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Abstract (Summary): The purpose of this report is to provide a comprehensive understanding of the 

discrepancy between the mental health service needs of the neighbourhood of Kingston-Galloway, and 

the existing policies which serve the area. With regard to existing mental health policy, we investigated 

how well policies work for the neighbourhood, what the limitations or opportunities of these policies are, 

as well as what changes might make policies a more effective tool for serving the populations of 

Kingston-Galloway. To gain an appreciation of the needs of the community, we employed two in-depth, 

face to face interviews with key informants from the neighbourhood. We have structured our analysis into 

four categories that have emerged from the community literature, and interviews with key community and 

frontline informants. An analysis of the policy challenges of stigma and social isolation are explored in 

section 2.0. Section 3.0 outlines mental health policy challenges relating to access. An investigation of the 

underlying challenges for delivering mental health services to newcomer populations is explored in 

section 4.0, followed by the finding from our research relating to the structural challenges of programs in 

section 5.0. Section 6.0 explores mental health programming outside of Toronto. Each section outlines the 

community's perspective of the policy gaps, are view of the policy relating to that theme, an analysis of 

exiting literature on the topic, and recommendations for policy reforms and adaptations. 
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The East Scarborough neighbourhood, known by some as Kingston-Galloway, has been recog
nized as one of Toronto's 13 "priority neighbourhoods" (City of Toronto, 2008). Many individuals in 
this community live below the poverty line, and there is a lack of soda! services to meet their needs .

. 
A 

social service hub called East Scarborough Storefront, has been workmg for the past 8 years along w1th 
Residents Rising and Neighbourhood Action to create an effective social infrastructure to provide. es
sential services to these populations. One of their focuses is on the delivery of mental health servJces 
for the community. Despite valiant effort by Storefront and frontline workers, tbe lack of resources has 
left some individuals' needs unmet. This report critically examines the mental health policies that dic
tate what service delivery is deemed appropriate for the community and compares that to the firsthand 
experiences of frontline workers to suggest effective reforms to better meet the needs of Kingston
Galloway's populations. 

1.1 Demograplllcs 
. . . With a total population of 28,812, Kingston-Galloway hosts the h1ghest concentration of subsi

dized housing in Ontario Approximately 42% of all families with children are headed by single par
ents. Additionally, 44.7% of the neighbourhood lives in buildings with at least 5 stories (Kingston Gal
loway/Orton Park, 2008). Moreover, the neighbourhood composition of Kingston-Galloway is diverse. 
Large portions of the population are in need of assistance and are recent immigrants or refugees. South 
Asian (3 9.4%), Southeast Asian ( 1 4.6%), Western Central As1an and the M1ddle East ( 10.3%) are the 
largest represented countries of origin for recent immigrants within Kingston-Galloway (City of To
ronto, 2008). These groups have specific challenges with regard to settlement, integration and mental 
health services (Access Alliance, 2009). 

1.2 Mental Health Programs In Klngston-Ga/I(!Way 
There are currently a variety of programs located within the Kingston-Galloway community that are 

invested in addressing concerns related to mental health (refer to appendix 1.0 for a list of existing pro
grams and setvices). These programs provide services and resources designed to alle�iate the barriers 
and stigma associated with mental illness. While these programs have been successful m helpmg a Sig
nificant number of individuals within Kingston-Galloway, there remains a gap between the need for 
assistance, and the capacity of the existing programs to provide resources. A preliminary review of 
community literature highlights a plurality of challenges and needs for the dehvery of mental health 
assistance within the neighbourhood. Four main themes have emerged from the literature wh1ch have 
directed and guided our research. They are mental health issues related to the hidden nature of ill
nesses, access to programs, challenges for newcomer communities, and structural mst1tutwnal chal-
lenges of program delivery. 1.3 Policy Climate 

CountrilllcfOrlgin for IOCiftlfmraigranll wllhln King•ton-Ga-ay 

Westam C.ftrtl A&iln I 
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Mental  health policy has 
changed considerably over the last few 
decades by acknowledging the complex 
process of treatment and recovery 
needed for people suffering from mental 
illness. The shift from an institutional 
and physician-based care model to com
munity-based recovery model is an at
tempt to bring awareness of an histori
cally misunderstood issue into the public 
realm. 

• 

1.3 Policv Climate (con 'I) 
The recovery-philosophy has been embraced by policy makers in the UK, New Zealand, Austra

lia and the USA "as the most significant force for change in mental health practice", allowing flexibil
ity in how programming is defined and delivered within communities (Craig, 2008, 125). Policy is 
informed from the ground up: by "consumers" of public health, and "survivors" of the hardships ex
perienced by individuals coping with stigma, isolation, and accumulating disabilities. What is impor
tant about the recovery model is that the complex and often lengthy process of treatment no longer 
simply implies an absolute end-state or traditional cure, free from illness. Rather, it acknowledges the 
strong possibility that with intervention an individual can "develop a belief in oneself, tak[e) control 
over one's life, hav[e] choice, self-confidence, the courage to take calculated risks and to take appro
priate responsibility for failures as well as successes--in a nutshell, to have power" (Ibid). Understand
ing the policy climate helps to guide and direct our research. 

1.4 Purpose 
The purpose of this report is to provide a comprehensive understanding of the discrepancy be

tween the mental health service needs of the neighbourhood of Kingston-Galloway, and the existing 
policies which serve the area. With regard to existing mental health policy, we investigated how well t 
policies work for the neighbourhood, what the limitations or opportunities of these policies are, as 
well as what changes might make policies a more effective tool for serving the populations of King
ston-Galloway. 

To gain an appreciation of the needs of the community, we employed two in-depth, face to 
face interviews with key informants from the neighbourhood. All components of this research initia
tive confonned to the ethics guidelines outlined by the University of Toronto Ethics Review Board. 
The methodology and ethical considerations for this project are discussed in appendix 2.0. 

We have structured our analysis into four categories that have emerged from the community lit
erature, and interviews with key community and frontline informants (refer below). An analysis of the 
policy challenges of stigma and social isolation are explored in section 2.0. Section 3.0 outlines men-
tal health policy challenges relating to access. An investigation of the underlying challenges for deliv
ering mental health services to newcomer populations is explored in section 4.0, followed by the find
ing from our research relating,-------------------------, to the structural challenges of 
programs in section 5.0. Sec
tion 6.0 explores mental 
health programming outside 
of Toronto. Each section out
lines the community's per
spective of the policy gaps, a 
review of the policy relating 
to that theme, an analysis of 
exiting literature on the topic, 
and recommendations for pol
icy reforms and adaptations. 
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2. 1 Community Pt!rspt!ctlve 
The suburban landscape of the neighbour

hood presents significant challenges for the deliv
ery of mental health services. Residential homes 
are separated from employment, institutional, 
commercial centres and industrial uses, creating a 
low street connectivity for residents to move from 
one place to the next. Many of the residents do 
not have access to a vehicle, and getting around 
the community is challenging. Isolation within 
this context occurs far too often as many indi
viduals are in less close contact with others in the 
community. Isolation is directly related to second 
challenge of the hidden illness: stigma. Inter
viewee I highlights that "people are very scared. 
They feel very shamed. We are trying to em
power them; 'it's not your fault' ... they are very 
affected by stigma" (Interviewee I, 2009). 

