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Section1—A Review of the Literature

Introduction

This Treament Improvement Protocol (TIP) is designed to assist behavioral health service
providers and administrators of behavioral health programs in adapting their services, counseling
techniques, and resources when working with clients who are homeless, formerly homeless, or at
risk of being homeless. It presents evidence-based and promising practices and model programs
for this population, which has high rates of substance use and mental disorders as well as a broad
spectrum of other service needs.

This review focuses largely on literature published after 1998 and highlights the treatment and
prevention of mental and substance use disorders among adults. The literature on homelessness
and substance abuse treatment prior to 2001 is well reviewed in the Natatihl Bare for the
Homeless Council’s Substance Abuse Treatment: What Workemeless People? A Review of

the Literature (Zerger, 2002). Reviews by Martens (2001) on physical and mental disorders
among people who are homelessBbi, Shanahan, and Harding (2006) on the services

available to treat mental illness among people who are homeless; Botsbsn and Jeste

(2002) specifically on schizophrenia and homelessness are also available. The Substance Abuse
and Mental Health Services Administration (8ASA) Homelessness Resource Center’s

regularly updated annotated reference list covers homelessness and behavioral health issues,
relevant training materials, Webcasts, and publicatibtig:(/homelessnessraisa.govy.

Definitions of Homelessness

There is no single Federal definition of homelessness. However, this TIP follows most Federal
programs addressing homelessness in using the definition of an individual who is homeless

Behavioral Health Services for People Who Are Homeless 1-1






Act (using emergency shelters or transitional housing or living on the street) to develop its
prevalence estimates. HUD has conducted agency counts of individuals who were sheltered as
well as “street counts” of unsheltered individuals every January since 2005 (HUD, 2010).

Street counts of individuals who are unsheltered are particularly challenging, and responsibility
for data collection rests with HUD’s Continuum of Care (CoC) programs—the Supportive

Housing Program, the Shelter Plus Care Program, and the Section 8 Moderate Rehabilitation
Single Room Occupancy Program—which were created to address the problems of homelessness
in a comprehensive manner with other Federal agencies. CoC programs cover roughly 90 percent
of the Unied Statepopulation that is homeless. The 2004 HUD Guide to Counting Unsheltered
Homeless People describes several methods for street counts: (a) conduct counts in areas where
people who are homeless are expected to congregate (e.g., service centgrsnpankpments,

steam grates); (b) send teams to canvass every street in their jurisdiction; and (c) conduct
interviews at nonshelter service locations such as soup kitchens. CoC programs use these and
other methods adapted to their local circumstances.

HUD (2011) estimates, based on pamtime counts, that 649,917 persons were homeless on a
single given night at the end of January 2010—about 38 percent of wamron the streets, in
abandoned buildings, or in other places not meant for human habitation. These figures represent
an increase of 1.1 percent from the prior year. Of these persons, 241,951 were members of
families that were homeless, which represents an increase of 1.6 percent from the prior year.

The National Alliance to End Homelessness (Sermons & Witte, 2011 dasedom(n)-4(d210(y)1777d210:¢
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Prevalence of Mental Disorders Among People Who Are Homeless

Estimates of the prevalence of mental disorders among people who are homeless vary
considerably, and much depends on methodological differences among studies, although there is
no doubt that such disorders are significantly more common among people who are or have been
homeless than among those who have always been domiciled (Greenberg & Rosenheck, 2010a)
and arealso more common among those who are chronically unsheltered compared with those
living in shelters (Levitt, Culhane, DeGenova, O’Quinn, & Bainbridge, 2009).

Other quality data come from large national studies that included people whinmwesdy
homelessin analyses of data from both the National Epidemiological Survey on Alcohol and
Related Conditions (NESARC) and the National Comorbidity Study Replication BCS-
Greenberg and Rosenheck (2010a, b) foundpbaple who had experienced homelessness in
adulthood were significantly more likely to have every mental disorder included in those studies,
with the exception of panic disorder with agoraphobia in NRC&hd agoraphobia without panic
disorder in NESARC.

