereview (2001), new rental housing in an urban centre cq
$65,000 to $105,000 for oAeedroom apartments and $90,000 to $160,00(
for three-bedroom family unitg O2 aia Ay G2RlI &Qa SO
substantively more

A Land costs equate to 50% of costg condominiummarkets havelriven up
land costs. Land is zoned based on use (e.g., residential) and density (u
per hectare or as a ratio of the total site aregegislation from provinces
could empower municipalities to bonus densitfes rental developmenti.e.,
allow for higher density for rental developmecompared to condo
development).

A The significant growth of the construction industry during strong economi

times has driven up costs of labour and materials: affordablesing

A Lowering land costs and development charg
have major impact in reducing costs and
encourageprivate development and new
supply.

A Waiving development fees for certain types
housing encourages residential developmen
in the core and helps to narrow the cost gap
for non-profit organizations

A Costreducing approaches on thei
26y &aiAft fehansng @i
affordable rents without some
level of subsidy

A Requiring municipalities to lower
or remove development costs
eliminates municipal revenue
while the province and federal
government gai income tax
revenues from the @nstruction
labour and onging operations (if
for-profit).
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Strategy Description

Advantages

Disadvantages

strategies can incorporate sistance to reflect the market.
A GST, as well as harmonized sales taxes where they exist, have also
contributed to increasing costs.

Encouragindower cost forms of development

Options include secondary suites in single detached homes (often done wit
approval or conformance with exiag building regulationsnd small unit or
WaEAY3IES NR2Y 200dzLlr ydeqQ | 002YY2RI

Secondary suites: often created in basements, subdividing upper floors, or

conversion of garage; home is usually owner occupiethin concern from

municipalities is health and safety

ASome municiglities have legalized secondary suites, and there are some
examples of provincial or territorial programs which provide some financig
support to create the suites

SRO approaclievelopment of very small besitting rooms (often 1500

square feet compiaed to 350400 square feet in a typical bachelor)

A When welldesigned, they can provide cesftfective options for urban single

A Development and construction costs may be as much &5020 less than
construction of onebedroom units

A Significantost advantages

A Effectively augmeninore traditional building
forms.

A Stretch subsidies furthef.e., per unit costs
are lower

A Regulatory barriers and
neighbourhood resistance may
limit opportunities

A SROs thaturrentlyexist are
usually older hotelghat have
transitioned into a form of
affordable housing;, they are
often in ilkrepair, and people do
not have access to the supports
they need. British Columbia
provides an interesting example ir
terms of how existinggRChotels
have been purchased bijé
province and renovatedEnsuring
health and safety of the units,
together with making appropriate
supports available, is crucial.

Shifting patterns of ownership and facilitating

not-for-profit ownership

A 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

A Acquisition of existing rental stock is not often used as a strategy becaus
buildings often in seous 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 spec
thresholds {.e., problematic to acquire buildings thatrahdy were ocupied
with some tenants not icore need, a this would require evictions).

A Far more multiple unit rental properties are sold each year than the numb
of non-profit units that wereconstructed by the programs tfie early 1990s:

while not al rental properties will be appropriate, some may éamcome and

ARelative coseffectiveness compared to new
construction

ADecreases likelihood of NIMBY (not in my
backyard) lecause properties already exist.

APurchase byon-profit organizations can
preserve and potentially expand the
remaining stock of busing that is relatively
affordable to lowerincome households

A Access to loweincome households would be
improved as they no longer would be
competing agains’ 6 S G (i S MEDM& A 3

tenants.

AReluctance of noiprofit sector.

A Acquisition option is limited by thg
availability and quality of
properties on the market,
requires careful selection and
assessment

AWell suited for market downturns
but the strong economy, low
vacancy rates andigh rents have
driven up prices.
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Strategy Description

Advantages

Disadvantages

capital tax incentives can also be provided to private landlords where the
sell to nonprofit providers

A Currently, private landlords tend to sell to private landlogdbese landlords
upgrade the buildings with the intention of increasing rental cash flow,
further increasing rents and decreasing affordability in the private market

A Subsidy would be requireddeally a capital grant to facilitate down paymet
¢ total cost per units istdl 40-50% less than building new so the same tota
grant can secure more units than building new

A Can incorporate opportunities for lowéncome households gradually to
become homeownersg requires counselling and ongoing mentorship, and
assistance witllown payment

AAcquisition with existing tenants remaining
can effectivelydicilitate a mixing of income
without added cost (since market rentover
breakeven rent).

AHomeownership and scattered rental
portfolios offer options to access existing
rehabilitation programs to upgrade dwellings

DemandSide Measures

Rent Supplement

A Agreement between public funding agency and landlord where landlord
provides rental units for lovincome tenants on specified terms

A¢ Sy | obtfofpécket rent based on rergearedto-income basis @nerally
30% or less dhcome).

Al ANBSYSyGd YI1Sa dzlJ 6KS RAFFSNBY O]
actual market rent; often includes an inflationary index to allow market ref
G2 AYONBlIasS lyydzatte o6odzi Sl GAy 3
up the cost of thesubsidy).

A Requires interest of private latards ¢ often a poor history osuccess

A Initial terms for agreements in the 1970s were for 15 yeamsore generally
now on a 35 year term.

A Rent supplement programs can also be used in-piafit projectsc older
LINE2S0Oia ¢oSNByQiG ySoOSaalNxRte& wDL
below market levels (facilitated by capital grants or good mortgage ragtes)
allocating rent supplements to these units can then facilitate RGI rents fo
very low income houdwlds.

A Combining rent market supplements with acquisition of property is anothg
strategy.

A Addresses affordability issues

A Agreement is specific to contracted units so
condition/quality can be monitored.

A More costeffective to stack rensupplements
on non-profit housing.

A Does not address lack of supply

A Depends on willing landlords and
availabé units.

A When vacancy levels are low,
private landlords can fill
apartments with private market
tenants.

A Administrative requirements can
be seen asleterrents byprivate
landlords.

A If private landlords choose not to
renew agreements, can create
issues for existing tenants

Shelter Allowance

A Direct payments to tenants so that they can secure housing in the private
market

A Assistance is formwuhasedc takes intoaccount both income and market
rent for the unit

A Directly addresseaffordabilityissues

A Can be broadased or rationed.

A Funding formula can allow for targeting and
varying levels of assistance to reflect differe

target groupsand markets

A Potential higher number of
applicants and higer levels of
total expenditure

A Does no address low levels of

supply
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Strategy Description

Advantages

Disadvantages

A Setting maximum levels of assistance (maximum rent level) can limit
overconsumption and manage overall budget

A Costs can be reduced by restricting potential client groups, phasing in
benefits, or using lowelevels of benefit

A'In contrast to rent supplementand all supply
measures, allenants whoare in need and
eligible for assistance potentially can receive
¢ there are no waiting lists.

A Used in combination witmon-profit supply,
stacked shelter allowance reduces cost
challenges in generatingon-profit supply.

A Subsidy costare impacted by
inflated rents
A Does not create a loatgrm asset

Reform of welfare shelter benefitg Atransitional

shelter allowance

A Roughly half of core need households and households with severe
affordability issues are social assistance recipients.

A Benefits generally include a shelter component that is not related to actug
rental costs or indexed tthe cost of living; issue has been exacerbated by
increasing rental costs.

A Most provinces and territories have educational and employment initiative
F2NJ LIS2LX S 2y &a20Alt aaradlyoOoSs
stable and affordable housing people making gains in employment and
education.

A Most social assistance programs discourage work because people lose t
shelter benefit when they leave welfare.

A Transitional shelter allowances deliskelter from ongoing benefits.

Transitional shelteallowances act as an ongoing support for people who leg

welfare for work, but require a modest allowance to maintain affordable

housing.

A People are less at risk of losing their housin
when moving off welfare into work.

A The costs of this transitionalitrative would
be significantly lower than ongoing full
welfare benefits.

A The shelter allowance formula is based on
actual rent and earned income and benefits
educe as income increases.

A Over time, more households may
remain on assistance and costs
couldexpandc unlike welfare,
which tends to be more
intermittent and transitional.

A lmplementing this approach
requires significant commitment tq
welfare reform.
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CURRENT TRENDS ABBUES IN AFFORDABOBJSING

GROWING AFFORDABYLGAP

Across Canada, the number of households spenaiage than 30% of their income on sheltgrew 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 shelteAverage shelter cogb-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 2004 tédal of almost 600,000
K2dzaSK2f Ra Ay wnnm 02SffSatsSe LyaluAadadziSs wnnyoo

{AYAL

spending (Ontario NoRrofit Housing Association & ©@perative Housing Federation of Canada Ontario Region,

2009).

Rentershave, on average, household incomes that are half those of owrigesyeen 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 Irstie, 2008). For example:

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

A Ontario: Housing costs up 17%; income up 4%.
A Saskatchewan: Housing spending up 24%, income up 3%.
A Alberta renters saw the single biggest increase in spending onlreotsing 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 shelteincome
ratios, the proportion of Canadian householdsore housing need
declined from 15.6% to 12.7% betere 1996 and 20063anadian
Mortgage and Housing Corporatip2009). A subset of households
in core housing need are those that spend more than 50% of thei
household income on shelter5.3% of all households (573,000)
were deemed to have thesserious afordability problemsin 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 hig
risk for homelessness and d, on average, close to $4,800 in befo
tax income remainingfeer paying shelter costs in 2001, compared
to the $9,700 averaged by households in core housing need and
$52,000 averaged by the typical Canadian houseflold

Highest Housing Costs
Ontario has the highest housing costs ¢
any province (median household shelte
costs of $10,87&ccording to Statistics
Canada). One in every three Toronto
households spends 30% or more of thg
income on housing the worst record
among metropolitan areas across
Canada. (Michael Shapcott, 2009). In
Toronto, more than 66,000 people are
waiting up b 12 years for rent geared tg
income accommodation (Housing
Opportunities Toronto, 2009).

Not surprisingly, core housing need is highest among {mgome
households About twathirds of lowincome 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 housingYmaty adults,
elderly women, femaldneaded lone parent families (28.6% in 2006), single persons (18.9% a§ddab8d 25.6%

aged 65+ in 2006) and Aboriginal setiolds (20.4% in 2006) disproportionately experience core housing need

(Canadian Mental Health Association, 208dman Resources and Skills Development Cariz@z9). Although

there have been slight decreases in core housing need for both renters and homeowners since 1996, renters

% Human Resources and Skills Development Canada, Indicators dféigllin Canada: Housing Need
http://www4.hrsdc.gc.ca/.3ndic.1t.4r@ng.jsp?iid=44#M_2
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were still four times more likely than homeowners to be in core housing need in 20@Bmigrant tenant
households tend to experience highrechousing need levels, with the highest levels experiencethbge who
have recently immigrated (35.4% in 2006), and levels declining over @mtarfo NonProfit Housing Association
& Cooperative Housing Federation of Canada Ontario Re¢i08).

There are variations in core housing need across the country. In 2@d&dian Mortgage and Housing
Corporation 2009):

A Higher than average need was identified in British Columbia (14.6%), Ontario (14.5%), Newfoundland and
Labrador (14.2%), the Yuk@b6.3%), and the Northwest Territories (17.5%8nd the proportion of
households in core housing need in Nunavut (37 8%salmost three times the national average.

A Lower than average need was identified in Alberta (10.1%), New Brunswick (10.3%), &ed Q0E6%).

Additionally,d KSNE ' NE AA3IAYAFAOFIY(d RATFTTFSNBY OS a3 lakgyst utbanvatgasNA y 3 02
(averaging 13.6% in 2006) with needlside of large urban area@vhich averaged 9.3%)rban areas with
highest need in 200écluded Toronto (19%) and Vancouver (17%).

But housing affordability is affecting all CanadianThe 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 wa ; ;
PR e AR AN T IR A Yo Vost :ovincome Canacians are among

income, while in 2005, the house cost more than 4 times the the onethird of Canadians who are

TIYAL 204 AYO2YS® Ly LINF OGA O BUehElg and rents are increasing faster EEENGEIEENE
increase in house prices far outpaced the 19% increase in incom dibakbealist S CIERCEESS

Vancouver, Victoria and Torontmve seen the largest disparities ['PylPREQa a2O0Alt K3

between housing cost and income (Community Foundations of ke baiiateaait T IS

Canada, 2008). There have been some improvements to housingibaetibdsksd it L Sl

affordability during the economic downturn, with markets in or cooperative housing has been

Alberta and British Columbia showing the shgignificant created since the national program to

improvements (Royal Bank of Canada, 2009). fund new affordable homes was

cancelled in the 1990s (Mikkonen &

STAGNANT DEVELOPMENTHE PRIVATE RENBAID Raphael, 2010).
AFFORDABLE HOUSINGRKETS

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 socialhousing ! OO2NRAYy 3 G2 (KS 2SffSafsSe
Report Card, in 2005, 184,411 new homes were completed across Cahatéewer than 10% were in the rental

market. In contrast, in 1982, aht 1 in every 6 new homes was in the nprofit 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 numbeew nonprofit 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 Associdi®n, 20
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Figure 1 Housing starts, by intended market, communities of 10,000 or more -2088
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Source: reproduced fromHuman Resources and Skills Development Ca(@aiaadian Mortgage and Housing
Corporation, 208; Statistics Canada, 2009).

Rental investment has been discouraged by changes to the federal tax treatment of rental housing over the past

30 years for example, prior to the federal tax reforms in 1972nta 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 gstitasrsell a

LINE LISNIiex (KSeé& Ydzad LI & GFLE 2y GKS FyYzdzyd GKEFG GKS al f
RSLINBOALF(GA2YQ dzLJ G2 GKS 2NARAIAYIFE @GlFtdzS 2F (GKS LINRBLISNI &
amount with undepreiated 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 introgdi@as part of 1972 tax refornPreviously, the sale of a rental building

(or any other capital property) was not subject to capital gainﬁax.

Policies at other levels of government, as well as the overall economic picture, also affatttdlcéveness of the
private rental market for investors. h€ 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 byone level of government or anotheRemoving 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 bargeted 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 ahaklopment of private rental market housingAs the

F @ AfFOoOAEAGE 2F LINAGFGS NByGFt YIFIN] SO K2dzaAy3a KFa RSONJ
people living on income assistance programs (National Council on Welfare, 2008)kuhib &dfordability 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
dewelopment over the last twenty years.

2 Ministry of Municipal Affairs and Housing, Ontario Rental Market Dynamics http://www.mah.gov.on.ca/Page1280.aspx
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FUNDING AND INVESTVIEIN AFFORDABLE FING

¢tKS 2SftftSatsSe LyadAddziSQa wnn I I NR
following with respect to progress made since the signing of the
Federal/Provincial/Territorial Affordable Housing Agreemeirt
2001%. Since this time, the federal government has committed a
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.

Provincial Investment in Affordable
Housing
Ontario has made the fewest
investments in affordable housingin
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 Governme
Revenue and Expenditures database).
the head of the provincial pack are
) Saskatchewa ($214 per capitg almost
A Federal housing spending, as of 2007, was $1.7 billion higheIE==R Nl R = E RN (R AUE 1
than in 2001 due to a orme payment of $1.4 billion Ontario), Nova Scotia ($175) and Albe
authorized by Bill @8 in 2005". There is no provision for ($154). On March 12, 2009, the Alberta
matching funds from provinces and territories foA8 funding, ReTeVEIgalatl=aIR=1alloI0 le3=ts KRV of][[ToT o
nor are there directions that it be used for social housing. THEEKEETR IR leNo =Tk
funding was supposed to be in addition to the $1 billion
previously pomised through the Affordable Housing
Agreement.

A The provincial and territorial governments wesepposed to
provide annual audited financial statements and detailed
performance reports, but these have not been released
publicly.

A 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 downloadedghtousi
municipalitiesq 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 comparinigs commitments to housing versus actual expenditures between 2001 and
the issuing of the 2008 National Report Card.

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

A Nunavut has the best spending recarithcreasing 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.

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

Current faleral initiatives are typically timimited with small amounts of funding. Coupled with this lack of

overall strategy and policy direction at the national levelA number of provinces and territories, including

Ontario, do not have a housing strgle 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

% Michael Shapcott, pp-2

%1 Bill G48 authorized $4.5 billion on various polanseas including postecondary 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 onoNatiFinancéssue 27 Sixteenth Report of the Committee, July

18, 2005).
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20082009, the Ontario provincial government invested $829 nmillioaffordable housing, compared to $1.3
billion invested by municipal governments (despite the limited revenue sources they are able to Xccess)

VACANCY AND AVAILRBIY RATES IN THEVAE RENTAL MARKET

According to Human Resources and Skills Development Cinada
the national rental vacancy rate in 2009 was 3:-18&tver than it

was in 1995 at 4.5%, but a great improvement over the 2001 low
1.7%.