Stigma regarding mental illness is one of the 
main challenges to conducting outreach work in 
Kingston-Galloway, according to both participants. This is an issue which affects both the newcomer 
communities as well non-immigrant populations. Interviewee II explains: 

"Stigma is huge, and not only for newcomer communities - there are communities who have a 
variety of cultural and ethic backgrounds, but also for mainstream clients who have been here 
for a long time. or are Canadian." (Interviewee II, 2009) 

Accepting institutional support for mental illness has different connotations for different people 
and cultures. Certain populations and groups of individuals understand mental illness to be a personal 
failure and consequently do not reach out for assistance in dealing with their challenges. The frontline 
workers attempt to empower people with mental illnesses by explaining that they are not at fault for 
the illness; however, clients are often still ashamed of their illness(es). 

The agency needs to brainstorm creative ways to reach their clients. Interviewee II is considering 
using technology to reach youth who experience mental illnesses, through a YouTube or Facebook 
campaign. Collaboration with other agencies is also something that Interviewee II has done for years 
to reach additional clients. Another strategy the agency employs is to avoid saying "mental illness" 
due to stigma. Instead, mental health workers will ask questions such as, "Are you feeling sad?" and 
"Are you teary [eyed]?" (Interviewee II, 2009). 

Integration of individuals with mental illnesses into the broader community is essential. Individu
als with mental illness often struggle to overcome the rejection and exclusion associated with their dis
ability. Participating in social programs promotes self-purpose and provides an outlet for dealing with 
stress (Community Living Toronto, 2009). Developing strategies to overcome stigmatization and al
low individuals to participate in the community is essential. 

1.2 Policy 
While the recovery model has changed the policy landscape and brought stability to the lives of 

many clients, it is important to consider whether or not this new definition has made some groups even 
more invisible. In the context of Kingston-Galloway, there are significant differences in how indi
viduals must respond to issues of stigma around mental health, which stands in stark contrast to 
'growing up Canadian'. • 

( ( 

2.2 Polley (con 'f) 
First, while policy has shifted to be informed by consumer based needs, policy is nonetheless struc

tured around a specific mental health dialogue/language that has evolved within a Canadian experi
ence. Most industrialized nations have had a gradual public awakening to a language regarding mental 
illness (Mulvale, et al., 2007, 22\, providing some relief for consumers to define their needs when 
asked. However, newcomers to Canada, unfamiliar or uncomfortable with the issue, will be culturally 
incapable of responding to the terms set out by outreach. Recovery has not been clearly defined in pol
icy to include voices that exist beyond a common cultural and linguistic experience (Agic, 2003), or to 
describe an equitable service delivery model that reflects fundamental psycho-social differences that 
exist between groups (Gardner, 2008, 3). 

The second issue that could undermine the merits of a recovery based approach is the difficulty in 
evaluating treatment progress in a policy climate which strongly encourages organizational effi
ciency. The risk in streamlining service delivery where the definition of recovery is still vague, also 
risks the inclusion of efficiency into how progress and treatment are defined. For newcomers this is an 
especially precarious situation. lt is difficult enough to navigate the health care system struggling with 
cultural competence, but when some recovery advances more slowly than a relatively established norm, 
it is more likely that policy will steer away from equitable funding, in spite of real inequities in service 
need. 

The future for people with mental illness in Kingston-Galloway is especially critical during health 
care refonns. In the Ministry of Health Long Tenn Care's discussion paper, Every Door is the Right 
Door: Towards a 10-Year Mental Health and Addictions Strategy (2009), there is a clear commitment 
by a wide range of ministries to develop an integrated mental health promotion strategy. However, eq
uity is referenced only twice, and disadvantage or disadvantaged communities are not mentioned at 
all. If policy reform does not consider the historical, cultural, and economic forces of exclusion, a risk 
remains that a new form of invisibility will effect not only consumer-survivors in Kingston-Galloway, 
but subtly reconfigure "recovery" to imply efficiency, which will invariably apply to anyone struggling 
to define their experience of mental health. 

2.3 Academic Literature 
As reported by service providers and policy makers in a 2005 study, many newcomers lack 

awareness of services due to language and economic limitations, social isolation, inadequate informa
tion from government or agencies, and a tendency to stay within their own social/ethnic groups for sup
port (Simich et al, 2005). For example, one of the most important challenges for newcomers is simply 
"learning where and how to get help (navigating the system) when support is needed" (Ibid, 263). 
Other factors such as distrust of agencies, cultural barriers, privacy issues, stigma, and family dynamics 
are identified as impediments to newcomers' support-seeking efforts (Ibid). 

Many newcomers tend to rely on friends and family support for assistance to overcome settlement 
difficulties, rather than formal health and social services organizations (Statistic Canada, 2004; Simich 
et al, 2005). These common sources of social support may be limited in numbers and quality, but they 
offer newcomers a sense of belonging and gradually enlarge their social networks which lead to help
seeking and opportunity within the wider society (Beiser, 1999; Aroian, 1992; Baker, 1993; Simich et 
al, 2005\. However, there are both positive and negative mental health effects of sticking to one's own 
ethnic group(s) or among recent immigrants/refugees. Strongly holding on to individual ethnic identity 
is proven to provide a psychological advantage for individuals experiencing difficulties (Besier and 
Hou, 2006). At the same time, ethnic identity attachment can possibly amplify the risk of depressive 
effect when newcomers encountered racial discrimination and unemployment (Ibid). Another study 
similarly confirms that having social support helps newcomers by fostering a sense of empowerment, 
community and social integration, building networks, sharing experiences and problems, reducing 
stress, and contributing to physical and mental health (Simich et al, 2005 ). Conversely, inadequate so
cial support has negative impacts, such as increasing feelings of loneliness and social isolation, • loss of identity, discouragement (e.g. about seeking employment), and lack of knowledge of avail-
able options (Ibid). 



2.3 Academic Literature (con 't) 
The number of higher poverty neighbourhoods in Toronto grew from 30 in 1981, to 120 in 2001, 

and the largest increase in number occurred in the Toronto region's inner suburbs, in the former munici
palities of North York, Etobicokc, Scarborough, East York and York (Ibid). The United Ways Poverty 
by Postal Code report (2004) revealed the highly racialized character of concentrated neighbourhood 
poverty. Immigrant and newcomer families now make up the large majority of low-income households 
in higher poverty neighbourhoods, where they went from less than half of low-mcome fam1hes m 1981 
to two-thirds in 200 I .As capital is reinvested in downtown cores, there is a trend of people moving back 
in inner city and reclaiming former spaces inhibiting by working class residents. This leads to a spatial 
mismatch between 'services' and 'clients'. Social services still concentrate in downtown cores, wh1ch 
has serious consequences on clients as well as service providers. Suburban neighbourhoods become un
derserved and needs remain unmet. 

2.4 Recommendation 

Finding ways to overcome issues of stigma is imperative to conquer other issues relating to the in
visibility of mental illness. This objective requires the involvement of all members of the Kmgston
Galloway community. A mental health awareness campaign focusing on specific cultural assumptions 
regarding mental illness in Kingston-Galloway is one of many possible strategies to address this chal
lenge in the community. A community buddy program, where individuals with mental11lness are part
nered with a member of the community. is another strategy what would help to overcome 1ssues of Iso
lation. Funding programs that directly tackle issues of stigma and cultural assumptions of mental illness 
is required in order to break down barriers of stigma affecting individuals with mental illnesses. 

