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Background

In 2003, the World Health Organization emphasized the significance of a person’s
ability to access basic needs to be healthy, and flourish as a productive member of society.
Accessibility to food, housing, employment and primary health care were identified as
necessary, minimum requirements to achieve “health”. This criterion, recognized as the
broader determinants of health, form a direct link to the overall well-being of a person’s
mental and physical health. In almost all cases, individuals that lack access to basic needs
live at or below the poverty line. As a result, people living in poverty are at an increased

risk of poor physical and mental health (Raphael, 2009).

The broader determinants of health have not only been recognized by the World
Health Organization, but by many governments, researchers and political actors, including
those in Ontario, Canada. Several reports released by the government of Ontario, have
identified the importance of addressing the broader determinants of health in order to
improve overall health and well-being in the province. Yet, despite this recognition, there
are still over 1.8 million people living in poverty in Ontario alone (Canadian Mental
Health Association, 2010). More significantly, over thirty per cent of these poverty-
stricken individuals suffer from some form of serious mental illness (Canadian Mental

Health Association, 2010).

Mental illness is characterized by alterations in thinking, mood or behaviour,
which results in significant distress and impaired functioning. Major depression,

schizophrenia, and bipolar disorder are examples of serious mental illness (Public Health
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Agency of Canada, 2009). Serious mental illness can be defined as an involuntary
condition, and enduring disability where the individual may experience periods of
psychosis, engage in bizarre behaviour, needs and benefits from medical attention, in
some cases requiring hospitalization (Davis, 2006). Individuals struggling with mental
illness vary in their frequency of hospitalization, and their duration of stay. Once the
consumer has left the hospital to begin their recovery from mental illness, they will
typically require treatment through medication, and support to transition from the hospital
into the community. Assistance from the community sector can include many forms of
support such as psychiatry, case management, and peer support. Ideally, there is a
seamless transition from the hospital to the community for the consumer. However, this
continuum of care does not occur in most cases, leaving many consumers without
community supports once they have left the hospitals, and to pursue recovery on their own

accord (Forchuk, Russel, Kingston-Macclure, Turner & Dill, 2006).

As the recovery model suggests, recovering from mental illness requires attaining
a minimum quality of life that enables consumers to actively participate in the direction of
their treatment, and to successfully pursue future goals (Laudet, 2007). Therefore,
consumers must have access to basic needs, and also, support from the community to
assist in the recovery process. For persons living in poverty, obtaining a quality of life that
allows for conditions of recovery is absent. Housing, in particular, is often a significant
barrier to recovery for individuals living in poverty and struggling with mental illness

(Canadian Mental Health Association, 2009).



Housing is recognized as a human right by the United Nations, and a major
determinant to the mental health of every community (Canadian Mental Health
Association, 2004). Without access to adequate and stable housing, consumers are less
likely to recovery from serious mental illness, and flourish as productive members of
society. The link between poverty and mental health suggests that a safety net is needed to
ensure that those suffering do not fall below a minimum standard of living. However,
current social assistance in Ontario offered to marginal populations through The Ontario
Disability Support Program and Ontario Works is minimal, and does not provide persons

struggling with serious mental illness sufficient income for monthly rent.

As mentioned, the government of Ontario has produced several strategic reports
since the 1980s including Every Door is the Right Door: 10-year mental health and
addictions strategy (2009), Respect, Recovery, Resilience: Recommendations for
Ontario’s Mental Health and Addictions Strategy (2010) and most recently, Open Minds,
Healthy Minds: Ontario’s Comprehensive Mental Health and Addictions strategy (2011)
(Ministry of Health and Long-Term Care Newsroom, 2011). These reports have outlined
the need to reform mental health policy to incorporate the broader determinants of health,
and also the importance of increasing the availability of supportive housing for those with
serious mental illness. Yet, despite significant mental health restructuring in recent years
from institutions to community-based mental health care, the policy arena has failed to
respond. Significant policy change, as outlined by Tuohy (1999) is difficult, particularly

when specific policies are institutionalized within society. Therefore, policies become



path dependent in that they tend to follow a historical pattern, and once this particular

path is created, it can become difficult to remedy.

This paper will argue that despite the acknowledgement from the World Health
Organization, and several reports written by the Ontario government including the
Hellestine Report (1983), Graham Report (1988), Putting People First (1993), Making it
Work (2000), Making it Happen (2001), The Time is Now (2003), Every Door is the
Right Door (2009), Respect, Recovery and Resilience (2010), and Open Minds, Healthy
Minds (2011), path dependency has become a significant barrier to the creation of mental
health policies addressing the broader determinants of health. Furthermore, it has also
contributed to the lack of recognition mental health has received from the political arena.
The lack of policy change and recognition from policymakers has a direct impact on
persons with serious mental illness that are living in poverty with inadequate housing.
Unless there is significant mobilization on behalf of the government sectors including the
Ministry of Health and Long-Term Care, the Ministry of Community and Social Services,
as well as consumers, provincial organizations like the Ontario Medical Association, or
the Canadian Mental Health Association, psychiatrists, and other health care
professionals, these marginalized groups will continue to lack opportunities that offer the

ability to recover and attain an adequate quality of life.

This paper will begin with a discussion on the importance of the recovery for
persons struggling with serious mental illness, and then identify the relationship between

mental illness for those living in poverty as well as the importance of housing for



recovery. By focusing on people with serious mental illness, this paper will be limited to
discussing persons who have left psychiatric hospitals and have begun their transition into
the community. It is also important to acknowledge the benefits that the Assertive
Community Treatment (ACT) teams in Ontario have on serious and persistent mental
illness. However, most people that are in crisis do not have access to ACT teams as their
mandate is very strict, as they are only able to service a limited number of people with the
most serious and persistent mental illness, and will therefore not be discussed in this
paper. Also, this paper recognizes that men, women, children, youth, and Aboriginal
Peoples, and Newcomers experience mental illness differently in Ontario. However, this
paper will provide a more general focus to gain input on mental health policy as a whole
in Ontario. An analysis of past and current mental health reform will be offered,
illustrating the history of path dependence in mental health policy. Furthermore, a brief
comparison will be made between Ontario and Finland to highlight the “window of
opportunity” that appeared in Finland to allow for policy change and access to housing.
Finally, this paper will conclude by providing recommendations for the government of
Ontario to address policy change in order for persons with serious mental illness and

living in poverty to achieve an adequate quality of life.

Theory

Path dependency, a form of historical institutionalism identifies the extent to
which policies have become institutionalised in the policy arena (Tuohy, 1999). The

theory of path dependency argues that once policies of the past have become fully



engrained into the political system, they become extremely difficult to change. In this
case, history matters, and plays a significant factor in explaining why certain policies exist
today, and why some rarely change, and how the current system came to be (Kuipers,

2009).

Policy change does occur, according to the path dependency model, but it tends to
be incremental in nature (Howlett, 2009). However, there is possibility for policies to
undergo substantial change, but in order for this to occur there must be a paradigmatic
change. This paradigmatic change, a process where deep values in policy subsystems are
altered, leading to a realignment of other aspects of policy development, is correlated very
closely with events which transform policy outcomes (Howlett, 2009). More simply put,
this paradigmatic change, or critical juncture as outlined by Tuohy (1999), only results
when there are significant changes in the political system which allow for policy change.
There are several ways that policy change can occur, but often involves anything from
significant political change or party alignment, the role of interest groups, public opinion,

or the policy has become a pressing issue in society.

As Tuohy discusses, the Conservatives party’s dominance in Ontario for decades
helped set the stage for policy and political direction. Specific policies that were
introduced to the health care system, involved the input of the medical realm, resulting in
critical junctures where policy change took place (1999). Therefore, health policies in

Ontario tended to result in medical views that did not account for the broader



determinants of health, as they were not considered to directly affect the health of the

patient.

Unfortunately, creating significant policy change can be difficult particularly when
moving from broad policy change to specific areas of policy that require reform (Tuohy,
1999). However, there are means through which policy change can occur. As Skocpol and
Pierson (2002) identify, a “window of opportunity” can arise where major policy changes
can occur. However, in order for this change to result, there has to be sufficient
mobilization by political actors to take action, along with supportive public opinion to
assist in “sweeping majority governments and establishing the broad outlines for the
policy agenda to change” (p.114). Along with mobilization by political actors and
policymakers, the issue must be significant in order to be brought onto the political

agenda.

John Kingdon (2002) argues that there are three policy streams which help to
bring an issue to the political agenda. These three independent streams, problem
recognition, policy regeneration, and the political processes, must be aligned in order to
create a policy window. Problem recognition means that a potential policy must be
perceived as a serious issue for it to be considered high on the political agenda (Kingdon,
2002). Policy regeneration involves the gradual accumulation of knowledge and
perspectives, and ultimately the generation of policy proposals. Finally, the political

processes that occur within the system that affects the likelihood of policy being at the



forefront of the political agenda. These political processes include swings of national or

provincial mood, election results, as well as changes in administration and turnover.

Methods

In order to conduct a review of the literature, several methods of research were
used. This required the use of peer reviewed literature accessed through the York
University Library E-Resources. My search of peer reviewed literature ranged from 1983
to 2011. Keywords that were used to search for articles included the following: mental
health recovery in Ontario, Ontario mental health policy, community mental health in
Ontario, social assistance in Ontario, mental health recovery and housing, mental illness
and housing mental health recovery and poverty, social determinants of health and mental
health policy, social determinants of health and mental health policy in Ontario,
Consumer Survivor Initiatives, mental iliness and the biomedical model, mental illness
and recovery model, gender and mental health recovery, mental health policy documents
in Ontario, mental health and human rights in Ontario, homelessness and mental illness,
supportive housing and mental health recovery, path dependency, path dependency and
mental health policy, path dependency and mental health policy in Ontario, mental health
recovery in Finland, mental health policy in Finland, housing and social assistance

programs in Finland, supportive housing in Finland.

Journals that were accessed through my research included specific journals such as
the Community Mental Health Journal, Psychiatric Rehabilitation Journal, Journal of

Mental Health Promotion, Social Science and Medicine, Canadian Public Administration,
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and Health, Economics, Policy and Law. Electronic academic databases such as Wiley
Online Library, Scholars Portal, Medplus, IngentaConnect, and Springerlink were also
used to find specific journal articles. These academic databases were also accessed
through the York University Library through E-Resources. The research also used peer
reviewed journals through Google Scholar including the Journal of Public Health and
BMC Health Services Research. Websites such as the Homeless Hub for journal articles
on mental health and housing, as well as the World Health Organization, Centre for
Addiction and Mental Health, Canadian Mental Health Association were also used.
Several books were also referred to in the paper from the University of Toronto Library,

and, online versions through Google.

In this paper, government reports and policies were accessed through websites
from the Canadian Mental Health Association, the Centre for Addiction and Mental
Health, as well as the Ministry of Health and Long-Term Care, the Ministry of
Community and Social Services, the Government of Finland, the Ministry of Social
Affairs and Health in Finland. Reports such as the Hellestine Report, the Graham Report,
The Time is Now, Making it Happen, and Making it Work were accessed through the
Canadian Mental Health Association. Every Door is the Right Door, Respect, Recovery
and Resilience, and Open Minds, Healthy Minds were obtained through the Ministry of

Health and Long-Term Care websites.

These sources used in this paper were based on whether they were academic

sources, research papers or documents from provincial mental health organizations,
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and/or government documents outlining the specific mental health strategies that were
being reviewed. Canadian sources, particularly Ontario focused were preferred to

highlight the relationship between mental illness, housing and poverty in Ontario.

The themes discussed in the paper include serious mental illness and the broader
determinants of health. The paper, while looking at supportive housing and poverty in
particular, attempts to highlight the need for the broader determinants of health for both
achieving recovery from mental illness. It proposes the adoption of the recovery model, or
incorporates of its elements to complement the traditional biomedical approach. The
paper focuses on mental health policy in Ontario from the 1980s, identifying similarities
between government reports advocating the need for a recovery approach, while
acknowledging the broader determinants of health. The paper uses a theoretical approach

of path dependency to explain the lack in policy change, even with similar reports.

To show the potential impact of including better social supports such as
supportive housing, and income supports, Finland was used for comparison. Finland was
chosen as a result of its proactive social policies that recognize the importance of mental
health promotion and its relation to the broader determinants of health to ensure that
services are offered to prevent people from falling through the cracks. Finland has a
national mental health strategy, and with one of the highest suicide rates in the world, has
made significant changes to their mental health system in recent years. Furthermore, much

of the treatment for mental health in Finland revolves around the recovery model.
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Focusing on Finland rather than another province within Canada, or to another
country with similar political and social structures was a result of comparative literature
which highlighted similar challenges in acknowledging the broader determinants of health
in mental health policy, providing a sufficient continuum of care, and social supports for

people with serious mental illness.

Findings
Mental Health Recovery

The term “recovery” in mental health can be controversial, offering many different
theories on what type of model is appropriate. Historically, treatment for mental health
has primarily relied upon a psychiatrist’s use of the biomedical model (Raphael, 2009).
The biomedical differs from other models in that it insists that mental illness is a result of
a biological impairment. Some forms of serious mental illness, such as Schizophrenia and
Bipolar Disorder, have linked biological abnormalities in the brain and identified genetic

predispositions to its onset (Davis, 2006).

