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I, Paula Nina Goering, of the City of Toronto iretRrovince of Ontario, SOLEMNLY

AFFIRM:

1. | have taught as an Instructor, Lecturer, andeBech Supervisor with an

emphasis on psychiatry since 1966.

2. | am a Full Professor at the Department of Asyischand Faculty of Nursing,

University of Toronto as well as an Affiliate Sciesh at the Centre for Addiction and



Mental Health. | have taught at the DepartmenPsychiatry and Faculty of Nursing

since 1998.

3. Prior to becoming a Full Professor, | was: assdciate Professor at the
University of Toronto’s Department of PsychiatrydaRaculty of Nursing (1991-1998);
an Assistant Professor at the University of Toranteaculty of Nursing (1986); an
Assistant Professor with the University of Torost®epartment of Psychiatry (1985);

and Lecturer at the same Department of Psychia882-1985).

4. | currently hold other positions at the Univgrsef Toronto, including being a:

Full Member of the Limited Term Graduate Departmehtealth Policy, Management
& Education (since 2000); Full Member — Continupfghe Institute of Medical Science
(since 1995); Professor at the Department of Hdatilcy, Management & Evaluation
(since 2000); and a Full Member — Continuing of @raduate Faculty of Nursing (since

1988).

5. From 1991-2010, | was Director of the Healtht&ys Research and Consulting
Unit at the Centre for Addiction and Mental Heal@AMH) where | supervised a team
of scientists who conducted applied health serviesearch and consulting. Our
interdisciplinary research sought to identify bpsictices and to inform policies related
to mental health. | also held a CIHR/CHSRF ChaiHealth Services Research for ten
years. | therefore have extensive experience in the relexaof empirical evidence to

developing policy.



6. | am currentlythe Research Lead for At Home/Chez Soi, a four-peagmatic
trial of Housing First in five Canadian cities tHatilds on existing evidence about the
impact of secure housing on mental health. Theldthe/Chez Soi project seeks to learn
what service and system interventions can bestl@ipeless people living with mental.
“Housing First” involves providing homeless peopligh immediate access to subsidized
housing, together with supports. No pre-conditiswch as bringing substance abuse
under control or being stabilized on medicatioms,imposed. It draws upon an evidence
based practice that originated in the 1980s. Tdtbways to Housing in New York City
program introduced a consumer-choice-oriented nadgHousing First, in which clients
were offered a choice of subsidized scatteredagitatments (as opposed to one-size-fits-
all congregate-housing). Clients, who have seweeatal illness in addition to being
homeless, were also offered the support of a msdiijplinary team, following a well-
defined program model called assertive communggtment (ACT). At this time, the At
Home/Chez Soi project has recruited the study'siggaants, who will be followed for

two years. | anticipate that an interim reportl wé released in the Fall 2012.

7. Over the course of my career, | have conductesltlin services research and
published numerous articles that address mentdithha@ad homelessness. Some of the
previous research projects | have undertaken ortahéealth and homelessness have
included: the housing preferences of homeless wornte Hostel Outreach Program
evaluation, the Pathways into Homelessness Prdjeat explored the causes of
homelessness; healthcare in Toronto’s sheltersinteeplay between mental illness and

involvement with the criminal justice system; andmaulti-city feasibility study of



supportive housing. As such, | have personal kadge of the matters deposed. A copy

of my curriculum vitae is attached and marked Eshibit “A”.

8. | have been retained by the Applicants to preasgpert opinion evidence on the
disproportionate incidence of homelessness amoopl@evith mental disabilities, on the
factors that contribute to the disproportionateédance of homelessness among people
with mental disabilities, and on the effect of hdéeseness on people with mental illness
and addictions. A copy of my Acknowledgement @pé&rt’'s Duty Form is attached and

marked a€xhibit “B” .

9. My opinions are that homelessness exacerbatatahidness and addictions; and

that, while personal characteristics play an uraaei role in homelessness among
people with mental disabilities, macro-level fastdhat generate and sustain poverty,
such as poor incomes, high housing costs and lineitenomic opportunities, are a more

significant contributor to homelessness.

10. My opinion on the role of macro-level factons causing and sustaining
homelessness is based in part on empirical reséare conducted, including the 1996-
1997 Pathways Into Homelessness Project (the “RgthwProject”) of the Health
Systems Research Unit of the Clarke Division, Gefdr Addition and Mental Health.
The Pathways Project interviewed 300 adult userbavheless shelters in Toronto to
identify characteristics of individuals who are heless. The sample reflected the total

population of homeless shelter users in terms ef sgx, level of shelter use, and type of



shelter. A copy of a report based on the Pathwaggect, entitled, “Mental Iliness and
Pathways Into Homelessness: Proceedings and Resodatons” is attached and
marked a€xhibit “C” . | have also attached a copy of a 1998 repoitiexhtPathways

Into Homelessness: Broadening the PerspectiverkedaasExhibit “D”.

11.  The results of the Pathways Project supportctheclusion that, while mental
illness and addiction are common and disproportepgrevalent among people who
have either faced homelessness or who currentli@reeless, psychopathology alone is
not the primary cause of homelessness. Ratheerfyoappears to be a leading cause of
homelessness. People with serious mental illness addictions, however, may
experience more numerous and prolonged periodsoofetessness compared to the
general population, as these individuals are maheevable to housing instability during

periods of high unemployment, combined with a dtirig stock of affordable housirg.