Vacancy rates for twbedroom
apartments anged from 7.1% in
Fredericton to less than 0.5% in Sudbu

and Victoria in 2007. The national
average was 2.6% (Community

Alberta (5.5%), New Brunswick (3.8%) and Ont&ie%). Foundations of Canada, 2008).

A Provinces with vacancy rates higher than the national averag

A 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%).

A Nova Scotia was on a par with the nationgérage (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 natimal 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@reupied but available 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 ren?.8% were vacant and 1.3% were occupied but availabl2008, 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 agibg 2020, some 60% of rental apartments in Toronto will be at

least 50years old Housing Opportunities Toront@009). As housing ages, the need for costly repairs for basic
O2YLRYySyGa oNR2Faz L dzvoAy3ds St SOGNROIFIEO faz2 AyONBIa&s:
0 dzNR S y é&incéme hduselioldsyho pay increasing utility and heating costs due to living in dwellings that are

not energy efficient.

CHALLENGES IN PROMBOF ONGOING SURPG

The increasingly limited resources available to social housing agencies to maintain their aging hoysheir pa

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 srvice 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.

%2 Shapcott, M., July 21, 2009
% Human Resources and Skills Development Canada, Indicators dfaéiigllin Canada: Housing Need
http://lwww4.hrsdc.gc.ca/.3ndic.1t.4r@ng.jsp?iid=44¥_2
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CHANGING DEMOGRAPSIEND VULNERABLE GRS

Aging Population

By 2036, 25% of the Canadipopulation, 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 se@ioré A @S & Y

A 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 thbeingkhnd
life satisfaction tha they would have on a younger population.

A 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, tieefedoe a
LRAAGAGS 2N yS3AFGAGS STFSOG 2y || LISNER2YQa FSStAy3a 27

A CAYlLYyOALfteyYy | 2dzaAy3 OFy O2yadzYS dzLJ G2 pm: 2F Iy 2f RS
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 frameworRegople living with mental illness are already a
marginalized population in the housinmarket, and there will be a compounding effect due to agi(i§eer &

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, 206). The lifestyle ofiomeless 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 behaviourg in local studies in Halifax, manyreless youth reported depression, anxiety, post

traumatic stress, and suicidal tendencies, as well as substance use issues (Kd#)er, 20

People with Mental lliness

The Canadian Mental Health Association (2004) notes that people with serious meets dre 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:

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

A An estimated 75% dfomeless single women live with a mental illness.

A Those with mental iliness 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 agkagesvaiting lists including
thousands of families and individuals on and off reseye® issue seen consistently across the country. Housing

issues facing people who are FiNsitions, Métis or Inuit are more fully discussed in Appendix Six, and also in the
O2y GUSEG 2F /IFYylIRIQa GNBlFrGe 20tA3FdA2ya (G2 K2dzaS ! 02 NA 3,

THE BROADER SOCIALIRY CONTEXT OF
AFFORDABLE HOUSING

HOUSING AS A SOCDETERMINANT OF HEALT
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The greatest influences on our health status are not addressed througtraditional health care system.
Traditional health care is only one of 12 key determinants of health identified by Health Ganatia single most
important determinant of our health imcome and social statysdue in no small part to the impact thhas on the
type and quality of housing that can be secured (housing is one component of our physical envirgranetiter
determinant of health).Income and social status also impact and interact with other determinants of health,
such as social suppbnetworks, 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 isome inequality since at least the ml®80s in most, if not all, of the countrie€anada 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 Coopéoat and Development, 2008). The analysis further shows that the
differences across countries are, at least in pdut to different government policies, either through more

effective redistribution, or better investment in the capabilities of the populian 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 familyhé&Vhile

median family income in Canada was $60,600 in 2005, an increase of 19.3% over 2000 (or a 6.4% increase in real
AyO02YS 6KSY | R2dzaiSR FT2NJAYFEL A2y 03 nwnodc: 2F /FylRIQa
poverty rate as measured by thew Income CuOff 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:

A There is a strong relationshipetween housing quality and health: the better the dwelling, the better the
health status (World Health Organization, 2007oor treatment retention and mortality are associated
with substandard housing

Substandard housing conditions and substanse were associated with treatment abandonment among 10% of
patients (n = 671) receiving treatment for multidrogsistant tuberculosis. Among the default group, a-sub
sample were traced (n = 47), and 53% of these died within one year of the defaultHiigie levels of psychiatric
diagnoses and low levels of education were found among the group of patients that died (Franke et al., 2008).

A 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 beassociated with concurrent mental illness and substance aliuss strength of the association
wash YLI OGSR o0& deksSo satenSuyirgrndetsdd et al., 2005).

A 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 substa abusing individuals are @k 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 didouk 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.

% Health Canada (http://www.hsc.gc.ca/hppb/phdd/does/common/appendix_c.htm).
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A The neighborhood level of social disorgani&at 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).

A Recovery is associated wishcial 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 ttestlient functioning is associated with salirole satisfaction, social
supports and being part of a positive community contef@anyard & Williams, 2007).

A Poor housing and community environments prevent many adults from adopting hegtbmoting
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 heajthomoting strategies are not
available or affordable; and

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

A Among the elderly (65 to 85 years), low eduoatl attainment is associated with the risk of poor health (n =
9225).Poor mental health was associated with type of living arrangemé€Rueda, Artazcos, & Navarro,
2008).

A Age, combined with low income and living arrangements
(living alone or without access to social support networésg,
directly related to problems in housing.

G¢CKSNBE | NS Of SINJ
approach to health and the social

determinants of health approach to
health equity. The Universal Declaratio
of Human Rights points to the
interdependence of civil, cultural,
economic, political, and social rights
dimensions of social exclusion
highlighted in the social determinants o
health frameworK.

Recent housing statiists indicate that a growing number of older
persons, mostly women, live alone. In 2003, 35% of women aged
74 lived alone. The proportion jumps to 42.8% for those845and
among the very old (those over 85), 38.5% live alone. In 1971, 3!
of widowed persons lived alone and by 2001, this percentage had
risen to 72% (Atlantic Seniors Health Promotion Network, 2004).

SOCIAL POLICY DISBSE IN CANADA (Commission on Social Determinants
Health, 2008).

ThePolicy Research Initiative (PRi) the Government of Canada
has existed in one form or another since 1996 and is tasked with:

A Providing leadership in carrying out research projects that ecossarious departmental mandates.

A Supporting the research needs of the federal public service.
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policy agendas.
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PRI activities are overseen by a Steering Committee of Deputy Ministers, chaired by the Deputy Minister of Human
Resources and 3kiDevelopmentln a 2005 analysis of housing, poverty, and social exclusion, the PRI ribted

policy disconnect between housing and broader social policy developmeri€ I & & OF' y NBRdzOS (KS ST¥
individual housing policies, miss opportuniti@saddress broader socieconomic priorities and complicate efforts

G2 AYONBIlIasS O022NRAYIFGAZ2Y 2 NPokpReSchidhAnyfi&ive| 200BNEROLdAE, thél S Ay O3S
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 Resages and Skills Development Canada), the PRI notesithay F RYAY A aGN» 6 A PSS RADBARS
poverty and exclusion perspective, homelessness and/or inadequate housing is a form of exdysioduct of
LISNBAAGSY( L2 @SN e ativkdffatts of thad o8¢ O Ot 2 A (
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

The Private

Market

(housing and
m

realities)

The State

= Vacancy rate = [ncome maintenance = Community = Immigrant status

= Cost of rental programs (amount participation (family, independent,
units and eligibility) = Resources in the refugee, etc.)

= Neighborhood = Housing policies and community = Socio-economic
characteristics impact on affordable = Community services status (education,

= Housing type and housing use employment status,
size = Health care system = Social inclusion/ income, social

= Physical and and availability of exclusion networks and
social quality of support programs = Social capital support)
housing = Social welfare = Barriers to the rights = Age and gender

= Trends within policies of full citizenship = Ethnicity and race
economy = Availability of = Abilities/disabilities

= Availability of subsidized housing = Household size
skilled/unskilled = Housing preferences
jobs (location, size,

= tenure)

v

Household or
Personal
Characteristics,
Preferences,
Resources

v

Housing (adequate or appropriate housing) or Homelessness Situations (inadequate

housing, doubled-up housing, hidden homeless, shelters, hostels, etc.)

Source: Policy Research Initiati(8005); reproduced from Anuch&005).
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Using this model, we can see how social and economic forces cafie NIty Rrps: Quebec provides a
disproportionally affect certain groups who can often face other powerful case study of the impact soci
social and economic integration challenge® be fullyeffective environment and social policies can
housingpolicy cannot ,b% isolated from}o}her §ocial and ecgnon)ic have on addressing health inequities,
policies targeting longi S N LJ2 @ S Ndgigfofcing maturk & imiproving health outcomes, and

these connections alssuggests thahousing policy can be made preventing chronic disease (Fang et al.
more effective if social supports are incorporated into hiogs 2009).

policy Policy Research Initiative, 2009nadequate housing
OANDdzyaidl yOoSa WwWOf dza G SN ¢ A A Kck 8f adeduate, dffgrdablehiousigghsn 2 F RA &l R
aggravate other problems associated with low income: households that must spengrapdigionate amount of

AyO2YS 2y NByld 2FiSy aFI OS F22R AyaSOdaNAR ez Llaarot Sz |
adzOK a | OGADS NBONEBI (A 2Bfyaritef & 2008.A f RNBYy Qa &a20AFf LINR INI

The province of Quebec provides some insight as to the impact o
social policy; the social environmeng on health inequities. A
recent study compared majahronicdisease risks and prevalence
I ONR2 a & LINIh@rhe/pOpblations. f TRey found that while
British Columbia is the healthiest province overall, when looking g
low-A y 02 YS LJ2 Lddzt | (i An2oyha iEsidentgvérsSad Q
the least risk for majochronic diseaseg this is despite the better
behavioural risk factor profiles and higher level of education amo
B.CQa -ific@m& population as compared to Quebec. Until
recently, the province of Quebec was the only province in Canada
have a comprehensivpoverty reduction strategy in place
(formalized as law in 2002) and the study concludes that this

&  NJ HaS [Bcto sacial and health care policies that appear to
give its lowincome residents advantages in chronic disease
preventionX amdl that] chroric disease prevalence is associated
GAOK Ay@SadySyid Ay az20Alft &adz
et al., 2009).

al 2dzaAy3 Aa Ly
living a healthy life and living in unsafe
unaffordable or insecure housing
increases the risk of many health
problems. Lack of economic resources
the prime reason many Canadians
experience housing problems. Hougin
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
LINE GAaA2y 27
(Mikkoren & RaphaeRC10).
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dedicated specifically to pedp with serious mental illnessit is an integral component of a social policy
designed to secure the welbeing of the population as a wholéHay, 2005).

IMPLICATIONS OF AGAL POLICY APPROACHHOUSING AND SUPRAG FOR PEOPLE WNENTAL
ILLNESS

Because of the complex interactions across the social determinants of healtheandse housing intersects with

so many areas of social and economic policy, the challenge of achieving adequate, affordable, and supportive
housing for people with mentaliiless 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:

A Effective plicy development encompasseasultiple 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).

A Effective social policy also reflectplacebased understanding, this means that local community knowledge
and capacity is harnessed in the implementation of local programs, rather than hampered bysa efits-all
approach to housing for people with mental illness (Hay, 2005). The Homels$3atisering Strategy
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where there was strong community engagement in translating social policy at the ground level.

A Horizontal collaboration occalcross government department® facilitate seamless service delivery,
between governmentgmunicipal, provincial, territorial and federal) and other players (such as private
developers) to share investment and risk, and atriagional levelto leverag different initiatives

A Vertical collaboration across community, businesses, and the public through to the most senior levels of
government ensures there is thight balance between local solutions (pladeased approach) and national
goalsandalsofacl G I 1 Sa4 aKFNAYy3I 2F NBaz2dzNOSa |yR Wt Saazzya €Sk N

A 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, accouratadbility

leadership for implementation of the strategy, targeted investments, and outcomes to measure the progress of

GKS aaNr GdS3eo ¢CKS aF2dzNJ O2NYySNRG2ySazé oKAOK S Oly f.
housing strategy for persons withental health issues, are:

1. A national strategy with a lonagrm 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. Progressiveshort, medium and longerm 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, municipahd 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 affehem.

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

4. A set of agreedipon indicators to plan, monitor change and assess progress.

a. Core set of indicators, informed by Canadians, tied to the targetgandties 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, 2009 LYRSSRY GKAA LINRP2SO0Qa LRfAOE YI LLRKAY
by provinces and territories to develop social inclusion, poverty reduction, and/or prosperity promoting strategies,

in which housing is one of the main thrusts. their workfor the Ontario NorAProfit 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 caficreasing aftershelter disposable income (througéntal assistance fundinghat
can be used in private rental market housing or through social housing units where rent is geared to income).
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2. Enabling modesincome householdsataccess homeownershipnd build assets/equity through housing
programs.

3. Construction of social housingith associated rergearedto-income subsidieg the predominant approach
in Canada until the mid990s. The authors noted that the right policy candffective in creating and
maintaining mixed income and mixed tenure communitie®mething that rental subsidies on their own will
not achieve.

wSY Gl t | aarail-otosS g yo 0SS R LIBNERKS A yoR AACBARREdzF of dich @8N Tl 2Y Al KES0
housing unit in a community).

G! AL GALF (T2 Giddao 32AYR ANSSHE A SPA Yy I KA DK aBHRSGfcadn BeNsed any ' yR | NB 4
geographic location or for any type of housing. Aspatial subsidies address affordability through the provision of
the rental subsidy. They can include:

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

A 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: Poorly designed social housing progra

i can exacerbate poverty and its
A Individuals can affortb secure and keep housing. attendant social repercussions

(Pomeroy & Evans, 2008).

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

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

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

A LYONBIF&aSR NBaAaARSYyGAlLt adGroAtAde oSySTAda &2dzy3 Tl YA
environments caused bydquent moving.

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

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

A Housing often includes esite or communitybased links to support people with particular needs, including
people with longterm disabilities and/or mental health issues, the formerly homeless, or the frail elderly.

A When social housing is designed as a mixedme community and locateoutside of a higipoverty area,
social networks may be expanded, which can increase access to employment and educational opportunities.

Gt t-6 ODESRE  halmddirdctRinkSta 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 eprodactive for
very lowincome households, but that for some lewoderate income households it can be a very effective
strategy in asset blding/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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A Low benefit levels of persebased housing assistance may actually encourage families and individuals to seek

low-cost and inadequate housing, thus contrilmg 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 poligyncluding housing policy for people living witiental iliness; that does not
KI?S dzyAYyGSYyRSR 02y aSljdzSyoSa 2F aO02yOSyGNr Ay 3IE
need to be considered:

A Rehabilitation programgo improve physical appearance and help market the area to a betberof incomes.
A Communitybasedsocial housing construction progransased on norprofit and ceop forms of tenure.

A Ownership programso reduce issues of absentee landlords that neglect the physical upkeep.

A Mobile or portable housing allowance® enablepoor households to relocate to areas of lower poverty (thus

diluting the original neighboured concentration of povegta practice extensively used in the U;$he so
called Moving to Opportunities program).

A Emergency programi provide housing for ta street homeless, abused women and other priority
households.

A Taxbased incentiveso encourage private sector construction or rehabilitation of rental housing.

HOUSING AND CITIZENS

This holistic understanding of the social determinants of heaftfland the social policy environmentis

inextricable tied with the principle of housing as a basic human right of all citizens & | 2dzaAy 3¢ | a

explicitly stated in the Unite8lations Universal Declaration on Human RigbiSIR1948):

Everyone has the right to a standard of living adequate for the health anébwiall of himself and of his famil
including food, clothing, housing and medical care and necessary secigles, and the right to security in thd
event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumsta

beyond his control.

