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The provision of decent and affordable housing is one of the most important elements for
integrating persons with serious mental illness into the community, and is fundamental to
their recovery. Housing is a basic human right and a requirement for living in society. Over
the past fifty years, a continuum of professionally controlled housing models has been
developed for people with serious mental illness in several developed countries, including
Canada and the United States. These housing models range from highly structured
professionally staffed, to more autonomous arrangements, and include hostels, group homes,
foster homes, and supervised apartments. For mental health consumers, placement into such
housing is usually tied to the acceptance of formal mental health rehabilitation services, and
the requirement of “graduating” along the housing continuum toward the goal of
independent living in the community (Ministry of Health and Social Services 2005; Ridgway
and Zipple 1990). Over time, alternative supported housing models linked to greater
consumer choice in housing and more flexible rehabilitation support services, have evolved
(Dorvil, Morin, Beaulieu, and Robert 2002; Hopper and Barrow 2003; Macpherson,
Shepherd, and Edwards 2004; Nelson and Peddle, 2005).

In North America, the current trend is to advocate for supported housing where housing is
separate from rehabilitation services, as numerous groups have been critical of the traditional
housing system for persons with serious mental illness (Carling 1995; Ministry of Health and
Social Services 2005; Nelson, Aubry, and Lafrance 2007; Sylvestre et al. 2005; Sylvestre,
Nelson, Sabloff, and Peddle 2007; Trainor 2002). Foster homes, also known as board and
care homes, have been a major target of this critique, as creating dependency for people
rather than promoting their autonomy and recovery. While foster homes in Canada were
flourishing by the 1960s amid the first wave of deinstitutionalization, foster homes came to
be viewed in a negative light as a result of early, but influential, research. Murphy et al.
(1972) described an absence of daytime activity in psychiatric foster homes, and asserted that
they did little more than replicate institutional care models in communities.

In Québec, similar critiques prompted the Health Ministry to respond by taking on
responsibility for the functioning and quality of Québec foster homes through specific
legislation (Bill 120, Law respecting Health and Social Services) (Gouvernement du Québec
1995). An evaluation study of foster homes in Montreal, Canada, revealed that new foster
homes were being developed as late as 2000 in order to accommodate bed closures in the
major psychiatric hospitals (Piat, Ricard, and Lesage 2006). Even today, most of the mental
health budget for residential rehabilitation services is allocated to traditional structured
housing such as foster homes. There are 3841 persons with serious mental illness living in
traditional structured housing in Montreal. While current mental health policy is advocating
for more autonomous housing, with a recommendation of 50 places per 100,000 persons in
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supervised apartments (Ministry of Health and Social Services 2005), foster homes remain an
important residential option for people with psychiatric disabilities.

In 2007 there were 1979 persons living in 323 foster homes in Montreal. The average length
of stay in a foster home is six years. Despite the rehabilitative focus of these facilities, and the
rising expectations of caregivers; low turnover rates have been similarly reported elsewhere:
in the US (Geller and Fisher, 1993), in Italy (de Girolamo et al. 2002) and in Britain
(Trieman, Smith, Kendal, and Leff 1998). For all the above reasons foster homes continue to
merit serious attention from researchers and rehabilitation service providers.

This chapter will focus on six themes related to the viability of foster homes in psychiatric
rehabilitation: 1) the origins and evolution of foster homes as a residential milieu for persons
with serious mental illness; 2) the values, qualities and skills of the non-professional foster
home caregivers in relation to the professional mental health providers; 3) the forced
partnership between foster home caregivers and professional mental health providers; 4)
housing preferences among mental health consumers; 5) the role of families in mental health
recovery for persons living in supervised, community housing; and 6) the future of foster
homes in a recovery-oriented mental health system. Québec will be used as a case example.

Origins and evolution of foster homes

Adult psychiatric foster home care has its historical roots in Belgium, where over 600 years
ago families in Gheel began taking mentally ill persons into their homes (Carpenter, 1978;
Linn, Klett, and Caffey 1980; McCoin 1987). As Linn reports, the concept of caring for
someone in a family environment spread to other European countries during the 1800s, and
was introduced to the US in 1885. While US foster homes have tended to evolve toward
private, for-profit housing services, Canadian foster homes are generally funded and operated
as public community-based services (Trainor, in Pelletier, Piat, Cété, and Dorvil 2009).

Québec foster homes, also known as family-type residences, are important in the
rehabilitation of persons with psychiatric disabilities. Foster homes are structured around a
traditional, non-professional caregiving model which operates within an overarching structure
of professional supervision and in close liaison with hospital-based multidisciplinary teams.
In this “professional” model developed under Bill 120 (Gouvernement du Québec, 1995),
mental health professionals (social workers, nurses) act as intermediaries between formal
services and the foster homes, as well as between foster home caregivers and their residents
(Dorvil, Guttman, Ricard and Villeneuve 1997). A case manager and a residential resource
worker are assigned to each home. It is important to note that even though mental health
professionals supervise foster homes in Québec, the non-professional caregivers who operate
foster homes on a daily basis have remained outside of formal services, maintaining the
original family-based mandate of their homes and a social model of community care. Foster
homes are the usual first step in the housing continuum for persons emerging from
psychiatric hospitals.