HOMELESSNESS AMONG PEOPLE WITH MENTAL ILLNESS AND
ADDICTIONS — AN OVERVIEW

12. People who are homeless have a disproportigratgh prevalence mental illness
and addictions. For example, while a 1% rate &izophrenia is generally accepted as
the best estimate of its prevalence among Canddigesearch has shown that homeless

people experience schizophrenia several times i@t A study of Vancouver's

! See, for example: T. Morrell-Bellai, P.N. Goeri&d<.M. Boydell, “Becoming and Remaining
Homeless: A Qualitative Investigation” (2000) lesun Mental Health Nursing 21, 581-604; and G.S.
Tolomiczenko & P.N. Goering, “Pathways Into Homslesss: Broadening the Perspective” (1998) 2
Psychiatry Rounds 8.

2 Public Health Agency of CanadBhe Human Face of Mental Health and Mental IlIness in Canada 2006
(Ottawa: Minister of Public Works and Governmeat\ices Canada, 2006), at 72.



homeless population, for example, revealed thdt 124 shelter users (5.6%) reported a
diagnosis of schizophrenfaMy own research in the Pathways Project similaHgwed
that 5.7% of the homeless population had a psyctdiorde’ The Public Health
Agency of Canada reported in 2006 that “individuaith schizophrenia are greatly over-

represented in ... homeless populations.”

13. In 2003, the Canadian Mental Health Associafive “CMHA”) reported that
one-third of all homeless people live with menlialeiss® A copy of the CMHA's report,

“Housing and Homelessness”, is attached and magEdhibit “E” .

14. Individual studies from various Canadian citles/e also confirmed the high
prevalence of mental illness and addiction amorgghbmeless. In a 2005 study on
homeless people in Vancouver, 23% of 1,719 peoyleglin shelters and on the streets
reported having a mental illness and 49% reporgathly an addictior:. In Calgary, 60%
of respondents in a 2000 study on homelessnesstedpoaving a mental ilineds.In
Halifax, a 2004 study showed that 20% of 266 hos®ladividuals self-identified as

mentally ill

% S. Acorn, “Mental and Physical Health of HomelBsssons Who Use Emergency Shelters in
Vancouver,” (19934 Hospital & Community Psychiatry 9, 854-857.
* S. Tolomiczenko & P.N. Goering, “Pathways Into Hiessness: Broadening the Perspectisgta, at
3.
® Public Health Agency of CanadBhe Human Face of Mental Health and Mental IlIness in Canada 2006,
supra, at 73.
® Canadian Mental Health Association, “Housing amiélessness” (2003) Citizens for Mental Health
Backgrounder, at 1. Available at http://www.cmlacitizens/housingENG. pdf.
" Canadian Institute for Health Informatiohmproving the Health of Canadians 2007-2008: Mental
yealth and Homelessness (Ottawa: Canadian Institute for Health Informati@f07),at 19.

Ibid.
® Canadian Institute for Health Informatiolmproving the Health of Canadians 2007-2008: Mental
Health and Homel essness, supra, at 19.



15.  People with addictions are over-representedngntioe homeless populatich.**
Of the 300 participants interviewed during the Retys Project, 68% reported a history
of substance abuse or dependéeric@hese findings are similar to other Canadianistud

that showed a higher prevalence of drug use, wherpared to the general population.

16. Statistics Canada’s 2002 Mental Health and \Mgilhg Survey notes that, among
females respondents from the general populati@®¥ Xeported alcohol dependence and
0.4% reported illicit drug dependence; both witlie previous 12 months. Among
males, 3.8% reported alcohol dependence, and ldprted illicit drug dependence

within the previous 12 montHs.

17. A 1993 study in Vancouver, however, showed ## of the city’'s homeless
population reported using non-prescription drugshsas marijuana and cocaitfe.In
1999 in Edmonton, 40% of homeless youth reportetkiohg alcohol at least two or three
times a week, and 55% reported consuming marijt@oar three times a weéR. Fifty-

five percent of Edmonton street youth also repousidg cocaine, heroin, amphetamines

YSee, for example: D.P. Culhane, J.M. Avery & THadley, “Prevalence of Treated Behavioral
Disorders Among Adult Shelter Users: A LongitudiStudy” (1998) 68 American Journal of
Orthopsychiatry 1, 63-72.

1 G.S. Tolomiczenko & P.N. Goering, “Pathways Intorkklessness: Broadening the Perspectiugia,
at 1.

12p N. Goeringt al, “Characteristics of Persons Who Are HomelessHerFirst Time”, (2002) 53
Psychiatric Services 11, at 1473.

13 Statistics Canada, “Canadian Community Health &urvental health and Well-being”, online: The
Daily Wednesday September 3, 200Rttg://www.statcan.gc.ca/daily-quotidien/030903/8G903a-
eng.htn»

14 Canadian Institute for Health Informatiofmproving the Health of Canadians 2007-2008: Mental
Health and Homel essness, supra, at 16.