3.0 INACCESSIBILITY 

"Part of our work is helping people budget and acknowledge tbat people are very 
poor and under tbe poverty line, but our approach is belpiog people witb tbe re

sources that they bave." (Interviewee II, 2009) 

3. 1 Community Perspective 
A lack of access to existing programs and 

services represents a major roadblock for the deliv
ery of mental health resources in Kingston
Galloway. Access is related to the availability of 
information, the geography of the region, the lan
guage the services are offered in and poverty. Indi
viduals in the community maintain that it is diffi
cult to find information about programs (Storefront. 
2003). There is a need for increased visibility of 
programs, and outreach initiatives (F.A.M.E., 
2008). Interviewee II (2009) notes "that (language] 
is actually one of the most significant gaps that 
we're noticing now". Community Speaks suggests 
that offering programs in a greater number of lan
guages would be beneficial (Storefront, 2003) 

• 
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3.1 Community Perspective (con't) 
However, language barriers extend beyond providing mental health resources in a variety of lan

guages. Most often, individuals are required to provide their own translators for medical appointments 
and other important services. Individuals without access to the financial resources for these services are 
left on their own and often drop out of support programs out of frustration (Interviewee I, 2009). Con
sequently, poverty is another direct barrier to access. 

Poverty and the suburban context of Kingston-Galloway pose other interrelated challenges. In 
addition to affording translator support, funding transportation is difficult. Interviewee II (2009) de
scribed "it is a challenge for people, you know, TIC fares (are) very expensive." Clients struggle to 
come up with TIC tokens; tokens are not provided to his community-oriented mental health group, but 
instead are only provided to hospital-based groups. Tokens also cannot be given to those coming from 
different agencies; therefore, certain groups are excluded by this policy if support progrnms they re
quire are not offered at the hospital. 

The nature of the inner suburbs and the lack of accessible public transit make it difficult for 
individuals to travel to services providers (Storefront, 2007). The issues are further complicated when 
individuals are required to travel to several different locations to access the services they require. The 
limited funding of the programs in the community makes it challenging for them to provide clients with 
tokens. Interviewee II noted that the agency is just starting to give out tokens. Another option is to help 
clients get a Metropass from ODSP (Ontario Disability Support Program), although a number of ap
pointments are required for people to be eligible for this. This is a good example of how policy can be 
too rigid at times. 

3.2 Policv 
Acce�s to community-based mental health services are increasingly dependent on frontlir1e case 

workers. The provision of provincial and municipal policies to recognize the effectiveness of local care 
is reflected in the community-based approach to service. However. allocating funding downstream to 
service providers remains dependent on complicated provincial inter-sectoral coordination (housing, 
health, social assistance, disability supplements, justice, etc.) and the political will to entrust the ration
alization of services to community authorities (Wiktorowicz, 2005, 389). Primary funding to the ser
vice provider is allocated through the Toronto Central Local Health Integration Network (LHIN), while 
the province maintains leadership in how equity is defined in mental health care (Gardner, 2008, 6). 
This results in a significant gap in enabling and supporting the LHIN to make distinctions in equity and 
to accommodate differing agency needs in how they are able to provide access for clients. Case work
ers have thus found themselves in the position of providing support on numerous levels, to both clients 
and their agency, without the necessary resources to manage the workload. 

"the staff who work with people who don't speak English and their families. they end up doing 
a lot more extra work like having to take a client to see a doctor or an appointment, they would 
have to go to interpret." (Interviewee II, 2009) 

Clients may require clinical evaluation, social and emotional support, and psychiatric counselling 
and referral, to name just a few outreach roles, while case workers must also coordinate their sched
ules, manage client data and balance financial constraints. The case worker we interviewed also cited 
responsibilities that are specific to organizations working with newcomer communities. Besides addi
tional reporting requirements and client tracking outlined in the service agreement with their LHIN, 
translation work is necessary to report findings, liaise with health practitioners and volunteer workers, 
and other service providers. Without this extra effort by case workers, clients are more likely to drop 
out of treatrnent, increasing the burden on emergency rooms, shelters, and the court system, while en
suring that the prevalence of community worker burnout continues. If equity is to be accurately re
flected in policy. the definition of the social determinants of health should be expanded to accommo
date training and extra staff for agencies in newcomer communities. 

• 
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3.3 Academic Literature 
Acquiring a new language skill in the receiving country is fundamentally challenging for most 

people. It is difficult for immigrant/refugee newcomers to acquire the English language due to three 
biological factors: decreases in processing speed, deficits in working memmy and decreases in suppres
sion (principal components of cognitive aging) (Lenneberg, 1967; Birdson, 2006). Socio-psychological 
factors inhibit adults' language acquisition and performance. Individual motivations, aptitudes to learn 
English, at1itudes towards teachers and the culture of the target language influence the level of leamers' 
language at1ainment. Moreover, social set1ings in which adults learn English undoubtedly imposes re
strictions on learners' motivation and self-dedication in learning. The challenges of learning a new lan
guage relate directly to access to mental health services. Without the ability to communicate with coor
dinators and other participants, individuals are eKcluded from gaining the required support. Addition
ally. the inability to communicate in the English language makes accessing infonnation about programs 
difficult 

Furthermore, the lack of adequate and effective public transit routes in the city outskirts pose 
greater challenges for poor and recent immigrants with limited resources. EKamining the rate of public 
transit use among immigrant commuters in major Canadian cities, including Toronto, using data from 
the 1996 and 2001 censuses and drawing a comparison between Canadian-born commuters and immi
grant commuters by cohorts, Heisz and Schellenberg (2004) found that recent immigrants are much 
more likely than the Canadian-born to use public transit to commute to work even after controlling for 
age, gender, income, distance to work, and distance between place of residence and the city centre (IS). 
New cohorts of immigrants have higher rates of transit use than earlier cohorts because they tended to 
settle directly in suburban areas (Balakrishnan and Hou, 1999; Myles and Hou, 2003; Heisz and Schel
lenber. 2004, 5). Although young people are more likely than old people to commute to work by public 
transit, recent immigrants in their forties or fifties are about as twice as likely as Canadian-born people 
in the same age group to commute to work in this way. Immigrants in the 1980s and 1990s fared quite 
poorly in the Canadian labour marlet, and consequently, their relatively high rate of public transit utili
zation may reflect their over-representation at the bottom of the income distribution (Frenettee and 
Moriset1e, 2003; Heisz and Schellenberg, 2004, 7). In both Toronto and Montreal, immigrants from the 
Caribbean, Southeast Asia, Central and South America, and Africa have the highest rate of public tran· 
sit utilization whereas their counterparts from East Asia, Europe, West Asia and North America and 
Oceania show the lowest rate of public transit use (Heisz and Schellenberg, 2004, 8). Therefore, differ
ences among immigrants-according to life circumstances and time of arrival -have significant impli
cations for their economic status and successful integration. 