The values, qualities and skills of foster home caregivers

Non-professional foster home caregivers are usually women with experience as homemakers,
who may house up to nine residents. Caregivers are increasingly expected to rehabilitate their
residents and reintegrate them into the community. Although no specific training is required
to become a caregiver; support groups and continuing education are offered. Foster home



caregivers are expected to work in collaboration with both hospital and community-based
multi- disciplinary teams.

Piat et al. (2007, 2008) found that Quebec caregivers have their own “professional” or
“vocational” standards and orientations to work. Caregivers articulate values grounded in the
essential dignity of human life, and the individual’s right to respect and care. Despite their
lack of formal education, or power and status in the mental health system, foster home
caregivers combine the qualities of natural helpers with professional attributes that reflect
self-awareness, intuitive ability and maturity. Caregivers describe their skills as a balance
between authority and egalitarianism, as well as rationality, mental preparedness, flexibility
and a good heart. One caregiver summarized these qualities as “the tools of being human.”
The majority of caregivers operate foster homes more for altruistic motives than for profit
(Blaustein and Viek 1987; Mousseau-Glaser 1988; Rhoades and McFarland 1999, 2000).

Caregivers describe themselves as both parents and rehabilitation agents for their residents
(Piat et al. 2004). Caregivers claim that they are “professionals” in their own right, as they are
uniquely positioned to make accurate assessments of resident needs based on a more intimate
acquaintance with them than is possible within professional-client relationships. As well,
foster home caregivers claim that they are in the best position to provide a first response in
crisis situations. In short, caregivers consider themselves the “real frontline workers” vis-a-
vis professional mental health providers (Piat, Ricard et al. 2008).

Working conditions for caregivers in Québec are less than ideal. While caregiving offers
advantages such as a flexible schedule, the possibility to be one’s own boss, learning
opportunities, and the rewards of seeing good results with residents, foster home caregiving
also involves a 24/7 time commitment and considerable responsibility, accompanied by high
levels of stress and burden (Karp and Tanarugsachock 2000; Olshevski, Katz, and Knight,
1999; Stengard, Honkonen, Koivisto, and Salokangas 2000). Although foster home
caregivers are paid per diem for supporting adults with serious mental illness in their homes,
they lack formal accreditation as mental health workers. They have no job security; are not
part of the hospital multidisciplinary teams that oversee their work, and lack official
representation at a governmental policy level. Ongoing deinstitutionalization has exacerbated
these difficulties due to the discharge of patients with increasingly complex psychiatric and
physical problems into foster homes. As well, caregivers have reported that foster home
residents are being pressured to accept premature relocation to more autonomous supervised
apartments, creating another source of stress for both residents and caregivers (Piat, Ricard,
Lesage, and Trottier 2005). Caregivers assert that hospital and community resources and
support services for them, including respite services, are insufficient. The transformation of
residential services to more autonomous housing models is challenging foster home
caregivers to move beyond a focus on social protection and to acquire rehabilitation skills,
yet with very little return, or recognition, for their efforts.

The forced partnership between caregivers and professional
mental health providers

The notion of partnership has been a major thrust in the orientation and reorganization of
mental health services in Quebec (Fleury, Tremblay, Nguyen, and Bordeleau, 2007; White
and Mercier 1989; 1991). Partnership refers to coordination between mental health
consumers, families, service providers, and government in the planning and delivery of
mental health services. Since 1989, mental health policies have promoted the extension of



professional involvement beyond formal healthcare institutions to include partnerships
between professionals and non-professionals, without specifying the partnership roles and
responsibilities of each entity (Beal, Crawford, and O'Flaherty 1997). In encouraging mental
health rehabilitation workers to adopt the partnership vision, Québec’s mental health policy
further promoted the recognition of open, mutual communication, and the adoption of
common objectives among individuals and sectors. Underpinning the reforms of the 1990s
was the assumption that the new terminology of partnership would automatically translate
into good will and enthusiasm on the part of mental health workers.

Partnership remains a key concept in current mental health strategies (Israel, Schulz, Parker,
and Becker 1998; MacGillivary and Nelson 1998; Mental Health Commission of Canada
2009; Ministry of Health and Social Services 2005; The National Consumer Advisory
Council (NCAC) 2006; Wendel, Burdine, and McLeroy 2007), despite important critiques of
its implementation in both formal and informal sectors of the mental health system (Boudreau
1998; Dorvil et al. 1997; Everett 2000; Lamoureux 1994; Panet-Raymond 1991; Twigg 1989;
White and Mercier 1991).