5 1bid.




or tranquilizers within the last ye&t. In Montreal, a five-year study of 415 street yout

showed an incidence rate of drug injection use »&r 100 person-years.

18. Beyond Canada, international studies have fdsad that the prevalence of
mental illness and addiction are high among horsgbe®ple. In 2008, a report entitled
“The Prevalence of Mental Disorders Among the Haselin Western Countries:
Systemic Review and Meta-Regression Analysis” neei 29 international studies of the
prevalence of mental illness among the homelesslatipn of seven western countries.
The study found a pooled prevalence rate for psycladisorders of 12.7% and a pooled
prevalence rate for major depression of 11.4%. opycof the report is attached and

marked a€xhibit “F” .

19. According to the CMHA, “Safe and affordable bimg is pivotal to a person’s
recovery [from mental illness]. It provides thalstity required to pursue activities, such
as employment® The CMHA also notes that, “For persons who arerpand
predisposed to mental illness, losing stabiliziagaurces, such as income, employment,
and housing, for an extended period of time camesse the risk factors for mental
illness or relapse’® and “The inability to access affordable housingréases a person’s
risk of homelessness. Being homeless, in turrreases a person’s risk of developing

mental illness. More affordable housing is parthef solution to alleviate poverty among

16 Canadian Institute for Health Informatiohmproving the Health of Canadians 2007-2008: Mental
Health and Homel essness, supra, at 16.
7 bid.
18 Canadian Mental Health Association Backgroundeoyverty and Mental lliness” (November 2007), at
3. Available online at http://www.ontario.cmhaadin_ver2/maps/cmha_poverty backgrounder.pdf
19 H

Ibid.



Ontario’s poorest citizens®* A copy of the CMHA’s 2007 Backgrounder paper,

“Poverty and Mental lliness”, is attached and mdr&sExhibit “G” .

20. In a separate 2004 publication entitled “Hogsiklealth & Mental Health”,
attached and marked &shibit “H” , the CMHA observes that “adequate housing is an
obvious prerequisite for health, including mentehlth®. The CMHA concludes that
“People with serious mental illness may requireitithl supports in order to stay well

in their own homes and live as independently asiptes™?

21. The Canada Mortgage and Housing Corporatioa {@MHC”) similarly notes

that “Safe, secure and affordable housing is reieegnas one of the vital factors for
recovery from mental health issués.” A copy of the CMHC's 2010 “Research
Highlight: A Longitudinal Study of Housing for M&l Health Consumer-Survivors” is

attached and marked Bghibit “I” .

22. My opinion is that these statements from theHaVand the CMHC accurately
describe the interplay among poverty, homelessoessadequate housing, and mental
illness.

THE PATHWAYS INTO HOMELESSNESS PROJECT

“canadian Mental Health Association Backgroundeoy&?ty and Mental lliness’supra, at 4.

21 canadian Mental Health Association, “Housing, itte& Mental Health” (2004), at 4. Available online
at: http://www.cmha.ca/data/l/rec_docs/549 CMHAusing EN.pdf.

22 |bid, at 5. Available online at: http://www.cmha.catl1/rec_docs/549 CMHA Housing_EN.pdf.

% canada Mortgage and Housing Corporation, “Resddighlight: A Longitudinal Study of Housing for
Mental Health Consumer-Survivors” (Socio-Economixi€&s 10-002) (Canada: Canada Mortgage and

Housing Corporation, 2010), at 1.
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23. In 1996-1997, | led the Pathways Into HomelessnProject of the Health
Systems Research Unit of the Clarke Institute gtRistry (now merged into the Centre
for Addiction and Mental Health). Researchers fritia Clarke Institute of Psychiatry,
Wellesley Hospital and the Queen Street Mental tHe@entre conducted a study of
homeless people in the City of Toronto over 18 rhentThe project’s objectives were:
(1) to estimate the prevalence of mental illnessragnpeople who are homeless; (2) to

describe pathways into homelessness; and (3) ntifig@olicy areas for reform.

24.  We interviewed 300 adults from 16 homelesstst®lin Toronto to identify
characteristics of individuals who are homeless.he Tsample reflected the total

population of homeless shelter users in terms ef s@Xx, level of use and type of shelter.

25.  The results of the project showed that, whilental illness and addiction are
common among people who have either faced home&sssor who currently are

homeless, psychopathology alone is not a primangeaf homelessness.

26. Rather, the influence of mental illness andiaoh result in greater housing
insecurity compared to the rest of the populatiorirgdy periods of high unemployment in

combination with a shrinking stock of affordableusimg?*

% See, for example: T. Morrell-Bellai, P.N. Goeri&d<.M. Boydell, “Becoming and Remaining
Homeless: A Qualitative Investigation” (2000) lesun Mental Health Nursing 21, 581-604; and G.S.
Tolomiczenko & P.N. Goering, “Pathways Into Homslesss: Broadening the Perspective”, (1998) 2
Psychiatry Rounds 8.
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27.  The Pathways Project highlighted poverty, antd mental iliness, as a leading
cause of homelessness. We observed, howevenntiratl illness and addictions may
predispose a person to episodes of homelessnessmay also prolong a period of
homelessness, exacerbating the person’s symptdis.concluded that this interplay
may account for the disproportionately high incickerof mental illness and addiction

among people who are homeless.

