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Abstract

Mental health, homelessness, addiction, and criminalization are the usual suspects of exclusion.
The connection between these factors are often taken for granted, with positivistic accounts of
causality making up the bulk of the literature. Using an institutional ethnography framework, this
study draws attention to how individuals make sense of their exclusion. In particular, in this
research I examine how homeless men and women ‘do’ their mental health status. Exploring
themes of responsibilization, exclusion, identity, performativity, hope, and resistance, this
research highlights the ways in which homeless individuals use the mental health system and the
mental illness identity to contextualize their circumstances and to demonstrate their
redeemability.

Stemming from thirty-eight interviews with homeless men and women, participant observation,
as well as a focus group with professionals and para-professionals | consider how mental illness
identities are negotiated and performed among homeless men and women. Specifically, | am
interested in how homeless individuals engage with mental health managerialism, given their
vulnerable status. | contend that while some individuals resist mental illness discourses to
varying degrees, a number of homeless individuals adopt the role of mental health consumer so
as to align with the broader consumer society. In so doing, many homeless men and women seek
to position themselves as included among the excluded and thus privy to the sense of hope,
empowerment, and privileges that follow.
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Chapter 1- Introduction: Managing the homeless through mental health
Scholars have long considered homelessness, addiction and mental illness to be
intimately linked; in addition to criminalization these ‘usual suspects’ of marginalization and
exclusion are well known. In the last thirty years a plethora of research documenting the
interaction of these three phenomena has seemingly rendered the conversation moot (Etter,
Birzer & Fields 2008; Fischer et al. 2008; Greenberg & Rosenheck 2008; Lamb, Weinberger &
Gross 2004; Lurigio 2000). It appears that all that is left to consider is the proverbial chicken or
the egg scenario in order to assess the causes of homelessness, distress and involvement in the
criminal justice system (Johnson & Chamberlain 2011; Sullivan, Burnam & Koegel 2000).
Despite decades of research, however, there has been little systematic change to improve the
lives of Canada’s most vulnerable populations (not for the lack of trying on the part of many
charities, non-governmental organizations, and activists). On the contrary, the number of
individuals experiencing homeless or who are precariously housed had reached epidemic
proportions. Approximately 235,000 Canadians experience homelessness in a given year, 13,000
to 33,000 of whom are chronically or episodically homeless." As government investment in
affordable housing waned throughout the 1980s and 90s the number of households experiencing
extreme housing affordability problems surged. Currently one in five Canadian households
spends more than fifty percent of their income on rent (Gaetz, Gulliver & Richter 2014). The
prevalence of Aboriginal peoples in the homeless community is noteworthy, especially as First
Nations, Métis and Inuit peoples are likewise disproportionately represented in the criminal

justice system (Patrick 2014).

! Chronic homelessness refers to those who have experienced homelessness for more than six months; episodic
homelessness are those who transition in and out of homelessness regularly (Kuhn & Culhane 1998)



Similarly, the tough on crime agenda has gained traction in the federal and provincial
political spheres, propelling the use of jails and detention centres in lieu of conditional or
suspended sentences. The remand rate in Canada has tripled over the last thirty years so that by
2005 there were more people detained in provincial jails awaiting trial than those who were
convicted and sentenced (Deshman & Myers 2014). Legislative changes that make it difficult to
secure bail, along with restrictive and onerous bail conditions leave many people ‘set up to fail’
and many end up detained for administrative rather than criminal breaches (JHSO 2013; Hannah-
Moffat & Maurutto 2012; McLellan 2010; Webster, Doob & Myers 2009). The transformation of
remand detention, the controversy regarding double credit for time served pre-trial detention (R.
v. Summers 2014) and mandatory minimum sentences (R. v. Nur 2015), and the increased
penalties for a number of crimes under the Safe Streets and Communities Act (2012) create the
conditions whereby the federal prisoner population has grown almost eighteen percent since
2005, with significant increases among Aboriginal and Black prisoners, along with a sixty-six
percent increase in the number of women prisoners. On any given day over fifteen thousand
prisoners are incarcerated in a federal institution in Canada, 850 of whom are in segregation
(OCI2014). The increased use of incarceration comes at the same time Canada’s crime rate hit a
four-decade low in 2013.

Meanwhile, the rates of individuals diagnosed with a mental illness among both the
homeless and prison population continues to rise. Canada’s jails and prisons are referred to as
‘the new asylum’ (MHCC 2012) or the ‘dumping ground’ for marginalized groups for which we
have no other available social service supports (Allen 2000; Etter, Birzer & Fields 2008).

Likewise, there is a general consensus among scholars that the deinstitutionalization of mental



hospitals beginning in the 1960s® had at least some role to play in the increased number of
homeless men and women experiencing distress (Davis 2006; Steadman & Morrisey 1987) who
are often criminalized. Those experiencing distress continue to be marginalized and vilified,
despite their likely status as victim rather than perpetrator (Elbogen & Johnson 2009).

The mad movement, the activist-oriented successor of the anti-psychiatry movement of
the 1960s and 70s (Burstow 2005), problematizes the marginalization of individuals
experiencing distress, in particular methods of social control that seek to govern their bodies
through psychopharmaceuticals, involuntary incapacitation, or electro-convulsive therapy,
among other techniques. The mad movement challenges the medicalized conception of mental
iliness and seek alternative understandings to distress and its treatment, advocating for peer-
support services (Diamond 2013; Rissmiller & Rissmiller 2006; Stroman 2003). Made up of
psychiatric survivors/consumers, those in the mad movement often use personal narratives to
reclaim knowledge production away from psy-experts and towards those with lived experience
of mental health intervention.

The mad movement advocates for individuals experiencing distress, resists discrimination
and works to empower the mad community (such as Mad Pride days that take place annually in
cities around the world, most notably Toronto). Still, the mad movement has remained largely
silent on how mental health is used as a governing strategy in the homeless community. With a
few exceptions (Schneider 2010; Snow et al. 1986; Voronka et al. 2014) there is little critical
research that examines how mental illness is used, negotiated, and made sense of among the

homeless population. This is the gap that I will begin to fill with this research project.

2 In their historical analysis of Quebec at the turn of the twentieth-century, Thifault and Perreault (2012) found that
deinstitutionalization practices began as early as 1909, disrupting the notion that the 1960s deinstitutionalization
movement was new.



At the beginning of my doctoral work | immersed myself in the anti-psychiatry and mad
movement literatures. Authors such as Burstow (2004, 2005), Laing (1960, 1967, 1971), McLean
(1995, 2000), Sedgwick (1982), Shimrat (1997), and Szasz (1974, 1989) inspired me to think
critically about how the mental health system seeks to exclude those who do not meet dominant
conceptions of normality. As I was reading mad activists’ seminal works I began volunteering at
two of Ottawa’s homeless shelters. Walking through the hallway of one of the shelters one day I
came across a poster that listed several criteria to evaluate a resident’s well-being. The poster
claimed that if residents are having trouble sleeping, are angry or sad, or lack motivation they
may suffer with depression and should seek an assessment from the psychiatric doctor and nurses
who frequent the shelters. | was shocked at the medicalized understanding of distress as
completely devoid of the social context of life in a homeless shelter. What | perceived to be
rational reactions to difficult and oftentimes degrading circumstances are often pathologized in
the homeless community.

Interestingly, the coercive governing strategies that are the focus of the mad movement’s
protests, such as community treatment orders (CTOs),* are not as prominent in the homeless
community as one might suspect. Of course some homeless residents are involuntarily
incapacitated (see chapter five) and subject to CTOs but I noticed that by and large mental health
interventions are based on encouraging residents to seek out their own care rather than imposing

treatment. This more complex and nuanced understanding of mental health managerialism* led

® Community treatment orders compel individuals to comply with a medication regime in order to be discharged
from a mental hospital (Davis 2006; O’Reilly 2004).

* By mental health managerialism | am referring to the multifarious forms of governance that are directly and
indirectly related to the mental health system and exist as a way to manage those deemed abnormal. This includes,
but is not limited to: mental illness diagnoses; psychotropic medication; in and out patient addiction treatment; case
management; group therapy; provisions for basic care (encouraging/forcing hygienic practices); and involuntary
hospitalization).



me to ask questions about how mental health care is negotiated and reconciled among homeless
men and women, what are its aims and why use mental health treatment in lieu of other forms of

social control.

Research Question
In this project, | am interested in uncovering how homeless men and women negotiate

their mental health identity and the techniques of governance that intersect the mental health
system and community services. | consider how homeless individuals are governed through their
freedom (Rose 1999) to take up mental health discourses as a way to mitigate their exclusion
from the wider social body. In order to work through these ideas I asked the following question:
How are homeless men and women governed through mental health managerialism and
how do they respond to these strategies? Specifically, how do homeless individuals
negotiate strategies of governing based on their freedom/autonomy, especially as an
otherwise excluded group?
To pursue this question | asked several subsidiary questions:
1) How is mental health/illness defined and understood by homeless men and women?
2) In what way does their excluded status impact the negotiation of their identity as
mentally ill and the governing strategies they are subsequently subject to?
3) What significance do responsibilization techniques have on their perception of norms
and their ability to resist the normal/abnormal binary?
4) What role do institutions within the homeless community, in particular emergency
shelters, play in reinforcing homeless individuals as ‘Others’?
Using an institutional ethnography framework (Campbell 1998; Smith 1987) | sought to answer
these questions by hearing from individuals who live in the homeless community. | used the
personal narratives of those who experience homelessness and mental health intervention to

foreground my analysis. | learned from homeless men and women through participant

observation and qualitative interviews, along with contextualizing the homeless sheltering



industry (Lyon-Callo 2000, 2004) through a focus group with professionals and para-
professionals.

Through these methods I explore how homeless individuals engage in choice-making
regarding their mental health care within the constraints of living a life of poverty and
marginalization. Using a theoretical toolbox made up of critical conceptualizations of autonomy,
responsibility, individualization, empowerment, exclusion, performativity, resistance, and
redeemability | construct an analysis of how adopting the mentally ill identity impacts homeless
men and women’s position as redeemable and thus worthy of services or hopelessly
irredeemable in the eyes of professionals and para-professionals as well as in their own sense of
self. Of particular interest in this study are the way autonomy, empowerment, encouragement,

and coercion come to form a tangled web where the notion of ‘choice’ is problematized.

Dissertation organization
In order to adequately assess the nature of mental health managerialism among homeless

men and women | provide a detailed description of the literature and conventions upon which |
built this project and, using the lived experiences of homeless individuals as an anchor, construct
an analysis that weaves together the theoretical and conceptual framework | used to make sense
of the data. In chapter two I situate this project within the vast literature on homelessness, mental
illness and criminalization. A gap exists in critically assessing the convergence of homelessness,
mental illness, addiction, and criminalization, in particular resisting individualized and
medicalized explanations of marginality as the dominant discourses. Instead, | call for a more
nuanced study of how excluded individuals are governed and come to participate in their own

governance.



In chapter three | detail the theoretical concepts used to grapple with the governing
strategies employed among the homeless population. Here | consider how freedom is used as a
technology of governance in the late modern® world and how these tactics co-exist with some
more traditional disciplinary techniques, especially among groups designated as ‘Others’.
Relatedly, | probe the literature on identity and performativity. Through a comparison of Butler
(1990) and Goffman (1959), | assess how personal autonomy takes shape within a paradigm that
is critical of an ontological reality devoid of context. Moreover, | examine the literature on
exclusion and consider how people interact with that status. Using Spitzer’s (1975) social junk
and social dynamite approach as a frame of reference, | consider exclusion as existing along a
continuum and suggest that redeemability, or to be included among the excluded, is a useful
framework to think about how and why inclusionary strategies are implemented and taken up by
otherwise marginalized people.