Difficulties in relationships between non-professional foster home caregivers and mental
health professionals, reported earlier by Moxley and Keefe (1988), have also been
documented in a series of more recent studies on the partnership between mental health
professionals and foster home caregivers in Quebec. Research by Piat et al. (2005) on the
perspectives of foster home caregivers toward the transformation of the mental health system
to a professional model reveals an awareness among caregivers of rising expectations with
regard to their work. Specifically, caregivers are now required to develop the autonomy of
residents living in their homes. Caregivers have begun to take part in multidisciplinary team
meetings involving individual planning for residents, and to work on social reintegration and
rehabilitation activities with residents.

Reactions of foster home caregivers to their new roles have been mixed. In a positive sense,
caregivers report that these reforms validate the work they are already doing, promise a better
quality of life for residents, and give themselves, as non-professionals, an opportunity for
self-affirmation vis-a-vis licensed, professional workers. The changes also allow caregivers to
advocate for greater voice in decisions regarding which prospective residents they accept, or
refuse, in their homes. On the negative side, caregivers are concerned about their increasing
responsibilities for “heavier patients” combined with insufficient services, and other
resources such as respite.

Other research has reported difficulties in relationships between non-professional caregivers
and their supervising professionals on multidisciplinary teams, from the perspectives of both
groups (Piat et al. 2004; Piat, Ricard, Lesage, Trottier et al. 2005). The overall picture that
emerged was that forced partnerships between caregivers and other members of the health
and social services network were fraught with daily frustrations and disillusionment for
everyone. The authors conclude that improved relationships between formal and informal
partners in the adult foster home system would depend upon a more precise and
comprehensive description of the tasks, responsibilities, and rights of foster home caregivers
and their supervisors, as well as improvements in working conditions for non professional
caregivers, including more adequate financial recognition of their work.



Housing preferences among mental health consumers

Housing has different meanings and functions for individuals with psychiatric disabilities.
Research supports the view that no single housing model can successfully accommodate
everyone, and that a range of housing and support services is required (Bond, Salyers,
Rollins, Rapp, and Zipple 2004; Canadian Mental Health Association (CMHA) 2004,
Chilvers, Macdonald, and Hayes 2008; Fakhoury, Murray, Shepherd, and Priebe 2002; Rog
2004). While some studies on autonomous supported housing show positive outcomes, other
studies have found that independent living may also lead to isolation and loneliness (Browne
and Courtney 2005; Morin, Robert, and Dorvil 2001; Nelson 2004; Walker and Seasons
2002).

From the consumer perspective, independent living is consistently preferred over traditional,
structured residential services (Browne & Courtney, 2005; Gélinas, Lesage, & Bisson, 2000;
Keck, 1990; Ogilvie, 1997; Palmer et al., 2000; Srebnik, Livingston, Gordon, & King, 1995;
Tanzman, 1993; Thomas, 1987). In a study of housing preferences based on a sample of 315
persons living in heavily supervised housing services, Piat et al (2008) found that 44% of
consumers interviewed would prefer to live in their own apartment without subsidies. Social
housing (18%) and supervised apartments (15%) followed in popularity. By contrast, while
26% of case mangers preferred supervised apartments for their clients, over half preferred
traditional housing arrangements, such as foster homes (25%), group homes (15%) and
hostels (12%). This comparison of housing preferences between consumers and case
managers reveals that, whereas consumers favoured more autonomous housing as the ideal
arrangement, case managers were more conservative and preferred a gradualist approach
along the traditional housing continuum.

It should be emphasized that the personal, subjective views of mental health consumers with
regard to housing preferences and housing satisfaction are particularly important. Persons
with serious mental illness are usually able to reliably evaluate and report on their quality of
life (Voruganti, Heslegrave, Awad, and Seeman 1998), of which housing is an important
element. As Warner (1999) cautions, objective circumstances do not necessarily predict
subjective evaluations of those circumstances, and vice versa. Hence, Nelson, commenting on
housing satisfaction studies conducted in Ontario, Canada, reported that residents of boarding
homes rated their subjective quality of life higher than did people living in alternative
apartments and group homes, and further suggested that their dissatisfaction may be a
motivator for further recovery (Nelson, in Pelletier et al. 2009 ).