BECOMING HOMELESS

Poverty is a Leading Cause of Homelessness and Other Poor Social Outcomes

28. Studies reveal that poverty is a leading cafisksadvantageous social outcomes
among people with mental illness and addictionsgluoing homelessness and
involvement with the criminal justice systém. Although a common characteristic of
many homeless people is mental illness and/or addjgsychopathology alone does not
explain the incidence of homelessness. Ratherrpgwhether associated with a lack
of education, a lack of employable skills, physi@amental disabilities, or the absence of
financial and social support, is the one factort tsacommon among all homeless
people’® The 2007 Final Report of the “Panel Study on &essWho Are Homeless in

Ottawa: Phase 2 Results”, for example, noted “#@inomic difficulties were a central

% See for the example: the “Pathways Project”; @ Sheldon, T.D. Aubry, J. Arboleda-Florez, P.N.
Goering & D. Wasylenky, “Social Disadvantage, Métitaess and Predictors of Legal Involvement”
(2006) International Journal of Law and Psychi&9y 249-256.

% T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 582.
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reason behind the homelessness” of the study’&ipamts?’ A copy of the Final Report

is attached and marked Eshibit “J” .

29. Importantly, research shows that deinstitutiaimagy patients from mental health
hospitals is not a significant contributor to hoessiness toddy. Deinstitutionalization
began in the mid-1950s and peaked in the earlyd978y 1980, the number of
deinstitutionalized patients had stabilized. N#weess, homelessness continued to rise.
Studies have concluded that economic factors a¢douthe recent rising prevalence of

homelessness.

30. Human Resources and Social Development Canagtaires that poverty
“‘involves more than just income deprivation. Iincalso extend to (or result from)
exclusion from essential goods and services, mgarinemployment and decent
earnings, adequate and affordable housing, safghib@iirhoods with public amenities,

health and well-being, social networks and basiamrights.*°

31. Unfortunately, people with mental illness anldliations are more susceptible to

living in poverty primarily because of poor econonapportunities and the shrinking

2" Tim Aubryet al, “Panel Study on Persons Who are Homeless in @ttRivase 2 Results” (Ottawa:
Faculty of Social Sciences, University of Ottawagrgh 2007), at 47

2T Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 583.

29 See for example: T. Morrell-Bellai, P.N. Goeri&ad<.M. Boydell, “Becoming and Remaining
Homeless: A Qualitative Investigatiorsypra; and C.A. Kiesler, “Homelessness and Public Policy
Priorities” (2001) 46 American Psychologist 11, 321252,

% Human Resources and Social Development CanadayRéisearch Initiative, “New Approaches for
Addressing Poverty and Exclusion”. Available oelit
<http://www.policyresearch.gc.ca/page.asp?pagenneprgndes
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pool of public and subsidized housitlg.Studies suggest that a physical health, mental
health or substance abuse problem (or a combinatioall three) interferes with a
person’s ability to successfully navigate the hogsand labour markets, or access
government income supports,, cetera.®® Mental illness and addiction can therefore
precipitate and perpetuate cycles of housing ifligtab These cycles affect more people

more persistently during periods of high unemplogni2

32. In 2000, | was one of a team of researchers ghaduced a report from our
Pathways Project, entitled, “Becoming and Remainkgmeless: A Qualitative
Investigation”. A copy is attached and markedeakibit “K” . Common themes that
emerged from the study’s participants with respedhdividual-level factors that led to

homelessness, included histories of childhood amesgect and poverty.

33. Our findings showed that 23.3% of the respotddeeported childhood sexual
abuse (inside or outside of the family), and 41¢oreed childhood physical abuse within

the family>*

34. In addition to negative childhood experiendadjvidual level factors included

experiences of abuse in adulthood, interpersonabl@ms, and substance abuse and

3 Human Resources and Social Development CanadayRéisearch Initiative, “New Approaches for
Addressing Poverty and Exclusion”. Available oplit
<http://www.policyresearch.gc.ca/page.asp?pagenneprgndes

32 See, for example, D.A. Snow, L. Anders®mown on Their Luck: A Sudy of Homel ess Sreet People

(Los Angeles: University of California Press, 1993

% G.S. Tolomiczenko & P.N. Goering, “Pathways Intorkelessness: Broadening the Perspectiugia,
at 5.

3 T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 589-590.
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mental health problems. Depression, for examplas wommon among the study’s
participants: 46.7% reported at least one majpretsive episode in their lifetime, and

28.2% met criteria for an ongoing depressive egsod

35. Interestingly, there was only a lifetime prevale of 10.7% for severe mental
illness {.e., psychotic disordersf. We previously had reported that 6% of the
participants in the Pathways Project had been talggd for severe psychiatric
symptoms within the previous 12 monthsThese findings reinforce the conclusion that
individual factors alone, including severe menitakss, cannot explain the prevalence of
homelessness. Still, it should be noted that aljhodeinstitutionalization does not
contribute greatly to the number of homeless pessordividuals with serious mental
illness who are denied admission to a psychiataspital or incorrectly placed in a

mainstream homeless shelter because of healthoheg will suffer harm.