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

In Article 2%1), the UDHR specifically mentions the see@mnomic : " : : :
rights of people with disabilities: the right to an adequate standarg | S E ST TR el
of living, including food, clothing, housing and medical care and | LA RIS e i
social servicesand the right to security in the event of equity. Access to quality housing and
unemployment, sickness, disability, widowhood, old age. Article shelter and (_:Iean water ar_1d sanitation
guarantees equality before the law and equal protection by the lay = (RIS R e Els e e

for all people, including against discrimination. healthy living (United Nations
Educational, Scientific and Cultlira
Likewise theUnited NationsDeclaration of Indigenous Peoples Organization, 2006; Shaw, 2004).

which was recently passed by thaitéd NationsHuman Rights
Council also identifies housing in its rights declaration:
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GLYRAISy2dza t S2LX S KIS GKS NAIKG G2 aLISO
their economic and social conditions, including in the areas of employment, vocational training
retraining,housing sanitation, health and social sedyri

GLYRAISYy2dza tS2LX S KI@FS (GKS NRARIKG G2 RSGSN
and social programs affecting them and, as far as possible, to administer such programs throug
26V Avadarddzirazvaod

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 theextent of homelessness a1 dzYly NRIKGEZ 6A

2. Adopting anational housing strategywhich should economic rigits, have little meaning for
reflect extensivegenuine consultationvith the YZau LiSDhdHEpkrey
homeless. (Humphrey, 1984). Humphrey was a

o o Canadian law professor, and wrote the
3. Ensure thaforced evictionsdo not result in individuals STy Wet & a0 a1 s D\ GriTe o

being made homeless. Declaration of Human Riahts.

Many nations have embedded the concept of health, housing and human rights within thelicy and

legislative frameworksb ¢CKS 9dzNRLISIHY ! yA2y KlIa ARSYUGAFTASR GKIG aKS
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

FYR AYF2NXYIGA2Y 2y KSIfGKé 622NIR I SIHfGK hNAFYATLFGAZY

Our own Canadian Charter of Rights and Freedom (1982) was built upbofgosinciples with an optic to unify

Canadian society under a set of common legal rights framework. These legal rights, however, do not specify access

02 aLISOATAO LINBPQPAAAZYA &dzOK Fa K2dzaAy3ao {¥X® NAEBKTEE &
FNRY &dzoaSOGAz2ya 1 YR mMp 64aSOdaNRARGe 2F (GKS LISNER2YE |yl
controversy.

Two approaches therefore may be considered in the creation of a larger policy framework to address the
housing needs of pesons with mental health problems: Auman rights approactand/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 for2008 irtegrates these two perspectives

(social determinants of health approach together with rightsed considerations) through the following strategic
202S0GAGSY a2 FRRNBaa (KS dzyRSNIeAy3da az20Alf IsyR S02y2"
that enhance health equity and integrate ppoor, gendeNB a4 L2 y a A S5 YR KdzYl v NA3IKGa o
TheHealth for AlPolicy Framework issued by the WHO (1999) further identifies three main approaches in focusing

on specific health inequitieshere there are significant differences between socioeconomic groups:

A Focus orspecific health problemsvhere significant differences between socioeconomic groups have been
observedc easily understood by the public, government officials and health seprmaders.

% |bid p.194
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Focus on theisk factors and underlying causes of inequitisshealthg this is identified akeing more
appropriate when wide income differenceare apparent, or when there are pockets of severe
unemployment or poohousing particularly athe local level.

A Focus orgroups at particular risk in overall healthpolicies, differential targets may be set for these grotips.

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

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

A ¢KS Y2ai 02YY2y RSTAYyAGA2yad 2F K2YSt SaaySaa NBO23yAT ¢
experience a K2 YSt SaaySaa AYLI ASa 06Sf 2y 3R ywR yRINGS NIE2 NI 1SKSSLNE)
Nations, 2009).

A Poverty is the common denominator for people who are homete®si KSNJ FI Ol 2NA (KFd Ay ONBI
of homelessness: unemployment, lack of social security systems, lack of affordable housing, forcetsevictio

non-availability of social housing, conflicts and natural disasters, as well as a lack of attention to the needs of
the most vulnerable.

A a¢KS GRSAyalAlGdzia2y I tATFIGAZ2YE 2F YSyidlt KSFHfGK OF NBX
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.

¢CKS ! YAGSR blriAz2yaQ /2YYAGGSS 2y 902y2YAO0s {t8OAILFf | yR |
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 ale 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 ar@ultural Right€ - 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 housirgpntains freedomsncluding protection against forced evictions, freedom from
FNDAGNI NBE AYGSNFSNBYOS 4A0GK 2ySQa K2YS>E IyR OK2AOS A\

2. The right to adequate housirgpntains entitlementsincluding security of tenure, equal and non
discriminatory access to adequate housing, and participation in houslated decisionmaking at the
national and community levels.

3. Adequate housing must provide more than four walls and a robbusing must meet minimum criter@of
particular note:

- Affordability: housing is not adequate if its cost threatens or compromises
the2 O0dzLIr yiaQ Sye22eYSyid 2F 2GKSNJ KdzYly NRARIKGaAD

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

% 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.

3" Forstatistical 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 doorwayisrsy on

orin any other space, on a more or less random basis

% Office of the United Nations High Commissioner for Human Rights. The Right to Adequate Housing, Fact Sheet No. 21/Rev.1,
excerpted from pp. 4.0.
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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 adequacyhousing is not adequate if it does not respect and take
into account the expression of cultural identity.

4. Protection against forced evictiong forcedS @A OG A2y a NS RSTFAYSR & (GKS aLISNY
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, apprapk 1S F2NX¥ & 2F f S3IFft 2N 20 KSNJ LINR
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, cieta patterns of
discrimination.

The right to adequate housing:

5. Does not require the State to build housing for the entire populatigrinstead it includes strategies that are
needed to prevent homelessness, prohibit forced evictions, address disctiomninéocus on the most
@dzt yYSNFo6fS YR YIENBAYFfAT SR INRdAzZLIATE Syadza2NBE &SOdzNR (@
adequate. Measures can require intervention from the Government at various levels: legislative,
administrative, policy ospending priorities.

Ny

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 natiscriminatory manner, to develop specific legislation and plans of action, to
prevent forced evictions or to guarantee a certain degrésexurity of tenure to all.

7. Does not prohibit development projects which could displace peoplet 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 propertyit is intended, insteadntended to ensure thaéveryonehas a safe
and secure place to live in peace and dignity, includingowners of property. Security of tenure, the
cornerstone of the right to adequate housing, can take a variety of forms, including rental accommodation,
cooperative housing, les, owneroccupation, emergency housing or informal settlements.

' YAUGUSR dvdluator2y¥a @ | yIF RIF Q& 20f A3 GA2ya (2 GKS NRIKG G2 K2d

The violation of the right to adequate housing may affect the enjoyment of a wide range of g
human rightsand vice versa. Access to adequate housing can be a precondition for the enjoymd
several human rights, including the rights to work, health, social security, vote, privacy or educ
The possibility of earning a living can be seriously impairednwdngperson has been relocateg

following a forced eviction to a place removed from employment opportunities. Without proof
residency, homeless persons may not be able to vote, enjoy social services or receive heal|
(United Nations Right to Adequaktousing, Fact Sheet 21, 2009).

Over 15 years ago, thénited Nations Committee of Economic, Social and Cultural Rights (GxBreR3ed

concern in its report to the Government of Canada that "social and economic rights have been described as mere
'policy objectives' of governments rathdndn as fundamental human righitéMay 1993). The Committee also
expressed concern about "the persistence of poverty in Canada."
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In 1998, the WitedNations/ 2 YYA G GSS 2y 902y 2YAOX {20AFft I yR /[ dzf (dzNJ €

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 Homelessness is one of theost visible
CESCR had ndieen implementedKOthari, 2009) and most severe Signs of the lack of

¢tKS
recommendations on specific countries and themgeme such

respect for the right to adequate )
housing, which is even more shocking {AR:K3
see in a developed and wealthy countr

' VAGSR blriA2yaQ | LILRAYGA

position is the Special Rapporteur on the Right to Adequate as Canada (Kothari, 2007).

Housing In 2007, Rgmrteur Miloon Kothari was invited to Canadz

by the federal government to review four areas: homelessness,

women and their right to adequate housingboriginalpopulations, and adequate housing and the possible
impact. In a news release shortly afterdhi Y A & & A 2 goafirmjed] thédeeNAnd devastating impact of this
national crisison 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 lackropanty funded natbnal poverty reduction
strategyé (Kothari, 2007).

In his 2009 report to the United Nations Human Rights Council, Report of the Speguadrteur on adequate
housing as a component of the right to an adequate standard of living, atiteaght to nordiscrimination in
this context, he made these recommendations with respect to housing)(p.

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 anc
Freedoms, even ihie Charter does not explicitly refeo t
the right to adequate housin¢p. 10).

It appears that no action has been taken in response to t
repeated recommendations of the CESCR to include economic, social and cultural rights in the Canadian
Human Rightéct and in provincial/territorial human rights legislation {{1).

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 dieehithan theavailable figuregp.
13).

Many landlords operating in the private market continue to engage in discriminatory practices such as:
screeningout tenants based on thesocial condition, source of income or because they receive social
assistancerefusing torent 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 persath disabilities; and

denying accommodation to 16 and 17 year didimg independently of parent. 15).

2. Commit to a comprehensive national housing strategy with stable and kegn funding

Municipal authorities are often on the forefront of requestelated 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 agequa
housing for the population to them, yet without providj them with adequate resourcgp. 7).
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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, alonghngivil society organizations (including the
charitable sector) have introduced a series of gimee, shortterm funding initiatives that have been
RSAaONAROSR o0& K2dzaAy3d SELISNIasgAy /FyFRF & I &¥FN
- Canada has a significant numbempobgramsrelating to housing that are funded by the authorities at

federal, provincial and municipal levels. Due to fundprggramand legislative differences in various
parts of the country, the overall effect seems uneven and disorganized.

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

- Asearly as 1999, the Human Rights Committee expressed concern that homelessness had led to serious
KSFHfGK LINRPOoftSYa FyR S@Sy (2 R8BtitKparlyyake/posigivie R @ L

YSI Adz2NB3a NBIjdzA NBR o6& | NIi A OfTt federaligeverhnieR NS domnmiiieH 4 & & S

one-time-only allocation of $22 million per year for five years for a pilot project [Mental Health
Commissiorof Canad®& lomelessness Demonstration Project] that will address mental health and
homelessness (p 16-17).

- Itis hoped that all human rights bodies in Canada will devote increasing attention to the crisis of
homelessness and inadequate hingand seek effective medies(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 canweass particularly severe situations such as in Downtown Eastside
in Vancouver (pl6).

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

- The federal government has accepted responsibility und
the Indian Act and other legislation apdogramsfor
Aboriginalpeople living on federal recognized reserves,
including housingrograms The 2009 federal budget e
contains a ongime-only allocationof $400 for onreserve [RAGMAUELSAELEEIKILEaIIHEY
Aboriginalhousing. The federal government provides an [RSUMCRTSEUIEREIEESEUS
annual subsidy of $272 million for @aserveAboriginal budgetary allocation for Aboriginal
housing. However, the Special Rapporteur was informe s CUC KRR
about the significant omeserve housing problems in everJisieESEVEESIIENVARSIJEIECER
part ofthe country. In addition, with a majority of right to selfdetermination that
Aboriginalpeople living in urban areas or in areas where [[ieiUEI LS BAHECRYE
their claim to land is not yet recognized, neither the original treaties and the International
federal government, nor the provinces or territories, human rights instruments and deeply
accepts responsibility for fundingborigind housing a}ffecteq thelr housmg a}nd I|y|ng y
initiatives. Aboriginalpeople are told that they have to OZyRAUAZYyde O0YZ2UKI
compete with norAboriginalgroups for any available
housing or other funding (j20).

G¢CKNRdzZAK2dzi KAa YA
Rapporteur waslisturbed to see the
devastating impact of the paternalism

- Overcrowded and inadequate housing conditions, as well as difficulties accessing basic servidésg incl
water and sanitation, are major problems fAboriginalpeoples. These challenges have been identified
for many yeardbut progress has been very slow leaving entire communities im fpang conditions for
decadeqp. 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.
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The ways in which Canada is in violation of its obligations in making psognethe 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 (1598)

A Acts of racial or other forms of discrimination in the hawgssphere;

A 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;

A Repealindegislation consistent with, and in support of, housing rights;

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

A Overtly prioritizing the housing interests of higicome 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 federaihitiatives, successive reports and recommendations through the UN Human Rights
| 2dzy OAf ARSY(GAFe 2y3I2Ay33 aSNAR2dza 02y OSNYya Ay /Iyl RIQ&

BILL €304: CREATING A NANAL HOUSING PLAN

Most recently, Bill @ nn X | LINR @I (ir8ducédby vaBdeiivér EastAVP Libbj Hatiies, began third
reading debate in October 2010Vith the support of three of the four political parties, this bill calls on the federal
government, in partnership with the provinces, the territories, First Nationsimpalities and stakeholders, to
develop a national housing strategy. The bill, entiladact to ensure secure, adequate, accessible and
affordable housing for Canadiar@A G S& / 'yl R Qa 206t A3 A2y & dzy RSNJ 4KS ! yA
housing for all citizens. It calls on the minister responsibl¢h@iCanadian Mortgage and Housing Corporation
(CMHC), which falls under the federal Human Resources and Skillsfweest, to establish a national housing
strategy in consultation with provincial and territorial ministers of municipal and housing affairs, municipalities,
Aboriginal communities, and other neprofit and private sector organizations. Specific funding#tments 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 Senasdtggleton& Segal (2009)xalling for a National Housing Plan.

INTERNATIONAL CONTEX

The policy context for housing in other countries, and Europe in particular, is increasingly selkroader social

inclusion issue; for example, theEuropean Union (EU) has agreed to a core set of poverty and social exclusion
AYRAOF(G2NE O6GKS a[FS1Syé¢ AYRAOF(G2NEOD 6KAOK FNB NBIdz I NJ
Housing indicators are under development and are seen as connekledsing 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 KingdBomeroy and Evans (2008) providereef review of

international examples of thimtegration of housing into overall poverty reduction strategie§ his information,

together with a review of poverty reduction strategies conducted by the National Council on Welfare in 2007, is
summarized irrable 1.In Canada, we have a number of examples of such strategies at a provincial level,
RA&A0dza&aSR Ay ! LIISY RAE opkospérity pronotingg NBBAdibk intldsiodsBafe§idéNBE R (2 | &

% Excerpted fronRupert Rooming House Coalition (1998)e Human Right to Adequate Housing in Canada: A Comment on
Canada's Compliance with the International Covenant on Economic, Social and CulturaiRightEocus on Homelessness.
Submission to the United Nations Committee of Economic, Social andaC&tghts. Written by J. David Hulchanski
(http://www.web.net/rupert/un.htm).
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Ultimately, Canada stands virtually alone among @&untries, 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 developecdountriesg the Canadian rate of social renting is less than half the Organisation for
Economic Gaoperation and Development (OECD) average (Falvo, 2003). Total owner households in Canada stood

at about 68% of total households according to the Statistiasada 2006 census. Table 3 summarizes specific
housing policies and the social housing landscape an@&#hgountriegexcepting 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

A Common framework guides member countries with three main objectives:

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

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

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

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

France

The thirdpriority of their poverty reduction strategy is to develop the supply of subsidize
housing and quality accommodation

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

Univesal housing benefits extended to all lamcome households

Ireland

Launched a 1§ear National AntPoverty Strategy in 1997

Utilize a broad number of measures to assess progress including development of a na
integration policy based on equaliprinciples and social inclusion

Rate of people experiencing consistent poverty dropped from 15.1% in 1994 to 5.2% in
(National Council on Welfare, 2007)

Comprehensive poverty reduction strategy integrated within their 28073 National
Development Rin, targeting a reduction in consistent poverty tel% by 2012, and
elimination of consistent poverty by 2016.