More importantly, most challenges faced by immigrant/refugee newcomers seem to be sys
temic. rather than attributable to immigrants/refugees themselves. Skilled immigrants bring in consider
able human capital, but they eKperience lower level of economic achievement despites their relatively 
higher educational at1ainment on average than Canadian-born population (Citizenship and Immigration 
Canada, 2004; Simich et al, 2005). One of the key eKplanations is a lack of access to jobs and lack of 
recognition of foreign credentials (Kazemipur, 200 I; Simich et al, 2005, 362}. 

3.4 Recommendations 
Providing greater language access is extremely difficult with limited finical resources. Imple

menting a volunteer program where individuals in the community volunteer to work as translators to 
those without the ability to speak English is one policy recommendation for this challenge. As support 
would be coming from within the community, building trust between clients and volunteers would be 
easier than if outsiders were providing this service. 

• 
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3.4 Recommendations (con 'I) 
In tenns of transportations. one policy recommendation would be to fund a carpool and 

shuttle program to help individuals without vehicular access to get to and from appointments. fo
cus groups, and other support services. Additionally, bringing the services to individuals is another 
approach to address transportation related issues. The integration of more health care, including 
mental health care and social services in suburban contexts where newcomer communities mostly 
concentrate is also necessary to address the spatial mismatch of services. 

Service providers also have an opportunity to advocate for building equity objectives and 
targers mto the serv1ce dehvery model through their Service Accountability Agreements with 
LHIN's. Equity needs to be defined as both a provision of the social determinants of health in the 
case of the client. but also include essential resources for case workers facing adverse working 
condrtions. 

SECTION 4.0 THE VNIQVE CHALLENGES FOR NEWCOMER 
COMMUNITIES 

4.1 CQmmunity Perspective 
As cited in the Community Speaks litera
ture, there are a variety of challenges re
garding set11ement and housing that nega
tively affect mental health. The stress asso
ciated with integrating into a new culture 
and psychological trauma of moving to a 
new region are key stressors for the popu· 
lations of Kingston-Galloway (Storefront, 
2003). The Community Speaks literature 
suggest a need for workshops related to 
depression and stress associated with cul
tural shifts and integration (Storefront, 
2003). 

To facilitate the integration of new
comer communities into mental health ser
vices, the agency has hired mental health 
workers of particular ethnic backgrounds 
(Tamil-speaking, Mandarin/Cantonese
speaking, and another worker from the 
Caribbean community) to better meet theL------------------_j 
needs of the community. Both participants recognized language as another huge challenge in the 
Kmgston-Galloway community (as eKplored in section 3.0). Where there are not enough services 
for the mamstream (or Canadian) mentally ill community, there are significantly Jess services for 
those who have barriers because they do not speak English or face other cultural barriers. This 
means that additional pressure is placed on mental health workers. such as those who are Tamil
speaking. They will have to do a significant amount of additional work, such as booking appoint
ments, interpretation during appointments, and so on. M 0 r e -
over, .'he overcrowded and the substandard conditions of temporary housing for new immigrant 
fll!mhes has a negatiVe effect on the mental wellbeing of individuals (Jones. 2009). Jones (2009) 
mamtams that youth and families without access to decent affordable housing are often left dis
couraged and with a loss of hope . 

• 



4.1 Community Perspective (con'l) 
" ... almost half of the clients I was working with, they were homeless. They were homeless, 
and when we started working with them, we found shelter. Group homes, and from group 
homes we move them to subsidized housing, but their need is greater than what is 
available." (Interviewee I, 2009) 

Appropriate housing also relates to the idea of community. When a client applies for "mental health 
housing," policy does not let them choose where they will end up living. Thus if someone has a 
strong sense of community in Kingston-Galloway, they might not want to move downtown or to 
the west end. For example, the Kingston-Galloway area has ethnic food stores which may not nec
essarily be in someone's new neighbourhood if they accept a housing subsidy and move away. Not 
only that, but Interviewee I 's clients have complained that everyone is sic!< in mental health 

_
hous

ing, and that one of his clients was psychologically bullied after moving to mental health housmg. 

4.2 Poficy . . . . 
Access to supportive housing is not only limited by shortages m housmg, but 1s complt

cated by the lack of a coordinated access system and inadequate resources to train agency staff in 
navigating the numerous coordinated housing access systems that exist. There is currently a 3 to 10 
year waiting list for subsidized units in Toronto (Housing Connections,

_ 
2009), and while rent

supplements exist, a wait list also applies. If housing subsidies followed cltents (FRPO, 2005, 2), 11 
.-............................ _............................... 

would permit the better choice to stay in the community. 
"The shortage of supportive housing Funding tends to focus on larger scale projects where eli
and access to it can be confusing for ents must give up the social networks they've established 
consumer survivors and families and relocate to new surroundings. The view of Inter-
who do not have formal mental viewee 1 (2009) was that people with mental health issues 
bealth case managers or support are concentrated into one residence, which provides ceo-
workers." (CAMH, 2002, 8 1) nomic benefits to the health care system by maximizing 

outreach potential, but jeopardizes the social supports 
which are as important for treatment/recovery. The risk 
of applying for social housing often means making a choice between gaining supportive housing 
and preserving social networks. Newcomers are dependent on mformal social networks to ass1st 
with childcare, emotional support, shopping, work, protection/safety, etc. Interviewee I (2009) 
spoke of cases of clients being accepted into social housing, who needed to move out of the co�
munity. While people can eventually find new social networks it takes t1me, espectally when sttg
mas associated with mental health concerns continue to dominate the cultural conscious. For th1s 
reason the time it takes to resettle can produce a significant disruption in the recovery process, po
tentially complicating the progress achieved in the client's previous neighbourhood. Sufferers are 
especially sensitive to disruption of social networks. 

An additional policy issue that unduly affects residents in the Kingston-Galloway area is the 
impact of language barriers on the prevalence of criminalizing people with mental health issues. 
According to the Ministry of Health and Long-Term Care (MOHL TC, 2006) "it was

_ 
found that 

7.7% of federal inmates reported psychotic disorders, 21.5% reported depress1ve dtsorder and 
44.1% reported anxiety disorder." The Canadian Mental Health Association cites that the 15% to 
40% of offenders in prisons with mental disorders is "highly disproportionate to the occurrence of 
mental illness in the population at large" ( CMHA, 2005). There is substantial literature on the top1c 
of criminal izing mental illness, with some of the lcey determinants being: lack of sufficient support; 
high rate of substance abuse; the forensic label; and problems with treatment (Ibid). The implica
tions of language barriers and immigrant status as a determinant is largely absent from a literature 
review. However, the Schizophrenia Society of Ontario states that the "criminal justice re-. 
sponse to mental illness has dire immigration consequences for persons who do not hold Citi
zenship in Canada" (SSO, Mental Health). 

4. 2 Policy (con 't) 
There is a significant concentration of people with 

PTSD and related trauma in the Kingston-Galloway area . 
Interviewee I recounted a telling episode where an individ
ual opted to describe his condition as PTSD (for either lack 
of knowledge/articulation about his condition, or fear of 
stigmatization) in order to receive treatment. After some 
counseling it was determined he had schizophrenia and re
ceived help, but not before almost being deported as his 
condition came to a crisis point. 

