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ABSTRACT
Introduction: Despite increasing attention to employment within the mental health sector, reports indicate that people with
serious mental illness (SMI) continue to experience limited employment success in the province of Ontario, Canada. Research
specifies that people with SMI who live in rural places are less likely than those living in urban centers to have access to satisfactory
employment services or to become gainfully employed. The objective of this study was to examine access to employment from the
perspectives of people with SMI, mental health and vocational service providers, and decision-makers, and to explore whether place
influenced their access to work in northeastern Ontario.
Methods: A qualitative case study using community-based participatory research methods was chosen to examine the experience of
access to competitive employment in two northeastern Ontario communities. The cases selected for study were two geographic
areas in northeastern Ontario which provided best-practice, mental health services to persons with SMI. Community-based site
partners advertised and recruited participants, and a consumer advisory provided input on key stakeholders, questions, findings and
the study action plan. The study findings were informed by individual and group interviews conducted with 46 individuals who
resided in both rural and urban settings in the case communities, and feedback from 49 participants who attended town hall forums
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for presentation of study findings and development of an action plan. The qualitative data was supported by a secondary data source
reporting on the employment outcomes of 4112 people with SMI who received disability income support and who resided in the
case communities. Qualitative data were analyzed inductively, and categories and themes were developed. Findings were member
checked with all informants and town hall participants in each case community.
Results: This article draws on the findings of a larger study and reports on the influence of place to the low employment success
experienced by people with SMI who reside in the case communities; 91.3% of those receiving disability income support are
unemployed, and rural residents experience higher levels of unemployment than those in urban places. Place was found to influence
access to employment in five ways: by limited access to employment support services in rural places, and to recommended ratios in
urban places; by the use of different models and practices that were inconsistent with best practices for people with SMI; by the lack
of a plan for the implementation of employment services in the case communities; by limited use of the available, dedicated
vocational resources for employment purposes; and by inadequate supports provided to persons with SMI who wish to enter the
workforce. The results also underscore how people with SMI continue to be perceived negatively regarding their capacity for
employment. Such stereotypical attitudes additionally contributed to employment marginalization of people with SMI from the
workforce, especially in rural communities.
Conclusions: The study highlights the influence of geography and human resources to the implementation of best practice
employment services and supports for persons with SMI. Important policy implications include the need to consider place when
implementing evidence-based practices in places where geography, distance and human health resources limit the communities’
capacity to successfully do so. The study also underscores the need to build community capacity for supported employment,
especially in rural places, in order to improve the participation of people with SMI in employment, and subsequently, to help shift
the communities’ thinking about their capacity for work.
Key words: collaboration, employment, mental illness, northern and rural contexts.