An earlier literature review on physical and mental disorders among those who are homeless
(Martens, 2001) cited reports that found that anywhere between 25 and 90 percent of people who
were homeless had a mental disorder. A review by Toro (2007) suggests that 20 to 40 percent of
people who are homeless have a serious mental disorder, with 20 to 25 percent having depression
and 5 to 15 percent having schizophrenia. In their introductory review, Greenberg and Rosenheck
(2010a) note that estimates are that between 20 and 50 percent of people who are homeless have
serious mental illness (SMI). Research reviewed by McQuistion atig @006 also indicates

that between one third and one half of people who are homeless have SMI.

Although it did not assess particular mental disorders, the 2010 Annual Homeless Assessment
Report (HUD, 2011) did ask shelter staff to count the number of adult shelter users with SMI
during its singlenight count (the method used to determine SMI varies from State to State, but it
generally relies on participant sedport). In that year, 26.2 percent of people who were
homeless and using shelters were reggbas having SMI. As the report notes, the percentage of
people who are homeless with SMI is likely higher, as many of those individuals avoid the
shelter system.

Fazel, Khosla, Doll, and Geddes (2008) sought to determine the prevalence of mental disorders

in persons who were homeless in seven Western countries (including the United Stasas) by

a metaregression analysis of 29 surveys conducted between 1996 and 2007. Based on studies that
evaluated psychotic disorders (28 of the total), they estimated that 12.7 percent of individuals

who were homeless had a psychotic iliness, 11.4 percent had major depression (based on 19
studies), and 23.1 percent had a personality disorder (based on 14 studies). It should be

cautioned, however, that differences &hhvioral healtlservices and housing found in European
countries (also included in the review) may mean that rates in the United States could vary
significantly from these estimates.

Other estimates come from smaller, local studies. For example, ifDa@f&y of 298 men and
98 women recruited from shelters and public places in the St. Louis, MO, area, North, Eyrich,
Pollio, and Spitznagel (2004) found that 23.1 percent of men and 18.9 percent of women had
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onset of homelessness and that rates of ASPD were not significantly affected when the ASPD
symptoms thought to be confounded by homelessness were discounted (North, Smith, &
Spitznagel, 1993).

An under-recognized problem among adults who are homeless may be atfiefitth
hyperactivity disorder (ADHD), which has also been linked to elevated rates of substance use
disorders among adults in some studies (Levin, Evans, & Kleber 1998; Faraone et al., 2007).
Although there has not been much research on the subject, one study of 81 veterans
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lifetime impulse ontrol disorder with 1.63 times the righo data were available on the effect of
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associated with wordsousing outcomes up toy2ars later (North, Eyriclsarg, Pollio, &
Thirthalli, 2010).

VanGeest and Johnson (2002) investigated various models for understanding the relationship
between substance abuse and homelessness. They found a strong direct link between substance
abuse and limited “instrumental support” (e.g., receipt of money or shelter from family or
friends) and current employment status. The authors concluded from this that substance abuse
indirectly influences risk of homelessness, primarily through its impact on social bonds and
current employment. Individuals who are less involved in meaningful activities—Iike working
and raising a famik~may be less db or inclined to establish and maintain the social bonds
others rely on during times of residential and economic instafihigse authoralso found that
limited education and long periods of unemployment were directly linked to increased risk of
homelessness during times of residential and economic instability and that substance abuse did
not influence this relationship.

Some research suggests that social and environmental traits and patterns (e.g., high
unemployment, increases in housing costs) might be as significant as substance abuse—if not
more se—in predicting homelessness. Johnson, Freels, Parsons, and VanGeest (1997) found that
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populdion, individuals who were homeless or previously homeless, and individuals with SMI
who were enrolled in the Center for Mental Health Services’ (CE)H&itomated Community
Connection to Economic Sefufficiency (ACCESS) progrann homeless servicesd

shelters
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homelessness after entering supportive housing (Lipton, Siegel, Hannigan, Samuels, & Baker
2000) or independent housing (Goldfinger et al., 1999).