MOHL TC (2009)"describes a ·1 
coordinated access system" for 

supportive housing in "Making it 
Happen" but ongoing funding 
was never established for the 

program. 

If there is already a higher incidence of people with a mental disorder in contact with the 
criminal justice system, newcomers struggling with language and cultural competence are espe
cially vulnerable to misdiagnosis by the public (who often report unstable behaviour) or the au
thorities. While the MOHL TC's program framework cites reducing the criminalization and stigma
tization of people with mental illness as a goal, a reference to language can only be found in the 
appendix. This absence of clear direction for criminal justice policy as it relates to immigrant com
munities makes the role of the caseworker vital, wbether advocating for their client when the police 
become involved, or more importantly in helping to maintain stable support to prevent incidence 
from happening. 

4.3 Academic Literature 
According to Statistics Canada, 58% of the 1.8 million of those who arrived between 1990 

and 200 1 have come from Asia, the Middle East and Africa tStatistic Canada, 2002; Simich el al, 
2005). Canada is a leading refugee-resettlement country, admitting approximately 10,000 to 15,000 
refugees every year to the country (United Nations High Commissioner for Refugees, 2002; Citi
zenship and Immigration Canada, 2008, 5). The majority of immigrants and refugees choose to set
tle in the major urban centres such Toronto. Toronto's immigration statistics are explored in greater 
depth in appendix 3.0. Visible minorities create diverse spaces in Toronto, and accordingly pose 
challenges to the system to accommodate their unique and diverse needs. 

Access to suitable and affordable housing is a major challenge for recent immigrants, which 
affects their mental health. Housing is not only a basic necessity in life but also an essential element 
for a successful integration. Without adequate and affordable housing, immigrants are less likely to 
be able to participate in Canadian society effectively. 

Many immigrant populations are living in substandard conditions. There is clearly a lack of 
affordable housing in Toronto and other major Canadian urban centres. Research confinns that the 
lack of affordable housing is a major cause of deprivation among recent immigrants (Papillon, 
2002, 23). As the Center for Urban and Community Studies's report (Hulchanski, 2007) point out, 
immigrant settlement patterns across Toronto have been determined by the availability of afford
able housing and the level of affluence. Given that recent immigrants often have low incomes, find
ing affordable housing in large urban centers is a major concern during the early stages of settle
ment (PaiUon, 2002). Visible minorities, who often tend to have lower economic resources, are 
more likely to be segregated in less desirable and poorer neighbourhoods in the city outskirts. Ac
cording to Ley and Germain (2000), in 1 996, 2 I percent of all immigrant households suffered "core 
housing needs," compared with 17 percent for the overall population (Papillon, 2002). The propor
tion was even higher (39 percent) among recent newcomers, partially because it is often difficult 
for them to access subsidized housing programs due to long waiting lists (Ibid). Hulchanski (2002) 
argues that the lack of social housing is not the only explanation for the current housing crisis in 
Canadian cities. Rather, the cost of privately-owned housing has increased dramatically in recent 
years, affecting primarily lower-income groups. 

• 
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4.3 Academic Literature (con 'I) 
Moreover, Hulchanski ( 1 997) highlights that immig ran ts, esp ecially visib le minori!les, often 

face discrimination from landlords, which furth er contributes to the p roblem in tight housing mar
kets such as those in Toronto (Papillon, 2002, p. 14) . 

All of the factors discussed above play signific ant roles in determining the mental wellbeing 
of newcomer immigrants and refugees who settle in the suburbs. Studies on 'h ealthy i mmigrant ef
fects' show that immigrants generally tend to be healthier than the Canadian population with regard 
to chronic disease and disability on arrival in Canada (Chen and Wilkins, 1 996; Perez, 2002, 
Simich et al, 2005 ). During settlement, however, numerous disadvantages affect immigrants' and 
refu gees' health. Most newcomers need to rebuild disrupted social networks (Grieco, 1998; Hagan, 
1998, Simi ch et al, 2005 ). Many face ch all enges adjusting to the cultural differences. especially in 
the beginning, and are usually without the social supports they were accustomed to in their home
land. Include funding provisions in Service Accountability Agreements with the MOHL TC to 
develop a model of intensive support to help clients and/or frontline understand and write the appli
cation process for supportive housing. 

4.4 RecommendationS 
For addressing mental health concerns directly rela!lng to the unique challenges facing new

comer population. policy recommendations must focus on the diverse needs of Kingston
Galloway's i mmigrant populations. It is essential that policy-makers understand that d ifferent com
munities have specific needs and challenges. 

M any programs designed to serve the needs of these groups exit in the community: however, 
when c lients are unaware of what resources are available, matching clients with programs is diffi
cult. Funding for out research to new groups would be one method to help get individuals into exit
ing support programs. 

Increasing affordable and subsidized housing in the community is an imperative. Getting indi
viduals out of substandard living conditions is fundamental to the success and mental wellbeing of 
new immigrant populations. Introducing a policy that ensures a certain percentage (10%) of afford
able housing units for downtown new development will be a good step. Examples of this policy can 
be learned from the Vancouver, Montreal and some American cities.Include funding provisions in 
Service Accountabi lity Agreements with the MOHLTC to develop a model of intensive support to 
help clients and/or case workers understand and write the application process for supportive hous
ing. 

SECTION 5.0 FIGHTING ON THEIR OWN: undenerved illness in tbe community and 
structural programming cballenges 

5.1 Community Perspective 
Clients with the need for a significant amount 

of trauma counselling are under-served in Kingston
Galloway. Interviewee II (2009) mentioned how the 

"Our work is effective, but you don't 
see (result!( for a long 

time." {Interviewee II, 2009) 

mental health system is almost set up exclusively 
'------------------' 

for those with disorders such as schizophrenia, bipolar disorder and depression. However, appropri
ate trauma counselling is not available in Kingston-Galloway. In terms of trauma, a major disorder 
affecting the neighbourhood is Post-Traumatic St ress Disorder (PTSD). Unfortunately, because of 
the lack of affordable support (which has long waiting lists) , many sufferers of PTSD end up self
medicating with substances so that they do not have to deal with issues or so th at they no longer 
hear voices. 
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5. 1 Community Perspective (con 't) 
Although not a disorder on its own, a fam

ily education p iece is difficult for Interviewee I 
to provid e, due to lack of staff The family of a 
m entally ill individual may misunderstand what 
the person is going through, for example, by 
assuming that he or she does not want to work 
because they are lazy rather than due to an ill
ness. Interviewee I would lik e to see a specifi c 
group for the families of mentally ill individu
als. but the agency lack s  the resources to start 
such a gro up. The only family program avail
able is one for the mentally ill who are exp eri
encing their first episode, whi<.:h is a rather ex
clus ive pol icy req uirement. 