Introduction
Employment has long been understood to be a key
determinant of health. In the last decade, its importance to
mental health and individual recovery has received increasing
attention in the Canadian literature, in research, and policy15
. For people with mental illness, employment is
acknowledged to be important to their economic and social
wellbeing, as well as fundamental to their mental and physical
health6,7. In Canada, and Internationally, there has been a
growing recognition of the influence of place on mental
health and mental illness, especially policies related to public
health, housing, income, education and employment8-11.
Employment has been linked to having better social
networks, to enhanced quality of life and to overall
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wellbeing7. Yet, despite these health benefits, persons with
disabilities in general, and those with serious mental illness
(SMI), in particular, continue to experience unacceptably
high levels of unemployment and limited participation in the
workforce6,12,13. Serious mental illness is defined by diagnosis
(schizophrenia, mood disorders, organic brain syndrome,
paranoid and other psychoses, severe personality disorder,
concurrent disorder and dual diagnosis), disability (significant
difficulties that interfere with or limit an individual‘s capacity
to function in one or more major life activities) and duration
(episodic as opposed to continuous but anticipated to be
longer than one year and recurrent)14. Unemployment rates
for people with mental illness have typically been cited as
between 75% and 89%12; however, the World Health
Organization has suggested that global unemployment rates
may be as high as 90% for persons with SMI15.
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In general, people with SMI remain disproportionately
underrepresented in the workforce, and simultaneously,
over-represented in work characterized by low wage
earnings, few hours (part-time and temporary or limited
tenure), and limited security16. Their labour force
participation rate, the percentage of those who are either
working full-time or looking for work, has consistently
hovered around 25% since the mid-1980s in the USA17. In
the province of Ontario, Canada, employment rates for
people with disabilities in general, and SMI in particular,
remain low, suggesting that employment is not an integrated
component of mental health and recovery programs1,18,19.
In Canada, there has been increasing support for the inclusion of
employment in key national and provincial policies. In In Unison20,
for example, meaningful employment for persons with physical or
mental health disabilities is described as an important building
block of full citizenship and participation16. In addition, a salient
national report entitled, Out of the Shadows, recommends the
establishment of a Canada-wide supported employment (SE)
program to assist Canadians living with a mental illness in
obtaining and retaining employment21. In Ontario, the Making it
Work policy framework outlined the provision and implementation
of a comprehensive employment supports strategy for people with
SMI, inclusive of the specialized supports recommended by
evidence-based practices3.
Despite these policy recommendations, provincial reports
reveal that Ontario is not effectively assisting people who
have SMI to find and maintain employment18. Further, survey
data regarding service needs indicate that assistance with
employment remains unmet. This is partly attributed to
mental health service providers’ lack of recognition of this
client need22, especially in northern and rural places5.
Research indicates that people with SMI who live in rural
places are less likely than those living in urban centers to have
access to satisfactory employment services or to become
gainfully employed23. However, what the statistics and
reports fail to inform us is why people with SMI experience
limited employment success in northern places, and how this
occurs despite the existence of a policy framework for
employment, evidence based practices that can assist us to do
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better24,25 and a large investment in community mental health
teams by the province of Ontario3,26. This was the focus of
the larger study.

Methods
The purpose of this case study was to broadly examine access
to competitive employment for persons who experience SMI
and, in particular, to more fully explore the influence of
place. A case study was designed to examine the experience
of access to competitive employment for persons who
experience SMI within and across two northeastern Ontario
case communities. The cases chosen for study were two
geographic areas in northeastern Ontario which provide bestpractice mental health services to persons with SMI,
specifically, assertive community treatment and intensive case
management services. Each case community provided
services in urban and rural places and could be purposively
sampled for mental health users, providers and decisionmakers involved in service planning and delivery. The
northern case community spanned 117 400 km2 and was
primarily rural. The southern case included 192 400 km2, of
which approximately 35 000 km2 is rural (Table 1). The case
studies were both descriptive, in that they provided a detailed
account of the context of the communities within which
persons within SMI lived their lives, received services and
sought employment; and interpretive, because the goal was
to develop conceptual categories and expand what is known
about accessing employment in northern and rural places.
The case study design was guided by community-based
participatory research (CBPR) methods27. Consumer and site
partner advisory groups were established for the purposes of:
(i) generating knowledge and understanding of access to
employment at the local level and across an expansive
geography; (ii) translating the knowledge gained with
interventions, policy and social change to improve the health
and quality of life of community members; and (iii) ensuring
that the individuals, providers and decision-makers involved
in employment services in northeastern Ontario were
positioned to inform the process and products of this study.
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Table 1: Demographic characteristics of case communities (data source28)
Characteristic

Population
Area (km2)
% without high
school
Unemployment rate
-%
Labour participation
-%
Francophone - %
Economic engines

Southern case community

District
A
21 392
38 505

District
B
157 909
3 211
31.3

Northern case
community
Census
Census Div
Div A
B
District D

District
C
13 090
4760

Total

NE LHIN

Ontario

82 503
141 247
37.6

34 908
13 280
38

309 583
187 723
35.6

581 970
400 000
25.7

12 160 282
–
18.7

8.4

8.2

8.2

8.26

8.4

6.4

60.8

61.9

57.9

60.2

60.2

67.1

48.2
Mining
forestry

25.4
Mining,
farming

33.3
–

23.1
–

4.1
–

26.4
Mining, health care,
education

Farming
Tourism

Div., Division; NE LHIN, Northeast Local Health Integration Network (the regional health authority for the areas of the case communities studied).