Housing is the fourth priority within the poverty reduction strategy

Two national housing programs are: (1) Social Housing Provision and Ranev(a)
Affordable Housing and Targeted Private Housing Supports; funding is equivalent to
approximately $30 billion annualtythis is substantively more than in Canada

Netherlands

Affordable housing programs are primarily funded by natiggelernment, but operated by
municipal housing corporations (together with a small number @bperative and non
profits)

Prior to 1990, the national government subsidized the purchase and development of sq
housing stock as their primary housing strgge

In 1991, the national government stopped subsidizingriogome housing providers,
replacing them with housing allowance (calculated using a-geatredto-income model).
About 30% of renter households receive the national rent allowance (universgilgumy

114



given out on the basis of income to rent ratio)

Found that renigearedto-income model acted as a work disincentive as rent subsidy w
reduced if earnings increased. Adopted a net income index in 2003 in an effort to redu
work disincentive; basedon net residual income after payment of housing expenses

New
Zealand

p>

Adopted a social development approach in 2003 focused on social protection and soci
investment

Strong focus on use of consultation and indicators for monitoring progress (e.g.,
development of the Agenda for Children involved contributions from community expert
and government officials, as well as nationwide consultations with children, young peo
and adults)

Indicators on social welieing in New Zealand have been releagedrly since 2001 to
monitor trends over time and to make comparisons with other countries.

Sweden

> >

> >

Universal welfare policy, active labenrarket policy

Welfare system includes health care, social care, and social insurance that provides fir
security in illness, disability and old age and for families with young children

Basic supplementary protection in the form of financial assistance

Sets priorities within longerm vision: for the period 2062008, included job creation,
reduction of ilthealth at work, improvement of long term care, increasing accessibility fg
people with disabilities, tackling homelessness, and increasing social inclusion

Creation of a commission focused on vulnerable service users and collaboration acros
multiple leve$ of government

United
Kingdom

Social housing sector peaked at over 3)%arious policies have decreased this, most
notably that some tenants are able to purchase their dwellings at deep discounts

Eligibility for social housing increasingly restrictedow-income

blFidA2y Lt AYAGAFGAGBSE KIFI @S T20dzaSR Dy Al
policy lens

Separation of the basic income support from the housing benefit allowance has create

disincentives for work; careful thought needed on how benefits are withdrawn/scaled d
as people enter work

Child poverty reduction strategy: set the target of halviingld poverty by 2010, eradicating
it by 2020. Similarly, a poverty reduction strategy has been devised for pensioners. Sp
program targets are linked to this strategy and there is a focus on targeted support for
people who need it most: single partsnpeople with disabilities, older workers, and
members of ethnic minorities.

UK determined that no one measure on its own could sufficiently capture measuremen
poverty so has identified a small set of measures that are being tracked.

Child povertyreduced from 27% in 1997 to 22% in 2004. A million pensioners and 800,
children moved out of relative poverty since 1999 (National Council on Welfare, 2007)
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Table3. HousingPolicies irG8 Countries

Country Policy Initiative Features

Overview

Federal Strategic Plan to Prevent and End Chronic Homelesg@649): targets ending chronic homelessaén five
years, preventinggndinghomelessness among Veterans in five years; preventing/ending homelessness for fam
youth and children in ten years; and settingath to end all types of homelessness. Action themes:

1. Increase leadership, collabdian and civic engagement (across all levels of government, community membg
and public and private organizations)

2. Increase access to stable and affordable housing (providing affordable housing and supportive housing)

3. IncArease echomic sgcurity (iqcreaﬂeploymeqt opportunities and access to programs and services that req
LIS2 L) SQa ddzf ySNI oAt AGEDV

4. Improve health and stability (integration of prima}ry and behavjoural health services yvith homeless assista|
programs and housing; increase health/housng 0 Af AGeé F2NJ é2dziK I 3Ay3d 2

juvenile system; increase health/housing stability for people who have frequent contacts with the hospital
justice systems)

Housing Choice
Voucher Prograif}

United

Stat Recently released | 5. Retool the homeless crisis response system (transform hometegiess to crisis response systems that focus
ates

Open Doors: housing loss prevention and rapid rehousing)
Federal Strategic
Plan to Prevent Note that the vision was prepared by thinited States Interagency Council on Homelessneagish membership
and End Chronic | including Secretaries for 13 Departments among others

Homelessness
Policies providing subsidies to the housing consunage made by the federal government. These policies are
implemented by the Internal Revenue Service (IRS) and the Department of Housing and Urban Development

Housing subsidies through the fedétax code (IR8riginated in 1915)

Deemed as the most generous in the developed countries and most expensive housing policy for the U.S. is th
treatment of owner-occupied housing for tax purposegMost developed countries have similar policies with Can
being an exception).

Low Income Housing Tax Cre@itogram(IRS originated in 1986)

Tax credit incentives provided to builders of rental housing stock.

“9Quigley, J. (May 2008)ousing Policy in the United Statetp:/www .escholarship.org/uc/item/89p9r7wPrepared for the Institute of Business and Economic Research
and the Fisher Center for Real Estate and Urban Economics.
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Country

Policy Initiative

Features

Rental subsidies
The HUD administers policies that provide subsidiegpiaroximately one thirdof all low income householdsThese
include subsidies through rental supplements and the support of public housing.

Housing Choice Voucher Programthis policy instrument is a radical policy shift from subsidizing builders and
developers to providing sudidies directly in the hands low-income households. Under this program, laveome
K2dzaSK2ft Ra FNB StA3IA6ES (2 NBOSA ONBYK |0 okayiheh Saudehod S
income. This voucher system is completely portable and is administered by Local Housing Authorities. This ay
has proved to be less costly per household than the policy instrument of subsidizing the creation of the sepply
¢KS TROFYGFE3IS 2F GKAA | LIIINRBFOK A& GKFG A G howdnyieddsS a
stigmatizes the client, and reduces the ghettoizing of low income neighborhood patches.

This voucher program is acknowledged asihg a positive impact for people living with mental illness.

United
Kingdom

Planning Policy
Statement
Housing (2006}

Delivering
Affordable
Housing?

Overview: Policy response to theecommendationsset forth in the Baker Review dflousingSupply (2004)

Policy objectives:

A To achieve a wide choice of high quality homes, tadfbrdable and market housingto address the
requirements of the community.

A To widen opportunities fohome ownershipand ensure high quality housing for those who cannot afford mar
housing, in particular thos&ho are vulnerable or in need.

A Toimproveaffordability across the housing market, including by increasingtimply of housing

A To create sustainable, incius, mixed communities in all areas, both urban and rural.
The nationapolicyis implemented at a regional and local level.

Key principles: sustainable development, visionary & strategic, market responsiveness, collaboration, evidenct
based policy apmrach and, outcome andeliveryfocus.

Affordable Housing Policy Statement (includes socialeeand intermediate housing)Directs Local Planning
Authorities to defineoverall affordable housing targetto address both current and future needs, sepaeate
targets for sociatented and intermediate affordable housingpecifysize and type of affordable housing and seeks

“ Government of the United Kingdonilanning Policy Statementc3Housing (2006 )www.eukn.org/binaries/greatbritain/bulk/policy/2007/planningolicy-statement3-

housing.pdf

“2 Government of the United KingdorDelivering Affordble Housingvww.communities.gov.uk/documents/housing/pdf/152897.pdf
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Country Policy Initiative Features
developer contributions in the creation of mixed communities.
Overview
al22NJ aKATG FNRBY | &Ll G§SNYI t Amaikét Orven Ktiayfaingwdrk Imidi¢atiofse
of this change is one of devolution of responsibilities from the statide individual., the privatization of the housin
ai201 FYR GKS ONBIFGAZ2Y 2F || K2dzaAAy3 YINJ SOz FyR a

Law on
Privatization of
Housing

National Housing
Projecta ! ¥ F 2 N
and Comfortable
Housing for
Russian

I AGAPSya¢

Russia

This last policy objective is accompanied with reforms to the social allowance program.

Description: The main thru& ¥ w daat@nallh@using 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 (1
flats per year) due to detesration. Waittime for access to state housing is expected to drop from 20 years to ar
year waiting period.

Through its policg Fcoséfree privatizatioré  iWn8rship of rental housing stock was transferred from state to {
tenant .As a resultenant-ownership of rental stock has increased to 75 % in 2006 compared to 33% in 1990 wik
ga AYUINRRdAzZOSR® LG &dK2dzZ R 0SS y2iSR GKIG G4KS 0O2yO0S
conveying associated responsibilities.

Sociahousingy ¢ KAa NBTF2N)Y oNRdzZAKG 6AGK Al GKS AyiNRRdAzO0
Social housing is allocated on the basis of incomelahdNH®vVika O2 YS FI YA T A Sa dé | 20
term (to be reviewed att8 Sy R 2F (KS GSN¥YO® ¢KS aaz20Alft GSylyi
FElG¢ Isdoialedantsy 2NGtel 1 GKS GAYS (K& yiDRNIBOK Ki R yRZINI6 BES

One of the consequences of these reformshaSge G KS | LILISI NIF y OS F2NJ GKS TFAN
GKS LRETAGAOATAY3I 2F WK2dzAAY3IQ & | 1S& A&dadsS 27F L
brought in a new housing policy focused on increasing affordadlising stock for the middielass and to provide
social housing for the poor. The definition of the loweome 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”

Overview

Legalframework with emphasis on regulatory and economic levers to influence the housing market through the
of fiscal and funding mechanisms (such as loans and grants to developers and municipal housing companies)

“3Vihavainen, R. (2005)ousing in Russia: Policies and Practidsiversity of Helsinki, Department of Sncgy.
http://blogit.helsinki.fi/respublica/RP05_Interim_Housing.pdf

* Shomina, Y. (200Mpusing policy and housing reforms in Rustate UniversijHigher School of Economik®using in Russia.
http://www.iut.nu/Congress/Congress2007/PresentationsNational/Shomina_Russia.ppt

45 \www.eukn.org/binaries/germany/bulk/text/houisngolicy engl070801.pdf
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Country

Policy Initiative

Features

housing needs of disadvantaged populations grougsaaldressed by the welfare state through tax and subsidy p
measures. In 2007 responsibility for social housing was transferred from the federal government to the level ofi
states.

Description

A Rental allowance hd#singbenefitQ LJ- A R 2 aliiwaricaiis a-benifiSgéared to income provided to
lower income families.

A Social housind.ittle housing stock is provided by the public sector in any direct measure, rather majority
social housing stock comes from the public subsidization of prévitndlords These types of housing policy
however has generated social housing stock that tends tmbee affected by market rental pressured\s a
result, people with less income, larger families or the disabled have difficulty finding suitable hotUibieig
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 municig
housing companies. Own@ccupancy housing is also supported.

France

Politique de la
Villg*

Overview

Crossministerial and multisectoralholisticpolicy framework that addresses housing needs (and related social,
economic and health needs) in targeted and deprived neighborhoods. The nationataitgctswith local cities to
implement the priorities in targeted and deprived areas.

Description: Blicy history dates back to 1977 with development of a social housing policy framework. In 1988
GLYGSNXYAYA&GGSNRI € 58t S3rdiAaz2y F2NJ ! Nbty FyR {20Al
chaired by the Prime Minister with missisn & ¢ 2 3IA GBS RAAlI ROlFyiGlF ISR Yy SAIK(
they need, no one publicor pataldzo t AO 2NBF yAT A2y Attt 0SS O2YLX S
undertaken by the Interministerial delegation include: designing, oag, coordinating, experimenting, and
assessing. (The latter function is evaluated with the following key indicatmgployment, economic development,
education, access to health care and safety).

The interministeral committee and its policy framewaqmtovideleadership and the coordination for multiple actors
across national and local levels. Partners include actors from the social, cultural, employment, urban developn
citizenship, crimgreventionand health sectors. There are five prioritiesiikK S Wt 2t A XifAlj 88 RBO

Housing and standard of living
Employment and economic development
Education

> > >

46www.eukn.orq/binaies/eukn/text/plaquettediv gb_2409.pdf
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Country

Policy Initiative

Features

A Citizenship and crime prevention
A Health

Italy

Edilizia
sovvenzionata
(Public Housing)
Edilizia agevolata
(Subsidy
Provision§’

Overview

LGFrteQ & K2dzaAy3 LRfAOe KI a oS Siyomodtraitdd@atichalpolic fande &
towards the present day devolved model with a diffused policy regime, wherefgipnal authoritiesdevelop policies
and adminster housing programs under the guise of limited national policy framework. The other trend has bee
of diminishing public investmentn housing.Housing policies have been relatively weak from a welfare viewpoin
On the ore hand, the supply of social housing has been scarce and, on the other hand, social housing policies
been sufficiently targeted to the needs of marginalized groups and groups in extreme poverty as well gobding
integrated with general sociawelfare programs.

Two principal policies have shaped the direction for social housing in Italy:
A Edilizia sovvenzionata: this program develops public housing financed entirely and owned by the state.

A Edilizia agevolata: This program provides subsidiesver cost of interest on loans for the construction of ren
or owneroccupied housing.

In the context of other European countries, in 2004 Italyked at the bottom in terms of public housing stogkAll ¢
this means (a) that the social housing sedtas not been able to play the same welfare role in Italy as it has in ot
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 sectof)alf been estimated that genuine social protection is
provided for only the tiniest proportion of the population, between-36 per cent of that provided in most Europed
02 dzy i"NR S35 v¢

Responsibility for public housing is now transferred over to the Regidro play a planning function, while local
authorities have the responsibilities to allocate the social housing according to regionally defined criteria. The
the central government is to define general principals and set high level social hobgéagives within the context
of its social welfare policy agenda. OthertrendsRrE FA YA G A2y 2F WaA2O0Alf K2 dzA A
privatization of social housing (publicivate partnerships) institutions, allocation of rent slgments. No dedicated
y6IEGAZ2yFf LINRBINIYE SEA&AG F2N 6KS aK2YSt Saaéo

“"Tosi, A., Cremaschi, M. (199®)using policies in ItalyUniversita di Romhttp://www.iut.nu/members/Europe/West/Italy Housing%20ticies.doc

8 |bid.
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ECONOMIC, PERSONAND SOCIAL IMPLICANS OF HOUSING, INANQUATE HOUSING, AND
HOMELESSNESS

The following information is intended to be complementary to the more detaifesibenefit 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 tey live in, the reality is that many people who are homeless are experiencing significant mental
health issueg this is the most basic reality of our findings and countless national and international repeotste living
with mental health problems areat 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
adzLJLJ2 NI & Q & @ & iessdvigibinadeauhtshBuging & ld Bisk factor for homelessnessiost of the people who
become homeless started off being inadequately houdgd

In some ways, it is easier to capture the extent of inadequate housing compared to capturing the extent of homelessness
because ofhe 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. Wiabiie complicated is measuring the costs of inadequate

housing

INADEQUATE HOUSING

Further discussion follows on the various definitions relating to homelessnes$ 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 referredo as inadequately housed) which refersfamnilies and individuals with formal shelter but in
precarious circumstances (Pomeroy, 20Blicy Researclitative, 2005). Risk factors relate to the trajectory of
homelessness which is complex and usualéyrésult of a variety of factors (i,gersonal levels of human and social
capital, mental health, macreconomic trends, the accessibility of commurigyel supports, and government policies).

Individuals at risk of homelessnegsometimes referred to as inadequatel
housed) refers tdamilies and individuals with formal shelter but in
precarious circurstances (Pomeroy, 200Policy Research Imitatiy2005).
Risk factors relate to the trajectory of homelessness which is complex a
usually the result of a variety of factors (j.personal levels of human and
social capital, mental health, macezonomic trends, the accessibility of
communitylevel supports, and government policies).

G2 A0K2dzi | LIKe&aAoOol
in the social, psychological and
emotional sense, the hotio-hour
struggle for physical survivedplaces all
other possible activities This social
exclusion also increasingly means

physical exclusion from manydations
and neighbourhoods by municipal
2NRAYlFYyOSa | yR L}2f
(Hulchanski, 2002).