However, people with CODs who are homeless can respond as well as others to behavioral
health treatments if they are able to access and engage in appropriate services. McNamara et al.
(2001) found that nonpsychotic mental disorders (largely depressive and anxiety disorders) did
not affect substance abuse treatment outcomes for people who were homeless, diagnosed with
cocaine dependence, and apating in behavioral day treatment with abstineocrtingent

housing. Gonzalez and Rosenheck (2002) found that among people who were homeless and had
SMI, those with a co-occurring substance use disorder who reported extensive participation in
substance abuse treatment had outcomes that were as good as or better than those who did not
have a cenccurring substance use disorder (on measures including days of alcohol intoxication,
symptoms of depression, subjective quality of life, and criminal justicdiement). The

researchers also found that among this population, a perceived need for services correlated with
greater improvements in a number of outcomes during the follow-up period. They concluded that
interventions aimed at improving clients’ motivation for change can be particularly useful with

this population (see the “Motivation for Treatment” section).

Histories of Trauma

The lives of some people who are homeless are made more difficult by substance use and mental
disorders. So too, theyre often affected by histories of trauma. Traumatic experiences are

defined by the DSMV-TR (American Psychiatric Association, 2000) as events that involve

“actual or threatened death or serious injury or other threat to one’s physical integrity” or
observing such events happening to others (p. 463). Homelessness itself does not meet these
criteria for traumabut people who are homeless have greater risk for experiencing trauma. The
psychological repercussions of trauma include PTSD and acute stress disadeftEauma

histories do not result in a level of symptoms that meet diagnostic criteria, they can have
repercussions for treatment.

People who are homeless are more likely than others to be exposed to a range of potentially
traumatic experiences (e.g., assault, rape, exposure to the elements, unintentional injury,
penetrating trauma) and to have been exposed to trauma in childhood (D’Amore, Hung, Chiang,
& Goldfrank, 2001; Frencher et al., 2010; Wan, Morabito, Khaw, Knudson, & Dicker, 2006;
Wechsberg edl., 2003; Wenzel et al., 2004). Substance use and mental disorders are also
associated with a significantly increased likelihood of sustaining various traumas (in both
childhood and adulthood), compounding the problem further (Booth et al., 2002; Wan et al.
2006).

Herman, Susser, Struening, and Link (1997) gathered information on adverse childhood
experiences through a national random-digit telephone interview survey of 92 household
members with a history of homelessness and 395 without such a history. They found that sexual
abuse in childhood was associated with a nonsignificant increase in the odds of being homeless
in adulthood (oddsatio [OR] of 1.7), whereasneglect and physical abuse in childhood were
associated with much higher odds of being homeless in adulthood (ORs of 12.7 and 15.8,
respectively). Individuals who experienced neglect combined with either physical or sexual
abuse in childhood were 26 times more likely to be homeless as adults. The odds of being
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homeless in adulthood (after adjusgtiior demographic factors) increased for those who had
both neglect and abuse histories but decreased for those who had only one or the other. More
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a 2.03 greater likelihood, and sexual abuse in adulthood with a 2.45 times greater likelihood
(Kim, Ford, Howard, & Bradford, 2010).

For people who are homeless and have a substance use disorder, rates of childhood trauma
(physical or sexual abuse) are especially high. Cohen and Stahler (1998) conducted indepth
ethnographic interviews with 31 out-tteatment African American men who used crack cocaine

and were homeless. Most reported childhood trauma (typically involving exposure to physical

and emotional interpersonal violence) often connected to gang activity. Research am Afric
American women who used crack cocaine and were not in treatment found that women who

were homelessnE219) were significantly more likely than those who were housedg4) to

have suffered physical abuse (42 percent versus 25 percent) and sexual abuse (40 percent versus
27 percent) before age 18 (Wechsberg et al., 2003).

