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I. Introductory Information



WHO ARE THEY...?

The Stewart B. McKinney Act (PL 100-77) outlined the following
definition of homeless individuals:

. the term "homeless" or "homeless individual" includes -

(1) an individual who lacks a fixed, regular, and adequate
nighttime residence; and

(2) an individual who has a primary nighttime residence that
is -

(A) A supervised publicly or privately operated shelter
designated to provide temporary living accommodations
(including welfare hotels, congregate shelters, and
transitional housing) for the mentally ill.

(B) An institution that provides a temporary residence for
individuals intended to be institutionalized.

(C) A public or private place not designated for, or
ordinarily used as, a regular sleeping accommodation
for human beings. (PL 100-77, 1987)

Utilizing this definition a chronically mentally i1l homeless
person can be described as one who fits the criteria listed above and

who is eighteen or older and meets at least one of the following
criteria:

A) Has undergone psychiatric treatment more intensive than
outpatient care more than once in a lifetime; and/or

B) Has experienced a single episode of continuous structured,
supportive residential care other than hospitalization.

IN ADDITION

Chronically mentally i11 individuals typically meet at least two

of the following criteria on a continuous or intermittent basis for at
least two years:

A) Are unemployed, employed in a shelter setting, or have limited
skills and a poor work history;

B) Require financial assistance for out of hospital maintenance
and may be unable to procure such assistance without help;

C) Shows severe inability to establish or maintain a personal
support system;

D) Requires help in basic living skills; and/or

E) Exhibits inappropriate social behavior which results in demand
for intervention by the mental health and/or judiciary system
(Iowa Mental Health Plan, 1989).
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WHERE ARE THEY...?

The number of homeless persons varies from state to state, as does
the percentage of homeless persons who exhibit mental illnesses. The
following chart highlights the incidence of mental illness among the

homeless in various parts of the country.

Sample Sample % Mental
City & Source Size Location Disorders
Baltimore 269 City Shelter 31%
(Tabler, 1982)
Boston 78 Shelter 40%
(Bassuk, 1984)
Los Angeles 328 Skid Row Area 26.2%
(Farr, Koegel, &
Burnam, 1986)
Milwaukee 237 Shelter/Street 40%
(Rosnow, Shaw &
Concord, 1985)
New York 7,578 Shelters 24.9%
(Crystal, Ladner &
Towber, 1986)
Phoenix 3,000 Downtown 20%
(Stark, 1986) Catchment Area
St. Louis 248 Shelter 55.7%
(Morse etal, 1985)
San Francisco 76 Traveler’s Aid 60%
(Lewis, 1978)
Washington, DC 65 Women’s Shelter 48%

(Depp & Ackis, 1983)




The Mentally I11 Homeless In Iowa

A 1988 study of the homeless in Iowa (Wright, 1988) identified
14,136 individuals who were living on the streets, in shelters, in
places not intended to be a residence, or who are doubled up with family
and friends. Of this number, 4,129 are children under the age of 18.
Service providers estimate that approximately 30% of the homeless adults
exhibit signs of, or have been diagnosed as mentally i11. Using these
figures, it can be estimated that approximately 3,000 homeless persons
in Iowa are in need of mental health services.

The Stewart B. McKinney Act

In 1987, Congress passed Public Law 100-77, The Stewart B.
McKinney Homeless Assistance Act. This act appropriated $355 million
for FY 1987 to support a variety of services to assist the homeless; an
additional $357.6 million was appropriated for FY 1988. Funds totaling
$378 million were available in FY 1989. For FY 1990, the Bush
administration has appropriated $676 million.

The programs outlined in PL 100-77 include:

A) Interagency Council on the Homeless
Requires the establishment of a Interagency Council on the
Homeless in the executive branch. The Council is composed of
the heads of various federal agencies and programs. The
responsibilities of the Council include monitoring, evaluating,
and providing information and assistance to the various

federal, state, and local agencies/programs assisting the
homeless.

B) Federal Emergency Management Food & Shelter Program
Provides funds to supplement and expand existing efforts to
provide food, shelter, and supportive services to the homeless.
Funding is provided only for private, nonprofit organizations

or local government programs that fit the purposes of this
section.

C) Housing Assistance
Any governmental unit or agency seeking funds under this
section must provide a Comprehensive Homeless Assistance Plan
to the Secretary of Housing and Urban Development.