Data collection
All participants completed a socio-demographic questionnaire
which asked empirically-driven questions about variables
known to foster employment success (Table 2). The primary
data were augmented by customized statistical tables
provided by the Ministry of Community and Social Services.
These data tables related to the employment outcomes,
tenure, earnings and economic self-sufficiency of 4112
persons with SMI who resided in the case communities and
who were beneficiaries of the Ontario Disability Income
Support Program (ODSP)29. The secondary data provided a
portrait of employment rates for persons with SMI across the
northeastern Ontario landscape during the data collection
phase.

or vocational services sectors. Decision-makers were
identified by the site partner agencies or consumer advisory
as an individual who was positioned to inform financial or
program decisions regarding employment services within the
case communities. Decision-makers included Executive
Directors,
Chief
Executive
Officers,
and/or
program/regional directors. Interviews were conducted in
both urban and rural case communities, audio-taped using a
digital recorder and transcribed verbatim. Field notes were
written following each interview to reflect the researcher’s
thoughts and observations, and were included in the data
analysis. All participants were provided a letter of
information about the risks and benefits of participation and
signed a consent form prior to participating in an interview.

Ethics approval
Qualitative data collection techniques included both
individual and group interviews. In total, 46 individuals
participated in interviews, including: 20 persons with SMI
(12 rural- and 8 urban-residing), 18 providers and eight
decision-makers. Most providers and all decision-makers
were urban-residing. Providers included individuals
providing employment services for either the mental health
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The Laurentian University Research Ethics Board granted
ethics approval for this study (#2008-07-10). All names and
places are pseudonyms for the purposes of confidentiality.
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Table 2: Aggregate socio-demographic characteristics of Northeastern Ontario consumer participants
Characteristics

Frequency
N=20

Sex
Male
Female
Age (years)
16-24
25-35
36-45
46-64
Diagnosis
Schizophrenia
Major depression
Bipolar disorder
Dual diagnosis
Concurrent disorder
Age of onset (years)
<20
20-30
>30
Education level
Some high school
High school graduate
Some college
College or university graduate
Prior work experience
Yes
No
Home community type
Urban
Rural
Type of income support
Ontario Disability
Canada Pension Plan
Work
Other
Employment status
Unemployed
Employed

Data analysis
The interview transcripts were examined mainly through
inductive analysis; that is, categories of meaning were derived
from the data as opposed to imposing a pre-defined coding
system. Transcripts were read several times looking for
comments, patterns or interesting points that stood out in
order to answer the research study questions. Categories
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10
10
1
5
7
7
8
5
4
2
1
9
8
3
7
5
2
6
20
0
8
12
14
3
1
2
13
7

which bore some relationship to the issues under
investigation were amalgamated to form the central themes
of the study. These themes were further scrutinized to see
whether they were supported across all levels of data as well
as across the two case communities30. Interviewing continued
to the point of informational redundancy, whereby further
interviews did not contribute new information or insights31.
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Feedback was additionally requested from the community to
engage them in dialogue regarding their interpretation of the
findings, respecting their contextual understanding of the
problem, and sharing their interpretation of what these
findings mean for their community. The preliminary crosscase conceptualization was subjected to feedback from the
consumer advisory, and from site partner agencies. All study
participants provided feedback on the findings through a
member checking process. The results presented draw upon
the larger study, and highlight the influence of place on access
to employment for persons with SMI.

Results
The findings are drawn from the larger study and are
informed by all 46 participants in the primary sample, and
enhanced by the secondary data representing 4112
beneficiaries of income support residing in the case
communities29.