Chapter four provides a detailed description of the methodology deployed in this research
project. Building upon a standpoint epistemology and through the lens of institutional
ethnography | document the ways in which | entered the field, collected stories and analyzed the
data. In addition to chronicling how the participant observation, semi-structured interviews, and
focus group took shape, | also aim to situate myself within the research by engaging in a
reflexive analysis and considering the ethical implications of conducting this kind of project.

In chapter five, | begin to provide my analytic findings. Interacting with both theory and
data I engage in a fruitful discussion of what mental health managerialism looks like from the

perspective of homeless men and women and seek to understand why certain governing schemes

® Although the terms post-modern and late modern are often used interchangeably (Forman 1997), | use the term late
modern in the same way Bauman (2001a) frames ‘liquid modernity’ to emphasize the era of individualism,
diversity, and anxiety as a continuation of, rather than break from, modernity.



are used on some individuals and not others. Chapter five sets the scene for the remaining
chapters. Here, I provide details on homeless individuals’ daily lives and study the ways in
which the emergency shelter acts as a neo-liberal total institution. By this, | mean that shelter
residents are subject to many of the same forms of isolation, deculturation, degradation, and
strict rules of traditional total institutions, but notably, are thought to enter and stay in the
institution voluntarily through their own sense of freedom. The shelter acts as a form of poverty
management whereby marginalized individuals are regulated through their own self-governance
unless they fail to adequately self-surveille and are then subject to disciplinary tactics.

Chapter six investigates identity construction and management. Individuals make sense
of their homeless, mentally ill and/or addict statuses in complex ways, underscoring the
heterogeneity of those who make up the homeless community. Moreover, | study how identity
performance and stigma management are exercised as a means to distinguish oneself from other
members of the excluded group. Through these forms of identity negotiation | parse out the ways
research participants experience exclusion and how many manage their identity so as to present
themselves as redeemable.

In chapter seven | explore the social construction of mental illness in greater detail by
assessing how respondents understand the medicalized approach to distress. A paradox exists
where by and large homeless men and women adopt the biological determinism central to the
medical model conception of distress, but conversely, responsibilize themselves for their
circumstances. The individualization of social precariousness is so strongly felt that many
describe those who use mental illness and/or addiction to explain their marginality as making

excuses and failing to live up to the responsibilities of self-governance.



In the final analytic chapter | argue that through the negotiations and tensions described
in the previous three chapters many homeless individuals model themselves as homeless mental
health consumers. To be a consumer is tantamount to good citizenship in late modern society and
so some homeless men and women demonstrate their willingness to self-regulate by consuming
publicly funded mental health interventions. Although mental health resources are couched in the
rhetoric of hope, in reality adopting the mental health consumer role implies an acceptance of the
pathologization and individualization of social problems thus cementing their status as
permanently redeemable but never redeemed and accepted by the included circuit. Meanwhile,
some homeless individuals are identified as irredeemable and thus as hopeless.

Finally, in chapter nine | offer some concluding remarks. | work through some of the
themes and theoretical questions identified throughout this project that could not be fully

developed here and offer considerations for future research.



Chapter 2 - Literature Review: Situating Mental Health Managerialism in
the Homelessness Context

Introduction
Research on mental illness, homelessness, and their intersection is not new. A quick

Google search yields an abundance of scholarship pertaining to the state of homelessness, ways
to solve homelessness (in particular the Housing First model), and the characteristics of homeless
populations, typically emphasizing the common connection between mental illness and
addiction. Suspiciously absent from much of the literature on homelessness is a critical
engagement with the discourses used to conceptualize homelessness. That homelessness is a
social construction (Hacking 1991) with a long and complex history that takes a unique form in
the contemporary landscape is largely ignored in the literature. More than this, critical analyses
of the pathologization of homelessness and the constitution of homeless people as inherently
abnormal are limited, and the literature that does exist is often dated.

In this chapter | situate this research project within the vast scholarship on homelessness
and mental illness. | am contributing to what I argue is a grossly undervalued aspect of the
literature — namely a critical assessment of conceptions of homelessness, mental illness,
addiction, and their foregrounding within discourses that privilege the medical model and the
individualization of distress and marginality. | provide a detailed and intersectional review of the
literature on homelessness and mental health and illness as well as their connection to addiction
and criminalization. By highlighting the often understated connection between the homeless
sheltering industry (Lyon-Callo 2004), the recovery industry (Travis 2009) and the mental health
and criminal justice systems, | call for a more nuanced and messy (O’Malley, Weir & Shearing

1997) analysis of the social control of marginalized people.
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Homelessness
In this section | will assess the history of homelessness research as well as highlight its

contemporary configuration. 1 do so by exploring the myriad of studies related to homelessness,
both quantitative assessments of the homelessness crisis as well as theoretical conceptions such

as shelterization.

By the numbers

A large portion of the research on homelessness consists of attempts to quantify and
document the extent of the crisis. Given the methodological challenges with measuring this kind
of social phenomenon (Busch-Geertsema 2010; Frankish et al. 2005)° the available statistics are
inconsistent and not especially reliable. In fact, the United Nations has scolded the Canadian
government for its lack of data on homelessness (Echenberg & Jensen 2008) stemming in part
from Canada’s dubious reputation as the only G8 country that does not have a national housing
strategy (MacKinnon 2012). Still, the statistics that are available give us a sense of the scope of
the homelessness problem in Canada.

At the national level homelessness continues to grow; there was a surge in homelessness
during the 1980s and there are continued effects stemming from the 2008 recession. The number
of Canadians who experience homelessness annually varies between 150,000 — 300,000 people
(Aubry et al. 2013; Echenberg & Jensen 2008) and 35,000 people are homeless in Canada on any
given night (Gaetz, Gulliver & Richter 2014). The heterogeneity of the homeless population is
evidenced in the data. Women account for between twenty-five and thirty percent of the

homeless population, one percent self-identify as transgender, while the majority of homeless

® Frankish et al. (2005) find that there are four major challenges with obtaining a clear scope on homelessness in
Canada: inconsistent definitions of what constitutes homelessness; the challenge of identifying homeless people; the
transient nature of homelessness; difficulty communicating with homeless people; and a dearth of
interest/participation by local agencies.
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people are men. Twenty percent of the homeless are youth (Gaetz et al. 2013). Family
homelessness, the majority of which are headed by women (Stainbrook & Hornik 2006), make
up four percent of the homeless population, but account for fourteen percent of the total bed
nights in shelters (Gaetz et al. 2013).

Most ‘point in time counts’ use shelter stays to track the homeless population. We must
keep in mind that for every four people staying in a shelter there is one person sleeping rough,
meaning to sleep outside, which further expands the extent of the homelessness problem (Gaetz
et al. 2013). As of June 2008 there were 1,128 shelters in Canada holding approximately 25,000
beds (Echenberg & Jensen 2008). The average length of stay in a shelter is fifty days. Eighty-
eight to ninety-four percent of individuals will only experience homelessness once (Aubry et al.
2013). This statistic points to a common misperception about homelessness. The vast majority of
those who use emergency shelters are transitionally homeless. This means that they are homeless
for a short period of time often due to a crisis such as a job loss or house fire, stay in a shelter for
less than one month, and are able to become housed with little use of homelessness resources.
Those who are chronically homeless have longer shelter stays (more than six months) and are
more likely to identify as having mental health and/or substance abuse problems (Culhane &
Metraux 2008; Kuhn & Culhane 1998). Although the chronically homeless make up only two to
four percent of the homeless population (Aubry et al. 2013; Gaetz et al. 2013) they use a
disproportionate number of services. Aubry et al.’s (2013) study of homelessness in Toronto,
Ottawa, and Guelph found that although only twelve percent of their sample could be

categorized as chronically homeless, they used half of the shelter beds during the study period.
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As | explore below, the recent push for a Housing First’ paradigm stems from an interest in
reallocating resources to the chronically homeless.

The chronically homeless are often the focus of research, including this project where
sixty-six percent of participants would be characterized as chronically or episodically homeless.?
The hidden homeless have only recently come to the attention of homelessness scholars. Hidden
homelessness refers to precarious and temporary living situations, such as those who sleep in a
car, couch surf, or live in a motel (Harter et al. 2005). Some statistics suggest that for every one
person who is living in absolute homelessness there are four who are among the hidden homeless
(Echenberg & Jensen 2008). The problem is especially acute in Aboriginal communities where
there is a lack of housing on reserves and the dearth of affordable housing in urban centers
disproportionately affects Aboriginal peoples (Distasio, Sylvestre & Mulligan 2005). When
accounting for individuals who are experiencing extreme housing insecurity, the extent of the
homelessness crisis becomes dire. Over one million Canadians were homeless or among the
hidden homeless between 2008-2013 (Gaetz, Gulliver & Richter 2014). According to another
survey, one in nine Canadians experienced homelessness or severely precarious housing in one
year (Salvation Army 2010).

The extent of hidden homelessness is apparent when we consider how social services are
used amongst the housed population. Food bank use has risen exponentially, with a ninety-one

percent increase between 1989 and 2006 (Gaetz 2010), and the problem is worsening. When the

" Housing First is based on five key principles: immediate access to permanent housing with no readiness
requirements (i.e. sobriety, medication compliance); consumer choice and self-determination; recovery oriented
(individual well-being which may include harm reduction); client-driven supports; and social and community
integration (Gaetz 2013).
& Episodic homelessness refers to those individuals who transition in and out of homelessness several times over
three or four years. Sometimes these shifts in/out of homelessness occur because the individual moves into a
jail/prison or hospital (Kuhn & Culhane 1998).
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economic recession hit in 2008, many who were relatively homeless (those at imminent risk of
becoming homeless due to poverty, unsafe and unhygienic living conditions (Echenberg &
Jensen 2008)) were no longer able to make ends meet, and the demand for homeless services

increased twenty-six percent (Salvation Army 2010).

Homelessness in Ottawa

Like many cities in Canada, Ottawa is experiencing a homelessness and housing crisis. In
2013 6,705 different individuals used a shelter bed in Ottawa (ATEH 2013). Like the national
statistics, Ottawa has a relatively small number of chronically and episodically homeless (they
make up approximately thirteen percent of Ottawa’s homeless community) but account for over
half of the shelter beds used (Aubry et al. 2013). The average length of stay in an Ottawa shelter
is seventy-three days (ATEH 2013). The chronically homeless remain in shelters or on the street
for approximately 3.7 years. Of these chronically homeless, seventy-five percent are male,
twenty-five percent are female, and one percent identify as transgender (ATEH 2015). Gender is
an important component to the homelessness experience and according to Aubry et al. (2013) is
the single most defining characteristic to finding and maintaining housing.®

We must also consider race and indigeneity in our analysis of homelessness in Ottawa.
First Nations, Métis and Inuit peoples make up 2.1 percent of Ottawa’s population (Statistics
Canada 2011), but account for approximately thirty percent of the homeless community (ATEH
2015; Gaetz, Gulliver & Richter 2014), a relatively high percentage compared to eighteen
percent in Calgary, eleven percent in Vancouver, and five percent in Toronto (Hwang 2001). In a

recent survey of Ottawa’s chronically homeless, of those who identified as Aboriginal eighty-

% In the longitudinal analysis of housing trajectories Aubry et al. (2013) found that single women and women led
families were almost twice as likely to find housing as single men.
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nine percent reported suffering with a mental health condition and eighty-four percent reported
having a substance use problem (ATEH 2015).%° In this same report, twenty-two percent of all
individuals surveyed were in jail or prison within the last six months and thirty-four percent were
dealing with some sort of legal situation (ATEH 2015). Given the disproportionate rate of
Aboriginal peoples caught in the criminal justice system (OCI 2012), it is very likely that many
of those respondents were Aboriginal. These statistics provide us with a glimpse of the
complexity of the homelessness crisis and shape our understanding of the social phenomenon in
particular ways (Hacking 1991); they show the undeniability of the claim that more Canadians
than ever are finding themselves in the zone of vulnerability and disaffiliated (Castel 2003), with

the City of Ottawa being no exception.