Assistance is provided for the following activities:

1) Emergency shelter grants to assist with the renovation,
rehabilitation, and operating costs of existing shelters,
for the conversion and furnishing of buildings to be used
for new emergency shelters and for the provision of
"essential services" including employment services, health
services, drug abuse services, and educational services.



2) A supportive housing demonstration program comprised of two
parts: (a) funds for up to 50% of the cost of providing
transitional housing services for homeless persons, with a
special focus on persons with mental illnesses and families
with children; and (b) funds to assist in the development of
community based housing and support services for handicapped
persons who are homeless or at risk of becoming homeless.

3) Supplemental assistance in the form of advances to
applicants for the programs described in (1) and (2). Funds
are intended to cover costs not covered by the programs
previously mentioned.

D) Surplus Federal Property
The Secretary of Housing & Urban Development is required to
identify underutilized public buildings, as well as other
properties and buildings which are suitable to use as
facilities to assist the homeless.

E) Health Care for the Homeless

1) Primary Health Care - Provides funds for up to 75% of the
cost of providing health care services to the homeless.
Health care services are to be provided in locations easily
accessible to the homeless and should include the following:
emergency health services, referral for necessary hospital
services, referral for mental health services, outreach
services, and assistance in applying for and receiving
services under entitlement programs. Grantees have the
option of including a mental health component as part of
their program.

2) Substance Abuse Treatment - Authorizes demonstration grants
for the development and/or expansion of alcohol and drug
abuse services for homeless persons.

3) Community Mental Health Services - Provides funds for up to
75% of the cost of providing mental health services to
homeless persons. Grantees must provide: outreach
services, diagnosis, crisis intervention and rehabilitation
to chronically mentally i1l individuals who are homeless or
at a risk of becoming homeless. Grantees must also provide
referrals, when appropriate, for primary health, substance
abuse, or hospital services.

F. Education, Training & Community Service

1) Adult Education - Secretary of Education will make grants to
state educational agencies to develop and implement literacy

training and basic skills remediation for adult homeless
individuals.



2) Homeless Children & Youth - Requires each state educational
agency to assure that each homeless child and youth have
access to a free, public education. States with residency
requirements for school attendance will modify their
policies to assure homeless children and youth a free and
appropriate public education.

The act also authorizes funds to establish an Office of
Coordinator of Education of Homeless Children and Youth in
each state. The Coordinator’s role will be to gather data
on the number of homeless children and youth in the state,
including information of the difficulty of access to and
placement of homeless children and youth in elementary and
secondary schools, and the difficulty in identifying special
needs of these children. The Coordinator will also develop
and carry out the state plan for assurance of education.

3) Job Training - Funds are available to public agencies,
private nonprofit organizations, and private business for
demonstration grants to provide basic skills instruction,
remedial education, basic literacy, job search activities,
job counseling, and job preparatory training.

4) Emergency Community Services - Authorizes funds to expand
services provided under the Community Services Block Grant
Act to provide assistance in obtaining maintenance and
social services for homeless persons, as well as migrant and
seasonal farm workers.

G. Food Assistance Programs

1) Food Stamps - Amends the Food Stamp Program to allow
homeless persons to receive expedite food stamp services
(Tess than five days after date of application).

2) Temporary Emergency Food Assistance Program - Amends the
TEFAP program to insure that homeless persons receive a
variety of surplus commodities.

H. Veteran’s Provisions - Provides funds for programs to assist
the reintegration of veterans into the work force.




II. Outreach



Qutreach Model

A comprehensive outreach plan for engaging and assisting mentally
i11 homeless persons involves several steps, each one building on the
successful completion of the previous one. It should be stressed that
successful outreach usually takes a long period of time. The following
model is based on an outreach framework which was developed by the APA

(Rog, 1988) for engaging mentally i11 homeless persons into services and
treatment.