( 

Budget limitations are a major structural 
challenge to programming in the commu
nity. Interviewee II (2009) explains "we might 
have to cut some frontline worker positions to 
find the money in case we don't get the fund
ing". Budget cuts can clearly have negative

'----------------------' 

effects on social service agencies and programs. Interviewee I seemed rather nervous about budget 
cuts, stating that he is always worried about the budget. He was skeptical regarding the new Local 
Health lnteb'lation Network (LHIN), particularly about the potential for agencies to merge, which he 
thought would lead to other employees' jobs being cut. He explains: 

'Personally, I am always worried about the budget. . .  people are all scared that this will affect 
us pe rso nally, I am not j ust talki ng about my job only, but more than that - it will automatically 
impact the work we do." (Interviewee I, 2009) 

In terms of a budget cut's direct effects on clients rather than staff, the example of cutting the 
funding for tnansportation was give n. A more in-depth anecdote regarding summer trips was also 
given. Interviewee I described how during the summer. he likes to take his group on an outing with 
the whole family, such as on a picnic or to the Mandarin restaurant. Unfortunately, last year the fund
ing for the trip came too l ate, when school had already started. The families did not want their children 
to miss school for the day, so the trip was cancelled. 

Interviewee II ( 2009) explained that the LHIN is focusing on the cost per client, which may b e  
problematic because when it comes t o  mental health issues, i t  can take a year o r  more to engage and 
build trust with some clients. For example, it took months for one of Interviewee n coworkers to en
gage with one particular client. To build trust, the mental health worker had to continue showing up at 
the woman's  door for only five to ten minutes at a time, and it was not until several months later that 
the client agreed to see a doctor. The doctor himself will not be able to go through the woman's door 
to do an assessment, but rather has to stand outside it. Interviewee II ( 2009) noted that many agencies 
would not have the time to do this. nor would it be in their structure. With new policies through the 
LHIN, these types of cli ents may suffer, along with th e homeless popul ation and a street addictions 
program. LHIN instead focuses on numbers, emergency room diversions, and diabetes education. 

Interviewee I (2009) also explained that at his agency, mental health workers do more work than 
they are ab le to report. This may have to do with the workload or simply forgetfulness. In the case of 
ethnic communities, there are additional challenges which might not appear when working with the 
mainstream population, such as the settlement piec e of the work. Interviewee I brought up the divide 
between administrative work due to increased reporting requirements versus the frontline work and 
even said that three to four years ago, he was able to work more efficiently because he did not • 
need to repo rt every single call. Th es e new requirements may lead to more staff at the agency 
but a smaller number of clients. 
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5.2 Policy 
Interviewee li was interested in how the service 

contract with the LHIN will impact the organization's 
ability to serve clients. The policy focus will be on 
linking performance metrics with funding. The aim of 
the LHIN program will be to minimize administrative 
effort which in tum allows more funding to be di
rected at programming and getting people more 
quickly to the appropriate specialist. 

The nature of mental health recovery is tran-

"While Making It Happen emphasized 

J 
the adoption of centralized information 
and referral systems, a comprehensive 
information system bas not been 
supported." (Wiktorowicz, 20M, 404) 

sient/unpredictable as far a client participation. LHIN wants to see numbers, progress, and ER 
(emergency room) diversions in performance indicators. The concerns noted by our interviewees was 
if indicators are too strictly generalized to newcomer populations there is risk that low numbers are 
interpreted as under-performing. The reality for marginalized conununities is that the recovery process 
is different for newcomers who are disproportionately disadvantaged by mental health stressors. There 
are no clear guidelines in government policies for newcomer community recovery performance. Re
covery in this community has been found to be slower than average. Is this because the organization is 
underfunded and geographically distant from mainstream medical hubs, so cannot get good help, or do 
clients require more attention than typical Canadians with mental health issues for whom recovery 
standards have been based on1 

The search for efficiency, while important when funding is not available, will inform policy 
regarding the standards of progress that emerge during restructuring. It can take a long time before 
mental health is adequately assess and for the patient to develop routines of care/treatment. If policy 
does not acknowledge time (or spatial constraints), the search for efficiency will necessarily overlook 
patients who do not fit the model. Furthermore, because case workers are overwhelmed by client num
bers in unusually stressed communities, recovery will slow further, distorting the quality of progress 
being demonstrated in reporting statistics. 

Interviewee I (2009) was concerned that downsizing was inevitable as the LHJN attempts to im
plement the streamlining of service delivery. The LHIN restructuring will require that agencies dem
onstrate proof of progress in cases, and administrative efficiency, while trying to minimize duplicate 
work, and back office overlap by merging agencies. 

Employee turnover, often resulting from burnout, also disrupts the establishment of trust, fa
miliarity with patient history ( a  LHIN goal via e-health), which makes case-by-case advocacy more 
open to inconsistent support, and more likely for patient's to drop-out from treatment. A woman being 
treated by the organization was suffering for 20 years in the community, but is only now regularly 
keeping in touch with the organization for treatment. Will the new performance indicators account for 
the conunon issues facing organizations in these conununities? 

Some programs are funded when agency has surplus funding. Sometimes programs must be 
temporarily suspended which leads into a timing/alignment issue with the community schedules. 
When a family oriented program was put on hold during the summer, the whole family could not at
tend once school started up again in the fall. A key recovery principle is need for stability and predict
ability in treatment. 

Interviewee II conunented that mental health provisions already make up a small portion of the 
health care budget. Case workers in newcomer communities must do disproportionately more work 
advocating for their clients because of language. Case workers must act as interpreters (except when 
clients can afford to bring their own) and accompany clients to Ontario Disability Support Program 
and Ontario Work interviews, meetings with medical specialists, and helping to fill out forms for these 
critical services and programs. In addition, new reporting requirements from the LHIN have increased 
the administrative work for caseworkers. Interviewee I stated that he had less paperwork a few years 
ago allowing for more time with clients. • 
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5. 3Recommendation 

One way to improve this situation is to tighten up the agency's database, according to Interviewee I 
(2009). The agency currently has a database group working on this. Interviewee II hopes that LHIN un
derstands that the organization is a mental health agency, and that sometimes they go a few steps forward 
with clients before having to take a few steps back. Regardless, the staff try their best to effectively track 
clients. 

A greater portion of the provincial health care budget should be dedicated to mental health provisions, 
particularly targeting vulnerable newcomer communities. Frontline mental health workers who have 
played crucial roles in bridging the language and cultural barriers need to be supported more in terms o f  
payment, professional development, and job security. 

Also, the recognition of foreign-trained health care professions, their credential and work experience, 
by the provincial legislation bodieslinstiMions is necessary and key to directly address socio-economic 
marginalization, unemployment, mental health challenges and poverty faced by newcomer communities. 

Furthermore, it is essential that the community and frontline workers be including in the policy making 
processes to ensure that any changes directly address the needs of the populations located in the 
neighbourhood. Refer to appendix 4.0 for a case study where this technique was successfully applied in 
with newcomer youth in Toronto. 

SECTION 6.0 CONCLUSIONS 

6.1 Policy Examples From Outside Toronto 

6. I .  I .Stigma 
To deal with stigma and discrimination against those with schizophrenia, "Alberta became the pi

lot site for the World Psychiatric Association's Open-the-Doors" program in 1 996 (Stuart, 2005). Some 
interventions the pilot program tested include employing personal contact between the public and people 
living with schizophrenia, changing local structures which supported inequitable treatment, using the me
dia to reduce misinformation, and finally using a play to "depict the lived experience of schizophre
nia" (Ibid). An example of changing local structures which supported inequitable treatment could be 
emergency room policies, as noted by the author (Ibid). Although these policies are specifically dealing 
with schizophrenia, it seems likely that similar policies could be aimed at different mental illnesses as 
well in Kingston-Galloway. 

