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Introduction

The presentation I am giving today reflects some things I have been thinking about as a result of research that I have been doing over a period of years examining mental health policy and women. In my view this has been a neglected area of research and policy activity – with issues related to women and mental health having all but fallen off the feminist agenda. Indeed most discussions about the restructuring of the welfare state neglect to identify the population of women who not only dealing with poverty, care giving responsibilities, child apprehensions and all the other things that women in disenfranchised groups face, but concomitantly are struggling with depression, serious thought disorders, often repeat hospitalizations and the traumatization that can come in the course of emergency psychiatric care (confinement, sedation, etc.,) as well as needing to be able to navigate both the social service and mental health service systems. 

Most recently and in connection with this conference as part of the ESP project I have (with RA Silke Frischman) been examining income and housing supports for people with mental illness in the Vancouver Coastal Health Region with a focus on documenting policy changes/cutbacks since 2001 and their impact on women and men. This is a kind of baseline study to better understand the issues of poverty and housing insecurity for people with mental illness. The next step in this work and consistent with the goals of this conference is to begin to examine more closely the innovative programs and supports that have been developed and appear to be making a difference in the lives of people with mental illness. Currently, there are so few programs geared specifically to women that one of my goals in this next step will be to make visible the differential experiences of women and men in existing programs.

The central question/tension in this discussion is one that I believe is a preoccupation for many of us at this conference and that is how to find opportunities and imagine policy in new ways in the context of welfare retrenchment and the neoliberal agenda which as we have seen dramatically in many of the presentations is increasing poverty and the marginalization of certain populations. What I offer today then is some preliminary thoughts on models for economic security in the area of mental health with a focus on an community economic development model designed by psychiatric survivors in Ontario under the auspices on the Ontario Council of Alternative Businesses. Although it is not the only model and may, in fact, not even be the best model it is interesting to me for two reasons:1) it emerged during the “Harris” era in Ontario at the time of some of the most serious social welfare cutbacks in the country and, 2) it managed to co-op the individualized neoliberal discourses of entrepreneurship and putting people to work to develop thriving alternative businesses for some of the most disenfranchised members of the population (people with serious and chronic forms of mental illness) and sustain a community network which has helped foster social inclusion. In the words of one of its supporters Kathryn Church, “In Ontario, survivors have attempted to do business development not just pragmatically but also politically—in ways that will mobilize their community to make demands on the state as well as the market.”(Chruch, 2001:1). It needs to be said that this model was not designed specifically for women, although women in the psychiatric survivor movement were and are some of its key champions.

___________________________________________________________

A. Surviving at the Margins: Reform, Welfare State Restructuring and Women with Mental Illness 

Social inequality and poverty are critical determinants of mental well-being (e.g., Anderson and Chiocchio, 1997, add other refs). The disproportionate impact of discrimination and poverty on women is well documented. The relationship between poverty, discrimination, social exclusion and mental illness is well established and the particular features of this for women diagnosed with mental illness have been identified This marginalization is reinforced in a mental health system that is moving away from the progressive empowerment models introduced in the 80s and 90s towards ‘professionally controlled community treatment models’ that emphasize the bio-medical causes of mental illness over contributing social and structural factors (Nelson, Lord, & Ochocka, 2001; Wilton, 2004).

There has been a long struggle for recognition by people with disabilities in Canada and for social supports such as disability benefits and pensions (Jongbloed & Crichton, 1990). People with mental illness have only fairly recently come under the social welfare policy designation of ‘disability’ and therefore have not always qualified for extra income support and historically had to rely on general welfare supports (get reference for this). Further, it is only relatively recently that people with mental illness have been understood to be ‘deserving’ members of a community such that their social and economic participation is now encouraged. Even so, many barriers exist and the majority of people with mental illness are unemployed and many live in serious poverty.  Indeed, despite the deinstitutionalization movement of the 60s many individuals have still experienced long-term institutional care and reintegration into community life is typically difficult with few options available. The differential experience of women and men in this context has almost been wholly ignored in policy formulations. 

Over the past several decades mental health care in Canada has undergone substantive reforms. The impetus for these reforms come from multiple sources and include developments in psychiatry, psychopharmacology and psychology as well as active resistance by people diagnosed and labeled with mental illness to the oppressive and sometimes damaging practices of psychiatry. The result has been a shift in the understanding and treatment of mental illness, which has led to changes in care for example, 

· Deinstitutionalization (currently the redevelopment of RVH and the movement of people to smaller care facilities throughout the province) 

· The application of a “bio-psycho-social” framework for treatment

· Recovery model which includes the establishment of rehabilitation programs and programs that support training, education and employment

· Mechanisms for the participation of consumer/survivors and families in care decisions and policy development

These changes have occurred concurrently with the re-arrangement of the fiscal and service-delivery structures of health care leading to: 

· A decentralized mental health care delivery structure in Canada (in BC a rapid amalgamation of 56 health authorities into 6). 

· Regionalization of mental health care services

These changes have occurred alongside substantive welfare state restructuring guided by neoliberal ideology that increasingly emphasizes the social and economic independence of individuals regardless of their status in society (Bashevkin, 2002; Cohen, 1997; McQuaig, 1995; Mishra, 1999).  In the context of mental health Robert Wilton (2004) describes this as “more responsibility and less control” to illustrate how reforms ostensibly give people with mental illness more responsibility for becoming independent without the requisite supports. 