36. In a later study investigating the connectiomag social disadvantage, mental
illness and involvement with the criminal legal t&ys, “Social Disadvantage, Mental
liness and Predictors of Legal Involvemerft'my fellow researchers and | concluded
that legal involvement was attributable to factotser than mental illness. The study
revealed that the role of social disadvantagejquéarly as it relates to living in poverty,

had the highest influence on the likelihood of legavolvement. We specifically

% T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 590.

* 1bid.

37 P.N. Goeringet al, “Characteristics of Persons Who Are HomelessHerFirst Time” supra, at 1473.

3 C.T. Sheldon, T.D. Aubry, J. Arboleda-Florez, P@ering & D. Wasylenky, “Social Disadvantage,
Mental lliness and Predictors of Legal Involveme@006) International Journal of Law and Psychiatry
29, 249-256.
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concluded that “Unstable housing and the receimoafal assistance were predictive of

legal involvement® A copy of the study is attached and markefbdsbit “L” .

Discrimination in the Rental Market

37. The CMHA explains that people with serious raknfiness face many barriers
over their lifetime, including discrimination, wiicmay prevent them from securing
adequate education and employnf@ntThe CMHA notes: “Experiencing a mental
illness can seriously interrupt a person’s educabiocareer path and result in diminished
opportunities for employment. A lack of secure @yment, in turn, affects one’s ability

to earn an adequate income. As a result, peopyesventually drift into poverty™

38. Unfortunately, for persons who are poor andligpgosed to mental illness, the
loss of income, employment or housing, and theilgtalthat these represent, may
heighten the risk factors for mental illness, wulein a relaps& That is, poverty and

poor mental health appear to feed each other iniaus circle.

39. A 2009 Canadian Parliamentary report, entitRidk Factors for Homelessness”,
explains that, “On the one hand, mental illness amdstance abuse can contribute to
homelessness, often by influencing other deternténanch as an individual’s ability to

secure employment or housing. On the other hamuhelessness itself can contribute to

39 C.T. Sheldon, T.D. Aubry, J. Arboleda-Florez, P@ering & D. Wasylenky, “Social Disadvantage,
Mental lliness and Predictors of Legal Involvemestipra, at 254.
“0 canadian Mental Health Association Background@overty and Mental lliness&upra, at 1.
41 H
Ibid.
“2bid, at 3.
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problems such as mental illness and addiction, eal exacerbate existing health
conditions.®® Safe and affordable housing, therefore, is a tplvdeterminant of a
person’s overall mental health. A copy of the refp® attached and marked Bghibit

“M”.

40.  The Ontario Human Rights Commission (the “Cossioin”) has observed that
“For people with mental health and addiction difaés, access to affordable housing is

a major human rights concerff."The Commission has further stated that:

People may face challenges in the rental housingehaue to
negative attitudes and stereotypes. In a Canasliamey of
people with mental illness, half the respondentd #z area of
their life most affected by discrimination was himgs They said
that their experience as a psychiatric patient intaay were less
likely to get an apartment leaSe.

A copy of the Commission’s January 2011 report, rftdm Rights and Mental Health

Research and Policy Consultation Paper”, is atéheimel marked aSxhibit “N” .

41. The Mental Health Commission of Canada’s 20@®aB Report on mental
health, entitled “Out of the Shadows at Last: Bfarming Mental Health, Mental Iliness

and Addiction Services in Canada”, explored theatff of discrimination against people

“3H. Echenberg, H. Jensen, “Risk Factors for Honseless” (2 February 2009), Parliamentary Information
and Research Service, Library of Parliament Docurember PRB 08-51E, at 2.
4 Ontario Human Rights Commission, “Human Rights ktehtal Health Research and Policy
gonsultation Paper” (January 2011), at 8.

Ibid.
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with mental illness and addictions in the housireyket. The report quotes a participant
to the study named Katherine, who succinctly say€3ood luck finding adequate
housing when they find out you have a mental ii&% A copy of Chapter One of the
report, which quotes from people with mental illneis attached and marked Eshibit

‘0" .

REMAINING HOMELESS

42.  As with becoming homeless, remaining homelepears to be a consequence of
an interaction of both macro level and individuatd! factors. Our findings show that
remaining homeless is not a choice, but rathernssalt of a complex array of issues,
including, for example, a lack of adequate supm@ortl counseling services, livable
wages, affordable housing and incentives for imtlimls to change their situatidh.
Because these factors that tend to lead to honmelessare typically beyond the control
of an individual, a person who becomes homelesg adikely to become homeless
again?® Many of those who experienced multiple episodehamelessness shared

certain childhood factors, such as childhood pgyetildhood homelessness and out-of-

6 CanadaQut of the Shadows at Last: Transforming Mental Health, Mental IlIness and Addiction
Servicesin Canada, (Ottawa: The Standing Senate Committee on Sédfalrs, Science and Technology,
2006), at 8.

" See, for example: T. Morrell-Bellai, P.N. Goeri&d<.M. Boydell, “Becoming and Remaining
Homeless: A Qualitative Investigatiorsypra; P.N. Goeringet al, “Characteristics of Persons Who Are
Homeless for the First Time”, (2002) 53 PsychiaBervices 11, 1472-1474; and G.S. Tolomiczenko &
P.N. Goering, “Pathways Into Homelessness: Broadehe Perspectivedupra.