Step One - Contact in the Community

While homeless individuals can be found almost anywhere, there are
some locations which tend to attract individuals with no where to go,
either during the day or at night. Think of some of the places in your
community where homeless persons are likely to be found, then think
about the locations where homeless persons with mental illnesses would
be 1ikely to be found. Some of these locations may include:

a) Police Stations - It often becomes the job of policemen to
approach individuals who are perceived by others to be
"vagrant" or who are living in locations not intended as
housing. Additionally, if these individuals are exhibiting
bizarre or manic behaviors, they are likely to be taken into
custody to ensure they don’t harm themselves or others.

b) Iwenty-Four Hour Businesses - Late at night, these businesses
can provide shelter from the weather and protection from
victimization, particularly for those who cannot make their way
to established shelter facilities or who have been barred from
such facilities for inappropriate behavior. Businesses with
extended hours may also be gathering places for individuals
seeking shelter.

c) Shelters/Meal Sites - Some mentally i1l persons are able to
make their way to established shelters. These individuals are
usually not floridly psychotic; however, often those who spend
time around them notice some behavioral abnormalities.
Therefore, your first indication that someone in one of these
facilities is in need of mental health services may not come
from the individual, but from someone who spends a 1ot of time
around them and indicates to you that "so-and-so is acting
strange."

Within the homeless population, it is often difficult to
differentiate between individuals who are exhibiting mental illnesses
and those who have adopted a particular behavior as a defense or
protective mechanism. Project HELP in New York City (1983) has
developed a 1list of key characteristics to help identify the severely
disabled in the homeless population. Some of the visual keys include
"extremely dirty appearance; lice infestation; torn, dirty, and layered
clothing; weather - inappropriate clothing (i.e. winter coats in mid-
summer); belongings in carts, bags, boxes, etc." (Page 4) Behavioral
indicators include "walking in traffic; urinating and/or defacating in
public; remaining mute and withdrawn." (Page 4)



Step Two - Crisis Intervention

Your first encounter with a mentally i11 homeless person may come
when you are called upon to respond to a crisis or emergency in which
the individual is involved. The following are general guidelines which
may assist you in responding to crises. More information on responding
to specific situations can be found in Section III "Health Issues."

Psychiatric Emergencies

Any time you are attempting to assist someone whose behavior has
become unmanageable due to a psychiatric problem be prepared to spend
some time with the person. Be calm and direct, let the person know who
you are and where you are from. Remember that it is important to
maintain control of your actions, as any excitement on your part will
only increase the agitation of the person with whom you are working.
Listen to what the person is saying to get a clearer picture of his or
her perceptions. It is not up to you to judge the person’s perceptions
- remember that they are real to the individual. Rather than judging
the individual’s views be empathetic, and try to gently confront the
person’s behaviors which may harm themselves or those around them.
Always give power of choice to the individual - provide limits or
guidelines for acceptable alternatives and let the individual choose
from among those alternatives. During your interaction with individuals
exhibiting psychotic behavior, be aware of your physical positioning.
Try to talk to the person on an eye to eye level at all times to make
the encounter seem less threatening. Also, avoid "blocking in" the
person - leave a door open, talk to the person while standing or sitting
next to them, rather than in front of them. Finally, if you would feel
more confident or comfortable with another person assisting in the
interaction, try to utilize someone who is well-known to the person; be
careful when approaching an agitated individual to avoid the look of

"ganging up" on them (Columbia University, 1986; Hafen & Peterson,
1982).

Drug and Alcohol Emergencies

When assisting an individual who appears to have overdosed on
drugs or alcohol, it is not as important to determine what the
individual has taken as it is to get him or her immediate medical
assistance. Have someone else in the area call for emergency medical
help so that the individual will not be left alone.

If the person you encounter becomes hostile or aggressive, leave
plenty of space between you and the person. This will avoid making the
person feel trapped in, and will also provide you with a means to leave
the situation to obtain additional help, if needed. Never confront a
violent person alone; if the person is armed, call the police.

For individuals who are hallucinating, provide reality and
encourage the person to talk. While talking to the person, search the
area quickly for clues about what the person has taken.

While medical assistance is appropriate in all situations, some
signs indicate that the individual’s life is in danger and help should
be sought immediately. These include: unconsciousness, breathing
difficulty, high fever, abnormal or irregular pulse, vomiting when not
fully conscious, and convulsions. If any of these characteristics are
present, lay the individual on the floor on his or her side with his or
her face pointing down. Loosen the individual’s clothing and keep him
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or her as quiet and cool as possible. It should be stressed that these
are only intermediate steps and can be followed while waiting for

medical assistance, not in place of professional medical care (Hafen &
Peterson, 1982).

