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Introduction 

The concept of community integration as it relates to persons with psychiatric disabilities 
was the underlying logic of the de-institutionalization strategy that took place in Canada in the 
1970s and 1980s. Service providers within the psychiatric community were convinced that with 
proper treatment and the right supports in place, recovery from a debilitating mental illness was 
possible. In other words, in an altruistic sense, recovery was the policy intent of the community 
integration strategy. On the other hand, critics of de-institutionalization have oftentimes argued 
that saving money was the sole driving force behind this policy choice. There were clearly a 
number of reasons why this strategy was pursued ranging from humanitarian to medical and 
economic factors. The community integration model was premised on the notion of common 
citizenship. In other words, persons with physical or psychiatric disabilities had Aan inherent 
right and should be afforded the opportunity to live, study, work, and recreate alongside, and in 
the same manner, as their peers without disabilities.@1 While this inherent right to be housed 
sounds wonderfully democratic and egalitarian, in principle, the fact is that the majority of 
individuals living with serious mental illnesses (SMIs) are inadequately housed or homeless. 
Emergency shelters are not the solution for persons who are living with SMIs. For individuals 
living with untreated mental illness, delusions, psychosis and paranoia make hostels and shelters 
intolerable. For many, the preferred option is living on the streets. For individuals who have been 
discharged from institutions, having a safe and secure place to live is a critical and vital 
component of recovery. There is irrefutable evidence in Canada and elsewhere that supportive 
                                                 

1Wong, Yin-Ling Irene and Phyllis L. Solomon, ACommunity Integration of Persons with Psychiatric 
Disabilities in Supportive Independent Housing: A Conceptual Model and Methodological Considerations,@ Mental 
Health Services Research, Vol. 4, No. 1, March 2002, 13. 
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housing for persons with mental illness can reduce the rate of homelessness, reduce 
hospitalization, improve social and personal functioning and improve their overall quality of 
life.2 In many cases, these improvements may enhance the opportunities for these individuals to 
become fully participating members of their communities.   

Supportive (also referred to in the literature as supported) housing is a type of 
government-funded program that provides both housing and support services. For the most part, 
supportive housing caters to the housing needs of groups that are seen as vulnerable to becoming 
homeless because of their particular circumstances. Such groups include teen mothers, women 
and youth leaving violent domestic relationships, persons with HIV/AIDS, individuals leaving 
jails or psychiatric hospitals, and persons with mental health issues, among others.3 Although 
there is no question that a full spectrum of housing is needed in accommodating people with 
SMIs from tertiary care in psychiatric hospitals to group homes with twenty-four hour support to 
supported individual housing, there is a growing body of research that suggests supported 
housing is effective in keeping vulnerable people housed. In addition, these kinds of programs 
reduce the inappropriate use of emergency services such as shelters and hospitals, and allow 
consumers to re-establish social networks and enhance their ability to contribute to 
communities.4 This paper will restrict itself to the supportive housing needs of Canada=s mentally 
ill population by examining government initiatives, to date, and the changing model of 
supportive housing that has emerged from the linear residential treatment model to a housing 
first and consumer preference approach. It will examine some best practices across North 
America and will weigh in on why it makes sense - both socially and economically - to embark 
on a sustained supportive housing strategy for persons with psychiatric disabilities. 

 
The Housing Spectrum for the Mentally Ill 

There is a continuum of housing available to persons with mental illness with 
independent living on one end and institutions on the other. With the closure of many provincial 
psychiatric hospitals and a massive reduction in acute beds for persons with SMIs, the logic was 
that people who were deinstitutionalized would be cared for in the community or by their 
families. Much has been written about the burden placed on families in caring for their ill 
relatives. An undue reliance on families only breeds dependence and raises the critical question 
of who will care for the mentally ill after their caregivers are no longer able. Traditionally, the 
model that has been favoured in housing individuals with mental illness has been the linear 
residential treatment model. In this model, discharged psychiatric patients would immediately be 
placed in a group home with 24-hour on-site staff who are trained in psycho-social supports, 
occupational therapy, and addictions counselling. Once people are stabilized, they would then 
move to an individual unit where services would be tied to the housing. Such services could 
                                                 