In a study of both men and women living in shelters or on the street, having a substance
dependence disorder was associated with higher rates of physical and/or sexual abuse | residentia
instability, and out-of-home placement in childhood and adolescence (Booth et al., 2002). This
study assessed 1,185 people who had spent at least 1 of the past 30 nights in a temporary shelter
or a setting not designed for shelter. Compared with those who did not have substance use
disorders, people who reported a lifetime history of a substance dependence disorder reported
higher incidences of physical and/or sexual abuse as children than people who reported never
having a substance dependence disortizpércent of those with a lifetime diagnosis of alcohol
dependence, 20 percent of those of those with a lifetime diagnosis of drug dependence, 17
percent of those with a lifetime diagnosis of alcohol and drug dependence, and 11 percent of
those who had no substance dependence disorders reported this). People with a substance
dependence disorder were also more likely to report violence or abuse in their homes as children
that was not necessarily directed at themselves (17 percent of those with a lifagnmesii of

alcohol dependence, 20 percent of those with a lifetime diagnosis of drug dependence, 23 percent
of those with a lifetime diagnosis of alcohol and drug dependence, and 13 percent of those who
had no substance dependence disorders reported this).

Trauma ratesamongpeople who are homeless in treatment populations

People who are homeless and in treatment for behavioral health disorders report high rates of
trauma. Christensen et al. (2005) examined the prevalence of lifetime trauma experiences in
people who were homeless and admitted to a Jacksonville, FL, integrated behavioral health
program for people with CODs. Over 1 year, 80 percent of people admitted to this program
(n=78) acknowledged a history of physical and/or sexual abuse. Of this population, 100 percent
of the women and 69 percent of the men experienced-altig@eng traumatic event. Jainchill et

al. (2000) found high abuse rates in men and wolNed87, 62 percent male) at three New

York, NY, shelterbased therapeutic community (TC) programs. Among the men, 67 percent had
been physically abused and 14 percent had been sexually abused. Among women, 77 percent had
been physically abused and 58 percent had been sexually abused. Trauma history and
psychopathology were highly correlated, especially for women. Sacks, McKendrick, and Banks
(2008) found that 69 percent of their treatment sample of women with substance use disorders
who were homeles®NE146) reported childhood emotional, physical, and/or sexual abuse. They
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Traumatic experiences affect treatment outcomes among people who are homeless. In a study of
veterans who were homeless (310 women and 315 men), Benda (2005) found that sexual and
physical abuse in childhood, during military service, or in the past 2 years were strong predictors
of being readmitted to substance abuse treatment, more so among women than among men.
People in this study reported childhood sexual abuse (42 percent of women, 25 percent of men),
childhood physical abuse (35 percent of women, 32 percent of men), sexual abuse while in the
military (41 percent of women, 2 percent of men), physical abuse while in the military (8 percent

of women, 3 percent of men), sexual abuse in the past 2 years (30 percent of women, 8 percent of
men) and physical abuse in the pastears 25 percent of women, 35 percent of men).

Information on clinical interventions to address PTSD and substance use disorders can be found
in the “Traumanformed and Traum&pecific Services” section and in the planned TIP,
Trauma-Informed Care in Behavioral Health Servi(BAMHSA, planned).

Cognitive Problems

People who are homeless disproportionately have cognitive disabilities, regardlesshef whet
they have behavioral health disorders (Backer & Howard, 2007; Spence, Stevens, & Parks,
2004). Cognitive disabilities can be compounded by or result from substance use disorders,
schizophrenia, traumatic (acquired) brain injury, progressive neurological disorders, and/or
developmental disabilities (Backer & Howard, 2007). According to a review of 10 studies that
administered the Mini Mental State Examinataord were published between 1970 and 2007,
between 4 and 7 percent of people who are homeless have global cognitive deficits (Burra,
Stergiopoulos, & Rourke, 2009).

In Koegeland colleagueg’1988) research (described in the “Prevalence of Mental Disorders
Among People Who Are Homeless&ctior), 3.4 percent of those who were homeless had

current cognitive impairment compared with 0.7 percent of those who were domiciled, but, as
noted above, rates of all mental and substance use disorders were also significantly higher for the
participants who were homeless.