Employment landscape of the case communities
In this study, consumer participants clearly indicated their
interest in working, yet the primary and secondary data
reveal that accessible and meaningful work opportunities
were limited in the case communities. Despite the existence
of best practice teams with dedicated vocational specialists,
employment support specialists, and vocational service
providers in the case communities, few individuals with SMI
residing in the case communities were participating in
employment during the study period. To provide some
portrayal of the employment landscape of the case
communities, data from the secondary tables is provided. In
total, 358 individuals of the 4,112 beneficiaries (8.7%)
reported employment earnings in the case communities.
Similar rates of employment were reported for each case
community (8.7%). Urban individuals, however,
experienced greater employment success than rural
beneficiaries. In the southern case community, 91.5% of the
beneficiaries (n=43) who reported employment earnings
resided in an urban area, compared with 8.5% of rural
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residents (n=4). In the northern case community, 76% of the
beneficiaries (n=19) reporting earned income were urbanresiding compared with 24% (n=6) who were rural-residing.
Regarding employment tenure, of the 358 individuals
reporting employment earnings, only 8.6% (n=31) retained
their employment beyond 6 months, and none were
employed beyond 12 months. Considering earnings, 37% of
the beneficiaries reporting employment income earned less
than $250, and 72% earned less than $750. Fewer than 3%
reporting income between April 2008 and March 2009
earned enough income to exit the income support program
during the study period29.

How does place influence access to employment?
In this study, place was found to influence access to
employment in five ways: by limited access to employment
support services in rural places, and to recommended ratios
in urban places; by the use of different models and practices
that were inconsistent with best practices for people with
SMI; by the lack of a plan for the implementation of
employment services in the case communities; by limited use
of the available, dedicated vocational resources for
employment purposes; and by inadequate supports provided
to persons with SMI who wish to enter the workforce.

Limited access to employment services
Access to employment-support specialists in rural places was
particularly problematic in the case communities, and the
existence of vocational programs and services did not
necessarily ensure access to employment for persons with
SMI. Becker and Drake32 and Becker, Xie, McHugo,
Halliday, and Martinez33 found that access was associated with
the staffing and funding dedicated to SE, as well as by the
percentage of SE specialists per client with SMI served by the
mental health agency. According to Shawna, a local decisionmaker, 'only one employment specialist existed for all of the
northern case community' (an area in excess of 117 000 km2),
'and two specialists provided services for 10 000 clients' over
an area of 192 000 km2 in the southern case community.
Access to mental health agencies providing employment
A licence to publish this material has been given to James Cook University,
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services in the case communities was similarly limited – no
vocational specialist existed on any mental health team in the
northern case community during the course of the study.
Additionally, few vocational service providers were willing to
travel to rural places within the case communities, often
because the funding formula did not make it economically
feasible. The existence of vocational services in urban places,
however, did not necessarily provide access to employment
in adjacent rural communities. Limited human resources and
the need to travel large distances to provide these services
often made the timeliness of access to services ineffective,
and the ability to meet the SE principle of rapid placement (ie
within 3 months of starting employment services) into
employment unattainable in many rural communities.

Services not based in evidence-based practices
A second consideration of access is related to the effectiveness
of the programs and services provided in the case
communities. In general, employment services were
provided by different programs, teams and agencies (eg
Ministry of Health programs such as, Assertive Community
Treatment Teams (ACTT) or Intensive Case Management
(ICM); non-government organisations (NGOs) such as
consumer initiatives or the March of Dimes; and, some
private businesses which brokered employment services to
persons with a disability), and were based in a variety of
employment models and philosophies. Moreover, individuals
with SMI were informed that while they had a choice of
vocational service providers; however, few were given any
parameters upon which to help guide their decision-making.
Becker et al. found that rates of competitive employment
were best predicted by fidelity to SE principles as well as to
local employment rates33. However, despite the existence of
a provincial policy framework for employment that is based
upon key SE principles, there was little evidence of these
principles in local practices within the case communities. In
fact, where they did exist, there was little coordination of the
various services and supports available in the community.
Given that unemployment rates in northeastern Ontario
typically exceed provincial rates, the development of local
capacity to provide high-fidelity SE services would seem
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important to the issue of access. Providers described doing
their best to provide a good service but few were able to
articulate SE practices that might improve their success.
Further questioning revealed that no regional or
organizational plan existed for employment services among
the mental health providers in the case communities,
contributing to an inefficient use of their limited resources.