2Wong and Solomon, 14. 
3Report of the Mayor=s Homelessness Action Task Force, Taking Responsibility for Homelessness - An 

Action Plan for Toronto, January 1999, 122. 
4Report of the Mayor=s Homelessness Action Task Force, Taking Responsibility for Homelessness - An 

Action Plan for Toronto, January 1999, 122. 
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include help with housekeeping, meal preparation, life skills, medical care, banking and 
employment assistance, among other services.5 The next stop on the housing spectrum for 
individuals with SMIs would be individual units (such as an apartment) where Aportable@ 
services would be available, such as a case manager or an Assertive Community Treatment 
(ACT) team. This has been the dominant model in the supportive housing system in most 
western countries, including Canada. It continues to exist and continues to be promoted as the 
Abest@ housing model by many agencies. However, there is growing evidence from consumer-
based surveys that many of these housing options are not preferred by consumers themselves. 
The problem in many communities across Canada is that all too often, once individuals are 
discharged from psychiatric institutions, they move immediately into individual units or 
privately-run boarding homes where no services are provided. Left on their own, many go off 
their medications and end up back in the hospital, the corrections system or the streets. 
Unfortunately, this revolving door system becomes a familiar pattern.  

An alternative type of supported housing model has been experimented with in a number 
of American cities, including New York City, and 5-year follow-up studies point to considerable 
success. One such project (which will be discussed later on under Best Practices) is the Pathways 
Program which has been modelled on the idea that finding appropriate housing first is the key to 
recovery. Consumers themselves decide which unit and location works best for them. And - 
unlike many of the linear residential models that demand abstinence - independent units in the 
Pathways Program subscribe to the harm-reduction approach. So, having a setback with an 
addictions problem will not result in an eviction. A key component to this consumer driven 
supported housing model is an assertive community treatment (ACT) team.6  

It has been documented by a number of planning researchers that following de-
institutionalization, most discharged patients are congregated in low-cost, single-room hotels and 
rooming houses oftentimes found in run-down areas of inner cities.7 Attempts to locate 
supported housing developments in more stable residential areas have oftentimes been met with 
community opposition (a not-in-my-backyard [NIMBY] reaction). While the opposition of some 
would-be host communities centre around concerns of property values and higher traffic 
volumes, the bigger concerns are with the residents themselves. People recovering from mental 
health problems are oftentimes perceived as dangerous or violent - both of which are false 
perceptions.8 In a Toronto study, for example, it was found that in neighbourhoods that were 
more transient and where residents had lower socio-economic status, group homes were likely to 
have a better reception. As Ryan Walker and Mark Seasons have documented, while citizens 

                                                 
5Taking Responsibility for Homelessness - An Action Plan for Toronto, 123. 
6ACT teams have often been described as Ahospitals without walls.@ They consist of a consulting 

psychiatrist, a social worker/case manager, oftentimes an occupational therapist and a nurse. They monitor a case 
load of persons with SMIs who are living in the community. They deliver medications, transport clients to doctor=s 
appointments and help them with day-to-day living. In Ontario, the annual budget for an ACT team is approximately 
$1 million. There are currently 60 ACT teams in the province with many applications requesting more.  

7Walker and Seasons, 314. 
8Walker and Seasons, 314. 
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may support the macro goal of de-institutionalization at the federal and provincial levels, 
municipal ordinances such as exclusionary zoning allow citizens to object to projects such as 
group homes at the micro level.9 And - while physical integration is certainly part of the 
community integration model - it is social integration within communities that is more difficult 
to achieve. Social integration includes accessibility to community resources, supportiveness of 
community and safety of neighbourhood.10 Community resources include services such as 
grocery stores, libraries, movie theatres and places of worship while supportiveness of the 
community Arefers to the extent to which neighbors show acceptance of mental health consumers 
in their community by engaging in positive social interactions.@11  