This is meant to give you a bit of a sense of where mental health fits in the larger policy context.

B. Overview of Income and Economic Supports 

There are therefore a range of supports available to people with mental illness that are related to economic security. These range from disability and welfare benefits, to supported employment programs and rehabilitation services designed to help people find employment or meaningful forms of community engagement. The underlying philosophy from which programs are run vary from traditional rehabilitation models which emphasize personal care, stress management, home management, relationships, leisure and education, to those which use peer support and consumer/survivor empowerment and leadership as key components. 

While some of these projects have been helpful for the individuals involved (the role of wage labor in personal and social definition) and arguably some have broken down significant stigma-related barriers of select employers, the degree to which each of these projects are capable of effecting substantive economic change for consumer/survivors is limited. Further, the degree to which such projects can challenge the ways in which the nature of work is being restructured and the implications of this for individuals historically excluded from the labor market is minimal. That is, many are directly influenced by individualized frameworks that see entrepreneurship as a solution to unemployment and poverty. 

 Social Inclusion, Social Capital and the role of Economic Development
One model that operates in a different frame is that formed in Ontario in the 1990’s under the auspices of the Harris government – the Ontario Council of Alternative Businesses (OCAB) which adopted a community economic development approach. The OCAB originally came out of a decade long struggle for ‘consumer participation’ in Ontario and CMHA’s New Framework for Support (which included economic security as a key component of mental health care) which made it into policy nationally. The outcome was the Consumer/Survivor Development Initiative a unit within the Ministry of Health that funded projects some of which were CED ones. The initiative was meant to favour non-traditional activities, survivor control and democratic governance. At the same time a Psychiatric Survivor Leadership Facilitation Program was established which was led by Pat Capponi’s (the funding for this program has now been lost).  Since 1998 however the OCAB has incorporated the In Your Face Learning Academy which provides leadership training to consumer/survivors, conducts research, public education, etc.,
In the emerging model successful community economic development for psychiatric survivors was defined as having to have policies and funding mechanisms which support the formation and growth of democratically run, local self-help groups and the substantive participation of their members in decision making that affects the mental health system. The idea was that from this leaders emerge who are able to take on a range of projects and political activities.  

What emerged were a number of psychiatric survivor-run businesses that are still thriving today – The Raging Spoon a café and catering business and A-Way Express Couriers. The consumer run businesses are described by Church (2001) as primarily political, that is, most survivors who work in alternative businesses are on disability support and CPP. Work in this context is not just about economic survival but about social participation and disrupting stereotypes about the abilities of people with mental illness. The businesses themselves use a combination of public dollars and employee generated revenues (its a public/private hybrid that generates independence but does not presume complete self-sufficiency) and are reportedly less expensive than other consumer initiatives (an estimated savings of $13,000 per survivor per year). In evaluations of the programs it has been found that participation reduced hospital inpatient days, crisis contacts and hospital admissions (Church, 2001). 

In describing the success of the program at a time when the welfare state was being retrenched Church  (2001:4-5) says, “Because of its ideological investments, the Ontario government has bought economic development as a mental health strategy in a big way. In addition to opening up new avenues for funding, the advantage here for survivor groups is the access it gives them to the powerful discourse of business in an increasingly entrepreneurial culture.” However, she cautions that to adopt this mindset and focus only on jobs would lead to undermining the very foundation of the program which is political. As Church (2001:7) says, “By even trying them out [CED models], we risk appearing to support neoconservative policies that dismantle state-supported social service provision in favour of individual self-reliance through entrepreneurship.” Thus, it is critical to hold in tension the fact that this program emerged not just to create jobs but for organizing, advocacy, knowledge creation and leadership development. The overarching goal was to build solidarity amongst psychiatric survivors such that they would become an important political voice.  The difference here is between creating jobs (“liberal local development”) and “progressive local development” ‘investing the economy with social concerns” (Fontan, 1993:7) in Church (2001). 

Discussion

In a neoliberal framework social exclusion and poverty is understood as rooted in individuals and the solution is one of fostering self-sufficiency. A social change model sees social exclusion as resulting from structural problems (class, status and power) and sees solutions as enforcing rights of citizenship and universal access to programs (Toye & Infanti, 2004). 

 The ongoing experimental work of the OCAB is, in my view, a model to be watched closely, further evaluated, especially with respect to how women and men may differentially experience and fare as a result of their participation and drawn on when developing innovations. In particular, the strategy of finding spaces in the neoliberal agenda and discourse for launching counter-hegemonic models is critical. This is not to say that this should replace other work that is trying to influence mental health policy with respect to income security through, for example, trying to improve access to disability benefits and other forms of job training and education. Governments must be held accountable to women with mental illness. The OCAB model should be viewed as integral to these other components. 

I want to end by leaving you with the following questions:

· How might the mental health system better support the development of integrated, community-based initiatives that foster social inclusion and economic security for women in the current reform context? 
· If one solution is to adopt strategies that play into neoliberal understandings of work and self-sufficiency what are the implications of this for social justice?
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