Health service providers adhering to the biomedical approach tend to promote
mental health recovery through medication, and counselling (Repper & Perkins, 2003).
Not all health care professionals strictly adhere to the biomedical model, and many do
consider the clients’ past experiences, and environment when choosing the direction of
their treatment. The benefits of medicinal use, particularly in the case of severe mental

illness cannot be argued. There is also a great deal of evidence highlighting the positive

13



effects of treatment through psychiatry, and there are many survivors of mental illness that

can attest to this claim (Davis, 2006).

However, there are several concerns with the reliance on the biomedical model.
Despite scientific evidence outlining the connection between serious mental illness and
biological abnormalities, there is no evidence that can strictly identify this as the direct
cause of mental illness (Castillo, 1997). There is an also an additional concern with the
medicalization of mental illness. It has the potential to place mental illness on an equal
playing field with physical illnesses such as cancer, where treatment tends to focus on

symptom management, recovery through medical treatment, and lifestyle changes.

Even more problematic may be the client’s relationship with their psychiatrist.
Under the biomedical model, the patients’ treatment, and path to recovery often occurs
through the advisement of the client’s psychiatrist (Repper & Perkins, 2003). This type of
relationship may leave the patient with little involvement in deciding what form of
treatment serve their best interest. Although the role of the psychiatrist is important in
supporting the client’s path to recovery, it does not extend past the hospital or office space

and into the community.

The biomedical model addresses mental health recovery as one that must include
medical treatment. Although successful treatment of serious mental illness almost always
includes the use of medication and counselling services, it is concerning that there is no
attempt to consider social supports, despite many psychiatrists acknowledging the effects

that environment, and socioeconomic status have with mental illness. Maintaining a
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minimum quality of life after serious mental illness is detrimental to the recovery model.
This holistic form of treatment has received widespread attention on its effectiveness of

treatment through its adherence to individual recovery (Repper & Perkins, 2003).

The recovery model resulted from the consumer/survivor movement, focusing on
client empowerment, allowing the consumer to take control and responsibility of his or
her own life (Jacobson & Curtis, 2000). Although this notion of recovery was driven
through the consumer/survivor movement, there is no agreed upon definition, with the
term “recovery” having different nuances. Jacobson & Curtis identify recovery as having
several different meanings, like the restoration of normal health, or the challenge of not

allowing a serious or long-term condition continue to consumer or dominate one’s life

(2000).

Recovery not only includes treatment through medication, but aims to integrate
patients from hospitals into the community through a variety of support services. Most
importantly, it encourages individuals struggling with serious mental illness to actively
participate in the direction of their treatment, and identify their own personal path to
recovery. Recovery from mental illness is very individual, and every person approaches
their path to wellness in a different manner, which is a significant acknowledgement of
the recovery model, and in stark contrast to the biomedical model. Recovery through this
model provides these individuals with a sense of hope, which is essential for recovery and
is improved when they are given more control over the direction of their lives (Shepherd,

Boardman & Slade, 2008).
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The concept of hope for recovery allows those with mental illness to identify areas
to work on such as their own personal feelings, desires, competencies, and to commit to
future plans (Repper & Perkins, 2003). Recovery from mental illness is a “process that is
generated by the role as an actor that the individual adopts to rebuild his or her sense of
self and to manage the imbalance between internal and external forces with the objective
of charting a path through the social world and regaining a sense of well-being on all
psychosocial levels” (Noiseux et al, 2009, p.78). This implies that a person with a mental
illness must be able to identify goals which they feel are able achievable in order to live a

healthier, balanced life.

These goals involve attaining a quality of life that allows an individual the
opportunity to contribute as a productive member of society. As the National Director of
Mental Health in the United Kingdom describes, it is about incorporating “quality of life —
a job, a decent place to live, friends and a social life” (Shepherd, Boardman & Slade,
2008). Although not advocates of the recovery model, the Ontario Medical Association
(OMA) in its comment to the Ministry of Health and Long Term Care identified the
importance of self-determination, self-management, and the development of occupational
and social roles for these individuals (OMA, 2009). Despite the OMA’s strong support of
the biomedical model, the association still acknowledges the importance of actively
participating in one’s recovery and also the effect that society has on the patient’s ability
to live a healthier life. In fact, longitudinal research has shown that all people that are

diagnosed with a serious mental illness can learn to control their symptoms, work and live
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independent lives, and in some cases, recover completely (Corrigan & Phelan, 2004).
Although recovery does not necessarily mean a “cure” from mental illness, it does provide
a person with the opportunity to move forward in their lives, and in the end, regain his or
her identity. As one patient describes, “Recovery, I just...What is it for me? It’s going
back to me. Being introduced to me...” (Laudet, 2007). Finally, the concept of recovery
identifies the importance of the broader determinants of mental health, which the

biomedical model fails to acknowledge.

The Broader Determinants of Health

The broader determinants of health (BDH), as defined by the World Health
Organization (WHO), are the conditions in which people are born, grow, live, work and
age, including the health system (2010). These social conditions have a direct impact on a
person’s health and well-being. For individuals struggling with serious mental illness,
their social conditions have a direct impact, whether it exacerbates their condition or
contributes to the cause. The biomedical model is limited as it does not sufficiently
acknowledge the broader determinants of mental health, and as a result, does not
sufficiently consider the impact of external forces on a person’s health once transitioned
back into the community. However, most health service providers do recognize the effect
of social and environmental factors on a person’s recovery. The failure to take the broader
determinants of mental health into consideration during treatment implies that a patient’s
environment has no effect on their condition and that that treatment through medication

and therapy are adequate to maintain the health of the individual. However, there is
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significant evidence that the broader determinants of mental health have a direct impact
on the conditions of the patient. As Bambra (2005) outlines, inequities in health are
largely determined by income inequalities, the distribution of wealth and other areas of

social and class inequalities.

The notion of recovery identifies the significance of determining interpersonal
and societal goals that are achievable to obtain a quality of life the patient may desire.
However, if the patient has inadequate broader determinants of health how attainable are
the goals that they set for themselves? For individuals living in poverty, the concept of
recovery can be extremely challenging. Patients recovering from serious mental illness
and living in poverty do not have access to adequate housing, income and employment.
This relationship between poor broader determinants of health and serious mental illness

becomes more evident when examining the impact on gender.

Despite similar prevalence rates of psychiatric disorders among men and women,
there are striking gender differences found in the patterns of mental illness. For example,
gender differences occur particularly in the rates of common mental disorders including
depression and anxiety, with women experiencing much higher rates. Furthermore, as a
whole, women are more likely to experience greater challenges while in recovery from
serious mental illness. These challenges are often a result of poor broader determinants in
health including gender-based violence, socioeconomic disadvantage, low income and
income inequality, low or subordinate social status, as well as their role as care giver

(World Health Organization, 2011). In fact, as a result of gender inequality and
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discrimination, women represent the majority of social assistance recipients and those that
hold the lowest paying jobs. Women, particularly of Aboriginal and Black descent also
represent the fastest growing number of homeless people using shelters in Canada

(National Working Group on Women and Housing, 2006).

Lesbian, Gay, Bisexual, Queer, Transgendered and Inter-sexed (LGBQT]I)
populations also experience similar challenges to recovery from serious mental illness.
LGBQTI represent some of the poorest populations in Ontario and throughout Canada. In
fact, approximately 40 per cent of LGBQTI youth represent the homeless population in
Toronto, Ontario (Ministry of Children and Youth Services, 2008). In addition to many
living in poverty, LGBQTI populations are exposed to high levels of stigma and
discrimination, which often results in social exclusion and depression (Ministry of
Children and Youth Services, 2008; ILGA-Europe, 2006). Aboriginal Peoples in Ontario
face similar circumstances as they are more likely to be unemployed, receive lower
income and face social exclusion as a result of cultural and communication barriers

(Ministry of Children and Youth Services, 2008).

Newcomers experience with mental illness differs vastly from other populations in
Ontario. In fact, upon arrival Newcomers experience better mental health in post-
migration than persons native to Ontario (Khanlou, 2010). However, this advantage
diminishes over time as a result of poor social determinants of health that are directly
related to their migrant status. Newcomers experience numerous challenges including

economic integration barriers, difficulty accessing social and health services as a result of
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language and cultural barriers, as well as a lack of social networks (Khanlou, 2010).
Underemployments, unemployment, a lack of culturally sensitive mental health services,
as well as discrimination, are some of the challenges that face Newcomers (Khanlou,
2010). Women, youth, adolescents and the elderly face additional barriers. Women with
precarious immigration status for example, are at risk of being exploited, and often work
in environments that are unsafe (Khanlou, 2010). As a result of these poor determinants of
health over time, vulnerable populations such as women, LGBQTI, Aboriginal Peoples,

and Newcomers can face significant barriers to their mental well-being.

As a result, there must to be greater significance attached to the concept of
recovery from serious mental illness by psychiatrists and the health care system such as
hospitals that contribute to discharge plans. Most importantly, it is crucial that health
service providers acknowledge significance of the broader determinants of health not only
for mental health, but also in its impact on recovery, particularly for vulnerable
populations. Finally, there should be greater attention to the relationship between mental

health and poverty to identify the importance of adequate housing for recovery.

The Relationship between Housing and Mental Health

Individuals considered to have adequate mental health are those who achieve a
“state of well-being in which every individual realizes his or her own potential and is able
to cope with the normal stresses of life with the ability to work productively and fruitfully,

and is able to make a contribution to his or her own community” (Marmot, 2008, p.5). For
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those who lack access to sufficient housing, achieving mental health becomes

insurmountable.

Housing, as outlined by the Canadian Mental Health Association is a major
determinant of mental health in all communities (2004). It is also recognized by the
United Nations as a human right that is protected under international law and endorsed by
the Canadian Charter of Rights and Freedoms stating that all citizens have the right to an
“adequate standard of living including adequate food, clothing and housing” (Canadian
Mental Health Association, 2004). This entitlement is further endorsed on a provincial
basis through the Ontario Human Rights Commission (Ontario Human Rights
Commission, 2011). Despite this entitlement to a minimum standard of living, many
people that are struggling from poor mental health are unable to obtain access to adequate

housing, particularly supportive housing.

There is significant evidence to suggest that housing is a major determinant of
health. A person’s place of dwelling often represents more than just the physical nature of
the house. Moloughney (2004) suggests that the home is more than the physical space that
it occupies, that it provides a level of psychological well-being, known as “ontological
security”. Ontological security is defined by Moloughney (2004) as a sense of confidence,
trust, and reliability in the world as it appears to be. This ontological security offers those
with serious mental illness, a source of refuge, and more importantly, personal
empowerment. What results, is a home that not only provides a place for attachment,

identity, permanency and continuity, as well as a sense of achievement and pride

21



(Moloughney, 2004). Even more importantly, people with serious mental illness identified
both housing and income as the most important factors for achieving and maintaining

physical and mental health (Waegemakers, Schneider and Schiff, 2007).

There are several housing options for persons struggling with serious mental
illness that are transitioning from the hospital back into the community. Supportive
housing, in particular, has been identified in having the greatest benefits to people
transitioning from the hospitals. Supportive housing offers housing for persons with
serious mental illness that can be linked with supports. Typically, staff members are
employed in these units to provide a level of support required for resident. The level of
support often varies from low level to high level assistance, depending on the severity,
persistence and length of hospitalization a person has endured. Support is often through
group home settings, and funded mainly by the government of Ontario (Centre for

Addiction and Mental Health, 2009).

Supportive housing for people transitioning back into the community is
significant. People are provided ontological security, a feeling of attachment, peer support
from others living in their homes, and access to support for their mental illness as needed.
In one particular study, it was reported that the experience encouraged personal
empowerment, and reduced their hospital stays significantly (Waegemakers, Schneider,
and Schiff, 2007). Another study documented that people with serious mental illness were

able to increase their socialization, self-esteem, adult learning skills, and manage their
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psychiatric symptoms in supportive housing. The benefit of housing with supports is

further confirmed with the discharge of clients from the psychiatric ward.

A study in the United Kingdom took clients that stayed in the hospital for at least
one year, and monitored them for a period of five years from the point of discharge into
the community. Of the total 523 participants that were monitored over this five year
period, 89.6 per cent remained housed within the community (Forchuk et al, 2009).
Alternatively, a study in London, Ontario highlights the difficulties that people with
serious mental illness experience when they do not have a ‘fixed address’ to return to
once being treated at a psychiatric facility. Therefore, the client was either discharged to
a shelter or remained homeless (Forchuk et al, 2009). Shelter data reveals that discharges
from psychiatric shelters or the street occurred approximately 194 times in 2002 in
London, Ontario (Forchuk et al, 2009). The consequences of discharging people from
psychiatric facilities to shelters can include re-hospitalization as well as prolonged
homelessness. The study by Forchuk et al shows the benefit of housing and supports when
intervening with people that were considered to have serious mental illness, and at risk of
homelessness. The intervention required immediate attention from health service
providers to ensure access to supports like housing was available. The clients also
received assistance with paying their first and last months rent. The outcome of the study
identified that those that received immediate assistance from health service providers
maintained housing after a period of three and six months (Forchuk, 2009). This study by

Forchuk identifies the significance of receiving immediate assistance from health service
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providers prior to being discharged, but also how critical housing and supports are to
lower re-hospitalization rates, and in promoting recovery and integration back into the
community. As a result, housing with supports for those that have experienced extended
periods of hospitalization, offers people with serious mental illness the ability to not only
improve their physical and mental health, and integrate back into the community, but

encourage personal achievement and growth (CAMH, 2009).