Research also reveals that the preferences of men and women mental health consumers 
may also vary. In a two-year follow-up study of a housing program in Hamilton where residents 
lived in bachelor apartments, it was discovered that while men preferred independent living, 
women preferred living in a group setting primarily for safety reasons.12 There is also some 
evidence that a drawback of this kind of housing can be loneliness and a sense of isolation. 
Residents also reported Ahaving a desire for more understanding (of mental illness) and 
integration within their housing communities, referring to relationships with landlords as well as 
other tenants.@13 In Ontario, the largest non-profit provider of supportive housing is the 
Supportive Housing Coalition (SHC) of Metropolitan Toronto. In total, they offer 828 units in a 
variety of housing options with 40 residential locations across the City. Begun in 1982 under the 
initiative of the late Larry Grossman, Minister of Health, there are 25 referring agencies with 
which SHC is affilated. The only eligibility requirement is that you must be a person living with 
mental illness. The SHC is managed by a Board of Directors which includes consumers, staff 
and other members from the community-at-large. Unfortunately, the waiting list is currently 
closed as there is a 10 year waiting period.14   

 
Homelessness 

In most studies that have dealt with the issue of homelessness, the causes of it have been 
generally been ascribed to personal and clinical characteristics such as socioeconomic status, 
race, age, psychiatric disability and substance abuse. In some respects, these should be 
considered micro-factors. Other researchers argue that larger social, political and 
macroeconomic factors such as lack of affordable housing, the loss of unskilled employment, 

                                                 
9Walker and Seasons, 315. 
10Wong and Solomon, 20. 
11Wong and Solomon, 20. 
12Kirpatrick, Helen and Jodi Younger, ASchizophrenia psychsocial rehabilitation program two-year follow-

up evaluation of the Annex Project,@ Hamilton, Canada: Hamilton Psychiatric Hospital, 1995, 14. 
13Walker, Ryan C., and Mark L. Seasons, ASupported housing for people with serious mental illness: 

Resident perspectives on housing,@ Canadian Journal of Community Mental Health, Vol. 21: 1, 2002, 139. 
14Supportive Housing Coalition of Metropolitan Toronto <www.supportivehousing.ca> Accessed on 30 

May 2004. 
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and the rise of a service economy have been determining factors that have increased the number 
of people who become and remain homeless.15 

Some housing experts believe that the estimates of homeless persons who have 
psychiatric disabilities are highly exaggerated. For example, Alex Murray believes the prolonged 
homelessness is itself a major contributing factor to psychiatric disorders. 

Life on the street or living constantly at risk can create or 
aggravate emotional disturbances, so that disorientation, for 
example, may be as much an effect of homelessness as its cause. 
The day-to-day search for a toilet, food and a refuge from the 
police and the weather is a draining experience and leads to 
permanent exhaustion. Sleep deprivation can produce 
disorientation in the healthiest of persons. Add to sleep deprivation 
other factors such as poor nutrition, exposure to the elements, 
physical infirmities, and the fear of robbing and mugging and we 
have a recipe for total 
 collapse of body and spirit.16 
 

However, in the most comprehensive study of the homeless problem ever undertaken in Canada, 
The Mayor=s Task Force on Homelessness (also known as the Golden Report), it has been 
estimated that between 30 to 35 per cent of the homeless in general, and up to 75 percent of 
homeless women specifically, have a mental illness. Of these totals, some 20 to 25 percent are 
thought to have dual diagnoses.17 In their study of long-term homeless women in Toronto, 
Novac, Brown and Gallant made some key findings. Among them were that perhaps half of 
homeless women had severe mental illness although some had never been treated, that between 9 
and 42 per cent had been involved in the criminal justice system and that between 13 and 29 per 
cent of them had addictions.18 According to Joy Reid, director of the privately-run 416 Drop-In 
Centre on Dundas St. E. in Toronto, where homeless women come for food, companionship, 
clothing and health care, because many homeless women have mental health problems as well as 
addictions, that Aputs them at the bottom of the totem pole - they=re not a priority as far as 
anyone=s concerned.@19 For homeless women, the stigma is even more devastating. 
 