A short history of homelessness
Homelessness has been politically managed in one way or another for centuries. As

Castel (2003) explains, during feudalism communities were responsible for taking care of those
who could not work through acts of charity. As populations grew and people became more
mobile poverty became a political problem that was thought to require unique forms of
regulation. In the sixteenth century there was a shift from thinking of the poor as simply lazy to
characterizing them as potentially dangerous (Castel 2003; Snow & Anderson 1993). The
English poor laws were developed to manage the poor through local parishes who distributed
relief to those identified as vagrants and beggars (Beier 2004). The crux of the legislation was to
socially control those who did not own land by requiring able-bodied workers to work in low-

wage employment and fill the labour shortage brought on by the Black Death (Paradis 2014;

1% Unfortunately and problematically, this survey does not provide statistics on the overall number of homeless
individuals who identify as suffering with mental health and substance use issues and only provides the data for
Aboriginal peoples and youth.
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Snow & Anderson 1993).™ During the nineteenth century industrial revolution the poor laws
were revamped to address the migration of people to urban centres. Institutionalization was
introduced as a technique of social control by confining the poor to workhouses where they were
compelled to perform the most menial and dangerous tasks (Lees 1998) that other workers
refused to do.

It was also at this time that English and French settlers were colonializing North
America. As Paradis (2014) explains, homelessness and colonization are intimately linked.
European settlers brought the colonial concept of ‘owning’ land and subsequently having the
power to exclude people from owning land with them to Turtle Island*2. Moreover, legislation
such as the Indian Act (1985 (1876)) prohibited many Aboriginal peoples from owning land, for
example Aboriginal women who married non-status or non-Aboriginal men lost their Indian
status (Mclvor 1994). The oppression of Aboriginal peoples during colonization is mirrored
today in the disproportionate rate of Aboriginal men and women experiencing homelessness:

Such state, church, and market projects utilized to sort out, punish, contain, and control
surplus, colonized, racialized, and deviant populations find their contemporary
descendants in laws and policies mandating discriminatory and excessive policing,
criminalization, and incarceration of people facing homelessness (Paradis 2014: 55).
The connection between colonization, criminalization, the cultural genocide of Aboriginal
traditions (McLachlin 2015; TRC 2015), the continued struggle for self-determination in
Aboriginal communities and homelessness should be analyzed throughout homelessness research
(Patrick 2014). The development of this body of literature in the last decade is promising

especially as Aboriginal people themselves take a leadership role in conducting research (Baskin

2007; Culhane 2003; Walker & Barcham 2010).

1 The Black Death was one of the most devastating pandemics in human history, killing at least one third of the
European population from 1347-1350 (Ziegler 1969).
12 Turtle Island is the original name for North America as per the Anishinaabek people.
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Little research existed on homelessness at the beginning of the twentieth century. In the
1920s and 1930s the Chicago School’s social ecology model focused on ‘zones of transition’
where the poor and immigrant populations would concentrate and unsurprisingly, where
sociologists studied deviance and criminal activity (Taylor, Walton & Young 1973); however,
this research did not study homelessness as a unique social phenomenon. In the 1950s and 1960s
homelessness research concentrated on ‘skid row’ (Attkisson 1970; Bahr 1970; Bittner 1967,
Wallace 1965) and the challenge of substance abuse among ‘skid row alcoholics’ (Bahr 1967,
Myerson & Mayer 1966; Olin 1966; Rooney 1961). Both bodies of literature demonstrate the
history and longevity in biological explanations of deviancy and the pathologization of poverty
that I explore below.

Homelessness research as we understand it today exploded in the 1980s. As the welfare
system was battered with criticism from all sides of the political spectrum and neo-liberal
ideologies began to take hold (Cohen 1985; Garland 2001) the contemporary homelessness
problem was made (Hacking 1991). Across the Western world governments cut social spending
dramatically and privatized social services while expanding the criminal justice system (Allen
2000; Layton 2000). Specific to homelessness, in 1993 the federal government withdrew its once
robust post-World War Il investments in affordable housing, transferring the responsibility to
provinces (Gaetz 2010; Gaetz, Gulliver & Richter 2014). As Gaetz (2010: 22) notes, this shift
“...leav[es] Canada as virtually the only major developed nation without a fully funded national
commitment to housing”. The steep decline in affordable housing, other neo-liberal economic
policies that favoured tax cuts, ‘small government’, and privatization, the widening income gap

between the wealthy and the poor, as well as the 1990s recession and high unemployment rate
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(Gower 1996) are among the conditions that led to the dramatic rise in the homeless population
(Gaetz 2010; Lyon-Callo 2004).

Because of these factors the demographics of the homeless population changed. No
longer were the single men on skid row understood to be demonstrative of the homeless
community. Youth, women, and families became part of the homelessness landscape (Allen
2000; Gaetz 2010; Meanwell 2012; Snow & Anderson 1993). With these changes came a
newfound interest in homelessness by social scientists looking to document the transformation of
marginality. It is likely because of the politicization of homelessness at this time (Allen 2000) as
well as the relatively short history of contemporary homelessness that the vast majority of the
research was published in the 1990s and was primarily concerned with documenting who is
homeless and the trajectories in and out of homelessness (Snow & Anderson 1993). As | explore
below, there are some sophisticated, nuanced, and critical analyses of homelessness but they
occupy a small corner of the scholarship. Much of the homelessness literature continues to seek
to count, diagnose, and individualize the homelessness phenomenon. This is likely because,
given its thirty-five year history as a modern topic of study, homelessness research is still in its
infancy (Gaetz, personal communication). Homelessness research is not a discipline in the same
way as psychology, sociology or criminology. Indeed, homelessness experts come from a variety
of disciplines — geography, social work, sociology, gender studies, psychology, population
health, education, and criminology among them. It is essential then that as the body of literature
develops it does so with a critical and socially contextualized understanding of homelessness,

one that | hope to contribute to with this research.
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Understanding homelessness: Individualization and socio-political paradigms

How homelessness is framed dictates the social reaction to it. From England’s poor laws
to the modern emphasis on temporary emergency services, the response to homelessness is based
predominantly on an individualized understanding of the pathways to homelessness (Aubry,
Klodawsky & Coulombe 2012; Mackenzie & Chamberlain 2003). To date, the focus has been on
managing the crisis more than prevention or helping people permanently move out of
homelessness (Gaetz 2010). This response comes from the discourses that homelessness is
individually caused. Whether from an unwillingness to work, addiction, mental illness, or
disability, the rhetoric on homelessness emphasizes individual explanations for people’s housing
precariousness (Allen 2000; Snow & Anderson 1993). Generally, the public perception that
homelessness and deviancy or disability are inherently linked comes from the media’s portrayal
of homeless men and women as helpless victims of vice or illness who need to be controlled for
their own good and for the welfare of the social body (Hodgetts, Cullen, & Radley 2006;
Schneider, Chamberlain, & Hodgetts 2010). Allen (2000) notes that privileging individualized
explanations of homelessness aims to de-politicize what are inherently socio-political concerns.

The individualization of homelessness continues to pervade the research, in particular the
focus on deviancy, mental illness, and addiction (Anderson & Rayens 2004; Caton et al. 2005;
Clarke et al. 2000; Copeland et al. 2009; Eyrich-Garg et al. 2008; Greenberg & Rosenhack 2008;
McNaughton 2008; Orwin, Scott & Arieira 2005). Although many scholars acknowledge the
impact of structural barriers on homelessness, modes of intervention continue to privilege
individual risk factors. Through this research, marginalized people are portrayed as disordered,

dangerous, and innately different than the housed community (O’Grady, Gaetz & Buccieri
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2011). Nowhere is the individualization of homelessness more apparent than in the body of

research that seeks to identify and explain a homeless sub-culture.

Shelterization
Shelterization borrows from psy-discourses to describe patterns of behaviour that come
from long-term exposure to homelessness ‘culture’. Shelterization is explained in this way:
...patterns of behavior that are adaptive primarily for a shelter-dependent life and become
coterminous with the experience of homelessness itself. ‘Shelterization’ is in a sense the
1980s parallel to the ‘institutionalization’ of earlier days, when long stays in mental
hospitals contributed to symptoms and behaviors that were mistaken for the mental
illness itself (Gounis & Susser 1990: 241).
Shelterization, as a concept, focuses on the passivity and dependence of individuals who become
embedded in shelter life. Scholars who embrace the concept take at face value that there is a
deviant homelessness culture that weak-willed individuals succumb to and that fosters chronic
homelessness (Allen 2000; Dordick 1997; Feldman 2004). The description of shelterization is in
keeping with Sykes (1958) conception of deprivation and the ‘pains of imprisonment’. For
Sykes, prisoners modify their behaviours to cope with the multiple tangible and intangible losses
they face upon incarceration. Most notably, the deprivation model is used to explain why self-
identified heterosexuals engage in homosexual acts while in prison, the argument being that
homosexual behaviour is a coping mechanism on account of gender segregation and as such is
part of the prison culture; this model fails to understand sexual identity as fluid and complex
(Blackburn et al. 2011; Eigenberg 1992).
Likewise, the shelterization literature points to homeless men and women’s withdrawal,
apathy, and dependency as an adaptation to the social environment (Gounis 1992; Grunberg &

Eagle 1990; Ranaginshe 2013). In this way shelterization refers to the ‘pains of homelessness’.

However, as Gounis (1992: 690) notes, this deprivation model individualizes feelings of
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exclusion rather than focusing on how institutional arrangements create the conditions of
dependency: “Instead, the emphasis has been on interpreting shelter malaise as a self-inflicted
condition. The causal hierarchy is usually inverted and the responsibility in engendering these
phenomena is shifted from the institution to the inmates”. For example, DeOllos’ (1997) study of
homeless families analyses the limited role fathers play in caring for their children while
homeless. While shelterization studies would characterize the lack of responsibility a part of the
‘lazy’ homeless culture, DeOllos astutely notes that men are not allowed to stay in the family
shelters she studied, and the men’s shelter requires its residents to actively job search during the
day, leaving few opportunities for fathers to spend time with their children. In this way, the
concept of shelterization is not especially useful as it frames dependency as a moral fault rather
than considering how the physical environment, for example its insecurity and lack of privacy,
creates the conditions for ‘deviant’ behaviours such as residents carrying a weapon (Huey 2012),
or ‘public’ intoxication. Shelterization literature and other individualizing discourses portray the
homeless as ““a highly crippled, dysfunctional population” (Snow, Anderson & Koegel 1994:
462), an interpretation that continues to inform shelter policy.