Unfortunately, persons with serious mental illness do not always obtain access to
supportive housing, as there are only 8500 supportive housing units allotted towards
persons with mental illness in Ontario (Canadian Mental Health Association, 2010). This
number of supportive housing units is much too low, and results in extremely long
waiting lists. Persons with serious mental illness can experience anywhere between one to
six years on a waiting list to obtain access to supportive housing units in Ontario
(Canadian Mental Health Association, 2010). In Toronto, the Coordinated Access to
Supportive Housing (CASH) outlined that the waiting list for those with mental illness
has increased in a year and a half from 1400 people to 3000 to gain access to supportive

housing (CASH, 2010).

A study done by the Ontario Non-Profit Housing Association (ONHPA) examined
the wait lists for supportive housing and determined that there were over 142,000
households that were wait listed (2010). The current vacancy rate for assisted housing
decreased from 3.3 per cent to 2.7 per cent since 2008 (ONHPA, 2009). Furthermore,

another report released by ONPHA (2008) estimated that “the annual need for purpose-
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built additional rental housing is approximately 10,000 units per year — roughly triple of
what was produced annually between 2000 and 2005. Yet, in 2008, only 3,000 new rental
units were built” (p.3). As a result, inadequate income and housing support prevents
people with mental illness from rebuilding their lives. The stressors of daily life as a result
of the lack of income support and housing really fall short in assisting these individuals.
Furthermore, if they do not receive any government assistance for housing, there is a

significant chance that they may fall “through the cracks”.

Supportive housing for people with serious mental illness falls under the mandate
of the Ministry of Health and Long-Term Care. The Ministry’s central Supportive
Housing Unit provides housing agencies with the operating costs and rent subsidies to
cover the housing costs, while Ministry Regional Offices provide agencies with the
necessary funding to deliver support to clients (Durbin, George, Koegl & Aitchison-
Drake, 2005). However, there has been little done by the Ministry, and the government of
Ontario to address the shortage of supportive housing in Ontario. There has been little to
no increase of supportive housing units throughout Ontario since the early 1990s
(Canadian Mental Health Association, 2010). Furthermore, despite many other countries
adoption of a national housing strategy, Canada has yet to implement one, particularly for
supportive housing (Sylvestre et al, 2007). This is due to the absence of adequate funding
required to increase the number of units available for persons with serious mental illness.
An increase in funding for supportive housing would be extremely beneficial not only to

persons with serious mental illness, but for hospitals as well. Increasing the number of
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supportive housing units not only increases the likelihood of recovery for consumers, but
has a direct impact on the number of hospital stays and duration (Canadian Mental Health
Association, 2010). Also, it is more economically efficient as a hospital stay can range

anywhere from 500 to 800 dollars per day, while supportive housing would only cost 250

to 400 per day (Centre for Addiction and Mental Health, 2010).

For people living in poverty, supportive housing is only one of the opportunities
that help them to transition effectively into the community. By providing support, and
housing, which they would not be able to obtain on their own, this offers them a chance to
pursue recovery from mental illness, and eventually become more confident, independent
and secure. Without ontological security and access to adequate housing, these individuals
then worry about day to day living, and whether they will have a place to sleep, or afford
their rent for the next month. Without this feeling of security, recovery from serious
mental illness can be insurmountable. However, this is a common concern for persons
with serious mental illness that do not have access to supportive housing as government
services fail to offer additional assistance for housing. Often enough, many people with
serious mental illness live in substandard accommodation that are physically inadequate,
and are crowded and noisy, and located in undesirable neighbourhoods. The challenge of
providing stable housing is reflected in the estimated 67 per cent of homeless persons that
are believed to have had a history of mental illness at some point in their life

(Waegemakers, Schneider, and Schiff, 2007).
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When persons with serious mental illness are unable to access supportive housing,
they often look to renting through private homes or apartments, or share units with family
or friends (Sylvestre et al, 2007). If these individuals have very low levels of income, then
they are unlikely to be able to afford market rent housing or apartments. As mentioned
earlier, this is particularly the case for vulnerable populations such as women, and
LGBTQI. If they are unable to share units with family or friends, they may have great
difficulty obtaining housing, and finding a home that is in a safe and secure
neighbourhood, or worse, homelessness. Even if these individuals are able to obtain
housing, they do not have consistent access to community mental health services that are
available to persons living in supportive housing, or peer support which can all help to
contribute to one’s own recovery. Living in independent housing leaves these individuals
to navigate the system on their own, which can be extremely complex and confusing,
particularly if that person is disconnected from the system. Women in particular have
greater difficulty navigating the mental health system. In a focus group held by Sheyett
and McCarthy (2008), one women said, “I spent a lot of time struggling to know what was
going on-not [to get] help to get better, but to see how the system worked.” Many of the
women in the focus group identified difficulty in getting their providers to communicate
to coordinate their services into a coherent treatment plan (Sheyett and McCarth, 2008).
The lack of access to services such as housing, and consistent access to community health
services contributes to the complexity of navigating the system, and ultimately serve as

barriers to recovery.
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Government services available for persons with serious mental illness in Ontario
are also limited. It is thus not surprising that many people with serious mental illness live
in poverty. Housing assistance is often restricted to specific individuals, depending on
their net wealth and severity of illness. In order to meet the requirements for income
support, either through welfare (Ontario Works) or disability services (Ontario Disability
Services Program), the person must have a serious mental disorder that lasts a minimum
of one year. This criterion is based on the current definition for disability which is defined
as “a substantial physical or mental impairment that is continuous or recurrent and
expected to last one year or more. The impairment must substantially restrict the person in
one or more activities of daily living” (Ministry of Community & Social Services, 2007).
Furthermore, for Ontario Works, if a person exceeds over $587 in liquid assets, then they
are ineligible for income support. This is similar for the Ontario Disability Services
Program (ODSP) which states that a single person cannot exceed liquid assets of $5000
(Ministry of Community & Social Services, 2007). The rules and regulations placed on
qualifications for income support, such as disability criteria and liquid assets, prevent
many people from receiving the social support that they require to support their basic
needs. It allows many people to “slip through the cracks”. People unable to meet the
minimum criteria that just fall short may not have access to the basic needs that they

require, and as a result, recovery from mental illness and removal from poverty is bleak.

If people do qualify for income support through Ontario Works and ODSP, the

amount of income provided to them is limited. The maximum amount of basic needs as
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listed by the Ministry of Community and Social Services is $587 per month for a single
person (2007). The individual will also be allotted a maximum for a single person of $464
for a monthly shelter allowance (Ministry of Community & Social Services, 2007). There
was an additional $250 for the special diet allowance which provided additional income
to purchase groceries per month, but has been cut as a result of cost. The combination of
shelter allowance and income support do not provide the person with sufficient assistance
to rise above poverty levels. This is especially the case if the individual is living in
independent housing. The monthly rent likely exceeds the amount that the person will be
able to afford in order to live the quality of life that they desire. Also, even if the person
qualifies for ODSP there is significant turnaround time to receiving funding.
Furthermore, when the individual is concerned with day to day living, the likelihood of

their ability to focus on recovery is minimal.

To further illustrate the relation between mental health, poverty and housing, one
only needs to look at the community of St. James Town, a central Toronto neighbourhood
in Ontario. St. James Town is located in the northeast corner of downtown Toronto with
approximately 30,000 people occupying the community. The area is one of the most
densely populated areas in Canada, with many Newcomers and people of low-income.
The community has faced consistent challenges as many in the community are
marginalized, and is reflective in the physical infrastructure. Many people in St. James
Town are low-income renters, and live in apartments that are subsidized. As a result, the

conditions of the buildings are often poor, small, and overcrowded as people tend to share
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accommodations. In fact, most of the people in St. James Town occupy the community’s

eighteen high-rise apartments (The Wellesley Institute, 2010).

The average income in St. James Town is just over 30,000 dollars per year, but the
majority of people in the community make less than 20,000 dollars (Hutchinson & Grey,
2008). Therefore, most people in St. James Town either live at or significantly below the
poverty line. As a result, many people living in St. James Town have described their
income and housing conditions as poor. Furthermore, there have been several challenges
in terms of overcrowding, drug trafficking in the area and concern for one’s safety
(Hutchinson & Grey, 2008). The struggle to make ends meet in the communities,
combined with the challenges the community itself faces creates significant stress on the

residents and affects their overall physical and mental well-being.

In a study done by Hutchinson and Grey many residents felt that the stressful
conditions that they lived in had negative effects on their mental health (2008). Stresses
including isolation and fear were listed as significant concern. Furthermore, a lack of
availability of mental health services added to this additional stress. Residents expressed
that limited counselling services were available in their communities, particularly for
depression. Residents reported an extremely high rate of suicide in the community as well

(Hutchinson & Grey, 2008).

The illustration of St. James Town highlights the challenges many residents face
when accessing mental health services, particularly when living in poverty, but more

importantly outlining the effect that inadequate housing has on the mental health of its
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residents. For persons living with serious mental illness that only have the option to live
through market rent, they would likely be living in a community similar to St. James
Town. A community with little access to mental health services, poor housing conditions,
and isolation does not assist in the recovery process for persons with serious mental

illness

The government of Ontario has recognized that community support, such as
access to supportive housing are necessary in the recovery of persons suffering from
serious mental illness. It has provided numerous documents since the 1980s to highlight
the benefit of community supports such as housing, income and access to mental health
services. Despite this acknowledgement, those suffering with serious mental illness
continue to face significant challenges in accessing supportive housing, as well as other
forms, and the government of Ontario continues its reluctance to provide appropriate
community services. Now the question becomes, if the government of Ontario recognizes
that increasing social supports such as supportive housing would assist in the recovery of
persons struggling with serious mental illness, why have there not been any changes in

public policy to reflect this?

Ontario Public Policy and Mental Health Recovery

Historically, mental health care has not been a priority of policymakers or
government action in Ontario. In fact, it has always maintained a “backseat” to physical
health. This has occurred despite recognition from human rights documents from the

World Health Organization and the United Nations Charter of Human Rights which
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identifies the right to health, which includes both physical and mental health. The World
Health Organization defines health as, “A state of complete, physical, mental and social
well-being, and not merely the absence of disease” (2011). The United Nations
Declaration of Human Rights to Health goes further in Article 25 by claiming that
everyone has a right to a standard of living adequate for the health and well-being of his
or her family, going as far to include housing, medical care, and social services.
Furthermore, it states that everyone also has the right to security in the case where
situations beyond their control, if health conditions or disability occur (United Nations,
2011). Therefore, not only is mental health recognized as a prerequisite for overall health,
it is a right. The question then becomes, if considered a human right, why is this not
reflected in policy? The Canada Health Act from 1985 also recognizes an individual’s
right to health, and access to medically necessary services to its citizens. However, access
to “medically necessary” services is narrowly defined. The Canada Health Act does not
recognize the role of social services, supports, or human rights for people with serious
mental illness (Department of Justice, 2011). If supported by international law, it seems
that there should be a greater role, and interest by the government of Ontario as well as
the rest of Canada to ensure that these rights are met for their citizens, including access

and availability to services.

In particular, the United Nations charter identifies the importance of a minimum
standard of living to reach an adequate level of health. However, with almost 67 per cent

of homeless people having a history of mental illness, this need is not being met (Ministry
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of Community and Social Services, 2008). Despite documents such as the United Nations
Declaration on Human Rights, or advocacy from the World Health Organization
identifying the need for mental health, they do not have the mandate to hold other
countries accountable. Furthermore, the extent to which the government should be
responsible to their citizens is unclear. What is considered to be an adequate standard of
living as stipulated by the United Nations, and to what extent is the individual responsible
for their own health? Article 25 and the World Health Organization’s definition leave

room for interpretation, and potential to ignore particular areas such as mental health.

Furthermore, it is also concerning that mental health continues to take a backseat
to physical health despite significant evidence outlining the relation between good mental
health and positive health outcomes (Raphael, 2009). This connection is significant, as it
implies that if an individual has good mental health, then they are less likely to develop
poor physical health, and vice versa. Therefore, rather than simply focusing on health
promotion through physical health, the government of Ontario must include mental health

promotion as well.

Unfortunately, government funding for mental health remains a small portion of
the funding pie with respect to health care costs. In fact, the Ontario government was
projected to spend approximately 43.5 billion dollars for health care in 2010 (Government
of Ontario, 2010). To put this further into perspective, the World Health Organization
states that governments should aim to spend approximately 8 cents per health-care dollar

on mental health (Ontario Public Service Employees Union, 2010). Countries like Britain
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spend approximately 8 cents per dollar on mental health, while Ontario manages to allot

only 5.4 cents per dollar (Ontario Public Service Employees Union, 2010).