A single woman is particularly vulnerable to the degrading 
experiences inherent in having no fixed address. She knows that 

                                                 
15Tsemberis, Sam and Ronda F. Eisenberg, APathways to Housing: Supported Housing for Street-Dwelling 

Homeless Individuals with Psychiatric Disabilities,@ Psychiatric Services. Vol. 51, No. 4, April 2000, 487. 
16Murray, Alex, AHomelessness: The People,@ in George Fallis and Alex Murray (eds) Housing the 

Homeless and Poor (Toronto: University of Toronto Press, 1990), 42.  
17Taking Responsibility for Homelessness - An Action Plan for Toronto, np 
18Novac, Sylvia, Joyce Brown, and Gloria Gallant, Women on the Rough Edge: A Decade of Change for 

Long-Term Homeless Women. Research Report. Ottawa. Canada Mortgage and Housing Corporation, 1999. 
19Carey, Elaine, AHomeless women >crisis,=@ Toronto Star, 13 April 2004. 



 
 
 

 6

the homeless are not only the lowest rank in our social system but 
that homeless women in particular are >the total failures, total 
rejects...perhaps because of our concept of womanhood there is no 
room for anything as shockingly deviant as the picture they 
represent.=@20 
  

For many former psychiatric patients who have been discharged from hospitals or jails, they 
simply lack the necessary social and life skills to integrate into their communities. Their 
behaviour and appearance may make it impossible to obtain private housing . In addition, they 
may have low and irregular incomes because they have had interrupted work histories.21 A 
further complication are the application forms and appointments at different community agencies 
that are usually underresourced, understaffed and overworked.22 

A recently published study in New York City which tracked 2,937 formerly homeless 
persons for up to five years, demonstrated that homeless persons with SMIs can remain in stable 
housing if access to safe and affordable supportive housing is provided. These homeless people 
became residents of 67 supportive housing settings from May 1, 1990 through August 31, 
1995.23 For this study, the housing settings were categorized into high, moderate, or low 
intensity based on the amount of structure (house rules, scheduled routines and activities, for 
example) and the degree of independence (personal income, management of medications, degree 
of privacy, for example) offered to tenants.24 In New York state, high-intensity settings are 
exclusively dedicated to persons with SMIs and are licensed by the state. Most of these sites are 
viewed as transitional with a projected length of stay ranging from 18 to 24 months. Other 
characteristics of these high intensity sites were that there were high staffing levels, meals were 
often supplied, a curfew was in place, and most did not allow for overnight guests.25 Moderate-
intensity sites were operated by not-for-profit agencies and were licensed by the state. In these 
facilities, residents had either their own room or studio apartments and cooking facilities were 
shared. Unlike high-intensity housing, these were generally considered permanent, most of the 
tenants had leases, and curfews and house rules were a little more flexible. In most cases, 24-
hour on-site staff coverage was provided.26 Most of the units in the study (1,524) were classified 
as low-intensity units and included housing ranging from single apartments in a mixed-tenancy 
building to units in a large hotel-type facility. These units are permanent, are unlicensed and (in 
most cases) are owned or managed by not-for-profit agencies. Leases at low-intensity sites are 

                                                 
20Ross 1982:95 as quoted in George Fallis and Alex Murray (eds) Housing the Homeless and the Poor, 39. 
21Murray, 43. 
22Murray, 43-4. 
23Lipton, Frank R., Carole Siegel, et al, ATenure in Supportive Housing for Homeless Persons with Severe 

Mental Illness, Psychiatric Services, Vol. 51, No. 4, April 2000, 480. 
24Lipton et al, 481. 
25Lipton et al, 481. 
26Lipton et al, 482. 
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legally binding and rents cannot exceed more than 30 per cent of a tenant=s income. Only in rare 
cases were curfews or restrictions in overnight guests in place.27 

In terms of the results of this study, 75 per cent, 64 per cent and 50 per cent of consumers 
were continuously housed after one, two and five years, respectively. The likelihood of 
becoming discontinuously housing (homeless or partially homeless) was reportedly greatest 
(approximately 15 persons per thousand) in the first four months of being housed. Predictably, 
most of the discontinuously housed were in high-intensity settings.28 Another important finding 
was that older age was associated with longer tenure while having a history of substance abuse 
was associated with shorter tenure.29 In terms of cost-benefit analysis, there were some 
significant conclusions. For instance, this study demonstrated that previously homeless people 
were capable of remaining in stable housing for significantly longer periods than previously 
thought. Not only does this have significant cost savings for governments but it also has a 
significant effect on service utilization.30  