Because the shelterization literature emphasises individual inadequacy, it is no surprise
that the discourse pathologizes structural barriers as mental illness. Marcus (2003) criticizes
Grunberg and Eagle (1990), who coined the term shelterization, as perpetuating the stereotype of
homeless men and women as deviant. The authors offer solutions to ‘shelter subculture’, such as
programs that build self-esteem, fostering pro-social relationships, and psychiatric care. These
solutions reflect Cruikshank’s (1999) analysis of empowerment programs that, as | explore in
chapter three, emphasize individual responsibilization to the detriment of structural and

environmental impediments. Marcus (2003) critiques this interpretation of homelessness,
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suggesting that it is the lack of privacy built into the shelter’s architecture, rather than deviancy
or mental illness that explains ‘inappropriate’ behaviour. He argues that behaviours that would
ordinarily take place in the privacy of one’s home — lounging around, alcohol and drug use,
urinating in the shower, and sexual activity, to name a few — are necessarily performed within the
purview of staff and other homeless individuals. Marcus explains:
The shelter was, in fact, a giant room that was somewhere between a subway car and a
private bedroom in a locked apartment. The idea that a space is either public or private
misses the fact that the level of deviance and the social power of the actor determine the
amount of privacy and secrecy necessary to avoid notice and trouble (Marcus 2003: 139).
Marcus suggests that rather than homeless individuals being deviant, we would all be considered
abnormal if frontline staff had cameras in our private bedrooms, or if researchers made notes on
our actions in our home. Marcus (2003) offers that there is no ‘homeless culture’ but rather, that
the shelter acts as a snapshot of our own culture. In this way, Marcus harkens back to the
‘importation model’ that supplements the deprivation model to explain the pains of
imprisonment (Sykes 1958). The importation model contends that prisoners’ behaviours are not
an adaptation of a prison culture, but are previously existing attitudes and ideologies that
prisoners bring into the prison (Blackburn et al. 2011; Eigenberg 1992; Irwin & Cressey 1962).
Although Marcus’ (2003) analysis questions the individualization of homelessness, I seek to
push his conclusions about the behaviour of shelter residents further to question how the shelter
environment, as a social, historical, and cultural artifact, impacts an individual’s ability to

negotiate their identity, behaviours, sense of place, and the systems that make up the shelter,

including the mental health system (see chapter five).
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Situating homelessness in the social world

Despite the proliferation of individualized understandings of homelessness, the last two
decades have witnessed an increased acknowledgment of its social and structural causes.
Housing unaffordability, unemployment, limited access to social services, deindustrialization, a
minimum wage that does not keep up with the cost of living, discrimination based on
race/ethnicity (in particular Aboriginal peoples), gender (Baskin 2007; Leach 2010; Patrick
2014; Sider 2005), and reduced benefits (especially pensions) are among the myriad of social,
political, and cultural conditions that allow the homelessness crisis to continue (Allen 2000;
Gaetz, Gulliver, & Richter 2014; Lyon-Callo 2004; Paradis 2014). Beginning with Snow and
Anderson’s (1993) seminal ethnography on street life in Austin, Texas, homelessness scholars
have begun to take an interest in homeless men and women as diverse, interesting, and
thoughtful people rather than simply objects to be counted. These authors cautioned against a
body of research built strictly from surveys looking to describe who is homeless:

We argue that this portrait of the homeless as drunk, stoned, crazy, and sick is partly

distorted and flawed. It is distorted in the sense that a makeup mirror distorts the face of

its user by highlighting and magnifying only the blemishes or imperfections, and it is
flawed in the sense that the picture or image is in part an artifact of the questions asked
and the procedures used to pursue those questions. In other words, given researchers’
preoccupation with the problems the homeless presumably have, namely, personal
disabilities or pathologies, and the procedures used to track this preoccupation, namely,
the cross-sectional survey consisting of face-to-face structured interviews conducted
anywhere from 15 to 90 minutes, it is not surprising that the homeless are generally
portrayed as being riddled with various ‘conspicuous dysfunctions’ (Snow, Anderson, &

Koegel 1994: 462-463)

In the decades that followed, emerging scholars took up Snow, Anderson and Koegel’s (1994:
470) call for “...a more balanced, contextualized, and adaptive picture of the homeless...” by

nuancing homelessness and privileging the voices of those with lived experience (Blasi 1990).

For example, Allen (2000: 20) writes: “Homelessness does not so much reflect a flawed
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individual as it does a flawed system”. Paradis (2014: 53) claims: “Women’s homelessness in
Canada is no accident. Like incarceration and militarism, it is a central feature of the neo-liberal
security state. Ultimately, it is a project of disenfranchisement: one to exclude from liberal
citizenship those who cannot or will not participate in the market”. Lyon-Callo (2004: 16)
contends: “...neo-liberal and medicalized thinking set the conceptual boundaries for the
‘realistic’ or ‘reasonable’ ways of responding to homelessness, but these dominant ways of
knowing and being are challenged in a variety of ways”. It is among this scholarship that I build
this research so as to question assumptions about deviancy and illness and where otherwise
‘abnormal’ rationalities and behaviours are contextualized in order to reconsider the
normal/abnormal binary.

Critically-oriented homelessness research reimagines the homeless identity by
highlighting the heterogeneity of the population. For example, until recently women’s
homelessness was largely ignored (Aubry et al. 2013; Klodawsky 2006; Paradis 2014). When
women’s poverty was discussed, it was often in relation to the highly derogatory and racialized
‘welfare queen’ (Chunn & Gavigan 2004; Gustafson 2009; Little 2001; Mosher 2006). The
current research on women’s homelessness points to the staggering rates of physical and sexual
abuse experienced by women primarily before but also while homeless (Paradis & Stermac
2001; Paradis et al. 2009). Studies that explore women’s hidden homelessness (Paradis et al.
2009; Passaro1996), their health disparities (Benoit, Carroll & Chaudhry 2003; Bungay 2013),
victimization (DeWard & Moe 2010; Paradis & Stermac 2001) and motherhood in the homeless
community (Barrow & Laborde 2008; Connolly 2000; Paradis 2014) are all examples of critical

research that debunks the homogenized homeless subjectivity, contextualizes the lives and
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experiences of homeless women, and provides evidence for more meaningful and practical forms
of support to help individuals prevent or escape homelessness.

As noted above, Aboriginal peoples are disproportionately represented in the homeless
community. Almost half of homeless women in Canada identify as Aboriginal (Klodawsky
2009). First Nations, Métis and Inuit peoples are more likely to become homeless, are less likely
to use supports and services while homeless, and remain homeless longer than other homeless
people (Leach 2010). Recent critical scholarship on Aboriginal homelessness brings to light the
ongoing racism Aboriginal people experience in terms of accessing affordable housing and
seeking well paid, meaningful employment (Gaetz, Gulliver & Richter 2014). Most importantly,
the long-term effects of colonization, cultural genocide, residential schools, discriminatory
government policies, and other forms of state sanctioned trauma contextualize Aboriginal
homelessness (Leach 2010; Menzies 2009; Paradis 2014; Patrick 2014; Sider 2005). Importantly,
there has been an increase in the number of studies that privilege the voices of Aboriginal
homeless people and work within the OCAP*? principles to ensure that Aboriginal people have
ownership and determination over the research process (Fillmore, Dell & Kilty 2014; Stewart et
al. 2013).

Homelessness scholarship has begun to consider the resiliency, determination, and skills
that homeless men and women possess, in contrast to previous research that depicted the
homeless as passive victims or risky subjects (Meanwell 2012). Literature on resiliency looks to
the skills and strengths that individuals have to make meaningful choices in constrained

environments (Kidd & Davidson 2007; Williams et al. 2001). However, studies on strength and

3 The First Nations Principles of OCAP (ownership, control, access, and possession) sets out the mandate and
protocol for external researchers to conduct projects in conjunction with First Nations peoples. To learn more, visit:
http://fnigc.ca/ocap.html
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resiliency are almost exclusively concerned with homeless youth (Bender et al. 2007; Dell, Dell
& Hopkins 2005; Prescott et al. 2008; Roebuck 2013). It is unfortunate that focusing on people’s
strengths, abilities, and skills is seemingly restricted to youth. The contention that children and
youth have unlimited potential and that, with the right intervention, all young people can have
bright futures and become ‘good’ citizens is politically salient rhetoric that I have explored
elsewhere (Dej 2011Db). That research is beginning to acknowledge that homeless men and
women do find meaning and actively participate in their lives and exert autonomy in unlikely
places is promising (Snow & Anderson 1993; Snow, Anderson & Koegel 1994; Meanwell 2012).

| take inspiration from this body of work and seek to contribute to the literature that
recognizes how homeless men and women negotiate and manage their lives and identities in
contrast to the objectification of homeless people in some research. Boydell, Goering and
Morrell-Bellai (2000: 35), for example, study how homeless men and women shape and make
sense of their past, present and future identities and depict homelessness as a process of
becoming rather than an event. The authors assess the ways homeless individuals build their
identity within and through the constraints of homeless living: “Instead of the customary
conception of the self as passive and dependent on reflective appraisals, the self is viewed as
active and rooted in emotion.” Conceptualizing how homeless individuals make sense of their
lives given their marginalization and the unequal power dynamics between the homeless and the
housed is a relatively new conceptual framework in this field of research.

Similarly, Harter et al. (2005) consider the politics of invisibility among the homeless and
how homeless people engage in a variety of strategies to reinforce or resist the opacity of their
lives. In their assessment of stigma management, the authors reveal the challenges some youth

face in working with and through identifying as homeless:
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Participants are faced with a double bind: To access many of the services they need, they

must take on the burden of stigma. Meanwhile, youth might embrace stigma symbols and

inadvertently reproduce the distance between themselves and service providers, as well as

domiciled youth (Harter et al. 2005: 315).

Using survival strategies, coping mechanisms and ‘street smarts’ the young people in this study
attempt to reclaim the homeless identity, or at least shield themselves when possible from the
overt stigmatization they experience daily. Privileging the voices, events, and knowledges of the
homeless at the micro level is an essential component of this research project as it provides a
nuanced account of how people make themselves up in everyday life (Hacking 2004), which is
imperative when seeking to understand something as personal and intimate as experiencing
homelessness.

Just as homelessness is a lived experience, it exists because of particular historical, social,
and political constructs. Another recent critical body of work on homelessness explores the
structural arrangements that allow homelessness to exist as a social phenomenon. | have already
discussed some of the practical, systematic causes of homelessness. Scholars such as Feldman
(2004) and Lyon-Callo (2000, 2004) provide detailed analyses of the social conditions that
perpetuate the exclusion of the homeless. Feldman (2004) argues that because homeless
individuals are not regarded as citizens, interventions to alleviate homelessness may further
entrench their exclusion. For example, redistributive programs that seek to increase the
affordable housing stock may have the unintended consequence of creating ghettos and thus
reinforcing the spatial and social division between the wealthy and the poor. Feldman, and others
(Evans 2011; Foop 2002), argue that homeless shelters and support services may provide short-

term assistance but ultimately reproduce the homeless individual as a risky and vulnerable

subject in need of care and control.
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Lyon-Callo’s (2004) study of the homeless sheltering industry assesses the neo-liberal
governance strategies that individualize and pathologize homeless individuals despite the
benevolent intentions of shelter staff: “One effect of conceptualizing social problems through a
lens of diseased bodies is often a neglect of systemic inequality. Consideration of the material
and historical conditions that might contribute to the production of problems is silenced or
marginalized by a focus on individual traits and habits” (Lyon-Callo 2004: 51). Lyon-Callo’s
research provides a foundation upon which to build this research project. Like his study, 1 am
looking to uncover how systematic responses to distress impact how men and women experience
homelessness. | am adding to the work (Flint 2009; Foop 2002; Lyon-Callo 2004; Mosley 2012)
that critically assesses how contemporary systematic responses to marginality reinforce
dominant, individualized understandings of homelessness and the included/excluded binary
(Young 1999). In order to contribute to this body of work, | enlist the framework provided by
Boydell, Goering and Morrell-Bellai (2000), Harter et al. (2005) and others to analyze how
individuals make sense of the governing structures imposed on them on account of their
homeless status. By combining the narratives of individuals experiencing homelessness with an
analysis of how different institutional systems frame these experiences, | add nuance and depth
to the critical homelessness literature. As I explore in the next section, this research fills a

particular gap in the literature by critically examining mental iliness amongst the homeless.