The affordability of housing is of fundamental importance to the

Wi NI 2S00 2 NBE Q telyFouseddr fomeldssnl 2608, 500
households were paying 50% or more of tHaztome on shelter; average
shelter cost to income ratios w&& % Policy Research Imitative, 2005
Practically speaking, the stress of this level of household expgrdimay
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 #ga@plan, identifiesarang®¥ G NB 2 G Ol dza ¢
that contribute to homelessness and marginalizatig@007, pp29-30):

4 3. David Hulchanski, Question and Answer, Homelessness in Camadaaisingtheroof.org/Irafhome-QandAindex.cfm- Note that

RSTAYAGAZ2yAa I NB O2yaradSyid sAldK (GK2a$S 2F (GKS TSRSNIt 3I2@3SNYyYSy
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A

A Mental iliness, addictions, and concurrent disordere(tal illness and addiction);

A People feeing violence;

A Relocating to find employment;

A Population group (visible minoritigend to be undefrepresented among the absolutely homeless, whereas
Aboriginal personsra generally overrepresented);

A Federal and provincial withdrawal from nenarket (social or subsidized) housing initiatigearting in the mid

Poverty;

1980s;

Provincialdeinsitutionalization of psychiatric patientsho were housed in specialized facilities up until the early
1990s, without the transfer of comparable funding levels to commubéged matal health service providers;

A Lowincome due to: low earned incon{einimumwage versus living wagejcaledback and clawedack federal
and provincial social support benefitsr lack of income for those leaving the foster care or child welfare syst@nas
those exiting prisonand

A Thehigh cost of housingpwned and rented) @ampounded bylow vacancy rates

adzy AOALI t AGASA 2FGSy dzaS aK2YSt Saa O2dzyyiaeg 6aLRAYUG AYy (A
are absolutely homelesg; the 2008 Saskatchewan Housing Forum summarized issues relating to these counts including:

A Homeless counts traditionally underestimate the numbers due to an inabilitgatoh this entire target group;
A Results are a snap shot in time only, and do rapttare cyclical/longerm data;

A These counts do not include peolerisk of being homelesgategorized as individuals tamilies currently living in
inadequate, overpriced, unsafand/or overcrowded housing; and

A These counts do not include people wa@ 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.
OAGASE OoHnnTUO GKIFIG 61 & NBLR2NISR Ay tyé&bPlah to Erddl H@viElestness B I NB Q &
Calgary (p.44): for example, despite some data that suggests that homelessness in New York is on the decrease,
homelessness actually remains at record higlisere are increases in family homelessness and general shusiger

despite the appearance of reduction in usage. The report also discusses the widely circulata/cmgd argument that

the chronically homeless make up 10% of the homeless but are using 90% of services:

G¢KAA abdrdiArAadAao A& ol aSR 2y sirgle adgitghwho dséddaibicly (i
funded shelters in two major metropolitan aredisdid not examine resource use by families with
children, unaccompanied youth, or rural or suburban hagsslpopulations. Moreover, the study did
y2G YSI &adza2NB GKS dzaS 2 F Huided, ceatr@lNdniris@red etnérgesei

shelter days. Based on this very limited study, which cannot be generalized to the entire home

population, manycities are making significant planning decisions for theiydér plans. One
consequence of the diversion of resources to the single male population is an upsurge in the nu
2F K2YStSaa FILYAtASAa yR OKAf RNBY

Most recently, the Health and Housing in Transition (HHIT) study by the Research Alliance for Cahtudiaiessness

(REACH) has produced some initial findings from its longitudinal, rreiti study of peoplewho are homeless or

vulnerably housed in CanadaApproximately 1,200 vulnerably housed and homeless single adults are being followed in

three cities: Vancouver, Toronto, and Ottawa K S RSFAYAGA2Yy F2NJ LIS2LIX S 6K2 gSNBE O2
botKk &Gl 6a2fdziSé FYR GKARRSYé¢ K2YSt SaaySaasz Hadifkeirdwd @dcs, S o K2
but at some point in the past year had either been homeless or had moved at least twice (and so were considered at risk
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of homelessness). Resehers 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:
GLY&AGSIFR 2F (62 Rdlaigesevédly diSasmmagsd Hroup Kat tianskidns tween the two housing

& 0 | (Réskarch Alliance for Canadian Homelessness, Housing, and Healh, 2010

The key finding in the initial phase of this study (which runs to 2012), ip#uatle whoare vulnerably housed

experience the same risk of serious problems as people who are hometesgding serious physical and mental health
problems, problems in accessing health care services, hospitalizassault and going hungryhere are arestimated

400,000 people who are vulnerably housedsing the definition provided by Hwang et @note that the Wellesley

Institute identifies a range of 450,0@0pn nZnnn F2NJ LIS2LX S K2 | NB LINBOI NA2dzaf &
homelea a Einblirgs to date of the study group that relab®th to people who are homeless or vulnerably housed:

A More than half (52%) reported a past diagnosis of a mental health problemst commonly, depression (31%),
anxiety (14%), bipolar disorder (13%), schizoplar€6%), anghosttraumatic stress disorder.

A Close to twethirds (61%) have had a traumatic brain injury at sqro@t in their lives.

A One in 3 reported having trouble getting enough to edteing 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 folloal dpsi only 2 in 5
(38%) do.

A About 1in 5 (23%) reported having had unmet mental health care needsimilar proportion (19%) reported that
i KS& RARY Qibgolto/getdhe mdatdl N&lth care they needed

A Two in 5 unmet heéh care needs in the past year.
A Over half (55%) had visited the emergency department at least onite past year.

A One quarter had been hospitalized overnight at least once in theysst (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 groupjncluding diabetesasthma, andardiovasculadisorders. Over ongquarter 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 aadequately housed. Of this group, they further
estimate that 70% of individuals are also inadequately supported.

WAITING LISTS

2 KAES GKSNB AayQid + adl yRFENRAT SR LINRPOSaa T2NJ YSEAdzNAY 3 ¢
waiting list process for most types of affordable housing in Ontario. The Ontarig’Ndit Housing Association (ONPHA)

2011 AnnualWait List Report identified that 52,077 households were on the municipaiiting lists The number of

households looking for housing across Ontario grevi(#42 over the previous yea7.4%increase) and by 22,824 since

2009 (17.7% increas®) ¢ KS 2 St f @GL0O) Brécarloys &Haouingmni stigyést extrapolating this to a natial

level as a crude measure of need, equating to roughly 3.4 million households.

ESTIMATING HOMELESSNESS

The Mental Health Commission estimates that-80% of people who are homeless experience serious mental health
issues

One of the problems in capturing the costs of homelessniesthe challenges in trying to capture the extent of
homelessnessnd, thus, the strategies needed &ldress homelessnesdn the 2007 mission to Canada by the UN

123



Special Rapporteur on the rigtd 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 warrantetediate
attention: without appropriate definitions ofiomelessness, and the factors that put people at risk of homelessness,
official national data can grossly underestimate the level of need (Kothari, 2009).

¢KS (8LlSa 2F K2YSfSaaySaa 02N aK2dzaSt SaaySasto SELISNASYC
Absolute homelessnes$ 2 dza St Saa LISNER2ya NS RSTFAYSR [ a LIS2LX S aaft S

A

People sleeping rough, which means in the street, in public places or in any other place not meant for human
habitation are those fornf 3 G KS O2NB LR LJdzZ  GA2y 2F GKS aK2YStSaaco
briGA2yaQ RSTAYAGA2Y-nkaniNgpdogewhd adeiliving iK thersBdetSvithing thyisigal shelter of
their own, including those who spend their niglnsshelters.

Concealed (also referred to as relative or hidden) homelessnésgler 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 ofwk#are system. This
phenomenon is extremely difficult to enumerate.

The nature of homelessness can be chronic, cyclical or temporary in ngfRodicy Research Initiative, 200p. @-5):

A

Chronic homelessness$aced by people who live on the periphery of society, often with problems of drug or alcohol
F6dzaST 2NJ YSyildlt AfttySaaod alye RAFFSNBYlH RSFAYyAGAZ2YA
For the purposes of this report, andconisiS y i 6 A K GKS FSRSNIt 3I20SNYyYSyidQa
2004 definitions, a person or family is considered chronidediyeless if they have either been continuously

homeless for six months or more, or have had a least two episodes of hanebssin 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 shdltés.estimated that roughly 2680% of the

homeless population is chronically homeless

Cyclical homelessnesaffects 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 hadstay.

Temporary homelessnessaptures those who are homeless as a result of a disaster or significant change of
personal situation, such as a separation.

adzy AOALI t AGASAa 2FGSYy dzaS aK2YSt Saa O2 dzy Grumhberipedpldwhd Ay
are absolutely homelesg the 2008 Saskatchewan Housing Forum summarized issues relating to these counts including:

A
A
A

Homeless counts traditionally underestimate the numbers due to an inabilitgaoh this entire target group;
Resultsare a snap shot in time only, and do naipture cyclical/longerm data;

These counts do not include peogerisk of being homelesgategorized as individuals families currently living in
inadequate, overpriced, unsafand/or overcrowded housing;ral

These counts do not include people who are considgrad of the concealed homeles

*0bid.
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Table 4Range Estimates of serious mental illness, homelessness, core housing need, and people inadequately dxrossdCanada
AB BC MB NL NB NT NS NU ON PEI QC SK YK CANADA

Population (Aged 2,658,83 3,433,88 923,23 427,24 611,74 31,54 767,02 19,47 994948 111,87 6,293,62 780,46 24,65 26,033,06
15+) 5 5 0 0 5 5 5 0 0 0 0 0 5 0

Prevalence
of Serious
Mental
lliness
[29%-5%)

At 20%0f 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

People

Inadequate
ly Housed
[209%40%]
g:‘:lterson 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
2008)

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 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)

People Homeless at 0.58% of

who are Population
Homeless
[0.58% Homeless at 1.15% of

1.15%) 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

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
[309%640%]
(Kirby &
Keon,
2006)
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ECONOMIBENEFITS OF HOUSING

Housing is a major productive factor in the Canadian economy, generating community investment and economic
development, jobs and consumer spendingesidential 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 $7rbiliconsumer spending arabntributesto the creation

of around 100,000 jobs annually (Hay, 2005).

Toronto City Council, in its Affordable Housing Acktam identifiecthat affordable housing is aengine forprosperity
(Housing Opportunities Toront@009):

Attracts immigrants, key workers and a skilled labour force

Encourages businesses to locate andaexplocally.

Every 1,000 units of affordable housing built creates between 2,000 and @gs80n years of employment.

> > > >

Costs less on average ($23 play) than use of emergency shelters ($69), jails ($142) and hospitals ($665) when
people are homeless

In 2003, Don Drummond, Senior VReesident and Chief Economist at thB BanlEinancial Grouprecognizedhe

LIAG20Ff NRfS 27F K2 dza Aifadequaté Boyising SipplydoaR haa do8dRlocki t& husiness inyestment
andgrowth,and Y Tt dzSy 0S&a | LR GSYyidAlf AYYAINI yiQF TREaOkKFhanday 2y 6K
Group 2003). TD Economics estimates thatezy dollar invested in housing creates two dollars in additional economic

activity, andindirectly induces as much as seven additional dollars in economic a¢20@$) This is consistent with

backgrounder on public hoirgy investments produced by Michael Shapcott of the Wellesley Institute (2008), identifying

that:

A A 2007 studyf nine U.S. cities founithat every dollar invested in affordable housing had a multiplieffect of 1.93

A A detailed study of three housing projects in Oregoi the multiplier at 2.1, and noted that the housing also
leveraged as much as seven additional dollars émery dollar invested

A An Ontario study in the early 1990s found tleatery 1,000 newco-op homes generated 2,210 perseyears of
employment

Ly S@Iftdzr GA2Yy 2 ¥ aldopsinglBrémbdel iniTdrontod fyuSdithe following demonstrated results

(Raine & Marcellin, 2009

A Improved overall health and improved mental health,

Decreasedevels of stress,

Deceased use of alcohol and drugs,

Decreased panhandling, and

> > > >

Decreased use in emergency services.
DIRECT AND INDIRECT ECONOMIC COSTS

Ly GKS tNRBOGAYOS 2F 1 f0SNIIFQa tftly F2NJ!fo0SNIFXET 9yRAy3 | 2
manage homelessness would equate to roughly $6.65 billion over 10 years for pe@fie (Alberta Secretaridor

Action on Homedssness, 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 system3heseO2 a G a | yR al @gAy3a ¢SNBE 3ISYSNI G§SR {KNJ
a2RSfté¢ RSOSt2LISR o0& 5@yl gArasS Ay HnAnyhomelessestwik®ntifus Ogd® i | NR& | G
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by 7% annually, meaning by 2019, there will be over 22,000 people whqg
are homeless, requiring an investment of $13.6 billionlirect and indirect
costsg thus, implementation of the plan (including targeted prevention
approaches) will ultimately save up to $7.1 billionQp.

The cost gradient is highest for
institutional uses, moderately higloif
emergency services, and lowest for
supportive and permanent housirg
even when support

uantifyingthe indirect and direct costs can be challengigailtimately, -
Q ing ging / H] costs are factored in (Pomeroy, 2005).

there is strong evidencéo support much higher level of costs associate
with inadequate housing and supports than housing and support models
In looking at cities from across Canada (Toronto, Vancouver, Montreal, and Halifax), Pomerogddterdnce in annual
costs ofdifferent housing, institutional and emergency responses:

A $66,000 to $120,000 fanstitutional responsegprison, detention, and psychiatric hospitals),

A $13,000 to $42,000 faemergency shelteré ONR2 a4 aSOUGA 2y 27T @& 2 dzi Keg, famniyy Qa FI OA f
facilities, and shigers for victims of violence),

A $13,000 to $18,000 fasupportive and transitional housingnd
A $5,000 to $8,000 foaffordable housing without suppor{singles and family).

While there are significant ranges in costsleatst in part attributable to different service delivery models and support
levels, Pomeroy notes that the objective of theadysis isito illustratethe order of magnitude of costs across the
continuum of responsés  H9).JD

As part of its backgrouhwork in creating its 1§ear plan to end homelessness, the City of Calgary undertook a review
GKFG LINPRdzOSR F 6SIFfOGK 2F Ay F2NXlndldddy GKFG &adzLlll2NIa GKAa

A The City of Denvewhichestimates that approximately $40,000 per yémneeded to serve a person who is
chronically homeless this average cost decreases to7/$000 once the person is housed.

A The City of San Francisco where an analysis of system expenditures showed that the city spends $61,000 per year for
emergency roonservices and incarceration for each chronically homeless person.

¢KSe |faz2 KAIKE A IK-earpldnSo ehdihdnielediiess (28QR)AelIoEH: first Naitls Afmerican cities

to undertake such an initiative. By 2005, the City was abld&se out over 1,900 emergencgditransitional shelter

beds.¢ KS / Al@Q& wnnt dzLJRIFIGS 61 & FofS (2 HNEGKRServenfionS @t t dz G
28% had increased their income, emergency rooms had decreased by 54%, inpasigitélizations by 52%, arrests

decreased by 78%nd days spent incarcerated by 93% (City of Chicago, 200K)Y A f | NX e~ / I f I N2 Qa t I
(incorporating health, social and housing supports for people who have been chronically homeless}ulatedra 44%

reduction in EMS responses, 63% reduction in emergency room visits and 69% reduction in psychiatric hospitalizations in
one year of participation for 79 participan¢ghe savings in reduced hospitalizations alone amounted to over $440,000

(Galgary Homeless Foundation, 2010).

MORBIDITY AND MORTALITY
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which homelessness@elIN2 6 f SY OFy 685
recent studies of homeless populations:
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A A fouryear study of 9,000 homeless people in Toronto demonstrated that themage of death was 46 yearshe
mortality rate for 1824 year old homeless men was more than eight times than that in the housed population.

A Mortality rates for homeless youth in Montreal are nine times greater for males and ihimtytimes greater for
females, compared with nehomeless youthn Quebec
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Increased rates of chronic disease including arthritislimatism emphysema/chronibronchitis, epilepsy and
asthma.

A IncreasedINBE @I £ Sy OS 2F | OGADS (dzo SNDdzf 2aiAa oGSy GAvySa GKS N
Ontario)

FAMILIE&ND CHILDREN

I Moy ¢2NRBYyI2 & balsfal femalesjfdeyolittkbecdmesretyadt,Niith the average onset of first
pregnancy being just over 16 years. All told, an estimated 300 babies are born edssnwvomen each year in Torogto
(Falvo, 208). There are broader social costs to homelessness and inadequate housing (Falvo, 2003):

A CILYAf2Qa K2dzaAy3d AAGOAXNARNBWV 40 $ A FNBGI0ASTyi Ay ©OF 260 NBo a¢
into the temporary care ofthe CRINSy Qa ! AR {20ASG& 2F ¢2NRByd2 o/!{¢0 A&
GKSNBE K2dzaAy3a gla + FILOG2NIAY wnnn /' {¢ SadAaAvylriaSa GKS
2003)

A Children in inadequate housing have substantially worse rates of problems in their desili, asthmamotor skills
and social development, language skills, emotional health and levels of anxiety; and lagdsssfision

A A New Zealand longitudinalusty found that adults at age 32 who were exposed to poor socioeconomic conditions
during childhood (r+1,037) ranging from birth to age 15, had a strong association with increased risk of substance
dependence and poor physical health (Melchior, Moffifijne, Poulton, & Caspi, 2007).