“8T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 594.

“9P.N. Goeringet al, “Characteristics of Persons Who Are HomelessHerFirst Time” supra, at 1472.
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home placement. Early experiences of not havirgp@ure and stable place to live

predispose adults to experience homelessnessrdifer.>

43. In our 2002 paper,“Characteristics of Persoriteo\re Homeless for the First
Time”, we considered the characteristics of persshs are homeless for the first time
and defined “Homelessness” as a lack of housingfféeast seven nights in the previous
month and no prospect of housing in the next mortb.qualify for the study, episodes
of homelessness had to be more than one month &pare counted as separate
incidences of homelessness. By requiring the ooetlmseparation, our study ensured
that contextual factors, such as limits on the tlomsof shelter stays, did not artificially
increase the number of reported episodes of hosrass® A copy of the paper is

attached and marked Eghibit “P”

44, First-time homeless persons were defined apl@awho had not been homeless
since the age of 18 yea¥s.Of the study’s sample population of 300 peop®§ freople
were homeless for the first time, and 174 peoplkd égerienced multiple episodes of

homelessness.

45, Both groups were predominantly male and hadowepshed socioeconomic
backgrounds with high rates of family historiesnoéntal illness and substance abuse.
Lifetime substance abuse or dependency and ratpsychiatric hospitalization within

the previous 12 months were also similar betweenwio groups.

0P N. Goeringt al, “Characteristics of Persons Who Are HomelessHerFirst Time” supra, at 1474.
51 H

Ibid, at 1472.
*21bid, at 1473.
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46.  The principal difference in the experiencepafticipants to the study who were
homeless for the first time and of those participamho experience multiple episodes of

homelessness was of childhood events related tsitghistory.

47.  Among those who experienced multiple episodebomelessness, all had, to
some extent at least, lost hope of changing thegsumstances and had become

habituated to life on the streéts.

48. Our research showed that, when people firstrnechomeless, they are motivated
to find work, to find decent housing, and to seekireseling and other treatment for
mental illnesses that contributed to their homeless* Over time, however, as these
individuals encounter barriers to accessing googl@eyment, housing and supportive
counseling, they gradually lose hope that theyadnle to improve their circumstances,
including homelessness. Such hopelessness mayibcoat to the development or

escalation of a substance abuse problem, whicltheamperpetuate homelessness.

49.  When untreated, psychotic and other mentatthegimptoms may also perpetuate

homelessness.

3 T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 600.
54 1A
Ibid.
% |bid.
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50. Since the 1990s, both the Federal and ProvVi@evernments have retreated
from providing housing. In the City of Toronto, ior about 1998, the municipal
government implemented a provincial moratorium oon-profit housing, which
translated into the cancellation of funding for 38%using programs with 16,732 rental
units at a time when the vacancy rate was only’3%urthermore, there was an almost
contemporaneous reduction in both the basic nerdistzelter allowance components of
Ontario Works benefits. At the time, the City afrdnto Housing Department estimated
that 175,000 jobs were lost between 1980 and 1995 he result was the lack of
affordable housing, coupled with the additionakla¢ opportunity to lift oneself out of
poverty through employment or government incomepsugs. We concluded that
government funding for nonprofit housing must b&teeed. Additionally, funding must
also be made available for retraining, improvingess to supportive counseling, and

adequate social assistance benéfits.

51. In addition to addressing the macro-level fexctthat contribute to persistent
homelessness, individual characteristics, suchhddhood poverty and homelessness,
must also be considered. Efforts to address timelbedual-level factors should be both
preventive and restorative. A 2007 study on theewg policy areas of mental health,
housing and income support in Ontario, entitled dbiag, Income Support and Mental
Health: Points of Disconnection”, concluded thiaése three policy areas lacked a

rational connection to ensure an appropriate lef/service. The study noted:

6 T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 601.
57 H
Ibid.
%% 1bid. at 600.
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The move to shift the focus of care of psychiascvivors to
community-based centres away from the hospitaliastitutional
setting occurred while the availability of affordahousing was
experiencing a decrease. The increased restrcidecced on
income support further reduced the availabilityhaiusing that
could be considered affordable to this populationThe
disconnection existing between these policy aremss dneated a
situation which has increased an already vulnerpbfailation’s
risk of being reducinggc!] to a state of homelessness. Since
these policy changes have occurred simultaneotmstyughout
multiple policy sectors, the resulting areas otdimect are often
poorly understood even by service providers witsaith policy
sector. Solutions to the problems resulting fromeéxisting areas
of disconnect can only arise by re-establishing stnehgthening
the connections existing between these diverseyatienas’

A copy of the report is attached and marke&&sibit “Q” .