Mental health
In order to assess how mental health is used in the homeless community as a tool of

individualization and pathologization, it is imperative that we assess the development of the
medical model, its relationship with normalization, and the counter-narratives that resist the
medicalization of problems in living (Szasz 1974).
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The making of the medical model
“...you see psychiatry becoming something infinitely more general and dangerous than

the power that controls and corrects madness; it is becoming power over the abnormal,

the power to define, control, and correct what is abnormal” (Foucault 2006: 221).

Contemporary psychiatry developed in the nineteenth century as a response to the Great
Confinement (Castel 2003; Foucault 1988)', using a scientific orientation for conceptualizing
madness. Cockerham (2003; Everett 1994) suggests that the medicalization of psychiatry was
spearheaded by physicians such as Tuke and Pinel who sought humane and benevolent
approaches to treating the mentally ill. Foucault (1988), however, is critical of this claim
suggesting that Tuke and Pinel’s ‘scientific’ techniques enforced a particular conceptualization
of morality. Tuke was primarily responsible for the creation of the asylum while Pinel developed
moral treatment, including the removal of physical restraints, in the asylum. While Cockerham
(2003) writes of retreats and the end of physical abuse in asylums, Foucault paints an altogether
different picture of nineteenth century madness. Foucault (1988: 259) writes: “In one and the
same movement, the asylum becomes, in Pinel’s hands, an instrument of moral uniformity and of
social denunciation”. Foucault (1977) claims that psychiatrists (the new experts of human
behaviour) use techniques of individualization and responsibilization to govern those thought to
be lacking moral order.

Foucault (1988: 270) credits Tuke and Pinel with the integration of the physician into the
field of psychiatry, transforming the asylum into a space for the production of medicalized
knowledges: “If the medical profession is required, it is as a juridical and moral guarantee, not in

the name of science”. As mental health gained traction as a scientific field of inquiry by adopting

! The Great Confinement refers to the popularity of using specialized institutions to incapacitate individuals
designated mentally ill, the unemployed, prisoners, and the poor. In England these establishments were known as
‘houses of correction’.
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an increasingly positivist approach, Pinel’s moral treatment fell into disrepute™ leaving the
medical framework as the primary means for understanding distress. Not only did psychiatry
become recognized as a branch of medicine (Rogers & Pilgrim 2005) but according to Foucault
(1988: 275) the ‘medicine of the mind” assumed greater power to govern people’s lives and an
autonomous place in the institution of medicine.

The success of the medical model is due in large part to its connection to scientific
empiricism and its reliance on pathologization as a tool to dominate knowledge production about
those experiencing mental distress. Psychiatry has built a strong relationship with medicine,
relying on the body as a site for scientific discovery and intervention (see Foucault 1976)."°
Using the medical model, distress is regarded as an illness that derives from a virus, biochemical
disorder, or a genetic predisposition (Tew 2005), all of which are seemingly value-neutral and
objective causes of mental illness.

Using the illness framework as a guide, the medical model allows for a “single technical-
psychiatric view” (Goffman 1961: 351) of a problem, ignoring the social circumstances that give
rise to distress. This is not to say that those who prescribe to the medical model do not make
reference to external causes, but environmental factors are often understood as triggers to an

already existing biochemical condition. In order to maintain a connection with physical

1> Cockerham (2003) suggests the demise of moral treatment occurred for several reasons: there were no standard
guidelines for treatment; it was regarded as forcing conformity; the methods were criticized as a tax burden for those
seen as undeserving of assistance; the common belief that mental illness could not be cured; and mental illness
began to be viewed within the disease framework.

18 The debate between the Cartesian dualism of body and mind, physical and mental iliness is beyond the scope of
this project. In short, authors such as Sedgwick (1982) critique Laing, Goffman and Szasz for being critical of
mental health but prescribing to the values of physical medicine. Wakefield (1992) in turn critiques Sedgwick for
taking a pure value approach to understanding disorder. For examples on how the mind and body experience distress
in tandum see Shantz and Frigon (2010)
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medicine, the psy-disciplines'’ are obliged to seek out a biological connection between the body
and mental distress. The answer continues to be treating the body for mental distress, despite the
lack of physical evidence to support this strategy (Cockerham 2003). The search for a biological
connection is most evident in the continued struggle to find a neurological and/or genetic
explanation for schizophrenia (Gilmore 2010; Harrison 2015; Oh & Petronis 2008). The
dominance of the medical model does not reside in its infallible relationship with physical health
but rather with its minimization of social factors as contributing to mental distress (Rogers &
Pilgrim 2005). The psy-sciences are more apt to consider environmental factors as contributing
to the etiology of mental illness, but continue to ignore social explanations with reference to
prognosis and treatment.

The latest literature on mental illness maintains its adherence to the medical model.
Studies continue to emerge from medical schools and psychiatry departments that reaffirm the
pathologization of mental illness. From genetics (Bigos et al. 2010; McClellan & King 2010;
Uher & McGufin 2007) to neurology (Goodkind et al. 2015; Lindenmayer et al. 2008), the
cornerstone of research on mental distress remains grounded in biological explanations. From
this perspective it is no wonder that treatments for mental illness are rooted in the medical
model, with psychotropic medication as the primary means of intervention.

Before the 1950s, electroconvulsive therapy (ECT) was commonly used to treat
depression, schizophrenia and mania and is still used in some cases today despite doubts about
its effectiveness (Feliu et al. 2008; Kimball 2007; MacQueen et al. 2007). Over the last decade

ECT has begun to be touted as an innovative treatment for individuals suffering with

" By psy | am referring to psychology, psychiatry and other disciplines related to these areas, but recognize a
hierarchy in the psy disciplines amongst those most closely associated with the medical model, namely psychiatry.
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methamphetamine-induced psychosis (Chao, Chen & Chen 2012; Grelotti, Kanayama & Pope
2010).

Since the introduction of chlorpromazine in the 1950s to reduce hallucinations in
individuals diagnosed with schizophrenia (Cockerham 2003) psychopharmacology has
dominated the medical treatment of distress, often as the exclusive form of therapy and has
bourgeoned the development of ‘Big Pharma’.’® Ideologically, the over-reliance on
psychopharmaceuticals has led to the social control of individuals who do not comply with
medication regimes, reasserting the belief in bio-determinism and in the misrepresentation of
medication as a cure rather than a tool to manage symptoms (Cockerham 2003; Rogers &
Pilgrim 2005). Losing housing or using the criminal justice system (when treatment compliance
is listed in parole/probation orders) is effective at increasing medication compliance (Monahan et
al. 2005; Redlich et al. 2006; Skeem & Louden 2006). More commonly, different assertive
community treatment (ACT) teams (made up of psychiatrists, nurses, social workers and peer
supports) are used to monitor compliance (Kilty & DeVellis 2010), especially in the homeless
population (Aubry et al. 2006; CPHI 2009)."° Moreover, the prevalence of psychotropic
medication amongst both the homeless (Dixon et al. 1997; Morse et al. 2006) and prison

populations (Kilty 2012a; Maidment 2006; Pollack 2005) speaks to its widespread use on

marginalized people.

'8 Big Pharma refers to large pharmaceutical companies who yield a great deal of economic and political power
primarily through direct-to-consumer advertising and economic incentives for physicians to prescribe brands of
pharmaceuticals.
¥ For a critical analysis of ACT teams, see Shimrat (2013).
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Recently, the most controversial technique used to ensure treatment compliance is a
CTO.?’ CTOs are legal provisions that allow individuals who would otherwise be
institutionalized in a mental hospital to live in the community under certain conditions, most
notably complying with medication (Davis 2006; O’Reilly 2004). CTOs bring to the fore the
debate between ‘benevolent coercion’ and autonomy (Chaimowitz 2004) by mandating treatment
compliance with the threat of police apprehension and hospitalization (Campbell et al. 2006).
Although CTOs are said to be voluntary, one must question whether choosing between a CTO
and involuntary hospitalization is a decision made free of coercion (Fabris 2006). Proponents of
CTOs tout its effectiveness at reducing hospitalizations, invoking greater access to mental health
resources, and reducing victimization (Gibbs et al. 2006; O’Reilly 2004); conversely, the
coercive nature of CTOs is equated with ‘chemical incarceration/ institutionalization’ and a
‘chemobotomy’ (Fabris 2006). All of these interventions privilege a pathologized understanding
of distress and vulnerability.

The medical model also informs organizational rhetoric and policy. For example, many
of the provincial mental health acts refer to “...diagnosis and treatment of persons with a mental
disorder and the rehabilitation of patients...” (B.C. Mental Health Act 2007: 2) and provide
psychiatric facilities with varying degrees of power to involuntarily hospitalize (or
institutionalize) individuals for the purpose of medical treatment, known as ‘forming’.?* At the

same time, the medical model is reflected in the mandate and programming offered by

% Community treatment orders, mandatory outpatient treatment, and involuntary outpatient treatment take various
forms in the provinces and territories but through a cursory glance can all be understood as compulsory community
treatment laws (Gray & O’Reilly 2005).

%! The Ontario Mental Health Act describes the criteria for an involuntary admission to a mental hospital via an
Application for Psychiatric Assessment, commonly known as a form 1. The form sets out the criteria for involuntary
hospitalization; namely, if a physician is of the opinion that an individual has a mental disorder and is likely to cause
serious harm to herself or another person. While a physician must personally examine the individual and make the
application she can rely on others’ reports, in this case usually shelter staff.
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organizations such as the Canadian Mental Health Association, the Schizophrenia Society of
Canada, and the Mood Disorders Society of Canada. For example, a number of government and
non-governmental organizations pay lip service to the impact of social factors on mental illness
but conclude that the biological approach is at the heart of the issue:

Research suggests that mental illnesses are the result of a complex interaction of genetic,

biological, personality and environmental factors; however, the brain is the final common

pathway for the control of behaviour, cognition, mood and anxiety. At this time, the links
between specific brain dysfunction and specific mental illnesses are not fully understood

(Health Canada 2002: 22).

One of the priorities of this research project is to complicate the notion of a strictly medicalized
definition of mental illness. Although it is not my intention to refute any connection between
biology and mental distress, | engage with and privilege alternative conceptions of mental
distress and account for how individuals make sense of what it means to be diagnosed with a
mental illness. This position is especially important when we consider the literature on treatment
and the dearth of knowledge related to alternative ‘therapies’ (such as peer-support offered by
the mad movement) in social science scholarship.