No plan for employment
A third consideration of access (also, related to the first and
second considerations), is the lack of a local plan for
employment supports for persons with SMI within the case
communities. It was difficult to discern, either directly by
questioning participants, or indirectly through observation,
any local or regional plan for the employment of persons with
SMI, especially on mental health teams. Limited provider
knowledge of the Making it Work policy framework3 and bestpractice SE models24,25,34 made it difficult for them to draw on
this knowledge to guide local implementation of employment
programs and practices. Where employment was considered
by a mental health provider, services were provided largely in
the absence of an organizational plan, lacking fidelity to best
practice SE models, and without dedicated funding or staff
time for providing employment services.

Limitations created by inefficiencies
A fourth consideration of access is related to the limited
allocation of human resources to employment in the case
communities, in general, and of the limited use of
employment-dedicated human resources on mental health
teams in particular. Where vocational specialists did exist on
mental health teams within the case communities, primary
data indicated that less than 25% of their time was dedicated
to providing employment-related services. The limited
participation of the mental health sector in employment
resulted in these services being largely downloaded to the
brokered vocational service agencies, despite a recognition by
the Ministry of Health and Long Term Care that brokered
services have been shown to be largely ineffective3. These
brokered vocational services were largely unaware of SE
A licence to publish this material has been given to James Cook University,
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practices for persons with SMI, and even less aware of the
unique challenges that persons with SMI may face as they
attempt employment. As Ken (participant, SMI) stated, 'as a
brokerage agency that knows nothing about mental illness,
that's a matter of mathematics for me’. Beyond mental health
teams, access to employment remained limited by a lack of
collaboration between those human and fiscal resources
which are currently available and allocated for employment.
There were a variety of vocational service providers in the
case communities. There were fewer vocational providers,
however, in the northern case community. Theoretically,
people with SMI should experience improved access to
effective and efficient employment services if vocational and
mental health providers collaborate to bridge the effects of
distance (place) and limited human resources for
employment. In the case communities studied, collaboration
was limited to the occasional phone call or letter reporting
employment attempts made by the vocational agency. In
neither case community was collaboration embedded in
everyday practices.
In general, while resources dedicated to the employment of
persons with SMI in the case communities would provide an
impression of access, the limited employment rates in this
region suggest otherwise. The availability of employment
services did not ensure access to employment. Similarly, the
lack of timely access to services due to geography and
distance, the lack of collaboration of the limited human and
fiscal resources dedicated to employment in the case
communities, and the random manner with which
employment services were provided all challenged access in
the case communities. The limited employment success of
individuals with SMI in the case communities raises the
further question of why employment rates remain low
despite an investment in community mental health teams26
and employment services?
Inadequate supports for employment success
A fifth and final consideration of access concerns the
importance of supports, and of the existing association
between employment services and benefits with an
© KL Rebeiro Gruhl, C Kauppi, P Montgomery, S James, 2012.
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individual’s funding source, instead of with their individual
needs. There were several instances where participants
lacked access to educational supports because they were not
in receipt of benefits from Ontario Works, received less
follow-along support because they were not an Ontario
Disability Support Program beneficiary, or left a decentpaying job because they received Canada Pension Plan (CPP)
income support (CPP imposes a low yearly-earnings ceiling).
Instead of linking needed services and supports to particular
income support programs, participants suggested linking
supports to individuals in relation to their specific needs. A
study by Rinaldi and Perkins found that people with more
complex needs and those who have been in contact with
services for longer periods may require a longer period of
support if they are to secure and sustain competitive
employment35. Differing levels of support are likely indicated
in order to improve outcomes for all persons with SMI.
However,
implementing
the
individualized
and
comprehensive supports needed to ensure better outcomes
will require a fundamental shift in how employment services
and supports are currently envisioned, structured, and
provided in Ontario.