A Poor children are almost twice as likely as nopoor children to die in childhood, more likety have physical and
mental health problems, perform poorly or drop out of school, and engage in dangerous behaviours feehgir
(City of Calgary, 2007)

SOCIOECONOMIC STATUS

Lower socioeconomic status associated with premature s#ifcharge from hospitals

Among a large sample of cirrhotic patients{581,380) admitted to hospitals 1 in 36 sdicharged against medical

advice. Selflischarge was associated among persons with: alcohol cirrhosis, lower socioeconomic status, HIV, psychiatric
disorders and substance abuséMyers, Shaheen, Hubbard, & Kapla0609.

Lower socioeconomic status among recent onset schizoplagratients
Concurrent schizophrenia and substance abuse (high prevalence of cannabis use) associated with younger age, male
gender, and lower socioeconomic statig 2 0 N2 O1 X { A GG A Yy ICaMEL Cah&RBA. R EZ 5Q! YSE A2

Organizing services to nka client selection criteria based on loimcome (Social Determinants of Health) works

5FGF FNRBY GKS ylFdAz2ylt 2 2YSynid States Worged ahJoyiricon{e ArdziRith bath2 9 { 0 A Y
addictions and mental health disorders were found to hhigh association with receiving treatment. Providing

affirmative access to disadvantaged women (in WES) was associated with participation in appropriate (ftos®es

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, VillenesiwPaul, Strike, Fisher, ShogeHopkins, 2006).

Level of educational attainment
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Among the elderly (685 years) low educational attainment is associated with risk of poor healt!9@25). Poor
mental health was associated with type of living agament.(Rueda et al., 2008)

BUILDING ON PAST BRXESES: KEY POLIREBDTIONS

The need to define a strategy for improvitige 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-@enpaian
movement fora broaderNationalHousing Strategy in informg such a strategy that focuses on the needs of people with
mental healthissues¢ KS { Sy I S / 2 YYA (G S Sut & the Sh&gws bt i_astiléntifiedté Beedifof
major investment in housing including increased financial assistance forabestruction 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 effectiveational strategy would include (Wellesley Institute, 20Mkkonen& Raphael, 201d4ousing
Network of Ontario, 2009Tota, 2005; Hulchanski, 2002):

A Ensure affordability All Canadians should have homes that cost no more than 30% of thepiecomeand which
leaves them with sufficient income for the other necessities of life.

A Ensure stable, adequate supply of housirgjl Canadians should have homes that are in a good state of repair, safe,
and up to property standards, without overcrowding.

A Provide housing supports, programs and protectionsl Canadians need to have supports and programs to ensure
that they can equitably access and maintain their homes.

A Measure progress
WHAT LEADERSHIP AND COLLABORATION IS NEEDED?

Many national thinkii F y1a +FyR LI ad LIt AOe LI LISNE KI BRLIEY | RSdzNBYFS NBF D
Significant funding cuts and downloading of social housing at the federal and provincial levels over the last 25 years has
ONXB I (p&téhwdrlad a2 F T dgyfdgranfsIhatlisyédinplex to navigate as policy makers, funders, service providers,

YR GSYylyGad CdzyRAYy3 LINRPLRAalFTaAaQ FLIWINRGIE LINRPOSaasSa | NB 2

Gl 2dzaAy3a I yR K2YSt Saay Siéeandlefcierd, 0eeds 2A @inga-Nifx&addd lev@sob S STTF SO
government; among government departments and ministries; linked to municipalitiesprafit and private interests;

respectful of the cultural and historic relationshipsAdforiginalpeople; relevant to the needs of racialized communities;
responsive to the special physical and mental health needs of a variety of peopleffeasive and administratively

efficient for project sponsors and government administrators; gmdost importantly ¢ properly and fully fundeé

(Wellesley Institute, 2008). Shapcott provides a number of examples of where lack of coordination would impact desired
results of fundingnitiatives

A Providing a housing benefit for people renting in the private seetithout concurrently ensuring effective rent
regulation

A New supply initiatives could fail to produce a net increase in new housing without controls on the demolition and
convession of existing housing; and,

A Increased funding for new support services may 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 leadeship that can be provided through a national affordable housistrategy canalsosupport (Tota,2005):
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Exmnsion of products available tmuseholds below th@0th income percentildhat can be provided via the Canada
Mortgage and Housing Corporation

A Ongoing investment in appropriate operating funding (for both building maintenance and orgigiport needs)
tied to capital initiatives

A 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 affordablergppsoject
development and fastrack 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 mechanistos

A Promote a comprehensive continuum affordable housing and supports.

Prevert people from becoming homeless.

Support people when they are homeless

> > >

Helps homeless people obtain appropriate housing.
WHAT IS THE LEVEL OF FUNDING NEEDED TO IMEREBRSEABLE HOUSING?

CKSNSE Ad ONRIR &dzZlJLJ2NI FY2y3ad K2dzaAy3a FyR YSydlf KSIf (K
governments need to increase their spending on housing by one per cent of overall spending and adopt a national

housing stategy that recognizes that housing affects the population's health and other social determinants of health
(Mikkonen & Raphael, 2018ryant, 2003; Canadian Mental Health Association, 2004; National Housing and

Homelessnes Network, 200R

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-f@80s (prior to the most profound cuts to social housing

initiatives), various lgels 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 governmis.

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 affordabili
based on average market rents, rather than working with the CMHC
definition that housing should not exceed 30% of-fa® income. In a
detailed national analysis, the Conference Boar@ahada noted that
this definition will mean that some of the Apllojectsd ¢ A f T LJ
rental stock for essentially upwardly mobile young households earning
over $40,000 a year Canference Board of Canada, 2010). Thus, funding is being invested, im partay 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 Camadians
dire need of housing, particularly in times of fiscal constrainta recent work on the social determinants of health in
Canada, Mikkonen and Raphael (2010) recommend thasimg policyneeds to be more explicitlynked to

comprehensive incoméncluding a jobstrategy), public health, and health services polielusing policy, in the

context of broadersocial policy, should reflect a levels of need approach, identifying how best to target the highest
needs of the population, with a longeterm view to addressing broader housing affordability issues

The crucial and ultimate test of the
effectiveness of housing policy is the
condition of the worst housed families
in our communities (Carver, 1948).
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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
YFEN] St K2dzaAAy 3o SBATFSNBYG F2N¥a 2F K2dzAAy3 o0SytheBeh 1 &4 KI €
include rent supplments and shelter allowance$iousing benefits facilitate rapid access to stable, affordable housing

because housedlds 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 (ésley Institute, 2008; Pomeroy & Evans, 2008; Housing Network of Ontario, 2010):

A Eligibility that is flexible rather than restrictivehouseholds living on low income and in core housing need as defined
by CMHC (spending 30% or more of their income orsimm)¢ 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

A No arbitrary time limiton the length of time that a household can aceéise benefitc use of the benefit should be
basedonthek 2 dza SK2f RQad O2NB K2dzaAy3d ySSRT

A The benefit should reflect thactual gap between affordable and market renis specific towns, cities, regions ec
if the benefit amount does not, combined with household income, enable the household to secure affordable
housing, the level of berii needs to be reassessed; and

A Realistic cost increasdsave to be built into hosing benefits reflecting the increases in rent that people will need to
pay in their private market housingfrom a valuefor-money perspective, housing benefit programs best
integrated as part of a longeterm housing strategyto increase housing syy.

As discussed in the international comparison section, the United States
uses a housing voucher system as part of their housing strateggearch
has shown thathese housindenefits havean inflationary impact on the
overall rental market™". Pomeroyand Evans, in a review of international
poverty reduction strategies (200®)otedi KI & & KSI @g& NBf ALy OS 2y LR NIl ot S
housing allowance programs that encourage people to seek out the

cheapest rental housing can, over time, concentrate poverty and its

conseqdy OSa Ay &aLISOA FTRUS, a girrig SykténeodiaNK 2 2 Ra £/®
regulation and tenant protectionis important to ensure that housing

benefits do not inadvertently raise the overall cost of housing.

Additionally, having the benefit paid directly to then@nt counteracts the
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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 raties vacant
propertiesandnew properties. Of particular concern is that this allows
rapid increases to rents on vacant rental units (Wellesley Insti2Qe8).

Income Support Programs
Ensure flexibility in income support programs to enable people to adjustlikigig situation appropriately as their
income improvegHousing Network of Ontario, 209

Shelter allowance components of income supports programs should reflect housing cost variations in communities

*1 Scott SusinRent Vouchers and the Private of Limgome HousingBerkeley Program on Housing and Urban Policy, Working Paper
Series No. 1005, 2008s cited in Wellesley Institue (July 20082 dza A y 33 K2 Y St SaaySaa FyR hyidl NA2Q&

%2 Housing Network of Ontario (2010). Accessiblatgi://www .stableandaffordable.com/sites/default/files/HousingBenefitHNO. pdf
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Costs of Energy and Utilities
Most provinces anderritories have some form of assistance available to-logome households to address the rising
cost of energy and utilities. The Ontario Low Income Energy Network has proposed a comprehengicermavenergy
assistance program and a ldmcome energyonservatiorinitiative (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 requird Aging social housing stock is a significa

{/r:/crel?ﬁ.mghmvestments to enf)llJret the hkou:‘,rl]ng req:a;ns hqb|tak)t)ltta.| | concem. For example, According to
ealthier homeowners are able to make the capital repairs, but lewg {(GFGAGGAOA [ FyFRI

AyO2YS 24ySNE | YR NBy (eSdiies ralyi b i Eaai i ol NJ
iKS OFas$ 2F GSylyidas GKSe dzdz RO ¢ STt |

; total of 3.1 miliilon dwellings) are more
repairs.

than 20 years old.

All housing in Canada is agingpgrading buildings can mean that
these costs are passed along from landlord to tenaRisanciaincentives providedo private market landlords can help

in balancing the need to maintain, upgrade and repair housing, against maintaining affordability oH@uiséng

Opportunities Torontd H A 1 QO @ al & 2 NI atermh iad/dldf theSGitySos TofforEo, wiprotidey 3

dzLJANI RSaz O2YYdzyAdGeé Ay@SaldYSYlzINARYR WABBAFAYILETDHI Bldzd A X E
buildings may bearticipatingin the program by 2020.

Strategiesand policy directiongo support appropriate maintenance oéxisting housing supplyHousing Opportunities
Toronto, 2009 Housing Network of Ontario 2009, 2010; Mikkorg&eRaphael, 2010

A Investments in regular repair and ongoing maintenance of existing and new affordable housing.

- Federal, provincial antrritorial 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 s@d housing, so that these assets can be used for
building repairs, expansions and energy retrofits.

- The federal and provincial governments increase funding for prsattor rental
repair and energy retrofit programs while ensuring rents remain afforel#mough
rent control legislation and financial incentives.

A Ensure strong building standards and enforcement.

A Create an annualized fund to repair & maintain existing and new affordable howsitsg

Protecting Stock

Municipalities can set policies to limit conversion or demolition of rental housingréthtcesthe choices available to
lower income residents an issue that is compounded when there is a lack of new supply in affordable housing. For
example, the Citpf Torontoadoptedan enhancedylaw preventinghe 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 Toron®00 homes) compared to other large Ontario cities (Toronto City Council,
20009).

New Sock

The Federation of Canadian Municipalities has developed a framework for a National Affordable Housing Strategy to
promote affordable, new and existing housing. Fptwgrams are included within the framework:
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A A flexible capital grant program: a locally designed and administered program of housing initiatives financed by
federal or joint federal/provincial/ territorial capital fund

p>

A private rental program to stimuie private rentalproduction.

p>

Investment pools of money to create affordable housing by attracting new funding for the development, acquisition
or rehalilitation of affordable housing.

A Provincially administered income supplement programs to assist tenamscannot afford private market rents.

Changes in programs and complicated funding formulas have reduced the amount-gesgetto-income subsidies
available to many social housing providers, which means that they are able to provide homes foofeivedme
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 lowincome Canadians with housing policies supporting mixed housing approaches.

HOW CAN WE MAXIMIZE THE ROLE OF THE PRIVATE IMARKEEASING THE SUPPLY OF HOUSING?

The private sector alone will not be able to meet the housing needs of all Cangdigan if incentives are provided.
Establishing the right balance between private and public sector collaboration in affordatdambasia necessary pre
requisite to any successful strategfey ways tomprove affordability and supply in the private markets is through direct
grants, tax spending and/or other benefits, plus effective regulation and legislatione@égl Institute 2008). There are
three main tools that can be used bridge the affordability gapetween what private rental and private home
ownership costs, versus what low and moderateome households can afford to pay

A Universal housing benefit fdow-moderatemiddle income earners

A Effective rent regulation and tenant protection latesprotect tenants from predatory practices and to shield against
the inflationary mpact of housing benefits; and

A Rent-gearedto-income subsidiefor householdsiving in nonmarket housing.

A Increase the supply of eoperative, nonprofit, supportive and other nomarket housing with direct grants, tax
spending and/or other benefits.

From a broader perspectivehe Saskatchewan Housing Forum, which engaged leaders from the private, housing, and
government sectors, identified number of strategies to increase private sector engagement, including:

A The importance of establishing a provincial Affordable Housing Gréwind, with tax incentives to encourage
housing development.

A TKS ySSR F2NJ KS LINPGAYOAl f-ail 2diaa KALID 2 N2 BNt gapSdir > | B8 ¢
public.

A Development of strategies to addressetskilled labourequirements.

A Development of mechanisms to link various stakeholders within the housing sector including builders, people
needing housing, community developensyestors and government.

InclusionaryHousingPractices

While there are manjterations ofthese 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 irthat particular developmentNumerous provincial and nation&llevel 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:

A Used in hundreds of American citie 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 provincom 2007 new housing star(8Vellesleyinstitute, 2008)

A Spinoff 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 theusing Firsinodel, it is worthy to note the strong movement
towards realignment of public funding to sustainable solutions to homelessness. Some examples follow.

¢KS t NB @Ay OS-yearplar shifts B1weEtrheqtdroniingyagement of homelesstesnding homelessness.
Investments now focus on moving people off streets and out of shelters, and into permanent housing with suppits.
fundamental change in funding services is premised on the belief that providing people with appropriate famasing
support options not only is the right thing to do, but it is the fiscally responsible thing to do, resulting in saving®s of $3
billion over the course of the ten year plan.

The City of Chicago was one of the first North American cities to implea&dyear plan to end homelessnegsheir
plan, too, centres on this shift from funding emergency services to providing permanent housing Hgingireg First
model.

WHAT IS THE ROLE OF SOCIAL HOUSING PROVIDERS IN SUPPORTING PEOPLE WITHSMIENTAL ILLNES

IntheoftenOA G SR a. S&aid t NI OGAOSa dHgaltargendyloffCanadBdoT), in Kousn& chechlidfis 6t dzo
presented. tlincludes the requirement thaa range of different housing alternatives is provided but there is a shift of
resources and emphasis on supported housing.

ThePublic Health Agency of Canada (PHAQ)rt further adds to the supported housing concept and indicates that it
incorporates the following critical elements:

A use of generic housing dispersed widely in doenmunity;

provision of flexible individualized supports which vary in intensity;

consumer choice;

assistance in locating and maintaining housing;

no restrictions on length of time client can remain in the residence;

> > > > >

case management services are not ttedoarticular residential settings but are available to the client regardless of
whether the client moves or is hospitalized;

p>N

community residential housing is provided as a substitute for-emng inpatient care; and
A housing needs of the homeless mentallynclude 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 iliness needs to adequately address
substance use. It is acknowledged that individuals with mental illness will also often be struggling with substance abuse.
Therdore, 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.

134



Many people with mental health problems and/or mental ilinégs in nonrdedicated social housing optiols
consequently, social housing providers have evolved different models of support to help people in maintaining their
housing tenure and immoving their quality of life.The learnings from these models ofteave equal applicability to all
housing providerg whether they provide dedicated mental health housing, or wmdicated housing.

Toronto Community Housing Corporation is one of thedargocial housing providers in North America, has undertaken

a number ofinitiativesspecific to identifying how best to support the needs of people with mental iliness. Findings from a

pilot project involving tenants anstaff (Houselink, 2008) ultimate@ Ay F2N¥Y SR RS @St 2LIySyd 2F ¢/
framework.