The knowledge produced through the medical model is so effective at governing people
that it has not changed substantively since the nineteenth century. For example, age, sadness, and
excitability continue to be pathologized as dementia, melancholia/depression, and mania/bipolar
disorder, respectively. Alternatives to the medical model, such as psychoanalysis and social
psychiatry, have acted as momentary glitches to the dominance of the biological approach
(Rogers & Pilgrim 2005). Moreover, Tew (2005) finds that even with the introduction of modern
treatment strategies (for example, psychotropic medication) recovery rates for mental illnesses

such as schizophrenia have not changed for at least fifty years. The medical model retains its

dominance notwithstanding this failure because psychiatry does not feign an ability to cure
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mental distress. Unlike physiological medicine, psy-experts claim only to manage symptoms
(Rogers & Pilgrim 2005; Russell 1995). Tew (2005) recognizes this ‘management’ as a
technology of power used to govern individuals for a lifetime. The failings exhibited by
psychiatry through the medical model have not diminished its power because, as Bean (2008: 8)
describes: “Its acceptance has also been assisted by the law of repetition: if assertions are made
with sufficient regularity, and by people of high status, eventually they will become accepted”.
Psychiatry’s use of the medical model has not only survived over time but has flourished and
expanded the discipline??, not because it is a necessarily useful paradigm, but because of its

coupling with the power of medical discourses to enforce dominant conceptions of normality.

Psy experts

The psy-sciences unite to create the psy-complex, a collection of discourses, language,
identifiers, and pathologies that permeate almost every aspect of our lives and provide the words
and tools for individuals to understand who they are and how act upon themselves (Ingleby
1985; Rose 1998). Expertise is defined as a group of trained persons who claim special
knowledge and whose authority allows them to identify our needs and speak on our behalf in the
name of scientific neutrality and efficacy (Rose 1996, 1998, 1999). While Rose focuses on how
psy discourses are used to encourage us to take up our own improvement, Castel (1988) sees
expertise as a delegation of power where experts are able to make unilateral decisions about
other people, depriving them of their autonomy. We must keep in mind that the psy-complex
takes many forms; the disciplines’ ability to shift from encouragement to coercion is deeply

problematic and a significant theme in this research project.

%2 The “net-widening’ (Castel 1981; Cohen 1985) of psychiatry is part of the larger medicalization of society
(Conrad 2007).
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Certainly, psy-experts play a significant role in naming and framing abnormalities and
pathologies. Szasz (1974) coined the term ‘problems in living’ to describe the personal
difficulties that are erroneously taken up by the psy-disciplines. He adds that mental illness is in
fact an individual’s “...struggle with the problem of how he should live” [emphasis in original]
(Szasz 1989: 16). Using the medical model as leverage, psy-experts claim to have the wisdom
and medical know-how to improve others’ lives in a number of ways: “Old problems are
reconfigured and new ones discovered, when life is rendered intelligible in terms of the
languages and judgements of the ‘psy’ disciplines” (Miller & Rose 2008: 143). The psy-complex
proliferates the landscape of human nature as it pathologizes a variety of aspects of daily life
(Caplan 1995; Conrad 2007), thereby demanding that all active citizens guard against their
potential abnormality through techniques of responsibilization.

Key to the psy-disciplines’ success is its subtlety and ‘generosity’ (Rose 1998) in lending
terminology, discourses, judgements, and practices to experts in other fields. As diverse groups
of experts embrace and implement psy-discourses, psy’s normalization might make it easy to
lose sight of its dominance. Psy is weaved into interactions with not only doctors, but also any
number of front-line workers such as social workers, teachers, counsellors and other para-
professionals. Castel (1988) uses the term ‘third specialist’ to describe someone who combines
and makes sense of the directives of the doctor and the administrator in the application of
practices and programs on an individual, and who thus harnesses the power of these experts:

Professionals, who have become extremely numerous, continue to work in institutions

that have exploded the theoretical codes, which themselves have become more subtle;

technologies that have been diversified continue to meet populations whose numbers
have increased and whose characteristics have become more subtly defined. These
constitute many innovations. Yet they do not invalidate the hypothesis that the same

apparatus of domination was able, during the course of its modernization, to renew its
prestigious nature, to tighten its grip and multiply its powers (Castel 1988: 7).

36



As psy-discourses are employed by an infinite number of professionals and para-professionals, a
strong allegiance between psy and control agencies develops. Psy-rhetoric is shared between
police, social workers, counsellors, nurses and others who work together to form a tighter
network of surveillance and control (Rose 1998, 1999). It is this collection of agents and
institutions that allows for the state to limit direct intervention and to govern at a distance. The
psy-disciplines’ insidious and ‘seductive’ nature (Rose 1988) make it exceptionally difficult to

build a counter-narrative and resist its normalizing discourses.

The Mad movement: Resisting psy
The mad movement offers a radical understanding of the psy-disciplines and the nature of

distress. Here | explore the major tenants of the mad movement and how it can be a useful

framework to think through mental health intervention in the homeless community.

Definitions and tenants

The mad movement encompasses a number of ideologies and advocacy goals related to
the rights of individuals involved in the mental health system. The movement is largely
influenced by the anti-psychiatry movement of the 1960s and 70s (Burstow 2005), led by
scholars like Szasz (1989) Cooper (1967) and Laing (1960, 1967, 1971) who examined mental
illness as a social construction and questioned the value-laden judgments behind the medical
diagnosis (Sedgwick 1982). Survivors/consumers began to protest the mental health system in
the 1970s (Tomes 2006) and organized collectively in the 1980s throughout North America and
Europe (Rogers & Pilgrim 2005). Distinct from the anti-psychiatrists, the mad movement reaches
beyond solely an intellectual debate (Dain 1989; Rogers & Pilgrim 2005) and is committed to
direct action, including protests against laws allowing involuntary commitment, ECT, and forced

treatment, especially CTOs (Beresford 2005; Stroman 2003). Later, the movement began running
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community-based mental health services such as outreach programs and crisis intervention
services (Diamond 2013; Rissmiller & Rissmiller 2006; Stroman 2003). The mad movement
takes up the challenge presented by the failure of deinstitutionalization to establish resources in
the community and help people experiencing mental or emotional distress.

Although an imperfect categorization, the mad movement can be loosely divided between
survivors and consumers. Chamberlin (1990) finds that the differences in terminology reflect
various priorities amongst factions of the group. The most significant division, and arguably the
greatest source of tension in the movement, is between the ex-patients/survivors who reject the
medical model (sometimes including taking psychotropic medication) and focus on user-
controlled alternatives. Consumers/clients/patients find fault with, but generally accept, the
medical model and seek to reform the system to better include consumers in mental health
decision making (Burstow 2004, 2013; Diamond 2013; McLean 2000).%* Although these
differences may cause tension between some activists, the mad movement has a number of
common goals, including: a quest for self-determination (Chamberlin 1990; Cook & Jonikas
2002); empowerment afforded to those suffering with distress in terms of respecting decision
making capacity and gaining self-esteem (Cohen 2005; McLean 1995, 2000); privileging the
narratives of those who have encountered psychiatry (Crossley & Crossley 2001; Maidment
2007); and focusing on recovery as a holistic response to negotiating symptoms rather than

necessarily eliminating them (Cook & Jonikas 2002; Tew 2005).* With these goals in mind the

% There is much disagreement about the meaning of the term consumer as it denotes a sense of choice in a private
system, which is not an accurate representation of the public mental health system (McLean 1995; Rogers & Pilgrim
2005).

2 Some argue that term recovery has been co-opted by the mental health system (Burstow 2013). For example, the
Schizophrenia Society of Canada uses the idea of recovery as paramount to their treatment programs, which relies
heavily on medication compliance (see Martin 2009).
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mad movement adopts strategies such as receiving social support, participating in social

activism, and having good physical health, among others, to execute self-determination.

The mad movement in practice

The lessons provided by the mad movement are essential to orienting this project. Mad
scholars critically engage with the mental health system and problematize the social construction
of the mentally ill identity as strictly pathological. The philosophy of resistance advanced by the
mad movement acts as a foundation for this research. By questioning who is involved in the
mental health system (disproportionately women, the poor, racial minorities) (Chunn & Menzies
1990; Shimrat 1997; Tew 2005) and the potentially coercive techniques of governance employed
by the system (heavy reliance on psychotropic medication, CTOs, ACT teams, etc.), the
movement opens up a theoretical and practical space to challenge the mental health system.

To date, the majority of research on the mad movement comes from psychiatric
consumers/survivors and integrates personal experience with a broader consideration of the
issues facing the community (Chamberlin 1990; Fabris 2006; Shirmat 1997). Still, there remain
several gaps in the literature that | hope to fill with this project. Challenging the mental health
system is vital because to date there is very little support outside the mad movement for
individuals who have experienced mental health intervention to achieve autonomy. There is a
lack of support for someone looking for alternatives to medicalized forms of treatment; in fact
many are even hostile to the idea (Quart 2009; Whiting 2009).%

Some research is available regarding resources/programs for individuals who have

experienced mental health intervention from their perspective, such as their relationship with

% Fear of the mentally ill was epitomized in the recent changes to the not-criminally responsible legislation where,
despite a lack of evidence of its efficacy, a new ‘high-risk accused’ category was created and discharge decisions
emphasize public safety over the rights of the accused (Dej 2015).
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service providers (Barreira et al. 2008; Rogers, Pilgrim & Lacey 1993) and what influences
program retention (Padgett et al. 2008). Cohen (2005) conducted research on the meaning of
recovery and Rogers et al. (1997) present a scale to measure empowerment created by members
of the mad community. Likewise, Schneider (2010) uses participatory action to investigate how
those diagnosed with schizophrenia communicate with medical professionals and the challenges
involved with achieving and maintaining stable housing (including compliance with medication).
Studies such as these make up a small but influential body of literature from which this
project is inspired. Above all, the primary purpose of most of these research projects is to
describe the current state of the mental health system and to give members of the mad
community a platform upon which to share their narratives. Indeed, | too hope to privilege the
stories of those labelled mentally ill; however, | would like to go beyond questions about
satisfaction with specific programs to unearth the impact of the mentally ill identity on an
individual’s interaction and negotiation with the psy-complex. Although this literature
sometimes speaks to issues of gender and class (much less to race), there is little research on how
these and other characteristics alter the way we make sense of the world, how identity is
managed, and the complicated negotiation process that takes place when an individual accesses
mental health services. Another significant gap in the literature comes from the mad community
and their supporters to make a space for homeless men and women who have experienced mental

health intervention.

Uncomfortable bedfellows: Homelessness and mental illness
There is little relationship between the mad movement and homelessness research.

Although discussions of resistance and autonomy in the mad community are vital, it is clear that
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the majority of people labelled mentally ill, including the homeless, do not identify as a part of,
or may never have heard of the mad movement (Castel 1981; Chamberlin 1990):

The organized ex-patients of the 1970s constituted a conglomeration of groups and

individuals. The major spokespeople were largely white, middle-class, well-educated —

the very class from which psychiatry traditionally drew its staunchest support. Lower-
class activists, more anarchistic and anti-capitalist in outlook than their middle-class
colleagues, saw themselves as an underclass, cut off from society, an exploited minority
having more in common with the poor, blacks, Chicanos, feminists, prisoners, and

homosexuals than with the white middle-classes (Dain 1989).