SollidayMcRoy, Campbell, MelchérYoung, and Cisler (2004) evaluated cognitive functioning

in 90 men who were homeless, 50 percent of whom had received treatment for mental disorders
and 93 percent of whom reported substance abuse/dependence behavior (although only 7 percent
had received treatment for a substance use disorder). The presence of possible cognitive
impairment was detected in 80 percent of the sample. Average general intellectual functioning
and reading abilities were found to be relatively low, and impairments in reading, new verbal
learning, memory, attention, and concentration were high. The authors observed that the men in
this study had considerable assessment and treatment needs that were not being met by most of
the health and social services they were offered. Douyon et al. (1998) compared veterans who
were acutely homelesa<18), chronically homeless£15), and domiciledn=20) who had

diagnoses of alcohol abuse/dependence or cocaine dependence and were attending inpatient
treatment for either their substance usodier or a mental disorder. All three groups of veterans
had comparable substance abuse histories and similar severity of mental illness (as determined
by the Brief Psychiatric Rating Scale). Although the sample size was small, the researchers found
significantly higher rates of neurological impairments (as measured by the Quantified

1-16 Part 3, Section-+A Review of the Literature












Hepatitis

Hepatitis B virus (HBV) and hepatitis C virus (HCV) are particularly common among people

who are homeless and abuse substances. For example, the Rosenblum et al. (2001) study
described irthe“HIV/AIDS” section found a 32 percent prevalence of HCV antibodies in the
sample they investigated. Nyamathi et al. (2002) investigated HCV rates among women who
were homeless and their intimate partn&s884, some of whom were housed). They found

that 22 percent tested positive for HCV. People who used injection drugs had significantly higher
rates of HCV (77 percent compared with 12 percent), as did people who had lifetime histories of
alcohol abuse (30 percent compared with 15 percent), cocaine use (31 percent compared with 16
percent), methamphetamine u8& percent compared with 21 percent), and who reported having
been hospitalized for a mental disorder (35 compared with 21
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Similarly, Schanzer et al. (2007) followed 445 adults (mean age of 36.9 years) for 18 months
after they entered the New York, NY, homeless shelter system. At entry intodiie6spercent

were diagnosed with diabetes mellitus, 17 percent with hypertension, and 17 percent with
asthma. Although the researchers did not break down the percentages of participants with these
diseases who had-@zcurring behavioral health disorders, 53 percent did have a substance use
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VA estimates that 70 percent of veterans who are homeless have substance abuse problems and
45 percent have mental disorders (VA, 2007). Among veterans who are homelpsscane a
relationship between their militaservice and their homelessness, 75 percent state that the
contributing factor was a substance abuse problem that began while they were in the military
(Mares & Rosenheck, 2004). Research by Sosin and Bruni (1997) found that individuals who
were homeless and had alcohelated problems were more than twice as likely to be veterans as
people who were homeless and did not have alcohol problems or people who were domiciled but
did have alcohol problems. Accordingtte NSHAPC, among those who are homeless, being a
veteran increases the odds of having alcohol problems by 1.3 times D@12,

Tessler, Rosenheck, and Gamache (2002) used data from the ACCESS program (see the
description in the “Assertive Community Treatmesgttior for people wih SMI to compae

male participants who were veterans1,252) with male participants who were not8,236).

They found that veterans were significantly more likely than nonveterans to have symptoms of
alcohol dependence.

Most studies of veterangho are homeless focus on male veterans, but female veterans are also
more likely to be homeless thather women, although rates of substance abuse and mental
disorder severity do not appear significantly higher for female veterans who are homeless than
for other women who are homeless (Gamache, Rosenheck, & Tessler, 2003). Other data indicate
that veterans who are homeless may have worse treatment outcomes compared with other
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substance abuse treatment programs in urban areas in 2003 and 2004, clients who were homeless
were three times more likely to report income from illegal sources than were those who were
housed and had low incomes (EyriGlarg et al., 2008). Amongeople who used injection

drugs, being homeless or marginally housed was also associated with a significaetly high
likelihood of receiving income from illegal sources (Coady et al., 2007).