G{20AFEt Aazftl (A2
Create an environment that supports recoverthis means creating an NB O 2USNE @&
environment that facilitates hope (believing recovery is possible), healing (Houselink, 2008)
(reclaiming sense of self and control through sgfe), empowerment (selfletermination, courage and autonomy), and
connection(rejoining the social wod). CNR2 Y (G KS &a20A+f K2dzaAy 3 LINR GABRSNIDA LISNE |
2LISNI GAY3 FNRY | KdzYly NRAIKGAQ LIKAf282LIKe 6aKFNARYy3I L32sSN
GKSNBE adlF¥TF 0StASGAS (KSe ivesland ar¥ dollalSorators \Rth Eria@dNahy fboSidexefoveaiyS y I v
oriented services where the common denominator is a collaboration of services provided by professional services (case
management, medication and therapy), consumen services (such as advocanyd peer support) and the broader
community services.

Strengthen the community in each buildingocial housing providers can facilitate connections among ternatisse

are tenantled activities for all tenantsThis can include opening up meeting rooms (which are usually locked most of the
time), organize a tenaded 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 participationthis 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
representatd Sa G2 alLISIF|1 2y GSyYylyiaQ o0SKItF Ay @I NA2dza F2NUzva o
that capitalize ortenant) SELISNA Sy OS | yR Ay Lidzis o6dzi NBO23IyAl Sa (KI G R
(i.e., noteveryone $ comfortable speaking in large meetings).

Train peer support workery te@abts] are the resources that are available, literally, in house. And they have the

1y26t SRIST SELISNASYOS IyR (GKS ONBRAOACL A (. eParticAlarlg givenS NJ & dzLJLJ2
ongoing resource constraints that social housing providers face across the country, this is a source of-basetce

support that should be mined to the benefit of all tenants. A more formal system of peer support can be crbated w

tenants are trained, accredited, paid and supervised to provide specific supports to other terthets is asignificant

body of research to support this approach in multiple settings (mental health, HIV/AIDS, developmentaisservi

community devéopment). Types of roles could include Peer Bridgers (supporting new tenants), Recovery Educators or
Coaches (facilitatingvellnessRecovery Action groups or acting as a supplement to case managementjndrop

coordinators or staff to provide informal spprts to participants (Houselink, 2008).

Organize joint staftenant training opportunities opportunities for social housing staff and tenants to learn together
about such topics as the principles of recoverrisisintervention. The way in whiclihése opportunities are developed
is also important; for example, both tenants and staff should be involved in planning and/or delivering the training.

Seek out new partners to provide support servicesme tenants access community supports that are @iio

maintaining their housing tenureThe reality is, however, that tenants can sometimes withdraw from these services, or it

YIe 68 GKIG aSNPAOSA FNB y2d YS88dAy3a (GKS adall NI ySSRa 2
housirg providers cainclude:
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Developing straightforward partnership agreements with community agencies including mental health and
FRRAOGAZ2Yy&aQ aSNWAOSAY 3INBSYSydGa [ RRNBaa AaadzSa &adzOK |
information sharing, respongémeframe, communication protocols, and evaluation.

A ldentifying a lead staff who coordinates and maximizes partnerships: for example, facilitating new partnerships,
ensuring existing partnerships are working effectively, identifying service omsygsips and poterdi solutions.

A 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 haising provider may want to consider partnering with a supportive housing provider. The supportive housing
provider can be provided space in the building to provide individualcangmunity development supports.

A Coordinating a local agency network

A Building good relationships with City serviaescluding police and health services

Review corporate policies and practiceBolicies and practices can include:
A Tenant, uri selection and mowén process.

A Eviction prevention protoddor behaviousrelatedissues.

A Crisigntervention protocol
A

Community standards that set out norms and boundaries, and foster community cultevelpped working with

tenants).
A Hiring practices that recognize that a diverse workplacaiges people with mental illness.
A 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:
A Identify designated staff experts to work specifically witartal healthand addictions issues

A Resource stitegy: 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 mepsogigss on
affordable housing strategies:

A Reduction in number of households affordable housing wait lists.

A Equity in reduction of number of households on affordable hogisiit lists across communities.

A Consistent annual reductions in the percentadgeemants spending @ or more of income on housing.

A

Improved access to housifigr membersof marginalized groups, includidgoriginalPeople, communities of colour,
people with disabilitiesandmental health issues, lone mothers and people livingunal and northern communities.

A 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 FoundationsrSubmission 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:

A There should be policies in place to ensure a zero discharge into homelessness from éabiiyth

A Fund multidisciplinary teams of health providers, income support workers, and housing locators
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A Develop consistent risk assessment and triage processes for people who are homeless or at risk of homelessness to
help them gain immediate access tousing and supports

A Create a streamlined point of entry 4. Creatsteeamlined point of entryo housing, mental health and addiction
programs.

A Create and maintain a range of supported housing optipimeluding detoxification, mental health, addicti®n
treatment and recovery and longrm nursing care for people with complex needs

A Prioritize the importance of collaboration in achieving health and housing outcomes across departments and
ministries. This would include formal administrative and strat@girtnerships 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 THHFFERENCES BETWEEN RURAL AND URBAN NEED?
In looking more closely at the reasons why Canadians are identified as being in core housing neeR€Bedioch

Initiative, 20035:

A At the national level, three in four households (75.3 percent) in core hoursiag 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.

A Both affordability and suitability figure prominenily predominately urban areas.

A In areas typically adjacent to urban areas (intermediate and rural rredjacent regiong however affordability is
the main concern.

A Northern rural areas, in contrast, experience suitability challenges far more frequentlyisbues of affordability.
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APPENDIX SIX: HIGEBHTING HOUSINGNEEB hb D /! bl 51
ABORIGINAL POPULATYIO

G!'o2NRAIAY LT LIS2LX S YFE1S dzLJ I avYl € LINRLRZN
AAIAYATFTAOLYl K2dzAAy3d 0 dzZNRSYy o4

Wellesley Institute, 2008

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 Nationa\édzes®
Aboriginal Housing.

ABORIGINAL POPULANIRELOCATING TO MURAL URBAN CENTRES

Aboriginal people comprise8: 2 F / | Yy I RI,@czordidg tblief 2006 Kahgdian Censusanada, the majority

of Aboriginal persons live off the reserve. In 2006, 73.4% of the Aboriginal population in Canada livetesenan
communities (NationaboriginalHousing Association, 2009). In order to best understand the issues and ckalleng

related to accessing safe, secure and affordable housing by Aboriginal populations in Canada, it is important to make the
distinction between Aboriginal populations living-ofserve (norreserve Aboriginal population) and the housing issues
andchallenges faced by Aboriginal peopigeing onreserve (oAreserve Aboriginal population).

¢KS GNBYR 2F ! 02NRIAYIf LISNER2ya NBt20FGAy3a G2 tABS Ay dzN
populations who are also migrating towards urbeentres. While the reasons for this relocation may be largely socio
economicthe Aboriginal population living ereserve experience significantly higher rates of poverty, limited economic
opportunities and poorer health than other Canadians.

a woriginal persons] seek to improve their capacity to earn a living and to improve the opportunities
G§KSANI OKAf RNBYy® Ly Y2ad OFasSa GKSe& | NB LlJzaKSR
citizens of urban communities Aboriginal pans access and enjoy a range of services and have needs

impose costs on provincial and municipal governments. So as Aboriginal people increasingly migrat

reserve (and existing non reserve families have children) funding for services they cassnaneasingly
LJIFAR 0@ LINBPGAYOALf IyR 20t 320SNYYS

National Aboriginal Housing Association, 2009

The relocation of Aborigingeople in Canadauggests a critical need to develop policy and mechanisms in collatrorati
with Aboriginal people in order to best respond to the housing needs of thereserve Aboriginal population across
Canada.

There have been some efforts to address this challenge by governments. To this end, coordinated ajodisiagsonal
discussions by federal, provincial and territorial governments to addressing 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 ProvincialTerritorial Meeting of Ministers for Housing:

G! 02NAIAYI ¢

Aboriginal peoples
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A The provinces and territoriegspect the special relationship and fiduciary responsibility that Canada has with First
nations, Métis, and Inuit people.

A Federal, provincial, and territorial governments recognize that one of the highest areas of need and challenge is in
providing adequte housing for Aboriginal people. It is through collaboration among governments and Aboriginal
people that housing improvements for Aboriginal people livingre§erve are possible.

Clearly given that the majority of Aboriginal citizens now live in mpalities across Canada, similar crpsssdictional

and coordination efforts in collaboration with Aboriginal people needs to extend into provincial and municipal
RA&0OdzaaArzyad b!l! KAIKEAIKGE (GKS ySSR (ithalestabisRes @nSekphicltd || O 2
funding stream fornoNB a SNIPS ! 6 2NAIAY Il LIS2LIX S ftAYy1SR RANBOGEe G2 O
AboriginalHousing Association, 2009).

Aboriginal Canadians experience a disproportionate burden of housiegd inCanadacompared to the noraboriginal
population.

The housing need of the Aboriginal population (who liverefferve) is estimated to b@ore than 20%of this population.

This far exceeds the prevalence of housing need observed in thé\borginal population, which is estimated to be at

124%.NA | Qa ! QldA2y tfly LINRPLRAaAaSa aLSOAFTAO GGFNBSGSR FOGA2ya
Aboriginal populationi 2 G KS al YS  S@idfging gopulatioy. I Rl Qa y 2y

Aboriginal citizens living in municipalities across Canada are disproportionately burdemigdhomelessnessind
associated mental health, addiction, and concurrent disorders

The urgency to respond to housing needs of Aboriginal persons who also exjeeaigdiction and or mental health
problems is most evident when we examine the rates of homelessness in Canila.the rates of homelessness across
Canada vary from municipality to municipali§horiginal populations are consistently observed to bereepresented 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 Viditish,lumbia. In Vancouver
OHNNyoOX 1 02NAIAYIE LISNB2Y& YIRS dzld ow: 2F GKS K2YSt Saays$s
among Aboriginal citizens have been observed to be even much higher such as in Lethbridge (2007) and E20@&)ton

with the prevalence of Aboriginal homelessness to be as high as 45% and 38% respectively @atidgialHousing

Association, 2009).

ASSOCIATED MENTAIAHEH AND ADDICTIOR®BLEMS IN THE HOMESB 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, adidtion 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 sind@anada, 2833% of the homeless population
were observed to have mental health problems with;80% of this group also having concurrent addictions probl?ms.

In an Ottawa study, a prevalence of 67% of concurrent addiction and mental health problesmepuated in a
randomized sample of homeless men (Farrell, Aubry, Klodawsky, & Petté), 200

*3BC Partners for Mental Health and Addictions Informatiaww.heretohelp.bc.ca
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http://www.heretohelp.bc.ca/

Given that Aboriginal persons are disproportionately over represented in municipal homeless populations across Canada,
they also share a disproportionate burdehassociated health problems in regards to mental health, addiction, and
concurrent disorders as well as other associated primary care health needs.

ADDRESSING THE HOIGSNEED AMONG THEORBGINAL PERSONS WAREE HOMELESS

This high prevalence of Abgial homelessness and its associated mental health and addiction problems across Canadian
municipalities is a challenge that requires important attention. Are current provinaigdicipal funding mechanisms

adequate to address the housing need amongAflriginal 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 hosspyprts. These are important challenges that

federal, territorial, provincial, and municipal bodies need to undertake in collaboration with Aboriginal people.

¢CKS bl! 1! LRAYyGE 2dzi GKFG LINPGAYOALE 1 2YStSaaySaa CdzyRAY3
2dzi 02YSaoé bt 1! FTR@20F(iSa F2NE aXxXI O2YLINBKSyai@dS | yR LM
fornonreserve AboA A y I £ LIS2LX S fAY{1SR RANBOGfe (2 O2 WNbrighal2SOGAJSa

Housing Association, 2009).

KEY ISSUES REGARMMGSING NEEDS AMONEE NONRESERVE ABIGRNAL POPULATION

¢KS bliA2YyFf 1 02NRAIAYLE | 2dzaAy3 ! d8a20AFGA2yQa | OlAzy LX I
amongthe non-reserve Aboriginal population.

A Implications for provincial to municipal funding mechanisms as a result of majorityosiginal population living off
reserve.

A The housing need among Aboriginal A@serve population is disproportionately high compared to the housing need
among norAboriginal population.

A High rates of homelessness not only in large but also in smallenudtres.
A Overall housing stock is at risk due to imminent expiration of operating and subsidy agreements.

A Current housing funding frameworks are competitive and have disadvantaged proposals to address Aboriginal
housing need.

A Access to dedicated funding address homelessness has been burdened with too much process.

In response to these housing challenges faced bynesarve Aboriginal population, NAHA advocates and defends the
LINARYOALXE S 2F 1 62NRAIAYLFE 02y i NE federl@Sethnierd ® Bideddfaytlmake K 2 dza A y 3
permanent the ofNB & SNIJS | 6 2 NR I Ay | f AborBjidaHaugidy Agsothiioni, 2009). INIAKAhasydefified
specific funding targets aimed at reducing Aboriginal housing siatallevel at par with the housig need in the general
non-Aboriginal population.

HOUSING CHALLENGEGHED BY ABORIGINAYFRJILATION LIVING (RESERVE

Therates of housing need among Aboriginal persons living on reservievare that of the norAboriginal population in
Canada (Hay, 2005 Some of the challenges related to housing for Aboriginal populations livingserve are
highlighted in Housing, Horizontality and Social Pgktgy, 2005) The key challenges faced by Aboriginal populations
living on reserve with respect to housgjiinclude some serious infrastructure problems such as inadequate water and
sewage systemsAnother critical challenge is overcrowding. -@serve housing is burdened with problems of
overcrowding which is associated with significant health problems aadfigh 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 Aborigtwitrolled housing management structures in order to
best address these challengés! 6 2 NA IA Y f K2dzZ2aAy3 dzy RSNI ! 62NRAIAYLFE O2y (NP
most effective way to ensure Aboriginal peoplavie the homes that they requiégWellesley Institute, 2008).

RESPONDING TO HOUGSINEED AMONG ABORNAL PEOPLE NG WITH MENTAL HEALT
AND/OR ADDICTION PBREMS

Action to address housing need among Aboriginal populations living both on aneseff/eis urgently needed The way
forward to address any of these challenges all require commitment, participatimh@operation from different levels

of government (federal, provincial, territorigdnd municipal) in collaboration with Aboriginal peopldentifying

solutions to address the housing need and support needs among Aboriginal people living mental heathaddabtion
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 buden of homelessness and its associated mental health, addiction and other health problems. The

bl 1! FOGA2Y LY KAIKEAIKGEAZ a! 02NRIAYIE AYRAGARdIzZta | OC
require culturally sensitive appropriate irmigentions¢ 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 establishé@National Aboriginal Housingssociation, 2009).
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APPENDIX SEVEN: MAYE® HOUSING AND SUHTS BY
PROVINCE AND TERRRYO

PARAMETERS

The intention of the mapping exercise was not to gather and teoéaisting As part of the mapping process, ke

inforrpation abput hoyv pousing anq rela}ted supports are structured, tundgd informants and reference groups | )
FYR 2LISNI UGS 2y 0UKS 3IANRdAdzyRO® ¢tKSas 6SNB | a1S8R 2 S NNA U 2
the range of existing housing and mental health service options, together wilIEINF ST o) Sahbusingbdl

approximatefigures on current capacity as well as information on current mental health initiatives: these are
policy initiatives, and challenges being faced on the grouriche maps were summarized within each map and
generated using interviews from key informants, generally working in the should not be considered exclusiv
housing and mental health sectors, as recommended by reference group lists, but rather should be cross

members. Government websites, annual reports, and existing planning rep QRN SRR R ey findings.
were also used in gemnating 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. cliois akso integrates
information from Appendix Five (Broader Considerations in Housing).

The challenges inherent to the process were thfelel:

A 5StAySIiGAYy3a 0SG6SSy K2dzaAy3d GKIG 6Fa aRSRAOFGSRE F2N L
AftySaa yR K2RARYO GERRE oHzda aKR2PK 61 a NBO23AyAT SR | a o
populationg for example, there are some social housing initiatives that are recognized as serving people living with
mental illness but areat funded to do so,

A Adequately capturing housing provided by moprofit organizations; this information was not always readily
available and/or there are instances of organizations providing housing to this population but are not necessarily
receiving gogrnment ortargeted funding to do so, and

A 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 ligiwith family members.While information on longerm care

and governmenfundedsenior)? NB&A RSy O0S& A& AyOf dzZRSR:Z NBGANBYSyYyld K2YS
justice/corrections related transitional housing were generally not captured within the data.