The lack of funding and attention by government officials and policymakers is
concerning, particular with substantial evidence linking physical and mental health.
Persons with serious mental illness or those at risk of developing mental illness are more
susceptible to developing physical conditions such as cardiovascular disease and
premature mortality. This situation worsens for people living in poverty, as their chances
of developing poor health and premature mortality is more than double than that of a
wealthy person (Cobourn, 2004). The broader determinants of health also play a
significant role as the living conditions of a person with serious mental illness or a person
at risk of developing it will be poorer. Therefore, for persons with inadequate access to
housing, the likelihood of poor mental and physical health is more likely, as well as the

risks for premature mortality.

These concerns seem to suggest that mental health and the broader determinants of
health should be a priority on the agenda of policymakers in order to ensure the health of
people living in Ontario. It is not only beneficial to provide greater funding to mental
health services, and the broader determinants of health to promote mental wellness, but it
also serves to benefit the government of Ontario. Mental illness costs the government of
Ontario over 39 billion dollars per year in disability costs (Caplan, 2009). If this money
was channelled into community support services, and supportive housing, this could not

only impact persons with serious mental illness but act as a preventative mechanism for
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persons susceptible to its development. Furthermore, it would assist in providing the
necessary supports for people living in poverty, providing them with an adequate chance
of recovery. Unfortunately, there appears to have been little in the way of mental health
care reform over time that addresses these issues. The question then becomes, why,
despite mounting evidence that socioeconomic conditions and mental health are related,
and affect physical health, why has policy not changed in Ontario to address this? |

attribute this lack of change to a result of path dependency paralysis.

Kindgon’s three policy streams help to explain why mental health policy has
experienced difficulty in being a priority on the political agenda. In almost all cases,
attempts to bring significant policy change in mental health care have not been successful.
Prior to providing greater analysis on this, it is necessary to look at the history of mental

health policy in Ontario.

The historical similarity and concerns of mental health reform exist today as they
did over fifty years ago. Themes such as a lack of coordination across ministries, an
inadequate continuum of care from hospital to community services, and the absence of a
coordinated provincial strategy for mental health have been identified as concerns since
the 1960s (Hartford et al, 2003). Unfortunately, many of these themes are reoccurring and
still remain relevant concerns for current mental health policy reform. Since the late
1800’s mental health care was organized through psychiatric institutions, where most
patients were cared for (Mulvale, Abelson & Goering, 2007). Psychiatrists, physicians and

health care professionals dominated mental health policy. Psychiatric institutions
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remained an isolated location for people with serious mental illness for decades.
However, in the 1950s, several complaints and issues surfaced. An insufficient number of
beds for consumers, complaints of inadequate care and abuse, and there was also criticism
of a lack of continuum of care for consumers once their treatment was completed
(Hartford et al, 2003). What resulted was the decision to eventually move from treatment
from a psychiatric hospital, to community-based centre approach, which required some

form of government action.

During the late 1980s and 1990s there appeared to be a considerable opportunity
towards mental health reform. In 1983, the Hellestine Report was released by the Liberal
government, in hope to provide support for the development of a continuum of service
delivery, while taking a community-based approach to ensure that people with mental
health issues were able to receive the care that they required in their own communities
(Canadian Mental Health Association, 2010). This report was significant as it was the first
report to outline a need for a continuum of care, and move to a system of community

support for persons with serious mental illness.

This report was followed up with through the Graham Report was released by the
Liberal government in 1987. The Graham Report noted the lack of government spending
on mental health in relation to other health care services, determining who should be
provided with mental health supports, the need for greater coordination between
ministries and unequal provision of services (i.e. rural vs. urban) (Canadian Mental

Health Association, 2010). The Graham Report was significant in that it sought to
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transform the institutionally-based system into a community focused system. The Report
also recommended devolving administrative, fiscal and clinical responsibility for mental

health care to regional authorities (Hartford et al, 2003).

In the early 1990s, with the election of the New Democratic Party (NDP), “Putting
People First” was released. This followed the Graham Report, but it recommended
increased funding for community health services to 60 per cent of the budget, while
decreasing funding to institutions to 40 per cent (Ministry of Health, 1993). “Putting
People First” was significant as it focused on the patient as priority rather (Wiktorowicz,
2005) than the institution, and led initiatives that focused on housing, crisis care and other
means that addressed the barriers that prevented individuals from achieving mental health.
The report also highlighted the need to attach high priority to individuals requiring the
most care (Ministry of Health, 1993). However, as Wiktorowicz (2005) points out, the
policy community was not consulted until after the report was released, thereby removing
the likelihood of acceptance by key stakeholders. The NDP was replaced by the Harris
Conservative government in 1995 and, “Putting People First” appeared to be the first
mental health strategy by the Ontario government that pushed for the restructuring of
services to include greater aftercare for patients. However, policy reform was minor as the
priority of the government was to decrease social spending in order to cut taxes. This was
evident in the appointment of the Health Services Restructuring Commission which
highlighted areas in spending that could be minimized. This resulted in the closure of

several psychiatric hospitals, and reduction in overall psychiatric beds (Hartford et al,
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2003). The impact of this was significant because it increased the overall emphasis of care
onto community health services without significant social support structures to assist

them (Wiktorowicz, 2005).

With the election of the McGuinty government in 2000, there have been several
mental health reports released. There is a consistent tone throughout highlighting
concerns for adequate income support, social relationships, and employment. In 2000, the
report “Making it Work™ was released, identifying the need for addressing employment
supports for people with mental health issues, and acknowledging the need to mitigate the
stigma associated with mental illness (Ministry of Health & Long Term Care
[MOHLTC]). More importantly, the document acknowledges that over 75 per cent of
those who are seriously ill are unemployed, which identifies the need for an increase in
overall social support systems specifically for housing, and income support (MOHLTC,
2000). That being said, access to housing and other social supports that were of concern in

the 1970s, still remain a relevant issue.

In 2000 and 2001, regional task forces were created by the Ministry of Health and
Long-Term Care. The mandate was to focus on creating recommendations for regional
and local improvements to mental health services throughout the province, in accordance
with the ministry’s mental health policy “Making it Happen” (Ministry of Health and
Long-Term Care, 2002). Although the Task Force offered significant hope for reform in
mental health, none of the recommendations submitted to the government were actually

implemented. Finally, in 2003, the Ministry of Health and Long Term Care (MOHLTC)
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released the report the “Time is Now” which identified the need to enact the recovery
model for mental health, pursuing the health of the patient through adequate social

support systems (Canadian Mental Health Association, 2010).

Despite these reports released by the Liberal government, there has been little
action with respect to public policy. Although these reports have highlighted several
important, recurring themes, little has been addressed. Furthermore, there is still a lack of
acknowledgment of the social determinants of health (SDH) in these reports as well. The
SDH would be beneficial in government policy, as it would require that governments

maintain accountability for people with mental illness that require supportive housing.

In 2009, former Minister of Health, David Caplan, released the report “Every
Door is the Right Door”. This report, though not directly acknowledging the social
determinants of health, appears to be headed in the appropriate direction. The framework
discusses the efficient coordination between ministries, and support not only for those that
are severely ill but those who are mild and moderate (Caplan, 2009). Furthermore, it
identifies the importance of housing, particularly supportive housing for the recovery

process, and providing support services for people living in poverty.

In June 2011, the Liberal government released the new 10-year mental health
strategy, “Open Minds, Healthy Minds: Ontario’s Comprehensive Mental Health and
Addictions Strategy” (Ministry of Health and Long-Term Care, 2011). The strategy is

broad and comprehensive, building on the recommendations provided by the Minister’s
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Advisory Group in “Respect, Recovery, Resilience: Recommendations for Ontario’s
Mental Health Strategy” (Ontario Federation of Community Mental Health and Addiction
Programs, 2011). The strategy plans to target children and youth for the first three years,
focusing on fast access to high-quality services, early identification and support, and
helping vulnerable children with unique needs. Open Minds, Health Minds focuses on
building awareness and support around mental health by reducing stigma, discrimination,
high quality and timely supports, and building on current government strategies in relation
to poverty and affordable housing (Ontario Federation of Community Mental Health and

Addiction Programs, 2011).

Although the strategy is significant in linking other government initiatives such as
affordable housing and poverty, and also increasing funding and services to children and
youth, it fails to identify what services will be available to adults. Furthermore, it is also
important to consider whether the strategy will be implemented after the 2011 election in
Ontario, particularly should there be a change in government. However, in order to create
substantial change in mental health services in Ontario, there needs to be an increase in
health care spending in order to address these issues appropriately. Most importantly, this
report appears to reiterate many of the same issues from the 1990s, thus it is questionable

whether they will be implemented into policy.

With the release of “Every Door is the Right Door”, and “Open Minds, Healthy
Minds”, mental health is gaining more traction in Ontario. However, previous strategic

policy documents that have been released since the 1980s have outlined similar concerns,
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without considerable policy change. Therefore, it is important to try to understand why
there has been a lack of policy change over time, even though there has been a
considerable attempt by mental health providers and consumers to push for change. It is
also important to question why mental health policy has lacked attention, despite the
move from institutions to community health care in recent years. This move would
require significant change within the community health sector in order to adequately
prepare for the shift from hospitals. By understanding the path dependency model, and
how it relates to policy making in Ontario, it may be easier to understand why mental
health policy has lacked attention, and may also assist consumers and providers with how

to move forward and push it onto the policy agenda.

As Howlett (2009) states, policy change is often incremental, only resulting in
significant change when a paradigmatic shift occurs. Therefore, there must be a complete
shift in political views, priorities, and agenda for the political system to make room for
such change. With the exception of the shift from institutions to community-based
approach, change has been incremental rather than significant. There have been countless
strategic reports released by the Ministry of Health and Long-Term Care identifying the
need for mental health policy reform, particularly identifying a better continuum of care
for consumers, and also the need for housing and other social supports to ensure recovery
from serious mental illness. Furthermore, there have been several advisory groups, and
tasks forces, and despite the recommendations, it has not translated into policy.

Consideration of Kingdon’s three streams of policy may provide a clearer explanation as
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to why mental health continues to be a significant but overlooked part of the health care

political agenda.

Kingdon outlines that for an issue to make it onto the political agenda, it must
receive problem recognition, policy generation, and a political process (2002). In the
overall scheme of things, mental health appears to have had little influence on the
political agenda in comparison to most areas of health care. There appears to be a lack of
understanding of the significance of mental health, not only with policymakers but with
the general population. Furthermore, the stigma that arose with institutions is still a
remnant, which results in a lack of understanding and awareness from the public. Also,
the level of funding across the province for community mental health is significantly
lower than other health expenditures. Finally, the actors pushing for policy change in
mental health are typically mental health service providers and consumers. Doctors,
psychiatrists and provincial organizations such as the Ontario Hospital Association
(OHA) and the Ontario Medical Association (OMA) are ultimately at the forefront of
making policy decisions. Therefore, the interests of the medical profession tend to
dominate, and social supports required for recovery, particularly housing, are more likely
to receive minimal attention (it should be noted that the dominance of the biomedical
model is not the sole reason why mental health services receive less funding, but it is also
a result of the complexities of funding in deciding what services should receive more

funding). Though doctors, psychiatrists and other health care providers are important
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stakeholders, there must be a greater voice for consumers, mental health agencies,

providers, and the public.

Mental health policy in Ontario has had little influence on the political agenda in
comparison to most areas of health care. Clearly, potential policy reform in mental health
is not considered to be a priority in comparison to other areas of health care, resulting in a
lack of acknowledgement on the political agenda. To show how little significance is
attached to mental health care, one only need to look at funding levels for mental health
care in comparison to other areas of health care in Ontario from the Ministry of Health
and Long-Term Care. The Ministry of Finance identified that spending on community
mental health from 2010 to 2011 totalled $547.7 million, which represents only 2.52 per
cent of LHIN spending across the province (Ministry of Finance, 2011). The 2011 budget
for both mental health and addictions was allotted approximately 93 million for children
and youth, without identifying how much will be spent on adults, despite a provincial
health care budget of almost 48 billion dollars (Ministry of Finance, 2010). In fact,
Ontario spends the lowest per capita on mental health at $152 per person, versus the
national average of $172, while British Columbia spends the highest at $230. Until mental
health becomes significant part of the political agenda, it will continue to be under funded

(Ontario Public Service Employees Union, 2009).

Furthermore, mental health has never seemed to gain the same ground as physical
health. Chronic illnesses such as heart disease, or cancer, receive millions of dollars in

funding each year. Even though mental health and physical health go hand in hand,
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mental health seems to be left by the wayside. Historically, there has always been an onus
on physical health, and the significance of health promotion and prevention. Mental

health on the other hand, has always appeared to be less accepted, possibly as a result of
its history in institutions, and a lack of awareness in the population as a whole. The stigma
attached to mental illness has been difficult to overcome, and despite many efforts
through public awareness campaigns, and education, people still make assumptions about

people living with serious mental illness.