52. A full, holistic approach that recognizes timeraction among mental health,
income support and good housing is therefore nacgds address homelessness and,
indeed, the larger issue of persistent povertypraving the circumstances of children by
addressing childhood poverty, neglect and abuseld® a high priority, since negative
individual factors in childhood can lead to persigthomelessness and it accompanying

risks, including the heightened risk of suicidality

HOMELESSNESS AND HEALTH — A FOCUS ON THE PREVALENCE OF
SUICIDE AMONG HOMELESS PEOPLE

%9 C. Forchulet al, “Housing, Income Support and Mental Health: Bobf Disconnection” (2007) 5
Health Research and Policy Systems 14, at 6.
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53. A November 2010, cross-Canada research repdréalth and housing concluded
that good, secure housing is a necessary conditiogood health, including mental
health®® The study tracked the health and housing stdt@s260 vulnerably-housed and
homeless, single adults in Toronto, Vancouver attdv@a over a two-year period. The
report, entitled, “Housing Vulnerability and HealthCanada’s Hidden Emergency”,
observed that more than hali.e(, 52%) of the people throughout Canada who
participated in the study reported a past diagnokisiental illness, and that 61% had
suffered a traumatic brain injury at some pointtfieir lives® Among the highest
reported mental health problems were depressiov)3anxiety (14%), bipolar disorder
(13%), schizophrenia (6%) and post-traumatic stréiserder (5%§> The report
concluded that “People who don’t have a healthgeka live are at high risk of serious

mental health problem$®

54. In 2002, | was a co-author of “The Associatioetween Homelessness and
Suicidal Ideation and Behaviours: Results of as€gectional Survey”, an article that
reported the association between homelessness waodas ideation and behaviour,
attached and marked &xhibit “R” .** This study used data taken from the 1998
Pathways Project. We concluded that homelessnassawisk factor in suicidality, and

that government intervention to decrease the stracicauses of homelessnegx.(

0 E. Holton, E. Gogosis, S. Hwang, “Housing Vulndiigband Health: Canada’s Hidden Emergency”
(Toronto: Research Alliance for Canadian HomelessnHousing, and Health, 2010).

®LE. Holton, E. Gogosis, S. Hwang, “Housing Vulndiigband Health: Canada’s Hidden Emergency”,
supra, at 2.

%2 hid.

% |bid.

% R. Eynan, P. Goering al., “The Association between Homelessness and Suildéation and
Behaviours: Results of a Cross-sectional Surv@@02) 34 Suicide and Life-Threatening Behavior 4,
418-427.



23

increasing the availability of subsidized housimgl @ther social programs) could reduce

suicidality®®

55.  The data from the Pathways Into Homelessnagsd®rshowed that 61.3% of the
study’s participants reported suicidal ideationd @mat 34.1% had attempted suicide in
their lifetime® When disaggregated according to gender, a higfogrortion of women
reported both suicidal ideation (78.4% compare86@3%) and suicide attempts (56.8%
compared to 27.6%). To put these figures into perspective, severala@i@n and US
population-based studfdshave shown that the overall rate of lifetime sitiideation
ranges between 2.6% and 14.6% of the populatiod, that suicide attempts range

between 1.5% and 4.2% of the populafion.

56. The prevalence of suicidality was particulaHigh among people who had
experienced homelessness during childhood. Forty-percent of the Pathways Into

Homelessness’ study group had experienced homekessm their own before the age of

% R. Eynan, P. Goering al., “The Association between Homelessness and Siildeation and
Behaviours: Results of a Cross-sectional Sun&yra, at 425.

®1bid, at 421.

7 hid.

% See for example: R. Boyer, D. St-Laurent & M Rltey“Epidemiology of Suicide, Parasuicide, and
Suicidal Ideation in Quebec” in A.A. Leenaatsal., eds. Suicide in Canada (Toronto: University of
Toronto Press, 1998) at 67-84; R.J. Dgthl., “The Relationship Between Adolescent Suicidah&egor
and Life Events in Childhood and Adolescence” (9029 American Journal of Psychiatry, 45-51; E.K.
Moscicki et al., “Suicide Attempts in the Epidemiologic Catchmémnea Study” (1988) 61 Yale Journal of
Psychological Medicine, 259-168; and R. Ramsay &&yley, “The Prevalence of Suicidal Behaviours,
Attitudes and Associated Social Experiences in grab) Population” (1985) 15 Suicide and Life-
Threatening Behaviour, 151-167.

%9 R. Eynan, P. Goering al., “The Association between Homelessness and Suilieation and
Behaviours: Results of a Cross-sectional Sunaya, at 419.
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18 years? Among this group, 71% reported suicidal ideaticompared to 58% of the

study’s participants who had not experienced cloitthhomelessnegs.

57.  The highest proportion of lifetime suicidal aien was found among those
participants who had been diagnosed with psyclitisiocrders. Indeed, all (100%) of the
study’s participants with a DSM-IV diagnosis of ayphotic disorder had reported
suicidal ideation, compared to 75% of those withaod disorder and 64% of those with
post-traumatic stress disordér. Participants who reported both drug and alcohol
dependencies reported lifetime suicidal ideatiorbdf7%, and those with a drug use
diagnosis only reported suicidal ideation at a rate40%’® Participants with no
psychiatric diagnosis reported a lifetime suiciddation of 20.5%, the lowest rate

among the study’s participars.