Homelessness is under researched by the mad community with only Schneider (2010) and
Voronka et al. (2014) including some homeless individuals in their exploration of mental health
governance strategies. One of the purposes of this project is to bridge the gap between research
stemming from the ideology of the mad movement and the work on homelessness.

Besides the mad movement, there is an immense body of literature on homelessness and
mental illness, given the disproportionate rate of mental illness diagnoses in this population
(Christensen 2009; Davis 2006; Drury 2003). Estimates suggest that one third of homeless
individuals suffer with mental illness (based on the medical model framework of understanding
distress) although rates range from ten to almost seventy percent (Allen 2000; CPHI 2009). The
vast majority of this research comes from the psy-disciplines and is made up largely of survey
research on the epidemiology of mental illness (Henry et al. 2010; Insel 2008) and the evaluation
of services (Barreira et al. 2008; Farrell et al. 2005; Padgett et al. 2008). Some of the research
acknowledges the stress and trauma individuals face on account of their homeless status and how
this distress may contribute to the duration of their homelessness (Paradis & Stermac 2001,
CPHI 2009). Recent work in this field concentrates on achieving housing with supports for

individuals diagnosed with mental illness, both with and without requiring treatment compliance

(Goering et al. 2014; Sylvestre et al. 2007; White 2009). The Mental Health Commission of
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Canada’s At Home/Chez Soi?® project propelled the Housing First model into the mainstream of
Canada’s housing policy. The Housing First model is built on the premise that individuals should
receive immediate access to housing of their choosing with supports (usually ACT teams)
without having to meet housing readiness requirements. Housing First recognizes that in order
for people to work through trauma, mental illness, and/or substance abuse, it is imperative that
they feel safe and secure in a stable home (Gaetz, Gulliver & Richter 2014; Goering et al. 2014).

There is some critical research on the connection between mental illness and
homelessness. Bresson (2003) uses Foucault’s (1988) analysis of the rise of madness to
reconsider the social construction of mental illness amongst the homeless as a method of social
control. Bresson (2003: 312) argues that it is politically beneficial to equate mental illness and
homelessness in order to responsibilize individuals for being ‘fragile’ and ‘vulnerable’ with little
consideration of the impact of the socio-political environment. Similarly, Snow et al. (1986;
1993) suggest that the very nature of homelessness and common adaptive responses to
homelessness (inappropriate dress/appearance; depression; agitation; unresponsiveness, etc.) are
pathologized. Like critics of shelterization (Gounis 1992), some scholars argue that the
‘abnormal’ behaviour of homeless individuals is a rational response to their exclusion rather than
a symptom of pathology. Although the authors acknowledge the mental distress that some

homeless men and women face, they find:

% At Home/Chez Soi followed 2,000 homeless and precariously housed individuals with mental health/addiction
problems for two years in five Canadian cities — Vancouver, Winnipeg, Toronto, Montreal and Moncton. Half of the
participants received housing and support while the other half used the usual services and treatments offered in their
respective communities. At the study’s completion sixty-two percent of the Housing First group maintained housing
at all times compared with thirty-one of the participants who used standard community supports (Goering et al.
2014). The popularity of the Housing First model has led the federal and some provincial governments to reallocate
funding to programs that support Housing First, to the detriment of drop-in centres and some homeless shelters
(Pearson 20154, b). There is also critical literature on Housing First, such as the modest success in housing
individuals with serious and persistent substance abuse problems and the rapid adoption of the model without
careful attention to model fidelity (Kertesz et al. 2009; Waegemakers Schiff & Rook 2012).
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...It is demeaning and unfair to the majority of the homeless to focus so much public
attention on the presumed relationship between mental illness, deinstitutionalization, and
homelessness. To do so not only wrongfully identifies the major problems confronting
the bulk of the homeless, it also deflects attention from the more pervasive structural
causes of homelessness, such as unemployment, inadequate income for unskilled and
semi-skilled workers, and the decline in the availability of low-cost housing (Snow et al.
1986: 422).
Almost twenty years later, Lyon-Callo echoes Snow et al.’s claims:
Additionally, with the medicalization of social problems, it becomes common sense to
understand the coping strategies of homeless people as symptoms and evidence of mental
iliness. Through such a medicalized understanding, homeless people are understood as
passive victims of biological disorders rather than situated agents (Lyon-Callo 2004: 53).
Questioning the assumptions that make up the discourses on homelessness and mental illness is
vital to this project. While scholars have made some headway in this field, further research must
be conducted on how the relationship between homelessness and mental illness is constructed,
reinforced, and contested by homeless individuals who have experienced mental health
intervention, a gap this project begins to fill. In the next section | explore another gap in the

literature, specifically the conflation of mental illness and addiction in the homeless community.

Addiction and mental illness
Given that anywhere from fifty to seventy-five percent of the homeless population

identify as struggling with substance abuse (Edens et al. 2011; Orwin, Scott & Arieira 2005), it is
no wonder that addiction is often referenced in relation to mental distress in the homeless
community. While mental illness and addiction are often talked about concurrently in the
scientific and social work literature there is little scholarship that explores the connection
between the two from a theoretical perspective. This gap in the literature is problematic given
that many participants in this research project spoke about mental illness and addiction as one

and the same. In order to better assess how mental illness is conceptualized and negotiated in the
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homeless community we must tease out the history of addiction as a medicalized entity and its

relationship with mental health.

The ‘not-quite’ medicalization of addiction
Unlike the psy-disciplines that found their footing in the medical model in the nineteenth

century (Cockerham 2002; Everett 1994; Rogers & Pilgrim 2005) addiction was never
medicalized in the same way. Instead, addiction has remained at the intersection of psy, clinical
medicine, religious doctrine moral regulation, and the law (Valverde 1998). Conrad and
Schneider (1992) refer to addiction as framed within a ‘quasi-clinical’ and ‘contested” medical
model and Valverde describes alcoholism as a ‘mixed medical-moral’ entity. Interestingly, the
medicalization of addiction varies in different geographical locations. For example, in Britain
addiction largely falls under the purview of the medical model. There, physicians are responsible
for the care and treatment of addicts, which include supplying prescription opiates, such as
heroin maintenance, as a form of harm reduction (McCusker & Davies 1996). This position
stems from an historical focus on addiction as sickness; although Britain created the Dangerous
Drug Act (1920) which criminalized the illegal possession of opiates, in 1926 the Rolleston
Committee clarified that it was acceptable to maintain an addict on their drug if she could not
function healthily without it. This decision cemented addiction in Britain as ‘medical property’
and largely out of the purview of the criminal justice system (Berridge & Griffith 1981). The
1980s saw the influence of the American model moving Britain towards a crime and punishment
agenda to deal with the drug scare, this time concerning heroin, cocaine, and marijuana, but the
criminalization of addiction did not take hold and addiction management remains primarily

medical based and without the moral undertones found elsewhere (Berridge & Griffith 1981;
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Conrad & Schneider 1992; Shiner 2003). Certainly in Europe, addiction has long been associated
with mental illness more so than deviancy.

The history of the medicalization of addiction in the United States is a far more sordid
tale. Beginning in the 1870s alcohol and drug consumption began to be constituted as a social
problem. As in Canada, the problematization of opium smoking in particular came from an
interest in the racialized oppression of Chinese immigrants who used opiates regularly (Comack
1985; Conrad & Schneider 1992; Morgan 1981; Mosher 1998; Musto 1999).2” Canada’s 1908
Opium Act and revised 1911 Opium and Drug Act (the first anti-narcotics legislation in Western
nations) along with the US federal Harrison Anti-Narcotic Act (1914) were lobbied for by moral
reformers and were predicated on anti-Chinese sentiment:

This hostility [to Chinese immigrants], although it was manifest prior to the concern

about opium and had deeper roots, nevertheless made credible sinister stereotypes of

Chinese depravity including opium use. The identification of opium smoking with the

Chinese meant, in turn, that punitive legislation gratified the prevailing sinophobia.

(Giffen, Endicott & Lambert 1991: 53)

The early nineteenth century saw a huge influx of Chinese immigrants to both the US and
Canada largely to fill labour shortages in the mining and railroad industries. As these jobs waned
there were labour disputes, specifically the preferential treatment given to Chinese workers
because they were paid less at all skill levels than white workers. This, along with fears that
young white girls were being lured into opium dens, which were considered places of crime and

prostitution propelled the criminalization of opiate use in the US and Canada (Giffen, Endicott &

Lambert 1991; Morgan 1981; Musto 1999).

2" Musto (1999: 65) notes that other drugs were likewise racialized and associated with ‘alien subgroups’: Cocaine
raised the specter of the wild Negro, opium the devious Chinese, morphine the tramps in the slums; it was fear that
use of all these drugs was spreading into the ‘higher classes’”.
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Like opium’s association with the Chinese, cocaine was racialized as problematic among
Black users in the United States in the early twentieth century. The subsequent criminalization of
drugs was used as a means of maintaining white privilege through the racial oppression of Black
Americans:?®

The fear of cocainized black coincided with the peak of lynchings, legal segregation, and

voting laws all designed to remove political and social power from him. Fear of cocaine

might have contributed to the dread that the black would rise above ‘his place’, as well as
reflecting the extent to which cocaine may have released defiance and retribution (Musto

1973: 7).

The irony of associating cocaine with Black people is that, at least by the late nineteenth century,
few Black Americans used drugs on account of poverty and a lack of access to medical care
where drugs could be prescribed (Morgan 1981). Still, the myth that the Black community
consumed cocaine and subsequently committed sexual assault and murder (Musto 1973) was
politically salient enough to pursue criminalization, especially in the South where the racial
tensions that spurred the American Civil War (1861-1865) remained high.

In the United States in particular, the representation of addiction as evil rather than
sickness as depicted in England, led to widespread prosecution of those who used illicit
substances. Whereas in Britain physicians and legislatures realized that most addicts became
dependent on opium because of its over-prescription by doctors to cure any number of maladies
(Berridge & Griffith 1981), politicians and lobbyists in the US used the temperance movement to
further the prohibition of narcotics through criminal sanctions. Indeed, in 1928 one third of

American prisoners were prosecuted on state or federal narcotics laws (Musto 1999). Similarly,

Emily Murphy, Canada’s first female magistrate, referred to addicts as dangerous and violent

%8 We must not forget Canada’s contemporary oppression of Black men and women, in particular in the criminal
justice system where Black people make up more than nine percent of those under the purview of federal corrections
while they represent less than three percent of the Canadian population. They are also one of the fastest growing
sub-populations in federal corrections (OCI 2013).
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and supported the notion that narcotics held pharmacological properties that produced
criminality. Convictions under the Opium and Drug Act soared from 342 in 1912 to 1,375 in
1915. In 1922 sixty percent of all prisoners convicted of narcotics offences were Chinese
(Giffen, Endicott & Lambert 1991).