Many policymakers and political actors would argue that mental health is not a
priority, nor a pressing issue. Part of this could be a lack of knowledge on the
predominance of mental illness on the general population, or perhaps the stigma attached
to serious mental illness, so that it does not become a pressing issue on the system.
However, for a government that places its focus on efficiency and effectiveness, placing it
on the policy agenda would have a positive impact on the 39 billion in disability costs per
year as a result of mental illness the provinces faces on a yearly basis. By looking at the
effect of mental health on overall physical health, it would serve in the government of

Ontario’s best interest to have mental health on the political agenda.

The next issue that Kingdon identifies as necessary to be promoted to high agenda
prominence is that of policy generation. Policy generation is the gradual accumulation of
knowledge and perspectives, and ultimately the generation of policy proposals (2002).
There have been many policy papers highlighting the extent to which mental health

requires restructuring, a greater continuum of services, and an increase in community
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support for people that require it. There has been a gradual accumulation of knowledge on
the effects of mental health on the health care system, and the economic and social costs
of not addressing these issues. However, mental health care in relation to the broader
determinants of health has only been addressed recently with reports such as “Open
Minds, Healthy Minds” and “Every Door is the Right Door”, by directly outlining the
impact that housing, income support and employment have on mental health recovery.
Although all of these mental health strategies since the Hellestine Report have
acknowledged the importance of a continuum of services and social supports, it is only

recent reports that have outlined the need for social supports for mental health recovery.

There are several reasons to suggest why mental health policy was never altered to
reflect the shift from institutions to a community-based approach, all of which tie to the
notion of path dependence. Firstly, dominance of the actors and institutions involved in
planning mental health policy over the past several years has remained strictly medical.
Therefore, the dominance of psychiatrists, physicians and other health care professionals
has prevented policies that reflect social conditions from occurring (Mulvale, Abelson &
Goering, 2007). Incorporating the broader determinants of health into mental health
policy challenges the medical profession, particularly psychiatrists that rely so heavily on
the medical model. Serious mental illness to psychiatrists is the result of biological
causes, and not due to external socioeconomic conditions. Therefore, incorporating the
concepts of the recovery model and the broader determinants of health would pose as a

significant challenge to the medical world. Furthermore, since mental health policy-
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making is primarily rooted in the medical model, and those that play a major role in
policy are physicians and other health care professionals, it is unlikely that the focus in
policy will shift to a focus on community-based care (Mulvale, Abelson & Goering,
2007). The medical model is deeply entrenched into the health care system, professionals
and policy, and has been the dominant paradigm for decades. Therefore, the reliance on
the medical model for policy-making has become path dependent, and difficult to change.
Secondly, the public perception of mental health also serves as a barrier to policy change.
As highlighted by Mulvale, Abelson and Goering (2007), people tend to follow political
parties that they are comfortable with, and offer them changes that tend to work in their
favour. Also, politicians play a significant role in policy change. Their political power is a
result of the public that has put them in that position. Therefore, policies will be chosen or
changed in response to the agenda that was reflected by politicians or set out in their party
platforms (Tuohy, 1999). Politicians will have no interest in mobilizing to create policy

change if it will affect their opportunity to remain in office.

How Does Ontario Fare? A Comparison to Finland

In order to see how Ontario’s mental health system can improve, it is important to
look at other systems for comparison. Other provinces in Canada, such as British
Columbia and Quebec face similar barriers, such as a lack of social supports and high
levels of poverty for people with mental illness. Therefore, it is necessary to look at a

system that provides a minimum standard of living, supportive housing, and promotes
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good mental health. I have chosen to look at Finland, a social democratic country to

provide this comparison.

Social democratic regimes are defined by Navarro and Shi (2000) as countries that
provide universalistic social policy. Social democratic regimes have high social security
expenditures, high employment in health services, education and welfare (Navarro & Shi,
2000). As a result, social democratic governments tend to provide greater social supports
and access to social programs for their citizens as a way to decrease inequalities within

the population.

Under the Finnish constitution, all residents in Finland have access to basic social
security, social and health services throughout their lives (FEANTSA, 2003). The country
is focused on providing its citizens a minimum standard of living. There are specific
policies that are focused around “improving people’s life management skills”
(Government of Finland, 2003). Most importantly, Finland has a specific policy that
provides early-intervention benefits and low-threshold forms of support which prevent
their citizens from falling into poverty. The country focus is primarily on preventive
action in social welfare to safeguard individuals, and includes cooperation between the

social and health care sector (Ministry of Social Affairs and Health, 2006).

As highlighted earlier in the paper, Ontario provides limited support through
welfare and disability spending. Finland provides substantial social supports in
comparison. For persons living at or below the poverty line, there are various measures in

place to prevent them from “falling through the cracks”. For example, individuals and
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families living below a certain level of income may qualify for basic benefits which cover
food, clothing, minor health care costs and housing. More importantly, Finland provides
its residents with preventative social assistance if necessary so that families can prevent
themselves from falling below a certain level of income. The government also provides
loans to families, and has a family policy which provides benefits for children such as

allowances and daycare costs (Ministry of Social Affairs and Health, 2006).

Ontario, on the other hand, has policies which tend to be more reactive, than
preventative for people that have already fallen below the poverty line. Furthermore, there
are very strict guidelines to qualify for any government assistance in Ontario, providing
little to no options for people that have the potential to fall into poverty. Residents of
Ontario are not guaranteed income support through ODSP or Ontario Works unless they
meet the required criteria, which still does not provide sufficient income for these

individuals to live comfortably.

In mental health, the contrast is even greater. Although the statistics for mental
health spending are not available, there is a significant portion of health care spending that
is allotted to mental health. In 2006, mental health accounted for over 33 per cent of
disability costs (Academic Network of European Disability Experts, 2007). The total
amount of money paid in all disability benefits was approximately 109 million Euros for
2007 (Academic Network of European Disability Experts, 2007). For a population of little

over 5.3 million, this is significantly greater than Ontario’s expenditure on disability

48



benefits which accounted for just over 34 million dollars directed to a population of

approximately 13 million.

Not only is spending on disability benefits related to mental health care greater in
Finland, than in Ontario, the significance attached to mental health promotion is much
greater also. In Finland, the government created an action programme for Social Welfare
and Health Care in 1999 where mental health was chosen as one of the top eight priorities
(Lehtinen & Taipale, 2001). The Ministry of Social Affairs and Health (2006) has also
produced quality guidelines for mental health services, and has been actively working on
creating guidelines for supportive housing. Finally, national strategies such as Health
2015 public health programme not only aim to improve mental health, but also to reduce
poverty and social exclusion for persons with mental health issues. As a result, these
programmes attempt to reduce poverty, and mental health issues long-term (Ministry of
Social Affairs and Health, 2006). Mental health and the provision of services are yet to
be identified as a top priority in health care for Ontario. Moreover, mental health was not
included in a recent national “Health Care Wait Time Strategy” that priorized a list of
acute care services for which focused funding and strategies where implemented to

address service inadequacies.

Finally, there is a substantial difference between government systems. In Finland,
the Meaningful Life Programme, which was created for 1998-2003, and is still on-going,
promotes multi-sectoral co-operation, to improve the quality of life for people suffering

from or have the potential for developing poor mental health. Multi-sectoral coordination
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is evident as the Department of Mental Health and Substance Abuse, where social welfare
and health care are integrated at both the national and provincial level (World Health
Organisation, 2005). Ontario typically operates in silos, with the Ministry of Health and
Long-Term Care, and other ministries such as the Ministry of Community and Social
Services working separately and do not coordinate their services, programs or policies

with one another (Caplan, 2009)

There are obvious discrepancies in supportive housing between Ontario and
Finland. In Finland, the Central government funds approximately 10,000 new dwellings
annually (Government of Finland, 2003). This is contrary to the social housing policy in
Ontario which only created 3,000 new units for rent in 2008 (as seen above). Furthermore,
in order to combat poverty and social exclusion, Finland has adopted a universal housing-
based social protection system which is supplemented through benefits and services and
targeted towards at risk groups (Government of Finland, 2003). The adoption of these
policies would provide individuals suffering from mental illness with access to the basic

needs that they require, without concern of these benefits being taken away.

The question becomes, why have opportunities for policy change resulted in the
Finland? What opportunities are available in Finland, versus a liberal province like
Ontario? Finland too, like Ontario, moved from institutions to a system of community
mental health. How has Finland been able to move forward with significant policy

change, while Ontario has been path dependent?
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Finland made a similar transition from psychiatric institutions and hospitals to
community-based care. However, this transition took place in the 1980s, approximately
20 years later than deinstitutionalization in Ontario (Lehtinen & Taipale, 2001). In the late
1980s, there was a significant decrease in the number of hospital beds for mental health in
Finland. The number reduced from over 20,000 to just over 6,000 in a short period of
time. As a result, mental health services were re-directed to the community, and out-
patient services (Lehtinen & Taipale, 2001). Furthermore, there was a change in the
definition of mental health care, which moved from a medical model to a recovery-
centred approach. This definition acknowledged not only aspects of the recovery model,
but also highlighted the significance of living conditions, and the broader determinants of
health (Lehtinen & Taipale, 2001). What was significantly different in Finland from
Ontario, were the changes made within government sectors to accommodate serious
mental illness. In Finland, there was a focus on integrating mental health services with
primary care and social welfare services. Most importantly there was the co-operation of
government sectors to ensure that serious mental illness was addressed from other areas of

government other than health care alone.

Several reasons suggest the successful implementation of government programs
and policy for mental health. As Kingdon outlined (2002), a policy issue must be
considered a serious matter before becoming a significant issue on the political agenda.
Mental health policy in Finland was considered to be a priority in health care, particularly

from the mid to late 1990s. Part of this reason may have resulted from the shift in
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institutions to community-mental health care. However, much may have attributed to the
astronomical suicide rate in Finland. For decades, Finland had been the number one leader
for teen suicide, and in the top three among the world for overall suicides (World Health
Organization, 2003). The number has since declined, perhaps attributed to the attention
greater attention to mental health, a national strategy for suicide prevention, and also an
increase in co-operation among government sectors to promote not only mental health but
adequate living conditions as well. As a result, Finland was able to open a policy window
which allowed for the implementation of programs, change to legislation, and a new

definition on mental health work.

The political system in Finland is also to be more accepting of policies that serve
to better the overall living conditions of residents in their country. As a social democratic
system, working class movements are strong, with a focus on unity that essentially created
strategies that addresses the division of people on the basis of class (Esping-Anderson,
1990). As a result, the acceptance of mental health recovery, and the need for a minimum
standard of living, such as access to housing, is more acceptable in this type of political
environment. Furthermore, in a social democratic society, policies are written to reduce
inequalities within society. This is evident in Finland’s policies throughout the 1990s to
present day, where the focus has been on reducing disparities by providing a minimum
level of social security, health care and housing requirements. The government in 2008
also announced an action plan which outlines the measures to reduce socioeconomic

health inequalities in Finland. As a result, there is a much greater acceptance overall of
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the broader determinants of health. A policy window that allowed significant change for

mental health also contributed to political alignment within Finland.

Discussion

By looking at the changes that Finland was able to make with mental health over a
period of twenty years, it is necessary to re-examine mental health policy in Ontario.
Mental health restructuring has been taking place since deinstitutionalism in the 1960s.
Although there have been some measures of change, Ontario’s path dependent policies
have prevented significant change to occur. In order to promote such change, there must

be a strong, well-organized group to represent mental health.

Mental Health Advocacy in Ontario

Current groups representing the mental health system in Ontario include consumer
groups, provincial organizations, hospitals, researchers and other mental health service
providers. Unfortunately, current groups in Ontario lack the resource capacity to form
unified and successful vocalized groups. Consumer advocates are an important voice to
initiative system change. Despite their potential to impact policy decisions, Consumer
Survivor Initiatives currently lack resource capacity as a result of poor funding, and face

challenges with discrimination, and representation in policy forums.

Consumer Survivor Initiatives continue to be significantly under funded in Ontario
(O’Hagan, McKee and Priest, 2009). As a result, these groups lack the resource capacity

to be key players in the policy arena. In 1991, Ontario recognized Consumer Survivor
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Initiatives as part of the core services offered within the mental health sector, and funded
over 40 of these groups across the province. Evidence-based research demonstrates that
Consumer Survivor Initiatives reduce hospitalization and ‘symptom’ distress, and help to
increase the quality of living and social networks for people diagnosed with mental illness
(O’Hagan, McKee and Priest, 2009). Despite this evidence, many Consumer Survivor
Initiatives have been forced to close down, operate virtually as they are unable to afford
the administrative costs, or integrate with hospitals which ultimately results in the loss of
an independent consumer voice (O’Hagan, McKee and Priest, 2009). Without adequate
funding levels, these groups lack the capacity to take on projects, or to engage in political
lobbying. Furthermore, there ability to operate as effectively as other organizations in the
system can be hindered as result of mental illness. Finally, many of the consumers have
poor social determinants of health which also can create additional difficulties which can

affect the operations of the organization (Davis, 2006).