 In 1997, a second series of housing demonstration programs for homeless persons with 
SMIs sponsored by the National Institute of Mental Health (NIMH) supported five experimental 
studies in four American cities. Results from these studies Aindicated that access to a variety of 
housing options, in conjunction with case management, treatment, and rehabilitation, was 
effective in engaging and housing homeless persons with serious mental illness and that 
individuals reported some improvement to quality of life.@31 Evidence from this study also 
revealed that consumers who are satisfied with their housing are more likely to have good 
outcomes. In addition, consumer preference studies indicate that individuals prefer to live in 
housing that is Atheir own, affordable, permanent, and integrated into the community and that 
offers flexible supports as needed.@32  

 
Governance of Social Housing 

The devolution of social housing to the municipal level was done ostensibly Ato 
streamline the planning, monitoring, and administration of dedicated supportive housing by 
providing single-source funding@33 and was justified on the logic that local governments would 
be more effective managers because they understood the problems first hand. However, it is 
evident that this strategy was also pursued in other to reduce costs for the province and to further 
its citizenship agenda that values working citizens as deserving and non-working people as 

                                                 
27Lipton et al, 482. 
28Lipton et al, 484. 
29Lipton et al, 484. 
30Lipton et al, 485. 
31Shern, D.L., Felton, C.J., Hough, R.L. et al, AHousing outcomes of homeless adults with mental illness: 

results for the second-round McKinney program. Psychiatric Services, Vol. 48:239-241, 1997. 
32Lipton, Frank R., Carole Siegel, et al, ATenure in Supportive Housing for Homeless Persons with Severe 

Mental Illness, Psychiatric Services, Vol. 51, No. 4, April 2000, 480. 
33Taking Responsibility for Homelessness - An Action Plan for Toronto, 128. 
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undeserving. Also, while some supportive housing was downloaded to municipalities, others 
were transferred to the Ministry of Health or the Ministry of Community and Social Services. 
 Various groups that operate under the umbrella of the Canadian Mental Health 
Association (CMHA) have a role in finding and funding transitional housing for 
deinstitutionalized persons. The operating of these homes within residential neighbourhoods is 
oftentimes complicated by neighbour resistance referred to earlier - known as the not-in-my-
backyard (NIMBY) syndrome.34 There continue to be problems of discrimination and exclusion - 
NIMBY has been replaced by a type of not-in-my-building discrimination by landlords. A lack 
of understanding by neighbours in a housing community can also constrain people with serious 
mental illness.35 
 
Best Practices 
 
BC Housing 

BC Housing (a crown corporation) funds the development of new non-profit and co-
operative subsidized housing for frail seniors, people at risk of homelessness, people with 
disabilities and low income families including women and their children fleeing abusive 
situations. Unlike Ontario, where a freeze in the construction and development of affordable 
housing has been in place since 1997, since July 1, 2001 2,850 units have been completed and 
550 more are under construction. BC Housing works directly with 489 non-profit societies and 
64 co-operatives across the country.36 In British Columbia, there is also a formal agreement 
between the Minister of Health and the Ministry of Municipal Affairs and Housing. The Ministry 
of Health assigns mental health workers to act as resource people for social housing providers, 
and the Housing ministry designates a proportion of all available units for people with mental 
illness.37 
 
New York City - Pathways to Housing 

In response to the growing homeless problem in New York City, Pathways to Housing, a 
non-profit agency was created to develop a supported housing program to meet the housing and 
service needs of homeless individuals who lived on the streets and who had severe psychiatric 
disabilities and concurrent addiction disorders. The program was designed for individuals who 
were unable or unwilling to obtain housing through linear residential treatment programs.38 
Consumers entered the program directly either through the outreach efforts of Pathways staff or 
through referrals from the city=s outreach teams, drop-in centers, or shelters. Once in the system -
                                                 

34Jeanne M. Wolfe and William Jay, AThe Revolving Door: Third-Sector Organizations and the Homeless,@ 
in George Fallis and Alex Murray (eds) Housing the Homeless and Poor(Toronto: University of Toronto Press, 
1990), 199. 