Beginning as early as the eighteenth century, some physicians were interested in
exploring the physiological dimensions of addiction, contending that some individuals had a
biological flaw that rendered them vulnerable to addiction. Here we find another example of the
racialization of addiction, where researchers asserted that individuals of Chinese descent were
‘weak willed’ or had a ‘low moral constitution” and were thus more susceptible to addiction
(Conrad & Schneider 1992; Morgan 1981; Valverde 1998). Still the search for the ‘addict gene’
continues (Klee et al. 2012; Li & Burmeister 2009). While it is the paradox of addiction as a
sickness but the addict as responsible?® that frames Canada’s historical and contemporary
response to illicit drug use as a hybrid between Britain’s regulative approach and The US’
punitive logic, in the United States the very nature of addiction was criminalized. Overcrowded
prisons filled with detoxing individuals following the Harrison Act led bureaucrats to create two
‘narcotics farms’ in Lexington, Kentucky (1929) and Fort Worth, Texas (1938). Although
presented as treatment facilities, the farms were used to incarcerate and punish addicts: “These
farms had been exactly what the wardens envisioned in the mid-1920s — additional prison space
for convicted addicts” (Musto 1999: 206). Although later turned into addiction hospitals in the
1960s the criminalization of addiction in the United States has remained the primary method of

intervention for over one hundred years.

| revisit this paradox as it relates to the mental illness identity in chapter seven.
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In the 1950s addictions research was reoriented with the development of Alcoholics
Anonymous (AA) and later Narcotics Anonymous (NA). AA is premised upon a disease model
of addiction, in particular the allergy concept. Known as the Silkworth/Wilson model of
alcoholism, the allergy model posits that some individuals are allergic to alcohol in the same way
that people are allergic to peanuts or shellfish. The model proposes that the allergic reaction to
alcohol is the loss of control over one’s drinking habits.*® As | explore below, although AA uses
the disease model it challenges medical and psy experts’ role in treating addiction and focuses on
spirituality based treatments (Conrad & Schneider 1992; Valverde 1998). At the same time, the
1950s saw the American Medical Association declare alcoholism a disease (drug addiction was
not declared a disease until 1987) (Roy & Miller 2010). Alcoholism was reported in the first
edition of the Diagnostic and Statistical Manuals (DSM) and both alcoholism and substance use
disorders were expanded and clarified in the third edition of the DSM-I111, published in 1980.

Beginning in the 1960s addiction research took a notably psycho-social turn. As with
other decentralizing movements at the time, including deinstitutionalization (Cohen 1985), critics
of the disease model, such as Howard Becker (1997) and Jock Young (1971), called into
question the social construction of deviance and the socio-cultural influences on how behaviours
are framed (Campbell 2012; Conrad & Schneider 1992; Valverde 1998). Specifically:

They held that an understanding of both the drinker or drug user and the cultural

definitions surrounding such use is essential to clarify the origins and nature of addiction.

Repeated drug taking is not the automatic consequence of the drug’s pharmacological

properties but rather a complex process wherein the individual learns to use the drug
under particular circumstances (Conrad & Schneider 1992: 95).

% Some people are allergic to alcohol in the traditional sense of the term. Alcohol flush reaction refers to immediate
symptoms after ingesting alcohol, such as blotches or hives on the face, neck and back, and sometimes respiratory
issues (Milingou et al. 2004). This kind of allergy to alcohol is quite distinct from AA’s assertion that an inability to
control one’s inhibitions is as an allergic reaction.
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The critical questions about what it means to consume certain substances and how they interact
with the body changed the nature of addiction research. The Salvation Army published
information on alcohol consumption that portrayed drinking as a means of coping with poverty,
domestic violence, unemployment etc., suggesting “...that there is nothing pathological about
drinking. Drinking heavily is simply an aspect of live in a fallen world” (Valverde 1998: 89).
Indeed, a failed attempt to pass Part Il of the Narcotic Control Act (1961) would have mandated
compulsory treatment for criminal addicts in an attempt to marry the medicalized and punitive
response to addiction (Giffen, Endicott & Lambert 1991). Positioning addiction discourses as
culturally contingent expanded the research beyond a disease/deviant binary and has the potential
to reshape drug policy. Unfortunately, the United States remains steadfast in their war on drugs
(Wood et al. 2009) and the use of the criminal justice system as the primary mode of governing
addiction.

The most recent transformation of the addiction framework is the resurgence of the
disease model. Physicians have a renewed interest in managing addiction and recent legislation
in the United States that expanded insurance coverage to include addiction treatment acts as a
catalyst to further include doctors in the active care of addiction (Roy & Miller 2010, 2012). The
American Board of Addiction Medicine created certifications in 2009 and accredited residency
programs for doctors in 2011 (Smith 2011). Still, Roy and Miller (2010) argue that addiction is
not regarded as a chronic illness and until it is, the medicalization of addiction remains
incomplete. The continued use of the criminal justice system rather than the health care system
as the primary institution to manage addiction reinforces the moral undertones of addiction
discourse. Medical professionals play a very limited role in addiction treatment, which reinforces

the constitution of addiction more as a moral disorder rather than a mental illness.
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Treating addiction
While mental illness is primarily treated with psychopharmaceuticals, treating addiction

has rested largely with non-medical experts such as counsellors and case managers. Much of the
expertise regarding addiction treatment comes from AA where although they use the disease
model of addiction, they reject medicalized forms of intervention and treatment, often including
pharmaceuticals that are commonly used to treat mental illness (Roy & Miller 2012). For
proponents of AA, the problem of addiction lies in the individual’s ability to self-govern rather
than a physiological response to substances; therefore, treating addiction must center on the soul:

Although organized around alcoholism as a disease, the gaze of AA is first and foremost

an ethical one. It observes and judges, but what is being observed, judged, and

transformed is one’s own spiritual progress, not the body of medicine or the mind of psy
sciences... The ultimate goal of AA is not the already ambitious one of helping people
stop drinking; it is the even more ambitious one of helping people achieve inner peace...

Sobriety is thus more than the absence of drinking: it is a difficult-to-define but

nevertheless positively existing state (Valverde 2006: 303).

In keeping with the themes that will be explored in this project, the thrust of addiction
treatment rests on self-help group therapy that responsibilizes individuals and emphasizes self-
governance. Until recently medical intervention was restricted primarily to detoxification clinics
(Conrad & Schneider 1992; Roy & Miller 2010). Scholars argue that the lack of interest by the
medical establishment to treat addiction stems from the continued moral underpinnings of
addiction discourses and the perpetuation of addiction as not quite a ‘real’ disease. Conrad and
Schneider (1992: 98) argue that the medical community’s failure to embrace addiction leaves its
acknowledgement as a disease by the AMA and in the DSM to be “more symbolic than
substantive”. This trend, however, seems to be changing.

Methadone maintenance has acted as the mainstay of pharmacological intervention into

addiction since the 1960s. Methadone maintenance treatment consists of individuals ingesting
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(usually) a liquid dose of methadone under the supervision of a doctor, nurse, or pharmacist in
order to offset withdrawal from opiates (Joseph, Stancliff & Langrod 2000). Methadone was
once touted as the ‘technocratic magic bullet’ (Bourgois 2000) to cure addiction and the social
deviance that comes with the criminalization of substance use because of its relatively long half-
life.®* Unfortunately, methadone’s curative properties were not realized. Instead, methadone is
found to be even more addictive than opiates and the effects of withdrawal are more severe. The
medical researchers who discovered methadone as a treatment method for opiate addiction
envisioned a treatment plan where patients would be weaned off methadone progressively over
the course of approximately ten days (Conrad & Schneider 1992). Now, many individuals
suffering with addiction remain on methadone maintenance for years (Bourgois 2000). The
difference between methadone and heroin lies in the labels these drugs are given and the forms
of regulation that follow, the former being characterized as a pharmaceutical while the latter is
criminalized (Bourgois 2000; Conrad & Schneider 1992; Moore 2007). Critics of methadone
maintenance describe it as ‘chemical parole’ (Conrad & Schneider 1992) because it requires
individuals to visit the methadone clinic daily and report to a physician or counsellor there.
Bourgois’ (2000) study of methadone clinics paints a devastating picture where people’s lives
are controlled by methadone. It is difficult to maintain employment when clinic hours overlap
with work hours; clinics are often located in run-down urban areas where those looking to
become sober are made to return to street-life daily; and constant dosage changes wreak havoc
on an individual’s body and state of mind. As Bourgois describes:

...it only takes a few minutes inside (or outside) a methadone clinic to realize that what
the scientific biomedical treatment community refers to as ‘effective methadone dosage’

81 A drug’s half-life refers to the period of time that the amount of drug in the body is reduced by half. Methadone’s
half-life is twenty-four to thirty-six hours in contrast to morphine’s half-life of two to three hours and heroin’s half-
life of two to three minutes.
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level has little to do with technocratic pharmacological logics and much more to do with

naked power relations. Dosage is determined by a struggle over pleasure, pain, and

compliant social control (Bourgois 2000: 182).

Although methadone maintenance treatment fails to live up to the hopes of the medical
community it remains a fixture in treating addiction. While research on heroin maintenance
programs yields promising results in terms of harm reduction and the individual’s ability to
participate meaningfully in their life and community, the continued representation of heroin as
innately ‘bad’ or ‘evil” in the United States restricts its use. In Canada, the North American
Opiate Medication Initiative (NAOMI) introduced a pilot study on heroin assisted treatment in
Montreal and VVancouver in 2006. Despite its controversy (Fischer et al. 2007; Kahan, Srivastava
& Shen 2006) the project provided promising results with regards to treatment retention rates and
the reduction in illicit drug use and other illegal activity (Oviedo-Joekes et al. 2009). In the same
vein, the success of Vancouver’s Insite, Canada’s first supervised injection site, to remain open
despite legal challenges (Small 2007, 2012) shows promise that Canada is moving towards a
more harm-reduction based drug policy, although much political and social resistance remains
(in the form of NIMBY ism)® with respect to expanding consumption sites to other major
Canadian cities and the Conservative federal government continues to push its tough on crime
agenda that denounces the benefits of harm reduction (Hathaway & Tousaw 2008; Moore &
Donohue 2008).%

Beyond methadone or heroin maintenance, there is an interest in finding pharmaceuticals

to treat addiction beyond merely coping with withdrawal symptoms. For example, Naltrexone

2 NIMBY is short for ‘not in my backyard’ to refer to those who oppose a development (often those seeking to
support vulnerable populations) because of its proximity to their home.
% We must be careful not to romanticize alternatives to the criminalization of drug use. While their intentions are
benevolent, heroin maintenance programs and safe injection sites act as forms of responsibilization and social
control within a public health model (Bourgois 2000; Fischer et al. 2004).
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blocks the effects of opiates from activating neurological receptor sites and Disulfiram has been
used for sixty years to produce extreme side effects such as nausea and severe vomiting, chest
pain, and light-headedness when someone consumes alcohol to deter substance consumption
(Anton et al. 2003; Suh et al. 2006). Most descriptions of these pharmacological treatments
reiterate that it should be combined with talk therapy, in particular cognitive behavioural therapy.
This stands in contrast to the standard approach to mental health treatment in the homeless

community, which consists almost exclusively of pharmacological intervention.

The intersection of addiction and mental illness
The connection between addiction and mental health is unclear. Substance use disorder is

listed in the DSM-V but given that addiction has never been fully medicalized, there is a tension
in the literature in describing addiction as a mental illness. Despite the psy-sciences’ success at
medicalizing mental illness, addiction scholars shied away from associating addiction with
mental illness and attempted to gain legitimacy through physical health. Indeed, in the
development of addiction discourse, eighteenth century physicians attempted to distinguish
addiction from the ‘pure’ mental illnesses by focusing on its physiological dimensions (Conrad
& Schneider 1992). Proponents of AA continued with this theme, rejecting compulsive drinking
as a mental health problem and instead characterizing it as a problem of will-power (Valverde
1998). Addiction is also differentiated from mental illness because it is regarded as something
that an individual does to herself. Even among those who believe that addiction is biologically
derived, the initial consumption of substances is regarded as a voluntary choice. The mora