58. The pattern of suicide attempts reflected tiaguicidal ideation among people
with mental illness or drug and alcohol dependencysychiatric diagnosis was
significantly associated with suicide attempts. ailie three-quarters (72.2%) of the
study’s participants diagnosed with psychotic dieos had attempted suicide, compared
to 42.5% of those with mood disorders, 40% of dusgrs and 33% of those diagnosed

with post-traumatic stress disord@rlnterestingly, alcohol users with no concurremtsA

"R. Eynan, P. Goering al., “The Association between Homelessness and Suiliéation and
7Blehaviours: Results of a Cross-sectional Survayta, at 421.
Ibid.
Z1bid, at 422.
2 Ibid.
“bid.
®1bid, at 424.
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| diagnosis reported the lowest prevalence of dai@ttempts at 6.5%, compared with

non-alcohol users who also had no Axis | diagnasikl%’®

REDUCING HOMELESSNESS AND REDUCING HARM

59. Research in mental health and housing suppbss conclusion that poor

economic conditions, including low wages, limitedca@ss to employment and high
housing costs are leading causes of homelessridssital illness and addictions may
interfere with a person’s ability to secure and mta&in employment. Prejudice and
discrimination in labour and housing markets agapeople with mental illness and
addictions may also limit the availability of stabhousing and increase harm on
particularly vulnerable people. The result is atocwum of housing instability to

homelessness that exacerbates the effects of nilbmtak and addictions.

60. Studies have shown the connection between dafite housing and housing
stability, especially in the context of housing sidies’’ In a 2007 report entitled
“Housing, Income Support and Mental Health: PoiotsDisconnection”, the authors
identify the significance of affordable housing fpeople with mental illness and
addictions: “early literature suggested that... éased rates of homelessness and

unstable housing were due to the presence of aai#énéss. More recent literature has

®R. Eynan, P. Goering al., “The Association between Homelessness and Suilieation and
Behaviours: Results of a Cross-sectional Sunaydta, at 424.

" See, for example, Aubry & al, “Panel Study on Persons Who Are Homeless in Gitalhase 2
Results”,supra, at 47.
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suggested that these increased rates are morg likel result of an overall lack of

affordable housing™

61. The Panel Study on homeless people in Ottawedrtbat almost alli., 97%)
participating homeless families were housed witipproximately two years after initial
contact for the stud{’ Three-quarters of these families were housedulvsigized
housing® The authors attributed the high rate of re-hayisinthe success of Ottawa’s
housing program, which targeted families. By caslirless than half of the single male
participants in the study were re-housed within shme period® Single women were
housed at rates higher than the single fefihe authors concluded that, “In light of the
research findings showing the relationship betwhké@ng in subsidized housing and
housing stability... the need for assisting singlenrte access subsidized housing is an

important policy implication indicated by our fimgjs.”*

62. Although more direct research on the impadftdrdable and stable housing on
mental health outcomes is necessary, my obsergatsnthe Research Lead in the At
Home/Chez Soi project suggest that securing andhtaining good housing is a

necessary condition for improved mental health.v&Boment programs to increase the
availability of affordable housing through rent sigies should therefore be an important

element of any housing strategy

8 Forchuk, Cet al, “Housing, Income Support and Mental Health: Boif Disconnection” (2007) 5
Health Research Policy and Systems 14, at 1.

1bid, at 6, 47.

®1bid, at 47.

& |bid.

8 |bid.

8 Ibid.
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CONCLUSION

63. Research has shown that, while people with ahalhess and addictions are
over-represented among the homeless population,chppgthology and the
deinstitutionalization of patients cannot be seen the primary contributors to
homelessness. Individual factors related to athistf mental iliness and addiction may
precipitate and perpetuate periods of housing ligtg but one cannot ignore the role of
social disadvantage, caused by poverty. Indeegeasoncluded in our 2000 research
report, “Becoming and Remaining Homeless: A Qatlie Investigation” “The
consensus that appears to have emerged... is thatishealue in identifying individual
vulnerabilities but that the dissemination of suefdings should always include an
acknowledgment of the contribution of macro lexatérs including poverty and the lack

of affordable housing®

64. Research has also linked the importance of ,gstallle housing to recovery from

mental illness and addictions. As we observed un @search: “homelessness is
perpetuated by a loss of hope that it is possiblehtinge one’s situation that appears to
be connected to the inability, due to limited reses, of shelters to provide services

beyond those that meet the survival needs of theetess.®

65. Because recovering from mental illness requgesd, affordable and stable

housing, our findings support the conclusion thavegnment funding for non-profit

8 T. Morrell-Bellai, P.N. Goering & K.M. Boydell, “Bcoming and Remaining Homeless: A Qualitative
Investigation”,supra, at 583.
% bid, at 601.
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housing is essential. The senior levels of govemta retreat from social housing since
the 1990s must be recognized as a contributingifdot persistent homelessness. The
shrinking stock of affordable housing may be likiérte a game of “musical chairs”,
where as chairs become scarce, those left stargtiogy greater rates of personal,
medical and social handicaffs.As we stated in one of our articles, “To reduseels of
homelessness, policy must reverse trends bothrimstef the number of chairs available

and the issues that make competition unfair toddisataged players”

Affirmed before me at the City of )

Toronto, on this 24 day of )
August, 2011 )
)
) Paula Nina Goering
)
Harry Yeon Cho )
A Commissioneretc. )

8 G.S. Tolomiczenko & P.N. Goering, “Pathways Intorkelessness: Broadening the Perspectiugia,
at 5.
8 Ibid.