35Walker and Seasons, 317. 
36BC Housing <www.bchousing.org> Accessed on 15 May 2004. 
37Walker and Seasons, Journal of Planning Research and Education, 316. 
38Tsemberis and Eisenberg, 488. 
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all clients are offered immediate access to permanent independent apartments of their own-when 
clients are admitted, the staff assists them with locating and selecting an apartment, executing the 
lease, furnishing the apartment, and moving in. As was discussed earlier, the philosophy of this 
program isn=t one based on a linear treatment model. Rather, the agency=s philosophy on the 
provision of supportive housing is that it respects the preferences of consumers themselves.  

Tenants are instrumental in selecting the location of their own apartments from available 
units on the open market and are decision-makers about whether or not they will live alone or 
have roomates. Most of the apartments associated with the Pathways to Housing program are 
owned and leased to clients individually by private landlords. If a suitable unit cannot be found 
immediately, clients are provided with a room at the local YMCA or a hotel unit.39 In addition to 
be a finding >service,= Pathways to Housing also has a role in funding. The program subsidizes 
approximately 70 percent, and sometimes more, of tenants= rents through grants from city, state, 
and federal governments and section 8 vouchers.40 In the past, each city would determine its area 
median family income (AMFI). If your income was below 80% of the AMFI, you could apply 
for a section 8 voucher. Currently, three-quarters of new families coming in to the program must 
have an income at or below 30 per cent of AMFI. Waiting lists are usually very long and it may 
take several years to qualify. Recently, President Bush hinted that up to 250,000 vouchers may 
be cut in 2005.41  

So, how did one become a client for Pathways to Housing? They either directly contacted 
staff of Pathways supported housing program or were referred by the city=s outreach teams, drop-
in centers, or shelters. Services (including mental health and substance abuse counselling) were 
provided by program staff using an assertive community treatment (ACT)format. It was 
determined that ACT teams were particularly effective in dealing with individuals with a dual 
diagnosis.42 However, unlike the traditional assertive community treatment model, the Pathways 
supported housing program allowed clients themselves to determine the type and intensity of 
services or refuse them entirely. Other departures from the traditional assertive community 
treatment model included the practice of determining what the consumer=s point of view was, the 
use of a harm-reduction approach to drug use, and a staffing pattern of full-time employment, 
about half of whom were consumers.43 Clearly, there was an element of consumer empowerment 
at work in the Pathways program. 

Although some critics might suggest that harm reduction is not a good strategy in dealing 
with substance abuse problems, there is no question that this strategy is important when it comes 
to housing. Because the harm reduction approach does not require abstinence, housing can be 

                                                 
39Tsemberis and Eisenberg, 488. 
40Tsemberis and Eisenberg, 489. Section 8 vouchers are sometimes referred to as Housing Choice vouchers. 

These vouchers are funded by the federal government but are given out by local housing authorities. They are 
essentially a rental subsidy that is given the a tenant in order to rent an apartment from a private landlord.  

41As announced on 17 February 2004. 
42Tsemberis and Eisenberg, 489. 
43Tsemberis and Eisenberg, 489. 
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obtained even if abstinence is an unmet goal. Harm reduction also promotes the reduction of 
other harmful behaviors associated with substance abuse.44 

As it relates to the housing part of the program, there are two requirements: clients are 
asked to meet with staff a minimum of twice a month and must participate in a money 
management plan. In terms of prioritizing clients, preference is given to women and elderly 
persons who are at greater risk of victimization and health problems and to individuals with 
other risk factors, such as a history of incarceration, that impede access to other problems.45 

Pathways to Housing supporters regard consumer choice rather than treatment 
compliance as the necessary first step in the recovery process. They point to consumer 
preference studies that have concluded that the lack of consumer choice can actually exacerbate 
homelessness, because consumers may choose the relative independence of the streets to the 
restrictions of a highly structured residential facility associated with the linear residential 
model.46 Increasingly, projects similar to Pathways to Housing are springing up which entails Aa 
movement away from residential treatment guided by therapeutic principles to supported housing 
models guided by consumer preference.@47 Despite growing government support for this model, 
implementation has been slow because it requires a fundamental change in values, attitudes as 
well as dramatic changes in program philosophy and practice. 