Consumer groups in Ontario tend to be fragmented, and operate in stark contrast
to one another. For example, some Consumer Survivor Initiatives may focus on anti-
psychiatry, while other groups promote the successes of psychiatry and hospitalization for
recovery (O’Hagan, McKee and Priest, 2009). It is crucial to have different forms of
representation among consumer groups, but this fragmentation can hinder their ability to
promote system change. For example, many consumer groups disagree on a definition of
recovery, or are in competition for funding. This prevents CSIs from representing the

consumer population’s best interests as a whole.
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The Midwifery movement, and also the AIDS movement are some examples of
alliances between consumers for the benefit of their cause (Benoit et al, 2005). The
Midwifery movement formed one unified voice to legitimize their midwifery as a
legitimate profession. This was also the case with women’s rights, civil rights and other
movements that pushed for significant policy change to encourage system change. As a
result, these movements created a “window of opportunity” for change, and became an
important issue on the political agenda (Benoit et al, 2005). Therefore, in order for a
policy window to occur, there must be less fragmentation among Consumer Survivor

Initiatives, and the groups must work together to speak as one voice.

Provincial organizations representing CSls such as the Ontario Peer Development
Initiative and the Ontario Association of Patient Councils represent a variety of consumer
groups. There are also additional organizations such the Empowerment Council
representing consumers from the Centre for Addiction and Mental Health. It is important
that these groups operate through once voice to push system change. This is not to suggest
that the organizations integrate, but that it is important to represent consumers as a whole
to gain importance on the political agenda, and encourage system change. Despite the lack
of resources, and competition for funding, these groups do have the capabilities to initiate
change. In order to see the potential of such a movement, one only needs to look at the
Ministry of Health and Long-Term Care’s recent attempt to divest the Psychiatric Patients
Advocacy Office (PPAO) to the Canadian Mental Health Association. The PPAO is an

arms-length body that provides advocacy services to in-patients across the province
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protecting their individual rights (Psychiatric Patient Advocacy Office, 2011). These
provincial consumer groups argued that the divestment represented a conflict of interest
for the Canadian Mental Health Association, and prevented an independent PPAO which
then received the support from other provincial mental health organizations. As a result,
the Ministry of Health and Long-Term Care has delayed the divestment (Coalition for an

Independent PPAO, 2011).

O’Hara, McKee and Priest suggest that despite the differences within consumer
groups, they have similar values and interests that should encourage acting under one
voice (2009). Consumer groups can relate to one another as a result of their unique
understanding of mental health issues, the significance of remaining independent from
other mental health organizations and hospitals, and can identify with one another’s
experiences (O’Hara, McKee & Priest, 2009). By reflecting on these commonalities, these
groups can come together for larger policy issues and benefit consumers across the

province.

Provincial organizations and hospitals also have the ability to create policy
change. In particular, the Canadian Mental Health Association, and the Ontario Federation
of Community Mental Health and Addiction Programs (OFCMHAP) have the ability to
influence provincial policy, as they are a member association made up of various groups
such as housing providers, case management groups, consumers, and hospitals. However,
as similar to consumer groups, many of these organizations are in competition with one

another for funding, and have different definitions of recovery. Often, the Canadian
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Mental Health Association of Ontario, and OFCMHAP collaborate on projects, and policy
documents. Also, there is similar work being done by these organizations. If there was
better alignment on issues, and the organizations worked together to promote system
change, this could potentially result in improvements in policy change, rather than
reflecting the sole interests of one group over the other. Also, if these groups were to align
their policies with provincial consumer survivor groups, and collaborates on larger issues
this could potentially result in a greater impact on policy making in the province. Until
these groups develop a unified voice, mental health policy will continue to see strategies
that outline the significant of recovery and the broader determinants of health that will
never be implemented into policy. Also, people who are living in poverty with serious

mental illness will continue to fall through the cracks, unless significant change occurs.

Broader Determinants of Health, Recovery and Mental Health Policy

The broader determinants of health and the recognition of the recovery model are
crucial to recognize in mental health policy. As highlighted throughout the paper, poor
broader determinants of health play a role in the onset, re-occurrence, and worsening of
serious mental illness. Previous mental health policy has focused on some elements of the
broader determinants, acknowledging their impact on mental illness but is not
incorporated into policy. Poor broader determinants of health, such as housing and
income play a central role to a patient’s recovery. In order to encourage an increase in
funding, and a higher priority on the political agenda, there must be a stronger recognition

of the broader determinants of health.
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In health care, decisions for health care spending and policy are complex.
Decisions however, are much easier when health service providers are able to demonstrate
health outcomes. Providing information on chronic diseases, is much easier to report
however, than mental health. Measuring outcomes includes areas such as supportive
housing, and also programs for income assistance. This is particularly the case when
adhering to the recovery model, as the process is individual, and “success” may or may

not be measurable (Gray & Lum, 2009).

Measuring health outcomes is difficult particularly with supportive housing. There
are various definitions of supportive housing in Ontario, with many providers offering a
wide variety of programs, supports, and differ in their contract arrangements (Gray &
Lum, 2009). Furthermore, some argue that it is extremely difficult to define and measure
service quality, and cost effectiveness of the community-based sector as a result of its
complexity. The benefits to supportive housing and social assistance programs for income
support clearly identify an improvement in quality of life for many people with serious
mental illness, but as identified above, this can be extremely difficult to measure.
However, performance measurement has become increasingly important for health and
social programs, particularly in the voluntary non-profit sector (Gray & Lum, 2009). This
is in part, a result of increased health care costs, but also the limited resources available.
Non-profit organizations, including those that provide services for people with serious
mental illness are under pressure to demonstrate their “worth” to continue to receive

public funding (Gray & Lum, 2009).

58



In order for the broader determinants of health to gain more traction in policy, and
funding for mental health, providers and agencies of supportive housing, and social
assistance programs must be able to demonstrate positive health outcomes for their
services. This is particularly important so that the organizations continue to receive public
funding, and if they are able to demonstrate their effectiveness there may be more
likelihood, and acceptance of these services. Quality indicators are becoming extremely
important for health care services in Ontario, as can be seen with the implementation of
Health Quality Ontario in 2008, which provides recommendations for funding to the

Ministry of Health and Long-Term Care (Health Quality Ontario, 2011).

Unfortunately, there are many challenges that face non-profit organizations
providing services for housing, and also in identifying the benefit for social assistance. In
particular, performance measurement can be very costly to non-profit agencies as a result
of contractual arrangements. Furthermore, it can be difficult to obtain reliable data around
their programs. Finally, the data highlighting the “success” of the programs may not
accurately represent the services being provided. Despite the challenges to reporting the
benefits of supportive housing, income assistance, and other forms of social supports for
mental health, this might provide a means to legitimize the benefits of the broader
determinants of health, and its impact on mental health. This may also result in mental

health policy that reflects the broader determinants of health, and concepts of recovery.

The Recovery Model
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In order to improve mental health services, and policy, it is necessary to promote a
greater acceptance of the broader determinants of health by the public, and by advocates
of the biomedical model. Raphael (2009), and the World Health Organization have
suggested that in order for reforms to be made to the system, there needs to be an
acceptance of the broader determinants of mental health. Raphael, the WHO, and the
Canadian Mental Health Association, identify the need for the broader determinants of
health to be adopted in mental health policies, while Raphael identifies the need to go
further by implementing a policy explicitly outlining the broader determinants of health.
This will help not only to establish socioeconomic conditions as a significant determinant
of health, but will also serve to make the government more accountable for their citizens’
health. Furthermore, this recognition of the broader determinants of health will push
governments to put more focus on health inequalities within Ontario. As a result, the
government will be more inclined to reduce disparities, particularly poverty reduction.
Most importantly, in order to reduce disparities among the population, this will require
that the government provide an increase in social assistance and supports, particularly
supportive housing. This could have a positive affect for people struggling with serious
mental illness and living in poverty. By including greater social supports and access to
programs and services, these individuals will not only have an easier time navigating the

system, but will have the opportunity to recover from serious mental illness.

However, this requires significant change, and will be a challenge for

policymakers to propose such a policy. These policies must be approved by cabinet

60



members, and the policy must be designed in such a way that it aligns with the
government’s strategies (Wiktorowicz, 2005). Therefore, depending on the government in
place in Ontario, it may be a difficult policy to implement. Furthermore, in order to
support an increase supportive housing, and a reduction in poverty, government resources
are required. Historically, governments have tended to cut social supports in order to
lower taxes to serve in the interests of the population, as seen in the mid-1990s under the
Harris government. An increase in social supports not only mean more money directed
towards welfare, but potentially more taxes which typically results in a negative response
from taxpayers. In order to combat this reaction, it may be beneficial to focus on the
negative costs that result in not providing sufficient funding into the mental health system.
The economic costs of mental illness and substance abuse account for over 39 billion per
year (Caplan, 2009). With Ontario’s focus on neoliberal ideology, advocating this shift in
order to pursue a system that will provide greater efficiency and effectiveness long-term
may be a much more useful strategy to follow. However, implementing a policy

specifically on the broader determinants of health is not the only change that must occur.

With the transition from institutions to community-based mental health, there has
been an increase in support for the recovery model. However, the traditional biomedical
approach is still dominant, particularly in the hospital sector. If mental health is to
continue to be pushed into the community, health care providers, hospitals and
policymakers need to reflect this. Therefore, it is necessary to adopt the recovery model

into policy so that standards can be created not only by the government, but by mental
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health agencies and hospitals to effectively promote recovery. Again, this may be difficult
as many that are influential in mental health policy in Ontario include hospitals,
psychiatrists and other health care providers that are strong proponents of the biomedical
model. However, perhaps by looking at Finland’s approach it may be helpful. The
Ministry changed its definition of mental health work to include aspects of recovery, and
the broader determinants of health to adequately address the shift from institutions to
community-based care. By taking a similar approach, this may at least help to provide

incremental change to reflect the recovery model in Ontario.

Perhaps the most effective way to overcome path dependency is to encourage
advocacy from the medical profession, consumer groups, and provincial organizations.
Part of the reason that health policies in Ontario are path dependent is the prominence of
the medical model, and the influence of physicians. Historically, there has always been a
high level of trust between physicians and their patients. If physicians are likely to
advocate the biomedical model, then citizens are more likely to accept it. This does not
imply that the biomedical model should be replaced by the recovery model. Nor does it
suggest that the biomedical model is not effective. In fact, it suggests that elements of the
recovery model be considered during treatment, which would include the recognition of
the broader determinants of mental health. However, for this to be effective, promoting
the recovery model, and the social determinants of health must be directed at
organizations like the Ontario Hospital Association that represent the delivery of care in

hospitals, and the Ontario Medical Association that represent doctors across the province.
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It is important to identify that many doctors, on an individual basis do acknowledge the

effect of poor socioeconomic status on a person’s health (Davis, 2006).

However, on a provincial basis, supporting the recovery model may pose a threat
to the validity of their practice, and the importance of science in determining a person’s
health. There is already scientific evidence stressing the link between biological
impairments in the brain and serious mental health issues. Furthermore, there is a
multitude of evidence identifying positive health outcomes for people with mental illness
that receive medical treatment. There are several consumer groups that are proponents of
the biomedical model, and identify medical treatment as the reason for their recovery
(Davis, 2006). It is important to stress that the recovery model does not denote the
importance of medical treatment, or psychiatric counselling for recovery. The Recovery
model takes medical treatment further by focusing on goal-setting, and maintaining a
minimum standard of living. Ultimately, it aims to improve a person’s quality of life,
helping to improve their mental health. Provincial organizations such as the Ontario
Medical Association need to acknowledge that the recovery model is successful in
improving mental health, and could be beneficial alongside medical treatment. Perhaps
just by addressing these socioeconomic factors and the importance of supportive housing
and adequate income for recovery, along with medical treatment, this may create a

window of opportunity where policy change could occur.

It is also extremely important to address the systemic discrimination that people

with mental health experience in order to promote significant policy change.
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Generalizations are often made among the general public, in workplace environments,
academic institutions, hospitals and even within families of persons with mental illness.
The stigma associated with mental illness results in indifference across the province,
resulted in little policy change, or attention to the broader determinants of health (Health
Canada, 2002). Historically, people with severe mental health issues have been portrayed
as sick persons that were removed from society, often for the benefit of its residents.
Though institutions have helped some people recover from their mental health issues, it
has also created a negative perception with the general population. Furthermore, the
medicalization of serious mental illness has also contributed to the stigmatizing of these
individuals. In order to push for policy change, there needs to be a significant shift in
ideology. In recent years, there has been an increase in mental health awareness and a
push for more education by agencies such as the Centre for Addiction and Mental Health,
and the Canadian Mental Health Association. Yet, mental illness portrayed in the media,
particularly in the newspaper and in news stories, tend to look at negative issues, rather
than on stigma, mental health promotion, or the broader determinants of mental health
(Canadian Mental Health Association, 2010). Some campaigns have focused on the fact
that mental illness does not discriminate, and can affect anyone at any point in their lives.
This approach is important, but it fails to address several issues. Mental illness can affect
anyone, but poor mental health can result in poor living conditions, particularly for those
living at the poverty line, or in poverty, and for those that do not have access to safe,
stable and secure housing. Therefore, it is necessary to focus on how the broader

determinants of health can impact one’s mental health.
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Conclusion

For people in Ontario to be considered healthy individuals, they need to achieve a
minimum standard of living. Access to basic needs, particularly to housing and income,
are essential to obtain a minimum level of health (World Health Organization, 2003).
Without these opportunities, people are likely to fall into poverty, and are not only at risk

for the development of physical conditions, but poor mental health.