In research with a group of 1,426 individuals in San Francisco who were homeless or marginally
housed (defined as residing in low-cost residential hotels), 23 percent reported that they had been
in prison at some point in their lives (Kushel, Hahn, Evans, Bangsberg, & Moss, 2005). Both
substance use and previous hospitalization in a pasyhiacility were associated with

increased odds of also having been in prison, with psychiatric hospitalization associated with a
1.41 times greater chance of being in prison, heroin use at some during one’s life with a 1.51
times greater chance, lifeti
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Some people cycle back and forth between chronic homelessness and temporary incarceratio
Metraux and Culhane (2004) analyzed data from 48,424 people who were released from New
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and mental disorders, those disorders were less common for these women than for women who
were homeless and living without dependent children. According to research reviewed by Felix
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Other research by Zima, Wells, Benjamin, and Duan (1996), conducted with 110 mothers with
dependent children who were homeless, also found that these women were underserved by
behavioral health service providers. In that study, 72 percent of the women had high levels of
psychological distresendicating a probable mental and/or substance use disorder, but only 15
percent received mental healtbatmentand the majority of those individuals received such
services through medical providers, not specialty mental health services.

Daily responsibility for one’s children can significantly decrease entry into treatment. In general,
people who are homeless are more likely to attend inpatient (than outpatient) substance abuse
treatment programs (see the “Treatment Settings” s¢ctidmch often do not allow children to
remain with parents. Kertesz, Larson, et al. (2006) conductegearZollowup (median length

of follow-up was 15 months) of 274 individuals who had completed a detoxification program; 61
percent of the sample had been homeless at least some of the time in the 5 years before entering
the study. Those who lived with their children (regardless of homelessness) were approximately
half as likely (OR=0.51) to report any treatment during follow-up or any mutual-help group
involvement (OR0.53). Those who attended treatment were significantly more likely to attend
outpatient programs than inpatient/residential programs, probably because child care was
provided at outpatient but not inpat treatment facilities. Findings were similar for homeless

and low-income housed grougs well as for male and female study subjects.

Older adults

Rosenheck, Bassuk, and Salomon (1999) observe that rates of older adults among the homeless
population vary considerably according to the sample. Research by Hahn, Kushel, Bangsberg,
Riley, and Moss (2006) suggests that the adult homeless population is growing older. Their study
found that the median age of a sample of addts3(534) who used homeless shelters in the

San Franciscarea between 1990 and 2003 increased from 37 to 46 years old. During that same
period, the percentage of the sample over age 50 grew from 11 to 32 percent. This reflects
national trends, as the percentage of Americans aged 65ayebodder has increased steadily

since the beginning of the 20th century (3.1 million in 1900 and 33.2 million in 1994) and is
projected to increase even more after the year 2010 (Wan et al., 2005) as “baby boomers” enter
retirement age.

Conversely, a HUD (2007) national survey showed that adults aged 62 years and older made up a
smaller percentage of those who were homeless (2 percent) in 2005 than they did of the general
population (15 percent). The authors speculated that this is due to older adifiggguat

public programs like Social Security, Medicare/Medicaid, and senior housing, making
homelessness less likely.

A survey of older adults who were homeless in the Los Angeles area found that over two thirds
were male, almost 40 percent had somecation following high school, and 28 percent were
veterans (Shelter Partnerships, 2008). Another survey from homeless shelters in St. Louis, MO,
found that individuals who were aged 50 and oldeBQ) who were homeless and marginally
housed were, compared with those undemd®{1), significantly more likely to be male and

White and to have an alcohol and/or drug use disorder (DeMallie, North, & Smith, 1997).
However, in CMHS’ ACCESS stud\E7,224) of people with SMI who were homeless, rates of
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had no such disorders) compared with younger cohorts (e.g., only 41.7 percent of those ages 30—
39 had no substance use disorders) (Prigerson et al., 2003).

However, other research has found comparable rates of substance use disorders among older
adults who are homeless aymlinger people who are homeless. Garibaldi, Conhalel, and
O'Toole (2005) found that older adults (defined as over 50 years old) who were homelgbs (
were significantly more likely to have mental hegitbblems than wergounger people who

were homelessnE457) but did not differ significantly in terms of substance use disorders,
depression, or anxiety disorders. According to data from SAMHSAIBWERDS survey, adults

over age 45 account for 30 percent of people who are homeless and seeking substance abuse
treatment compared with 19 percent of domiciled individuals seeking treatment (SAMHSA,
OAS, 2006). Patterns of substance abuse among those who are hdmoglessy, likely vary

by age (Garibaldi et al., 2005).