There were a number of significant findings over five years when residents of Pathways 
were tracked. Over this time, it was determined that there was an 88 per cent housing retention 
rate for the Pathways supported housing program. This demonstrated that there was a much 
lower risk of homelessness for Pathways residents than for linear residential treatment residents. 
This retention rate clearly is compelling evidence that a consumer preference supportive housing 
strategy is an effective model in housing individuals who are homeless and living on the streets. 
By blending elements - particularly ones that were empowering to consumers - of supported 
housing with assertive community treatment in a manner that effectively engaged individuals 
who were homeless and beyond the reach of traditional approaches.48 In many respects, the 
Pathways program eliminated the paternalism that permeates the linear residential treatment 
model and replaced it with empowerment. And rather than minimal clinical support that is 
traditionally associated with independent living and is the last step on the continuum of the 
traditional model, there was considerably more clinical support. All in all, the Pathways program 
challenged popular clinical assumptions about the limitations of people with severe mental 
illness and the type of housing and support that was best suited to meet their needs.49 
 
The Case for a Sustained Supportive Housing Strategy 
 
                                                 

44Tsemberis and Eisenberg, 489. 
45Tsemberis and Eisenberg, 488. 
46Tsemberis and Eisenberg, 489. 
47Tsemberis and Eisenberg, 489 
48Tsemberis and Eisenberg, 491. 
49Tsemberis and Eisenberg, 492. 
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It has been estimated that Canadians are spending about $1 billion a year to deal with the 
homelessness crisis. In Toronto alone, the City and the Ontario government spend roughly $120 
million a year to fund the 65 permanent shelters and Out of the Cold programs.50 In 2001, the BC 
Ministry of Community, Aboriginal and Women=s Services published a report which concluded 
that it cost the BC government A33 per cent more to provide health care, criminal justice and 
social services to a homeless person than to a socially housed unemployed individual ($24,000 a 
year, compared to $18,000 a year).@51 As is evident in the two charts on page 18, it is far more 
cost effective to house mental health consumers in residential placements than in hospitals, jails, 
or other long-term residential care institutions. As was indicated in the discussion of best 
practices, there is a growing literature that points to reduced rates of homelessness and 
hospitalization if consumers are housed in appropriate settings where services are available. The 
social benefits of community integration cannot be costed out. However, if consumers can live in 
neighbourhoods of their choice, and can access services that they might need, and feel 
empowered and safe, it is likely that the outcomes for recovery are enhanced.   
 

Costs of Housing the Homeless 
 

Facility 
 

Cost per day 
 
provincial correctional facility 

 
$155-$250 

 
psychiatric hospital 

 
$380 

 
emergency homeless shelter 

 
$60-$85 (includes meals and services) 

 
Detox centers 

 
$80-$185 

 
mental health residential facilities 

 
$140-$191 

 
Cost of Supportive Housing 

 
Housing Type 

 
Cost per day 

 
enhanced self-contained apt. with support on-
site 

 
$67-$88 

                                                 
50CBC News, AThe Cost of Homelessness,@ The Fifth Estate. Originally broadcast on 10 March 2004. 

<www.cbc.ca/fifth/main_nowayhome_cost.html> Accessed on 27 May 2004  
51CBC News, AThe Cost of Homelessness.@ 
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self-contained apartment - mini-
suite/bachelor 

 
$14-$20 

 
self-contained apt. - no support 

 
$25-$35 

 
Conclusion 

Although housing in and of itself will not solve the problem or meet the multifaceted 
needs of inadequately housed or homeless mentally ill individuals, it is one of the crucial missing 
links. 52 In jurisdictions such as Alberta and Ontario, the growing lack of affordable housing is 
increasing the likelihood that vulnerable populations such as the mentally ill will have 
difficulties competing for housing units. Cash-strapped municipalities will be hard-pressed to 
develop housing initiatives on their own without partnering with senior levels of government as 
well as the non-profit and private sector . At the same time, British Columbia and Quebec 
continue to bring social housing onto the market and remain committed to the notion that 
housing is an inherent right. Ottawa will need to take the lead on making funds available to non-
profit groups to ensure that the homeless rate goes down and not up. Governments also need to 
ramp up their efforts to create more ACT teams and the psycho-social supports needed to help 
mentally ill consumers along the road to recovery. 

                                                 
52Lipton et al, 486. 