As the development of physical conditions can result in part from one’s living
conditions, so too does mental illness. The World Health Organisation and the
government of Ontario have acknowledged the significance of the broader determinants
of health. The broader determinants of health have not only been acknowledged through
strategic government reports, but also by the Ministry of Health and Long-Term Care, and
health care providers and agencies. Unfortunately, there has been little government action
in Ontario to address the broader determinants of health. Many people continue to live at

or below the poverty line, and lack access to basic needs, particularly to housing.

This has been the case for persons struggling with serious mental illness. Most
individuals with serious mental illness are living in poverty, and often do not have access
to housing. This is particularly the case for people that have been hospitalized as a result
of their illness, as there fails to be a continuum of care available for these individuals.
Once these individuals leave the hospital, there often fails to be services available to them

to ensure that they have the opportunity to recover.
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In order to achieve mental health recovery, it is necessary for those struggling with
serious mental illness to have the opportunities available to recover. Meaning, social
supports, including housing, and government assistance are available once these
individuals have left the hospital. Recovery implies that individuals are able to create
goals, and create their own, individual path to recovery. However, in a system where these
social supports are not available, it becomes difficult for people struggling with serious
mental illness to engage in their own recovery. For people that are living in poverty, and
do not have access to sufficient housing, they are unable to obtain future goals, and
instead are more likely to be concerned with daily survival. This ultimately prevents any
ability to recover, and fosters negative beliefs, often sending these individuals back to the

hospital for further treatment.

There are significant benefits in obtaining supportive housing for people that are
living in poverty, with serious mental illness. Supportive housing allows individuals to
maintain a level of independence, work on their recovery, and offers safety, security and
stable housing. Most importantly, it assists people in transitioning back into the
community. However, there is not only a lack of supportive housing, and other housing
supports, but there is also a lack of continuum of care to ensure that people that require
the assistance get into supportive housing units (Canadian Mental Health Association,
2010). If people do not have access to supportive housing upon exiting the hospitals, the
only other options that are available include receiving income support from the Ontario

Disability Support Plan, or through Ontario Works. Unfortunately, recipients of the
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Ontario Disability Support Plan and Ontario Works barely receive sufficient income to

cover monthly rent.

There has been little policy development in recent years to address the broader
determinants of mental health, and policies which encourage mental health recovery.
Since the 1980s with the Hellestine Report, which identified the need for a continuum of
care for mental health, and the need for patient-centered care, there have been many
strategic reports outlining similarities, but have failed to be translated into policy. Policy-
making in Ontario, particularly with health care appears to be path dependent, entrenched
in our institutions, and thus extremely difficult to alter without significant government
mobilization, or unless it is considered a serious issue to become a part of the political
agenda. Mental health care continues to operate on a small budget in comparison to the
health care budget, and despite several calls for an increase in funding the government

fails to adequately respond.

The government of Finland operates in stark contrast to Ontario. By providing
their citizens with access to basic social security and support systems, residents are able to
achieve a minimum standard of living. Furthermore, it has preventative policies that help
to stop people from falling through the cracks and living in absolute poverty. Despite a
similar shift from institutions to community-based care, Finland has been able to
successfully transition, and not only offers its citizens adequate mental health care
programs, but also sufficient access to supportive housing, and income support from the

government. Policy change was able to take place in Finland as a result of government
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alignment, recognition of the need for change, and a political system that already focused
on minimizing inequalities within the population. Even though Finland only began to
move from institutions to community-based mental health care in the 1980s, it has made
substantially greater progress in mental health policy, programs and access to support

systems to ensure a continuum of care for recovery.

The Ontario government needs to reassess their current policies, as well as the rest
of Canada by acknowledging the broader determinants of mental health. This will create
relevant policies which will force the government to focus on the need for greater
provision of social support. There needs to be a push from the macroeconomic level that
focuses on greater coordination among ministries to improve housing, and create a
housing strategy. More funding is required from this area, especially through Ontario
Works, and the Ontario Disability Support Program so that individuals suffering from
mental illness can afford housing if supportive housing is unavailable. Greater public
participation is required, and the application and advocacy of the recovery model or
elements of the model along with the medical treatment required in the biomedical model.
Individuals with mental health will have more opportunities to succeed if given the tools.
Until then however, social stratification, mental illness, and vast inequities will continue
to pervade the system as a result of neoliberal policies. Policymakers need to put people
first, and promote the recovery for individuals suffering from mental illness, to flourish as

productive citizens as they rightfully deserve.

68



BIBLIOGRAPHY

Academic Network of European Disability Experts. (2005). Retrieved 2011, from
http://www.disability-
europe.net/content/aned/media/Finland%20ANED%20country%?20profile.pdf

Bambra, C. (2005). Health Status and the Worlds of Welfare. Social Policy & Society, 5
(1), 53-62.

Benoit, C., Wrede, S., Bourgeault, 1., Sandall, J., De Vries, R.,& Van Teijlingen, E.
(2005). Understanding the social organisation of maternity care systems:

midwifery as a touchstrone. Sociology of Health & Iliness, (27) 6: 722-737.

Bernard, P., & Saint-Arnaud, S. (2004). More of the Same? The Position of the Four
Largest Canadian Provinces in the World of Welfare Regimes. Ottawa: Canadian

Policy Research Networks.

Brual, J., Gravely-Witte, S., Suskin, N., Stewart, D., Macpherson, A., & Grace, S. (2010).
Drive time to cardiac rehabilitation: at what point does it affect utilization?

International Journal of Health Geographics, 1-11.

Bryant, T. (2004). Housing and Health: Not a New Phenomenon. Retrieved November
2010, from Street Level Consulting:

http://www.streetlevelconsulting.ca/newsArticlesStats/housing_health.htm

Bryant T, et al. (2010) Canada: A land of missed opportunity for addressing the social

determinants of health. Health Policy, 1-15.

CAMH, CHP, CMHA Ontario, Health Nexus, OPHA. (2008). Mental Health Promotion

in Ontario: A Call to Action. Toronto.

69



Canada, G. 0. (2006). The Human Face on Mental Health and Mental IlIness in Canada.

Ottawa: Minister of Public Works and Government Services Canada.

Canadian Mental Health Association of Ontario. (2010). Retrieved October 2010, from

Canadian Mental Health Association of Ontario: http://www.ontario.cmha.ca/

Canadian Mental Health Association of Ontario. (2004). Housing, Health & Mental

Health. Toronto.

Canadian Mental Health Association. (2009). Retrieved 2011, from Canadian Mental
Health Association:
http://www.cmha.ca/data/1/rec_docs/2233 CMHA%20Poverty Reduction%?20-
%20HUMA .pdf

Canadian Mental Health Association. (2010). Retrieved 2011, from Canadian Mental

Health Association: http://www.ontario.cmha.ca/backgrounders.asp?clD=25627

Caplan, D. (2009). Every Door is the Right Door. Toronto: Ministry of Health and Long-

Term Care.

Castillo, R. (1997). Culture and Mental IlIness: A Client-Centred Approach. California:

International Thomson Publishing Inc.

Centre for Addiction and Mental Health. (2009). Retrieved 2011, from Centre for
Addiction and Mental Health:
http://www.camh.net/care_treatment/community_and_social_supports/housing/ty

pes_of housing/csru_supportive_ed_housing.html

Centre for Addiction and Mental Health. (2010). Developing high support housing: How

hospital-community partnerships are creating pathways to community in Toronto.

70


http://www.cmha.ca/data/1/rec_docs/2233_CMHA%20Poverty_Reduction%20-%20HUMA.pdf
http://www.cmha.ca/data/1/rec_docs/2233_CMHA%20Poverty_Reduction%20-%20HUMA.pdf
http://www.camh.net/care_treatment/community_and_social_supports/housing/ty
http://www.camh.net/care_treatment/community_and_social_supports/housing/ty

Retrieved 2011, from
www.psrrpscanada.ca/.../Developing%20high%20support%20housing%20Sept%
2015George%20M...

Coalition for an Independent PPAO. (2011). Keep the PPAO Independent! Retrieved

2011, from http://cippao.com/index.html

Coburn, D. (2004). Beyond the income inequality hypothesis: class, neo-liberalism, and

health inequalities. Social Science & Medicine, 58, 41-56.

Coburn, D. (2006). Health and Health Care: A Political Economy Perspective. In D.
Raphael, T. Bryant, & M. Rioux, Staying Alive: Critical Perspectives on Health

IlIness and (pp. 59-84). Toronto: Canadian Scholars Press.

Community Legal Education Ontario. (2009). Disability benefits in Ontario: Who can get

them and How to apply. Toronto.

Corrigan, P., & Phelan, S. (2004). Social Support and Recovery in People with Serious
Mental IlIness. Community Mental Health Journal, 40 (6), 513- 523.

Costello, J., Compton, S., Keeler, G., & Angold, A. (2003). Relationships Between
Poverty and Psychopathology: A Natural Experiment. Journal of the American

Medical Association, 290 (15), 2023-2029.

Davidson, L., Stayner, D., Nickou, C., Styron, T., Rower, M., & Chinman, M. (2001).
"Simply to be Let In": Inclusion as a Basis for Recovery. Pyschiatric

Rehabilitation Journal, 24 (4), 375-388.

Davis, S. (2006). Community Mental Health in Canada: Policy, Theory, and Practice.

Vancouver: University of British Columbia Press.

71


http://www.psrrpscanada.ca/.../Developing%20high%20support%20housing%20Sept%25
http://www.psrrpscanada.ca/.../Developing%20high%20support%20housing%20Sept%25
http://cippao.com/index.html

Department of Justice. (2011). Canada Health Act. Retrieved 2011, from http://laws-

lois.justice.gc.ca/eng/acts/C-6/page-1.html

Durbin, J., George, L., Koegl, K., Aitchison-Drake, C. (2005). Review of Ontario Mental
Health Supportive Housing System and Potential Data Sources for System
Monitoring. Retrieved 2011, from
http://www.sciencessociales.uottawa.ca/crecs/pdf/OntarioHousingPolicy-

DurbinSnapshotJan05.pdf

Esping-Anderson, G. (1990). The Three Worlds of Welfare Capitalism. New Jersey:

Princeton UP.

FEANTSA. (2003). Networking in the fight against homelessness. Retrieved 2011, from
http://www.feantsa.org/files/athens_october_2003/conference_networking/networ

king_finland_2003.pdf

Forchuk, C., Russel, G., Kingston-Macclure, S., Turner, K., and Dills, S. (2006). From
psychiatric ward to the streets and shelters. Journal of Psychiatric and Mental

Health Nursing, 13 (3), 301-8.

Forchuk, C., MacClure, S., Van Beers, M., Smith, C., Csiernik, R., Hoch, J., and Jensen,
E. (2009). Developing and Testing an Intervention to Prevent Homelessness

among Individuals Discharged from Psychiatric Wards to Shelters and ‘No Fixed

Address’. Journal of Psychiatric and Mental Health Nursing, 15 (7), 569-575.

Galea, S., Ahern, J., Nandi, A., Tracy, M., Beard, J., & Vlahov, D. (2007). Urban
Neighborhood Poverty and the Incidence of Depression in a Population-Based

Cohort Study. Annals of Epidemiology, 17 (3), 171-179.

72


http://laws-lois.justice.gc.ca/eng/acts/C-6/page-1.html
http://laws-lois.justice.gc.ca/eng/acts/C-6/page-1.html
http://www.sciencessociales.uottawa.ca/crecs/pdf/OntarioHousingPolicy-DurbinSnapshotJan05.pdf
http://www.sciencessociales.uottawa.ca/crecs/pdf/OntarioHousingPolicy-DurbinSnapshotJan05.pdf
http://www.feantsa.org/files/athens_october_2003/conference_networking/networking_finland_2003.pdf
http://www.feantsa.org/files/athens_october_2003/conference_networking/networking_finland_2003.pdf

Government of Canada. (2006). The Human Face of Mental Health and Mental IlIness in

Canada. Ottawa: Minister of Public Works and Government Services Canada.

Government of Finland. (2003). National Action Plan against Poverty and Social

Exclusion for 2003-2005. Finland.

Graham, R. (1988). Building Community Support for People: A Plan for Mental Health in

Ontario. Ontario: The Provincial Community Mental Health Committee.

Gray C.S., & Lum, J. (2009). Policy, Performance Measurement and Supportive Housing:
The Devil is in the Details, Ottawa. Retrieved 2011, from http://www.cpsa-
acsp.ca/papers-2009/Steele%20Gray-Lum.pdf

Hartford, K., Schrecker, T., Wiktorowicz, M., Hoch, J., & Sharp, C. (2003). Four Decades
of Mental Health Policy in Ontario, Canada, Administration and Policy in Mental

Health and Mental Health Services 31 (1), 65-73.

Health Canada. (2002). A Report on Mental IlIness in Canada. Ottawa: Health Canada

Editorial Board Mental IlInesses in Canada.
Health Canada. (2006). Mental Health - Mental IlIness. It's Your Health, 1-3.