Discussion
The present study suggests a need for place-related
considerations in providing employment services in northern
and rural places – especially given the large geography that
service providers and mental health teams are expected to
cover. Participants revealed how substantial physical distances
between rural and small towns made it difficult for persons
residing in these areas to have timely access to employment
specialists, and ultimately to employment. In fact, during the
course of the study, no service provider (other than a longdistance work-at-home provider) was willing to provide
services to rural residents in the southern case community
because the current funding model simply did not make it
financially worthwhile. Services funded to include placerelated costs will undoubtedly be more expensive and there
may be limited political support for this recommendation in
the current policy climate.
A licence to publish this material has been given to James Cook University,
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There was some indication from the literature that working
in collaboration may be a feasible way to bridge the effects of
place36 and to provide best practice SE services23. However,
promoting collaborative practices will require several changes
to how employment supports are currently structured and
funded in Ontario. To this end, there are five suggested
changes to the current funding structure of the ODSP,
employment supports program that warrant consideration.
A first suggestion is to provide financial and other incentives
to organizations and sectors for working collaboratively.
Currently, providers are required to compete for clients,
employer contacts and jobs. Instead, service providers could
be incented for employer contacts and job development
activities. Financial incentives for securing employer contacts
regardless of which client fills the position, instead of the
current competitive reimbursement schedule makes sense on
many levels: it removes the need to retain developed jobs
within one’s agency and encourages matching the right
person with the right job. The establishment of a minimum
standard for the number of employer contacts and developed
jobs to maintain a brokered provider status with ODSP might
help to ensure that sufficient jobs are available for persons
with a disability.
The second suggestion is the establishment of a centralized
electronic database of jobs for persons with a disability. A
central, accessible database will help providers to match the
right job with the right client. In turn, this may help to
reduce the competition that currently restricts access to jobs
beyond the individual’s current service provider.
A third suggestion is to make funding or becoming a brokered
service provider contingent on collaboration with the mental
health sector teams, and also, to place conditions on mental
health teams that provide employment services to work
collaboratively with vocational service providers. These
collaboration agreements could be embedded into Multisectoral Service Accountability Agreements (M-SAAs)
negotiated with regional health authorities on an annual basis.
One of the strongest predictors of better employment
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outcomes involved collaboration between mental health and
vocational service sectors25.
A fourth suggestion is to ensure that adequate supports are
provided within the employment supports system to foster
better outcomes; including, longer tenured employment for
individuals with SMI and other disabilities. In this study, of
the 8.7% ODSP beneficiaries in the communities who
reported employment earnings, few worked beyond six
months, and none beyond one year. Rewarding service
providers for helping individuals to achieve longer
employment tenure instead of rewarding them for the job
placement or reaching arbitrary 13 week job retention targets
may be a useful strategy. Likewise, expanding local authority
to grant wage subsidies, including allowances for placerelated effects, might improve the capacity of local
communities to better meet the SE principle of rapid
placement, and thereby, improve access to employment.
The fifth and final suggestion concerns the policy landscape of
employment support programs and services in Ontario.
Policy attention is required to build in incentives for
collaboration or to provide an alternate mechanism for
funding employment programs that accounts for physical
distance and limited human health resources. Current
structural divisions between the Ministry of Health, the
Ministry of Community and Social Services, and the Ministry
of Colleges, Universities and Training reinforce current silos
and hinder addressing the social determinants of health (eg
employment). Poland et al have suggested that the lack of
collaboration and cooperation within Ontario’s health system
is not surprising given that funding silos in Ontario were seen
to promote competition for 'turf' between agencies and
largely discourage inter-sectoral collaboration and
cooperation (p130)37. They found that in every 2 of the 4