Mental disorder symptoms may also be more common among older adults who are homeless. In
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hypertension (43 percent compared with 22 percent of those under age 50) and musculoskeletal
disorders such as arthritis (27 percent compared with 12 percent of those under 50), but not
chronic respiratory conditions.

TIP 26, Substance Abuse Among Older Ad@&AT, 1998d), contains helpful information on
treating older adults in general. Preliminary research (Schonfeld et al., 2000) from a cognitive—
behavioral substance abuse treatment program developed by VA for older adults (ages 60 and
older) that has treated a large number of peratmmsare homelegsnore than one third of the
sample) suggests that this intervention is effective in helping people who complete the program
obtain and maintain abstinence.

Cultural/ethnic groups
According to HUD (2007):

Homelessness, like poverty, disproportionately afflicts minorities. About 59 percent of the sheltered
homeless population and 55 percent of the poverty population are members of minority groups,
compared with only 31 percent of the total U.S. population. African Americans conb#ipgeecent

of the total U.S. population but $&rcent of people who are homeless (f). 30

Data from substance abuse treatment settings also indicate that people ffdrhiteon

racial/ethnic groups are overrepresented among those who are homeless. For example, according
to 2009 TEDS data, 29.9 percent of treatment admissions who were classified as homeless were
African American (compared with 19.6 percent of those housed with independent living
arrangements), 15.8 percent were Hispanic (compared with 12.9 percei2)) aedcent were
American Indian/Alaskan Natives (compared with 2 percent) (HHS, SAMHSA, OAS, 2011).

However, the relationship of race/ethnicity, ethnic identity, and homelessness is not well
understood. Gamst et al. (2006) explored the relationship of homeless status, ethnic identity, and
ethnicity on functional impairment (examined with subscales of the Behavior and Symptom
Identification Scale) of LatinanE120), African AmericannE88), White (=123), and Native
American (=24) men and women who were homeless in Pomona, CA. Of the total sample, 41
percent currently used alcohol (36 percent of Latino participants, 47 percent of African American
participants, 44 percent of White participants, and 33 percent of Native American participants),
and 41 percent indicateédat they currently or previously used some type of amphetamine (27
percent of Latino participants, 27 percent of African American participants, 63 percent of White
participants, and 48 percent of Native American participants). Latino participants tended to be
younger and less likely to report being victims of assault while homeless on thethtaredther
participants. Nearly half of the Latino participants were fijesteration immigrants. Multivariate
analysis of variance results for the entire sample suggested a statistically significant relationship
between ethnicity and functional impairment, indicating that White and African American
participants reported significantly worBenctioning than Latino and Native American

participants.

Among people with SMI, being African American is also associated with a significantly greater
likelihood of being homeless, although Whites with SMI are more likely to be homeless than are
Latinos or Asia Americans with SMI (Folsom et al., 2005).
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Race/cultural background may also affect service delivery in complex ways. For example, the
types of services people receive vary somewhat according to culture/race, but it is unclear to
what extent this reflectgstitutional biases and/or different cultural attitudes toward services.
Among people with SMI who are homeless, African Americans appear to make less use of
mental healtiservices than do Whites (Horvitz-Lennon et al., 2009), and African American
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People with behavioral health disorders who are homeless may also need to be educated about
the services available to them or be convinced that services can be effective for them. Freund and
Hawkins (2004) found that more than half of a sample of people who were homeless in the
Pittsburgh, PA, aredNE225) believed they were not eligible for substance abuse treatment
services. Of those who reported having substance abuse problems, 42 percent said that treatment
services had failed them before, usually because of a lack of continuing care and residential
supports.

People who are homeless are often ready to accept services other than treatment first, and they
may require assistance from outreach workers and case managers to access services that would
otherwise be difficult to obtain. In a study in Buffalo, NY (Acosta & Toro, 2000), people who

were homelesdN=301) rated safety, education, transportation, medical/dental treatment,
affordable housing, and job training/placement as most important.