6. 1.2.Poverty 
The National Alliance on Mental Health (no date), an American organization located in St. Paul, 

Minnesota, lists several 'next steps' regarding poverty and mental health. The first one is additional men
tal health providers in low-income communities. As the heavy workload is something which came up in 
our interviews, especially with regards to workers who also needed to translate for their patients, this 
might be a good strategy to employ in Kingston-Galloway. The other next steps listed are as follows: 

• Pair mental health programs with poverty programs 
• Increase job, education and housing programs 
• Work to alleviate children living in poverty which can have a positive affect on children's 

mental health ( National Alliance on Mental Health, no date) 

Although these next steps are somewhat vague. in that they do not include information on the implemen
tation process, this is not necessarily a disadvantage. This flexibility allows for the implementation proc
ess to be contextualized based on different conununities. Exactly what was seen as successful in St. Paul 
may not work in same the way in Kingston-Galloway. 

• 
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6.1 Policy Examples From Outside Toronto (con'l) 

6. 1.3. Newcnmer.< 
When it comes to newcomers, there arc additional issues regarding mental health that may not af

fect mainstream Canadians. The American Psychological Association (2009) emphasized the need for 
culturally- and linguistically-competent programs and services for immigrants, as well as "cultural com
petence training for service providers and efforts to increase the members of ethnic minority mental 
health professionals and those fluent in diverse language". 

For a more concrete examples of mental health policies regarding newcomers, the Community
based Immigrant Mental Health Project in Edmonton provides an interesting casestudy. ClMHEP focused 
on five communities (Chinese, Somali. South Asian. Spanish-speaking and Vietnamese), and used the 
concept of 'Mental Health Cultural Brokers' to "provide one-on-one support and referrals for families and 
indivtduals"' ( Edmonton Mennonite Centre for Newcomers, no date). Specifically, the Mental Health Cul
tural Brokers: 

1. Linked community members to preventive help and health services 
2. Mobilized people in their communities to work together to increase health education and 

preventive practices, and 
3. Fostered the learning of health care system participants how to betrer support individuals 

from diverse cultural backgrounds 
4.Ensured timely access by immigrant & refugee patients/families to health & mental health 

services, as well as continuity of care along the full continuum of services ( Edmonton 
Mennonite Centre for Newcomers, no date). 

This project was designed and implemented by the communities involved. If Mental Health Cultural Bro
kers are also something which the Kingston-Galloway community perceives to be useful, then perhaps a 
similar project could be implemented in Kingston-Galloway. 

6.1 .  o/. Trauma C:oun.1e/ling 
Related to issues newcomers face is the need for affordable trauma counselling. Often trauma 

counselling is offered to army veterans, however, this service is clearly essential to refugee populations as 
well. The Kingston-Galloway community would benefit from a service such as City and Hackney Mind's 
Trauma and Refugee Counselling Project in London, England. City and Hackney Mind is a voluntary sec
tor mental health service, relying on voluntary donations rather than a traditional fee for services (City 
and Hackney Mind, no date). 

6. 2 Conclusion 
The analysis of the Kingston-Galloway mental health support services illustrates where policy limita

tion are regarding for the delivery of services in the community. An overall lack of financial and labour 
resources have contributed to an underserved population of individuals in need of mental health sup
port. The frontline workers have done an excellent job reaching the most vulnerable populations with the 
limited resource available to them. The progran1s in their current capacity address important needs, and 
minor mental health policy reforms will ensure that frontline workers are able to reach as many popula
tions in need as possible. 
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Appendix 1 .0 Mental Healtb Service• In King•ton-Galloway 

I. Community Living Toronto 

- provides support to individuals with intellectual disability who are searching for 
accessible and meaningful ways to live in the community 

-seeks to create an environment to participate in community activities 
-helps individuals find meaningful employment and adequate residence 

Funded by: 
-Ministry ofConununity, Family and Children's Services 
-City of Toronto 
-United Way 
-Other 

2. Centre for Addiction and Mental Healtb 

-addiction programs 
-cbild, youth and family programs 
-education and support for families dealing with addiction and mental health 

Funded by: 
-donations 
-fundraising 
-investments' 

3. Accus AlliBnce 

-provides resources to immigrants and refugees who are "the most in need" of 
support 
-finding ways to dissolve the barriers facing disadvantage populations and access 
to resources 
-interpreter services 
-facilities support sessions by bringing individuals with similar challenges 
together to discuss strategies to overcome issues 

Funded by: 
-federal grants 
-provincial grants 
-municipal grants 
-United Way 
-Foundations 
-Interpretations Fees 
-Other 
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4. F.A.M.E. 

-organized by families for families to reduces the stress of dealing with mental 
illness 
-ensures that families have a voice in their communities 
-promotes the self-help model by providing tools for overcoming challenges 

Funded by: 
-grants from Ministry of Health 
-Interest 
-donations 
-United Way Appeal 
-Ontario Trillium Foundation 
-Centre for Addiction and Mental Health 
-Regional Municipality of Peel 

5. Salvation Army Homestead 

-a continuous-intake, long term program for women struggling with substance 
able 
-based on the holistic and abstinence model of drug abuse treatment 

6. Youtb Link 

-It provides services and programs for vulnerable youth between the ages of 1 2-24 
and their families or caregivers 

Funded by: 
-Province of Ontario Grants 
-United Way 
-City of Toronto 
-Thrift Shop 
-Other 

7. We.t Hill Community Services Welcome Group 
-provides social groups for individuals who are socially isolated and living with 
health mental issues 

Funded by: 
-Government of Ontario 
-Ontario Community Health Centre 
-United Way Member Agency 
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Appendix 2.0 Metbodology and Etbics 

METHODOLOGY 

To gain an appreciation of the needs of the community, we employed two in
depth, face to face interviews with key informants from the neighbourhood. Interviews, 
as a research approach provided insight into the diverse opinions regarding a topic, as 
well as allow flexibility to expose unexplored and unanticipated themes. 

The first interviewee, whom requests to remain anonymous, is a frontline mental 
health worker in the community. For the purpose of this report, we shall refer to the 
subject as Craig. This participant offered extensive information regarding the unmet 
needs of many populations within the community, as well as the responsibility he felt to 
fill the need that extended far beyond his paid and assigned duties. 

The second interviewees holds whom also requested be remain anonymous, 
offered an administrative perspective of the community needs and policy barriers. This 
interviewee was able to draw from a broad range of cases and highlight different 
challenges faced by different populations. 

ETHICS 

There are several ethical considerations for this project. Every participant of this 
research project will receive informed consent. As requested by one of our participants, 
interviewees will be guaranteed complete anonymity. Any indicators such as names, 
addresses, business affiliations and job titles, have been suppressed to protect the 
participant's identity. As we are dealing with a small community, we have been 
particularly sensitive to possible indicators that might reveal who the participants are. 
Audio recordings and other material indicating an individual's identity have been stored 
in a safe location with restricted access and will be destroyed following the coding and 
transcription of the interviews. 