sites studied, community collaboration was seen as 'a nice
thing to do' if time and funds permitted, and that hospital
motivation to engage in community collaborations had more
to do with good PR than with effecting change or promoting
a sense of community (p131)37.
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Currently, employment programs and services appear
organized for the providers of employment services and not
necessarily for the recipients of the service. While prevailing
ideas of government promote the notion that the existence of
programs and services constitutes access to them, or that the
availability of services provides equality of opportunity, the
findings of the present study suggest otherwise. One of the
objectives of this study was to better understand access to
employment and how place might influence it. Based on the
information provided by the research participants, the
secondary data sources on employment rates of persons with
SMI, and the limited knowledge of evidence-based SE
practices for persons with SMI within the case communities,
it would be fair to conclude that access is a problem. The
mere presence of vocational programs – meeting the equality
of opportunity condition – has not necessarily translated into
programs or services that are effective and efficient and has
not ensured access to employment for persons who
experience SMI. The presence of service providers in the
community and the availability of employment opportunities
that neglect the influence of place on access fail to achieve
equality-of-outcomes for individuals with SMI. To meet the
equality-of-outcome in employment, this study’s findings
suggest that a variety of services and supports are required to
meet people’s diversity in age, education, skill/ability, and
work experience across different contexts. Instead, the
current system lines up everyone seeking employment and
says, ‘Here is what we have determined we will provide, and
the rest is up to you’. Unfortunately, this is ineffective for
people who are psychosocially and geographically vulnerable.
Provincial cross-sectoral policy attention is also required so
that employment can be tucked into current mental
health/health services. Local and regional health authorities
can facilitate this integration process by assisting programs
with the process of integration, by advocating for funding
dollars that are freed up by the integration to be rolled back
into the integrated service for team development, joint
training initiatives and model fidelity evaluations, and by
embedding a requirement for collaboration into funding
agreements.
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The social policy landscape is the final arena for comment, as
expressed through the funding model and the organizational
structure of employment support programs in Ontario (ie
ODSP). In many ways, this funding model was found to be
incompatible with the policy landscape of the health and
community mental health sector. In fact, the inconsistencies
were confusing to providers who were required to work
within the funding framework, but who knew intuitively and
experientially that these practices limited access to
employment for people with SMI. According to Nelson,
simply reallocating resources from institutions to community
mental health services does not ensure that there is a
fundamental transformation of mental health policy and
services38. Some institutional programs may be repackaged in
the community, yielding 'old wine in new bottles. For
example, many community treatment and rehabilitation
approaches have retained the character of the institutional
paradigm' (p251)38. Clearly, a variety of challenges exist
within social policy concerning the employment of persons
with SMI. These challenges include income support programs
and disincentives to employment, a focus on assessment and
prevocational activities instead of employment, and a focus
on risk and liability instead of fostering meaningful lives for
persons with SMI.

Conclusions
This article drew on the findings of a larger study to highlight
place as an important yet often neglected variable in
accounting for the low employment success of persons with
SMI in northeastern Ontario. In particular, connections are
drawn between the ways in which place challenges the
implementation of best practice SE and the low employment
success experienced in this region of the province. While
place does help to explain why people with SMI experience
low employment success, it does not account for all of the
blame. Instead, it was suggested that there are many aspects
of the current structure and funding of employment supports
in Ontario that are contrary to best practice evidence, and
which do not reflect place-related considerations.
Competitive models which do not foster collaborative
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practices, which reward providers rather than people with
SMI, and which are more based in economic bottom lines
than in best practice evidence are some of the policy issues
requiring further attention.
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