Health Quality Ontario. (2011). Mandate. Retrieved 2011, from Health Quality Ontario:

http://www.ohqgc.ca/en/mandate.php

Howlett, M. (2009). Path Dependency and Punctuated Equilibrium as Generational
Models of Policy Change: Evaluating Alernatives to Homeostatic Orthodoxy in

Policy Dynamics. Burnaby: Simon Fraser University.

73


http://www.cpsa-acsp.ca/papers-2009/Steele%20Gray-Lum.pdf
http://www.cpsa-acsp.ca/papers-2009/Steele%20Gray-Lum.pdf
http://www.ohqc.ca/en/mandate.php

Hutchinson, A., & Grey, J. (2005). Community Report on Economic Social and Cultural
Human Rights in St. James Town, Toronto. Retrieved 2011, from www.lift.to/wp-

content/uploads/2010/08/2006 LEADUNReport.doc

Jacobson, N., & Curtis, L. (2000). Recovery as Policy in Mental Health Services:

Strategies Emerging from the States. Psychosocial Rehabilitation Journal, 1-15.

Khanlou, N. (2010). Migrant Mental Health in Canada. Canadian Issues/ Thémes

canadiens, Summer, 9-16.

Kingdon, J. W. (2002). Agendas, Alternatives and Public Policies. Longman Publishing
Group.

Kupers, S. L. (2009). Paths of the Past or the Road Ahead? Path Dependency and Policy
Change in Two Continental European Welfare States. Journal of Comparative

Policy Analysis, 11:2, 163-180.

Laudet, A. (2007). What does recovery mean to you? Lessons from the recovery
experience for research and practice. Journal of Substance Abuse Treatment, 33

(3)3, 243-256.

Lehtinen, V., & Taipale, V. (2001). Integrating mental health servicfes: the Finnish

experience. International Journal of Integrated Care,.

Lorant, V., Deliege, D., Eaton, W., Robert, A., Philippot, P., & Ansseau, M. (2003).
Socioeconomic Inequalities in Depression: A Meta-Analysis. American Journal of

Epidemiology, (157) 2, 98-112.

74


http://www.lift.to/wp-content/uploads/2010/08/2006LEADUNReport.doc
http://www.lift.to/wp-content/uploads/2010/08/2006LEADUNReport.doc

Lynch, J., Kaplan, G., & Salonen, J. (1997). Why do poor people behave poorly?
Variation in adult health behaviours and psychosocial characteristics by stages of

the socioeconomic life course. Social Science & Medicine, 44, 809-19.

Marmot, M. (2008). Social Determinants of Mental Health and Well Being. Retrieved
October 2010, from
http://ec.europa.eu/health/ph_determinants/life_style/mental/docs/conf co18 en.p

df

Marmot, M. & Wilkinson, R. Social Determinants of Health: The Solid Facts.

Mental Health Commission of Canada. (2009). Toward Recovery & Well-Being: A

Framework for a Mental Health Strategy for Canada. Toronto.

Ministry of Children and Youth Services. (2008). Retrieved 2011, from Achieving
Cultural Competence:
http://www.children.gov.on.ca/htdocs/English/topics/specialneeds/achieving_cultu

ral_competence.aspx

Ministry of Community and Social Services. (2009). Retrieved February 2011, from
Ontario Disability Support Program:
http://www.mcss.gov.on.ca/en/mcss/programs/social/directives/directivesODSPDi

rectives/income_support/6_1 ODSP_ISDirectives.aspx

Ministry of Social Affairs and Health. (2006). Social Welfare in Finland. Retrieved 2011,
from http://pre20090115.stm.fi/aa1161155903333/passthru.pdf

Ministry of Finance. (2010). Retrieved November 2010, from 2010 Ontario Budget:

http://www.fin.gov.on.ca/en/budget/ontariobudgets/2010/

75


http://ec.europa.eu/health/ph_determinants/life_style/mental/docs/conf_co18_en.pdf
http://ec.europa.eu/health/ph_determinants/life_style/mental/docs/conf_co18_en.pdf
http://www.children.gov.on.ca/htdocs/English/topics/specialneeds/achieving_cultural_competence.aspx
http://www.children.gov.on.ca/htdocs/English/topics/specialneeds/achieving_cultural_competence.aspx
http://www.mcss.gov.on.ca/en/mcss/programs/social/directives/directives/ODSPDirectives/income_support/6_1_ODSP_ISDirectives.aspx
http://www.mcss.gov.on.ca/en/mcss/programs/social/directives/directives/ODSPDirectives/income_support/6_1_ODSP_ISDirectives.aspx
http://www.fin.gov.on.ca/en/budget/ontariobudgets/2010/

Ministry of Finance. (2011). Retrieved August 2011, from Public Accounts of Ontario:

http://www.fin.gov.on.ca/en/budget/paccts/2011/11vol2aEng.pdf

Ministry of Health & Long-Term Care. (2000). Making it Happen: A Policy Framework

for Employment Supports for People with Serious Mental Iliness. Toronto.

Ministry of Health and Long-Term Care Newsroom. (2011). Retrieved 2011, from News
Releases:

http://www.health.gov.on.ca/en/news/release/2009/jul/nr_20090714.aspx

Ministry of Health. (1993). Putting People First: The Reform of Mental Health Services

in Ontario. Toronto.

Moloughney, B.(2004). Housing and Population Health - The State of Current Research

Knowledge. Ottawa.

Mulvale, G., Abelson, J., & Goering, P. (2007). Mental health service delivery in Ontario,
Canada: How do policy legacies shape prospects for reform? Health Economics,

Policy and Law, 2: 363-389.

National Working Group on Women and Housing. (2006). Women’s Housing Facts.
Retrieved 2011, from National Working Group on Women and Housing:

http://lwww.equalityrights.org/NWG/facts.html

Navarro, V., & Shi, L. (2000). The Political Context of Social Inequalities and Health.
Social Science and Medicine, 52 (3), 381-491.

Noiseux, S., St-Cyr Tribble, D., Leclerc, C., Ricard, N., Corin, E., Morissette, R., et al.
(2009). Developing a model of recovery in mental health. BMC Health Services

Research, 9: 73-85.

76


http://www.fin.gov.on.ca/en/budget/paccts/2011/11vol2aEng.pdf
http://www.health.gov.on.ca/en/news/release/2009/jul/nr_20090714.aspx
http://www.equalityrights.org/NWG/facts.html

O'Hagan, M., McKee, H., & Priest, R. (2009). Consumer Survivor Initiatives in Ontario:
Building for an Equitable Future. Toronto: Ontario Federation of Community

Mental Health and Addiction Programs.

Ontario Federation of Community Mental Health and Addiction Programs. (2011).
Province releases Mental Health and Addiction Strategy, “Open Minds, Healthy

Minds”. Retrieved 2011, from: http://www.ofcmhap.on.ca/node/511

Ontario Human Rights Commission. (2011). Housing. Retrieved 2011, from Ontario

Human Rights Commission: http://www.ohrc.on.ca/en/issues/housing

Ontario Medical Association. (2009). OMA Submission Regarding Ministry of Health and

Long-Term Care Discussion Paper: "Every Door is the Right Door". Toronto.

Ontario Non-Profit Housing Association. (2009). ONHPA's 2009 Report on Waiting List

Statistics. Toronto.

Ontario Public Service Employees Union (2010). No Place to Go: It's time to take another
look at restructuring of mental health in Southwestern Ontario. Retrieved 2011,

from http://www.opseu.org/bps/health/mental/pdf/N0%20Place%20T0%20Go.pdf

Ontario Public Service Employees Union. (2009). A Submission by the Ontario Public
Service Employees Union to the Select Committee on Mental Health and
Addictions. Retrieved 2011, from
http://www.opseu.org/bps/health/mental/pdf/N0%20Place%20T0%20Go.pdf

Organisation for Economic Co-Operation. (2008). Mental Health in OECD Countries.
OECD Observor, 1-8.

77


http://www.ofcmhap.on.ca/node/511
http://www.opseu.org/bps/health/mental/pdf/No%20Place%20To%20Go.pdf

Orpana, H., Lemyre, L., & Gravel, R. (2009). Income and psychological distress: the role

of the social environment. Health Reports, 20, 1-8.

Patten, S., Wang, J., & Williams, J. (2006). Descriptive epidemiology of major depression
in Canada. Canadian Journal of Psychiatry , 51 (2) 84-6.

Pierson, Paul & Skocpol, Theda. (2002). Historical Institutionalism in Contemporary
Political Science, in Ira Katznelson & Helen V. Milner (eds). Political Science:

State of the Discipline. New York: W.W. Norton: 693-721
Psychiatric Patients Advocate Office. (2011). About the PPAO. Retrievd 2011, from

http://www.sse.gov.on.ca/mohltc/ppao/en/Pages/AboutthePPAQ.aspx?openMenu
=smenu_AboutthePPAO

Raphael, D. (2007). Poverty and Policy Canada: Implications for the Health and Quality

of Life. Toronto: Canadian Scholar's Press.

Raphael, D. (2009). Restructing the Services of Mental Health Promotion: Are we
Willing to Address the Social Determinants of Mental Health? International

Journal of Mental Health Promotion, 11 (3), 18-31.

Repper, J., & Perkins, R. (2003). Social inclusion and recovery: a model for mental

health practice. UK: Balliere Tindal.

Saraceno, B., Levav, I., & Kohn, R. (200). The public mental health significant of
research on socio-economic factors in schizoephrenia and major depression.

World Psychiatry, 4 (3), 181-185.

78


http://www.sse.gov.on.ca/mohltc/ppao/en/Pages/AboutthePPAO.aspx?openMenu=smenu_AboutthePPAO
http://www.sse.gov.on.ca/mohltc/ppao/en/Pages/AboutthePPAO.aspx?openMenu=smenu_AboutthePPAO

Scheyett, A.M., McCarthy, E. (2006). Women and Men with Mental IlIness: Voicing
Different Services Needs. Journal of Women and Social Work. 21 (4), 407-418.
Sheperd G., Boardman, J., Slade, M. (2008). Making Recovery a Reality. London.

Smith, K., Matheson, F., Moineddin, R., & Glazier, R. (2007). Gender, income, and
immigration differences in depression in Canadian urban centres. Canadian

Journal of Public Health, 98 (2), 149-53.

Swank, D. (2005). Globalisation, Domestic Politics, and Welfare State Retrenchment in

Capitalist Societies. Social Policy & Society, 2 (2), 183-195.

Sylvestre, J., George, L., Aubry, T., Durbin J., Nelson, G., Trainor, J. (2007).
Strengthening Ontario’s System of Housing for People with Serious Mental

IlIness. Canadian Journal of Community Mental Health. 26 (1), 79-95.

Tuohy, C. (1999) Accidental Logics: The Dynamics of Change in the Health Care Arena
in the United States, Britain and Canada. NY: Oxford UP.

The College of Family Physicians of Canada & Canadian Medical Association. (2009).
The Wait Starts Here: The Primary Care Wait Time Partnership. College of

Family Physicians of Canada.

The Wellesy Institute. (2010). Retrieved 2011, from St. James Town Initiatve:

http://www.wellesleyinstitute.com/st-james-town-initiative/

United Nations. (2011). The University Declaration of Human Rights. Retrieved 2011,

from United Nations: http://www.un.org/en/documents/udhr/

Vozoris, N., & Tarasuk, V. (2003). Household Food Insufficiency Is Associated with
Poorer Health. The Journal of Nutrition, 133 (1), 120-126.

79


http://www.wellesleyinstitute.com/st-james-town-initiative/
http://www.un.org/en/documents/udhr/

Waegemakers, J., Schneider, B., Schiff, R. (2007). A Literature review on housing
persons with a severe mental illness, with and without co-occurring substance
abuse. Retrieved 2001, from World Health Organization (2011). Retrieved 2011,

from World Health Organization: http://www.who.int/topics/mental_health/en/

Wiktorowicz, M. (2005). Restructuring mental health policy in Ontario: Deconstructing

the evolving welfare state. Canadian Public Administration, 48 (3), 386-412.

Wilson, R.M., Rabea, M., Shakya, Y.B. (2010) Pre-Migration and Post-Migration
Determinants of Mental Health For Newly Arrived Regugees in Toronto.

Canadian Issues/ Thémes canadiens, Summer, 45-50.

Wilton, R. (2003). Poverty and mental health: a qualitative study of residential facility and
tenants. Communnity Mental Health Journal, 39 (2) 139-56.

Wilton, R. (2004). Putting policy into practice? Poverty and people with serious mental
illness. Social Science & Medicine, 58, 25-39.
World Health Organization. (2009). Improving Health Systems and Services for Mental

Health. Geneva: World Health Organization.

World Health Organization. (2003). Social Determinants of Health: The Solid Facts.

Denmark: World Health Organization.

World Health Organizaiton. (2010). Mental Health. Retrieved October 2010, from World
Health Organization:

http://www.who.int/mental_health/management/depression/definition/en/

World Health Organization (2011). Retrieved 2011, from World Health Organization:

http://www.who.int/topics/mental _health/en/

80


http://www.who.int/topics/mental_health/en/
http://www.who.int/mental_health/management/depression/definition/en/
http://www.who.int/topics/mental_health/en/

World Health Organization. (2005). Mental Health Atlas. Geneva: World Health

Organization.

81