Additionally, housing on Aborigiﬁéreserves 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, &sdyliunderestimates of actual capacity. Nevertheless, this
exercise representthe 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 appration of governmentfunded housing

capacity across the country

TERMINOLOGY: BREAKINOWN BARRIERS TQ.CABORATION

What follows is a summary of the type of housing and supports captured through the mapping exercise, as well as the
terminology used.

**The research team recognizes that different challenges in housing and mental health supports can face people who atierfsyst Na
Métis or Inuit and that each of these communities has some unique characteristics that differ from the others. Foreadmgfthe
NBLIZNI R2Sa a2YSGAYSaE NBFSNI G2 alo2NAIAyYyFfE LIS2LF Sa NI GKSNI (K|
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Dedicated housingHousing thais funded specifically for people living with mental iliness or a concurrent disSi@er
occurring mental health issues @problematic substance useln general, the funding sources originate from municipal,
provincialand/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 twatypes).

| 2y @S NBn@lédieaied bousing Ay Of dzZRSa K2dzaAy3d 2LIiA2y a3 Fdzy RSR @Al 32
people living with mental illnessthis can include social housing units, rent supplement initiatives (tied to units or

GLRIN®t S¢ | yR FGhGF OKSR (-profithguBing @deratdd by comrauNidy ardaiizations Saobdabley 2 y
housing initiatives, housing emperatives and public housing programs targeting specific groups, et cetera. In general, the

goal of all sah initiatives is to provide housing options where the housing cost does not exceg@l2sf 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 nmgal health problems live in a variety of noledicated, governmentunded housing

options, particularly when income levels are lower.

¢KS YI LA AyOf dzR Sadditighdl sadilivels dr hadising dpbogsdziiheré readily available, informatidmas
been provided on emergency shelters, leiegm care, nordedicated residential care, and housing options for people
living with intellectual disabiliti€s. While we acknowledge that these options may not be permanent, or may not be
appropriate, for peple 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 housimlfferent definitions are used across the country when it comes to

housing and support optionsg this is a concern that was expressed consistently by reference groups. Terminology can

vary nationally, within provinces and territories, and even withinaoag. 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 iiIegsere is this challenge more prevalent

GKIFIYy Ay (GKS RAaOdzzaadaAz2y &dzZNNRdzyRAY 3 Gadzllll2NISRéE OSNEdza 4 a
following elements of supported and supportive housing options:

Supported housing there is a delinking of support from the housing in which the person livesifthe person moves,
the supports follow them)

A The supports the person has access to are most often mental health clinical services, but these staff may provide at
leastsome aspects of housing support services in additioneatal health clinical services.

A 1TLINIYSyGa INBE waol §GdSNBR aAi infrRet awhet & dehtedholsing)I NI G SR g A (K
Supportive housing; at least some component of support isked to the hausing in which the person lives

A 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, commtrased sevices or linked to th housing).

A Housing is more likely to be physically organized in a congregate settiigjcould include clustered apartments
(apartment buildings that are wholly dedicated to people living with mental illness, or a number of dedicated units
that are irtegrated in a private market apartment building,) or a home where there are private bedrooms and baths,
but shared common spaces

%5 Concurrent disorders include any combination of mental illness and substance use disorders (which includes both substance abu
and substance dependence) and, consistent with best practices, this would include people with a combination of mentainidiness
problematic gambling.

% provinces and territories use different terminology including people with developmental disabdiesippmental delay,
intellectual disabilities and so apwhile 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,i KS OKI NI OGSNR&aGAOa 2F RAFTFSNBY(G K2dzaAy3d 2LGA2ya R2
descriptions

A Consider, for example, the cresser in functions between mental health clinical services and housing support

services that an 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 thare 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 communityelplio 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.

A 2KAES GKSNB YI& 06S af Ay S atculd Bodsid optdn, thelrdhtidl IeHIth Fedage®ray 2 y &
0S GRStAY]1SRé FyR a2 gAftft F2fft 2igthidsBppiivé orsuppofied in Kafute? Y2 &S

A There are many examples of housing where each person has their private bedvobthere is shared living space.

Mental health services are available-site, but they are delinked and follow the person if they move.

Significant amounts of time and resources can be spent in trying to T Y Ryst=la AN AT LIRS0 o s le V=R Al s
identify all the exceptions to generally accepted terms. In developing program in Toronto, Ontario partnered with
any type of overarching nati@h strategy for housing, a shared the Toronto Communitydousing corporation,
understanding of terminology and definitions is crucjahe strategy the largest social housing provider in Canadj
adopted by the research team was to use a functional approach to on a pilot project to support the development|
terminology for dedicated mental health housing options: houSINg Wil PPt W ot T o e P R Fe eV = O MO0
supports includig Housing Firsbr low-barrier approaches, and low and middle income tenants (TCH &

residential care options. Houselink, 2008). Building upon the mental
S _ . KSEHf 0K AINPBEINGNIOA &S |
Housing with supports; incorporates common attributes of both AdzLILI2 NI LINPINI YE OA

supported and supportive housing recommended that Toronto Community

A Lowcost housing combined with some type of support. | 2dzaAy3 aAy@SauAadlus
be trained and hired as peer supports to helj
new tenants transition from homelessness tg

tenancy, recovery educators or coaches; and

A A Common philosophy: Providers of both of these options tend tqEECEaURE=RNN s NRARNVIE-R\N-R-l N

focus on the importance of empowerment, independence and
recovery in how they provide housing and supports.

A Consistent population: both odels are funded to serve people
living with mental illnesand/or mental health problems

A Tenancy: People living in either supported or supportive housing ) " ]
are tenants, and sign leases with private landlords or mental he R ALY RUCRICENEY BIRCIE EU EES
or social housing providersdepending on how that particular . .7‘ y ONBFasSR WOK ?,7‘ 0s .Q
housng is managed ahorganized. |mpl|c§1t|ons.broader than the specific h0u5|r_1
model including the role of peer support. Whil
A Support may or may not be linked to the housing setting, and le the research on Housing First does not refe
of support can range from very low to very high (with staff directly to peer support, the researchers notq
available orsite 24 hours a day/7 days a week). Supports can in passing that a significant number of the
include: program staff are peoplwith lived experience
of mental illness, addictions and homelessnej
They also acknowledge the consumer
Y20SYSyiaQ NRtS Ay
choice and control over mental health
treatment which helped lead to the
development of approaches like Hging First
(Greenwood et al., 2005).

- Mental health clinical services, includicase management,
assertive community treatment, or a mutlisciplinary teantg
these services are generally funded by the relevant provincig
health ministry or department via Regional Health Authorities
Service delivery is either directly through tRegional Health
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Authorities or through contracts with communibased mental health organizations, and/or

- Housing support services which focus on 4kiilding and empowerment to help maintain housing stability and
tenure (for example, finances anmidgeting, 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
0S FTdzy RSR @Al LINBGAYOAL f 2healthdepandedtaNdidelifered i @§iony Y Sy (1 a Q
health authorities or communitpased mental health or housing organizations, but they may also be funded via
municipal or federal initiatives, or other ministries provincially and delivered by, for examplel Boasing
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).

A Agreeing to access available supports may or may notKicesing First berequired in order to access the housing.

A 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 tHeusing Firsapproach: begun in New York GityousingFirst, at its most

basic level, provides lovcost housing but does not require participation in substance abuse or psychiatric treatment to

be a condition of residencyAdditional interpretations oHousing Firsinclude a prerequisite for scattered site settings,

or that services not be provided in the housing setting itge€tual implementation, however, usually involves some

minimal level of contact with a mental health or housing support worker on an agdmasis and physical settings (i.e.,

scattered site versus congregate) can varpe overarching philosophy is most importadbusing Firsis defined by its
FRP20FGSa a | 402y adzYSNI LINSBFSNByYy OS & dzLJLJ? dohitddRto the2 dza A y 3 Y 2
GO2yGAYydzdzyé Y2RSt GKIG NB2SOdGa Yirye LRGSYdGAFf | LILIX AOFya
(particularly those individuals with concurrent addiction and mental health issues, and often histories of homelessness,
involvenment 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, ShinAsmussen, & Shern, 2003).

Residential care optiongypically have a board and care model in which a private operator provides a fixed basket of

services including meals, laundry and housekeepingnostcases, but not all, rooms are shared and privacy limifEe

fixed basket of services can seriougtyit 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 dyitamdividuals interacting with their environments and supports in a
processofrecoveryL (it 62 dzf R 0SS dzyFFANJ F YR dzy iNHzS (2 adzi3dSaiazr K26S09
residential care approaches and that serious attempts are being made tsoeseon a pilot basis, and sometimes on a

broader provincial basis, to identify ways in whiekidentialcare options can evolve to reflect more recovenyented

approaches. Sections 8 and 9 further discuss this evolution.

Affordable housingNB FSNAR (2 K2dzaAy3d GKIFG A& LINE AR Gd (FK NBNIKICKS |2 N
other intervention, and subject to enduring controls affordability and occupancyit encompasses social housing

typically provided through governmeé assistance, and also affordable rental and ownership housing that might be

provided by regulatory concessions or incentiv€®cialhousingrefers to all forms of publicly assisted housing, including

public housing, nomprofit and cooperatives, suppar A S K2dzaAy 3 | yR Y2NB NBOSydG al FF21
should be noted that there are subtle variations in the degree of targeting and tenant income levels across different social
housing programds-ousing ceoperativesare memberowned and controlled organizations. The monthly housing charges

are set by the members to cover the costs of running th@goThere are some eop options for people with special

needs. Between 1973 and 1991, the Canada Mortgage and Housing&mp@articipated 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 Coperating Housing Program)the underlying theme, however, is that all thiese ceoperatives 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 existingpperatives, which house over 92,000 members across

Carada under these legacy programs.
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Core housing nee@Canada Mortgage and Housipg Corporation, 2@00he Canada Mortgage and Housing Corporation
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two steps considered to determine core housing nedde first focuses on whether a dwelling meets the three

standards:

T2NJ

i KNB S

A Adequatedwellings: 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.

A Suitable dwellings: National occupancy standards are used to determine if householdssudfigient number of

bedrooms based on family compositiorfféetively a crowding measure).

A 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 befte 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 consédeto be in core housing need.

Table 1Rarge of housing and support models by province and territory

Alberta

British Columbia

Manitoba

Dedicated Mental Health

Supported Housing Options
Regional Mental Health
Housing

Approved Home Program
Mental HealthSupport Homes

Mental Health and Addictions
Supported Housing Includes
supported apartments, Group
homes, Supportetiotels,
Rental subsidies

BC Housing Health

Low barrier housing (low and
high level support)
Community Residential Care
Family Care Homes
Supported Housing
Supportive Housing

Portable Housing Benefit
(Supported Housing)
Resiential care facilities

Non-Dedicated Affordable
Housing

Community Housing Program
{ Sy A 2 Ndn@inefl Sdusig
Program

Special Needs Program

Homelessness Strategy Housing

Lodge Accommodation
Rent Support Programs
Rural and Native Housing
Program (Rental)

Public housing

Nonprofit and ceoperative
housing

Rent assistance for seniors
Rent assistance for families
Aboriginalhousing
Transition House Services

{SYA2NEBEQ { dzLJLJ2 D

Social/public housing program
Not-for-profit sector housing
Rural and Native housing
program

Cooperative housing

Single room occupancy hotels
and rooming houses (privately
operated)

Manitoba Shelter Benefit

Rent Supplement Program

Additional Facilities or Housing

Emergency and transitional shelter
Personal Care Homes

Supportive Living

LongTerm Care Facilities

Designated Assisted Living Program (in
Retirement Residences)

BC Housing Emergency Shelter Program
Home Care and Community Services (assis
living, supportive housing, community care
facilities)

Residential Options for People with
DevelopmentaDisabilities (Supports to Hom
Living, Home Sharing, Staffed Residential
Living, Semindependent Living Support,
Supported Apartments, Cluster Living)

Emergenyg and transitional shelters
Personal Care Homes
Supported Living Program

14¢



Newfoundland
and Labrador

Boarding homes
Supportive Housing

Nova Scotia Supported Housing
Supportive Housing

Homes for Special Care

Ontario Supported housing
Supportive housing
Homes for Special Care
Habitat Services

Mental Health Supprtive

Québec
residential housing

HousingRent Supplements

structured communitybased

Rental Housing Program
Rent Supplement Program
Housing Cooperatives
Lower End market Units

Rent Geared to Inecoe Program

Public Housing for Families
PublicHousing for Seniors
Housing Ceperatives

Rent Supplements

Social Housing

Rental & Supportive Housing
Housing Allowance/Rent
Supplement Program

Strong Communities Rent
Supplement Program

Rental Opportunity for Ontario
Families (ROOF)

Housing Ceperatives
Domiciliary Hostels

Rural and Nativ&®ental Housing

Municipal HousingPrograms

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 shareliving arrangements)

Emergency Shelters and Transitional Housi
Residential Care Facilities

LongTerm Care Homes

Licensed Group Homes

Emergency Shelters and Transitional Housi
Ontario Works Hostels to Homes Pilot (H2H
Consolidated Homelessness Prevention
Program

Provincial Rent Bank

Emergency Energy Fund

LongTerm Care Facilities

Residential Options for people livimgth
intellectual disabilities
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Yukon

n/a

Social housing

Housing ceoperatives (total of
two for the Territory)

Rent supplement program

Home Care and Community Services: small
number of models premised on assisted livi
and community care

Residential Options for People with
Developmental Disabilities (Supports to Hor
Living, Home Sharing, Staffed Resiihl
Living, Semindependent Living Support,
Supported Apartments, Cluster Living)

14¢



ALBERTA

CONTEXT
ECOLOGICAL CHARACIHRS

The total population of Alberta is approximately 3,290,350 (Statistics CaB@6@) with an unemploymentate of 6.5%
compared to a rate of 8.1% across Canada (Sti€anada, 2010Highlights from the 2006 Census Analysis Series
include:

A

A rate ofpopulation 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 10-2Be next highest growth rate was Ontario at 6.6%md
this is due predominantly to a strong net inflow of migrants from other provinces.

While the population is aging, consistent with all atmegions across Canada, the proportiortted population aged
65 and overis the lowest amongst all the provinceat 10.7% (compared to 13.6% nationallygnly the territories
have lower proportions.

The census enumerateiB8,365 people reportingh\boriginal identity in Alberta in 2006, representing 16% of the
national total.

TheAboriginalpopulation 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 metropalias, and smaller urban centres. In

comparison, 81% of neAboriginalpeople were urban dwellers in 2006. The difference between the two proportions
is due mainly to the large share of First Nasgeople who live on reserves.

About 9.3%, or 103,700, of tHel million new immigrantsvho 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.

- Ansstimated 57,900 recent immigrants settled in Calgary. These newcomers made up 5.4% gfgHetait
population in 2006.The workingaged population (25 to 54 years old) increased 10.9% between 2001 and 2006
and recent immigrants in this age group acotad for nearly twethirds of that growth.

- Calgary was the census metropolitan area with the fodattyest share of newcomers, after Toronto, Montréal
and Vancouver.

- Recent immigrants living in Calgary came from all around the world, but the Peopte/bliRedf China, India and
the Philippines were the top three source countries of recent immigrants.

In Alberta, the census enumerated a totals#7,000 foreigrborn individuals who represented 16.2% of its
population. This proportion was the thidighest in Canada, after Ontario and British Columbia.

-/ Ff3FNEQa OSyadza YSiN®BAdpophldtionyncreabsd byRgs bétiveen 2001 argl ROBG 3y
(one of the fastest rates in the country), compared with 9.1% for its Canduianpopulation. Grath in
Calgary's foreigiborn population was one of the fastest in the country.

- The foreigrborn population made up almost orguarter (23.6%) of Calgary's population in 2006, up from 20.9%
in 2001¢ the fifth highest in Canada.

Of the 1,256,195 households in 2008.1% owned the dwellinghey 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% heddmortgage compared to the national average of 57.9%. This lsighest rate

among all the provincesand is exceeded only by the Northwest Territories and Nunavut.

Themedian priceAlberta homeowners expected to receive from selling their home rose $&45,115 in 2001 to
$250,473 in 2006. This was wellove the national mediarof $200,474.

149