People who are homeless sometimes avoid behavioral health services because they view them as
not helpful or respectful (Sosin & Bruni, 2000). The outreach worker or counselor, to be

effective, must use the trusting relationstoguide the client to accept appropriate services and
move at the client’s pace (Wenzel et al., 2001). Qftienelationship must be established before

the subject of treatment can be broached (Christensen, 2009).

Assertive outreach, however, can be successfully used to move people with substance use
disorders who are homeless into treatment. In a sial3) study of people who had a primary
diagnosis of a substance use disorder and were homeless, assertive outreach was successful in
motivating 41 percent of the sample to enter treatment (Fisk, Rakfeldt, & McCormack, 2006).

Motivation for Treatment

Velasquez et al. (2000) found that a majority of people who were homeless and presented for
services in a drofn center N=100) acknowledged that they drank (53 percent) or used drugs

(71 percent) “too much” and had high levels of psychological distress (i.e., had a mean score on
the Global Severity Index in the 93rd percentile for men and 97th percentile for women). Using
the transtheoretical modd?ochaskaDiClemente, & Norcrosg,992), Velasquez et al. (2000)

found that 54 percent of the people who reported alcohol use in the prior 6 months were in the
precontemplation stage of change and 40 pexgerg in the contemplation stage. Among people
who reported use of drugs, 30 percent were in the precontemplation stage of change and 60
percent were in the contemplatistage Motivation for change requires that the individual want

to change (e.g., problem recognition, desire for change) and believe that change is possible (e.g.,
be able to change, have access to treatment and other needed services and resources).

As noted in the prior section, for people with behavioral health disorders who are homeless,
shifting motivation for behavioral health services can take time, and mental health workers may
need to focus first on helping potential clients meet more immediate, instrumental needs. If
appropriate services are not available, the worker or case manager should advocate in the
community for services that bettespond to the client’s needs (McQuistion et al., 2008). Other
factors that increase readiness for behavioral health treatment include accurate communication
about the treatment program, its services, and its effectiveness; a considerate and respectful
approach; affordable housing and medical and dental care; vocational services; and participants’
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Orwin et al. (1999) also found that providing housing had the single greatest effect on improving
retention. Burt and Anderson’s (2005) evaluation of State-funded supportive housing programs
for people with SMin California supports this finding. They found the correlation of the
percentage of clientsoused and the percentage of clients retained by those programs to be 0.929
(see also the “Housingsectior).

For women who are homeless and have children in their care, redigergiams that allow

those children to remain with the client are more likely to retain those clients than programs
where women are separated from their children. Research conducted largely with women with
children who were not homeless has found this to be the case (for more inforseidiP 51,
Substance Abuse Treatment: Addressing the Specific Needs of Women [CSAT, 2009d]). One study
conducted with women who were homeless also appears to confirm it. Smith, North, and Fox
(1995) compared an outpatient treatment progravhere women attended treatment during the

day with their children but had to find their own housing (with or without their children) after
treatment concludeah€82)—with a residential TC program where women lived on site with

their chidren (=67). The clients assigned to day treatment were more likely to miss their first
session and to drop out once treatment began. However, dropout rates were high for both groups,
with 75 percent of the nonresidential group and 50 percent of the residential group leaving by
week 12 of the 1-year program. Supportive housing programs that allow single parents with SMI
to stay with children are also becoming available, and one such program suggests that it is
having a positive effect on both parents and children (Emédswis Family Development

Center, 2000); however, formal evaluations of such programs have been and remain a challenge
(Nicholson, Hinden, Biebel, Henry, & Katzavy, 2007; O’Campo et al., 2009).

Other research indicates that, among veterans who were homeless when they entered a program
that combined substance abuse treatment with social and vocational rehabia&66)(

women were more likely to be retained in treatment than men, and those who were younger (i.e.,
in their 20s) were more likely to be retained in treatment than those who were 50 or older
(Justus, Burling, & Weingardt, 2006). People with depressive disorders had higher retention rates
than those without, ne