The role of families in mental health recovery for persons living in
supervised, community housing

In some countries, the presence of an effective and available social support system outside
residential services, such as family, is a key factor in decisions to discharge mental health
consumers into more independent accommodations (de Girolamo et al. 2005); while in other
countries, such as Canada, families of persons with mental illness decry their exclusion from
treatment and decision making processes (Kirby 2008). Influential research on expressed
emotion has described family involvement as problematic for persons with serious mental
illness (e.g., Bebbington and Kuipers 1994; Vaughn and Leff 1981) leading to a consideration
of family as a “second client”, and development of a myriad of psycho-education, training
and stress management programs for family caregivers (Drapalski, Leith, and Dixon 2009;
Watkins 2007). While some research has pointed to the importance of neighbourhood ties for
integrating residents of supervised housing into their communities, and minimizing social
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isolation (Aubry, Tefft, and Currie 1995; Cook 1998), the family as a link to the wider
community has been largely ignored. By contrast, an appreciation of family as important for
mental health outcomes is increasingly recognized in research grounded in a recovery
perspective, although not necessarily in relation to housing (Corrigan and Phelan 2004;
Deegan 1988; Mancini, Hardiman, and Lawson 2005; Moos and Moos 2007; Pernice-Duca
2010).

In the context of an ongoing multisite study on housing and recovery from serious mental
illness, Piat et al. (2010) asked residents of supported housing facilities in Montreal the
question: “Who believes most in you and in your recovery?” Against all expectations, family
members were identified by nearly 40% of the sample, more frequently than mental health
professionals (21%), friends (18%), non-professional caregivers (14.5%) or others. Families
were cited for their unwavering conviction that their loved ones would recover from mental
illness, and expressed their support by: 1) providing affection and a sense of belonging; 2)
offering emotional and material support; and 3) staying actively involved, often through
advocacy activities. These results were consistent across housing types regardless of the level
of supervision provided.

Housing and recovery: Is there a future for foster homes?

While we speak about “recovery-oriented services” in mental health, recovery is not about
identifying the ideal housing type, but about developing a particular mindset among service
providers, and mental health consumers, toward mental health services in general. Recovery-
oriented care is person-directed, meaning that care is based on the person’s own goals,
priorities and life circumstances as expressed through an individualized recovery plan.
Recovery planning must be the result of collaboration and shared decision-making between
mental health consumers and providers (Connecticut Department of Mental Health and
Addiction Services 2007; Deegan and Drake 2006; National Social Inclusion Programme
2007; New Zealand Mental Health Commission 2004; Ontario Ministry of Health and Long
Term Care 2009). Evidence for the importance of individualized planning has also been
obtained in a randomized controlled trial of one psychiatric rehabilitation approach
(Gigantesco et al. 2006). With respect to housing, recovery-oriented service requires that
consumers choose their own living environments and become actively involved in planning,
and evaluating, their own housing (Carling and Allott 2000; Cohen and Anthony 1988; Glass,
1995; Gustafson 1991; Lebow 1983; Lord, Schnarr, and Hutchinson 1987; Rapp, Shera, and
Kisthardt 1993; Warren 2000).

What emerges from research on housing preferences is the urgent need for recovery training,
and for a shift in the mindset of mental health professionals toward their work with people in
recovery. Provider decision making in housing continues to be based on knowledge of
clients” clinical characteristics (often deficit-based), on risk avoidance, and on the
presumption of professional expertise. As well, mental health professionals tend to
automatically prefer housing that is part of the formal health and social service network, as
opposed to community-based housing alternatives for their clients, as professionals are more
familiar with mainstream, traditional housing services, and exercise a certain amount of
control over them. The idea of allowing consumers to choose their housing, and supporting
more autonomous housing models for consumers, is gradually becoming part of the
mainstream professional culture in mental health care.

Ongoing research on housing and recovery reveals that recovery for people with serious
mental illness is not linked exclusively to autonomous housing models, but is primarily about
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people building a life of their own wherever they live. For some, recovery means living
alone, whereas for most, recovery means living with significant others. People with
psychiatric disabilities demonstrate considerable skill at weighing up the benefits and
drawbacks of different living arrangements. Earlier research by Piat et al. (2008 ) on the
decision making process around staying in a foster home versus moving on, revealed
competing views of the foster home: some residents considered the foster home as a
“springboard” to more independent living, whereas those faced with poor physical health or
advancing age saw their foster home as a secure living arrangement. Current research
suggests that mental health consumers presented with different housing possibilities do a
careful cost-benefit analysis of their current homes in terms of overall quality of life, services,
and relational issues. Very often, simple economics tells them they can’t live on their own.

Both mental health providers working in residential services, and non-professional
caregivers, need to shift away from protective or negative attitudes toward their clients as
passive recipients of care in all life domains. The ultimate purpose of residential services for
persons with psychiatric disabilities is to serve as a launching point for people journeying
from the client role to a citizen role through the medium of housing, as well as through
education and work opportunities. This is the continuum of recovery. From this perspective,
foster homes are no less likely to promote recovery than other housing models, as long as
living in a foster home reflects a valid consumer choice, and meets the specific requirements
of advancing recovery for each individual.
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