For all components of this initiative, it was essential that we remained critically 
reflective and continuously aware of the potentially exploitive power dynamic during 
interactions with the vulnerable populations. While power differences cannot be 
eliminated entirely, there were several steps taken prior and during the research. 
Implementing a feminist approach to the conducting interviews was useful. Such a 
framework would be designed as to increase the level of rapport between interviewer and 
participants; establish "a high degree of reciprocity on the part of the interviewer;" 
emphasize the perspective of the research participant and establish a non-hierarchal 
relationship (Bryman & Teevan, 2005, pp. 204) Furthermore, being critically self 
reflexive, required us to ask questions such as: Do I understand the needs of this 
population? What can I do to ensure participation from more diverse members of this 
population? Secondly, avoiding status symbols, such as university sweaters or 
unnecessarily academic jargon, helps to ensure a more reciprocal relationship. 

Throughout this research initiative, we have ensured that our actions and 
conclusions reflect the needs and challenges of the community, as comm_unicated by 
them, through their own frame, not the needs as we perceived them to have. Utilizing the 
Community Speaks literature, and through our in-depth interviews with community 
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members, we were able to gain a comprehensive perspective of the challenges within the 
community as defined my them. 

Moreover, from our preliminary research, visits to the community, and 
discussions with community members; it became evident that there are significant levels 
of social diversity within Kingston-Galloway. The complex cultural, racial and socio
economic diversity of the community. presents distinct challenges with regard to the 
delivery of mental health services. We seek to avoid making generalizations that might 
suggest homogeneity within the community. For the purpose of the report, we examine 
challenges pertinent to particular populations, as well as broad concerns with the delivery 
of mental health services in Kingston-Galloway. 

It is important to acknowledge the direct and indirect implications of this research 
on the community, and mental health services. As earlier discussed, we seek to bring 
attention the gaps between the policies and the needs of frontline workers; however, we 
recognize the value of the programs in their existing capacity and do not suggest 
cancelation or termination, rather modifications to better suit the needs of the residents of 
East Scarborough. 
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Appendix 3.0 Immigration Trends in the City of Toronto 

The design and physical built form of suburbs pose numerous challenges on the 
social and mental well being of residents. This section of the paper will provide an 
overview of literature on the following mental health challenges in suburban context that 
are highly relevant to Kingston-Galloway neighbourhood. 

Immigration 

Canada is a country that has a long history of immigration. According to Statistic 
Canada (2001 ), about 5 .4  million ( 1 8.4%) of the total population were born outside of the 
country (Simich et al, 2005 ). Recently, there has been a significant shift in the source 
countries of immigration to Canada. For instance, over 90% of immigrants came from 
Europe before 1 960. 

In particular, Toronto has become one of the most diverse cities in Canada as a 
result of a significant increase in its forei!,'ll·bom population from different parts of the 
world. Over 40% of immigrants choose Toronto as their destination and in 200 I .  about 
half(45%) of Toronto's total 2.4 million population is reported to be foreign-born outside 
Canada (Hum and Simpson, 2004). In fact, Toronto's immigrant population and ethno· 
cultural diversity are extraoridinary-among the highest in major urban centres in 
Canada and North America (Siemiatychi and !sin, 1997). In 1 996 immigrants represented 
1 7.4% of Canada's population, but immigrants comprised 42% of Toronto's CMA 
population (ibid). By comparison, Vancouver CMAs and Montreal CMAs have 35% and 
1 8% foreign-born population of their total population respectively (Statistic Canada 
1997a; and Siemiatychi and !sin, 1 997, p. 75). More diverse than Miami in Florida, 

Toronto has the highest proportion of foreign-born ( 44%) of cities in the world and 
Toronto 's residents speak over 100 languages in total ( Statistic Canada, 2002; Simich et 
al. 2005). 

Also. Toronto continues to have one of the highest proportions of recent 
immigrants following the global migration patterns. The top ten countries of recent 
immigrants (after 1 980s) include China, India, Palcistan, Philippines, Sri Lanka, Hong 
Kong, Iran, the Russian Federation, South Korea, and Jamaica (Heiz and Schellenberg, 
2004). While visible minorities comprised of I 1 .2% of Canada's population in 1 996, they 
represented almost a third ( 3 1 .6%) of the Toronto CMA's population. More than 4 of 
every 10 visible minority members in Canada reside in the Toronto CMA (ibid). Three 
groups predominate: 25% of CMA Toronto's visible minority population are Chinese, 
24.7% are South Asian, and 20.5% are Black (Statistic Canada, J 997a; Siemiatychi and 
!sin, 1997. p. 78). Consequently, visible minorities create diverse spaces in Toronto, and 
accordingly pose challenges to the system to accommodate their unique and diverse 
needs. 
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Appendix 4.0 Case Study: Community-Based Participatory Research on 
Mental health with Newcomer Youth in Toronto 

( 

Community-based research is proven to be an effective community development 
tool in engaging newcomer and marginalized communities. An exemplary Newcomer 
Mental Health Research project has been carried out by Access Alliance Multicultural 
Health and Community Service in collaboration with University of Toronto and York 
University from 2007-2009. The Newcomer Youth Mental Health Project is two-year 
project, funded by the Provincial Centre of Excellence for Child and Youth Mental 
Health at CHEO (Gonsalves et al. 2009). 

Closely following the community-based research principles. the project fosters 
community capacity building and leadership through community-led collaborations and 
partnerships with academic researchers. Community-based research simply means that 
research is done by, for and with the community where communities of interests share 
equal ownership of the data. The data generated have high relevance and importance to 
the community and is capable for creating advocacy for changes in social policy that 
directly affect the community. 

The Newcomer Youth Mental Health Project explores how newcomer youth from 
different understanding of mental health and mental illnesses by youth from diverse 
cultural backgrounds; explores the mental health needs and help-seeking behaviours of 
newcomer youth; explore access and barriers to community based mental health services; 
propose integrated policies, recommend proactive practices that improve access and 
reduce barriers for mental health service for newcomer youth; and actively engage 
newcomer youth in the research process. 

Recmitrnent. linguistic and socio-cultural challenges have been identified in the 
project. Some key recmitrnent challenges include reaching out to and engaging 
newcomer youth who deal with immediate and basic needs in new country, parental 
involvement for youth under the legal age ( 1 6  years), drop-off rate and research fatigue. 
The lack of language fluency in native language and English, stigma associated with 
talking about and researching mental health, variations in cultural definitions of youth, 
and acquiring culturally-relevant information have also been found as challenges in 
carrying out community-based research with newcomer youth in mental health. 

Nevertheless, there are tremendous opportunities in community-based research by 
engaging youth meaningfully in the forms of youth advisory committee, peer researchers 
and youth-led conferences for dissemination of research findings with communities, 
service providers and policymakers. Examples of these include newcomer youth 
designing questionnaires, focus group and interview guides. actively recmiting 
participants and pl8ruling and organizing conferences/seminars. 

This case study shows that the needs for culturally appropriate mental health services 
for newcomer communities can be identified and developed by directly involving 
newcomer communities in community-based participatory research in the forms of 
community advisory communities and peer researchers. Marginalized communities can 
be empowered in research by identifying and researching issues of high relevance, 
importance and in need of social changes in the communities. 
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