Victimization

Mentally i11 homeless person are the most vulnerable segment of a
vulnerable population. As such, they often become the victims of
assaults, robberies, and rapes. Most victims of violent crimes go
through a three step recovery process. During the first phase, the
victim may be plagued by shock and disbelief over what has happened.
During this time, it is important to ensure that the individual receive
necessary physical health care. Additionally, until the shock passes,
the victim may need to be reminded to perform everyday tasks. Also, it
is important to let the individual talk about the situation and express
his or her feelings as he or she attempts to work through the situation.
During the second phase, the victim may develop obsessive memories of
the attack and may communicate feelings of loss of control. While it is
important to listen to the victim’s feelings, don’t fuel that obsession
by dwelling on the attack. Rather, help the individual identify his or
her feelings and help him or her to work through those feelings. On the
final phase, the individual may express fewer fears, but will still need
the support of others. Encourage and reward each small step on the way
to recovery, while at the same time helping the individual to develop a

security plan to attempt to prevent further attacks (Hafen & Peterson,
1982).

Step Three - Establishing Rapport & Trust

Once a homeless person with mental health needs has been located
and any emergency situations have been taken care of, staff can begin
the actual "outreach" phase of the encounter. To be successful in
connecting mentally i11 homeless persons with needed services, a

trusting relationship must exist. Some guidelines for fostering this
trust include:

- Offer basic services in a setting where the individual is
comfortable, an individual is more likely to fill out a food
stamp application if it can be completed in the shelter where
he or she has been staying than if he or she has to walk across
town to the DHS office to fill it out. For services that
cannot be offered in the natural setting, provide or arrange
for transportation to the necessary location.

- As you assist a mentally i11 homeless person in receiving
needed services, set clear guidelines for what you can and
cannot do for the individual. This will not only reduce worker
stress, it will prevent clients from "dropping out" because
they were expecting assistance they didn’t receive.

- Be flexible as you begin to connect the client with services.

Listen to what he or she expresses as needs and respond to
those needs rather than a preset personal agenda.
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- Only offer services to the client that are easily accessible

and that won’t put the client through a 1ot of embarrassment or
humiliation to receive.

- Meet the client’s perceived immediate needs before trying to
engage him or her into mental health services. Clients may be
afraid that utilizing mental health services could lead to
institutionalization (Barrow & Lovell, 1982) or a loss of
freedom (Farr, 1986). If you have established a track record
for helping a client receive services that are needed and
helpful, he or she will be much more likely to trust your
judgement on mental health services.

Step Four - Individualized Treatment

Once an individual has received needed services and is engaged in
mental health care, an individualized treatment plan will be set up.
Individuals from many different areas contribute to this plan; as
someone who has had frequent contact with the client, you may be called
upon to provide insights into the client’s needs. Additionally, as part
of your position may include follow-up contacts with the client, you may
be able to provide insight on the client’s changing needs. In order to
share information with other professionals, it will be necessary to have
the client sign some type of consent or release of information form.
This is usually done in an early phase of the outreach process, as it
makes accessing services for clients easier.

Step Five - Medication Therapy

An important aspect of any treatment program are the medications
used to control some of the symptoms of mental disorders. By the time a
client is engaged in mental health treatment, the majority of your
effort as an outreach worker will be completed. However, as you may
have ongoing contact with the client, it’s importatn to be aware of the

medications prescribed for certain mental disorders as well as side
effects to watch for.

Psychotropics - Thorazine, Haldol, Mellaril. Most often used for
treatment of schizophrenia to help restore ordered thought, reduce
hallucinations, suspicions, and agitation. Some of the side
effects include drowsiness, faintness, and blurred vision.

Antianxiety - Librium, Valium, Equanol. Used for relief of
anxiety and apprehension, may also be used during alcohol
withdrawal. Side effects include drowsiness, nausea, confusion,
and blood count depression.

AntiMania - Lithium. Blood levels need to be monitored. Acts to
reduce grandiose feelings, hyperactivity. Side effects include
twitching, blackouts, motor retardation, and confusion.

AntiDepressants - Trofanil, Norpramine. Act to alter mood states
and abnormal behavior patterns. Side effects include dry mouth,

change in blood pressure, insomnia, and irregular pulse (Columbia
University, 1986).
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Step Six - Psychosocial Rehabilitation

Psychosocial rehabilitation can have many different aspects, all
of which are aimed at assisting the client to become as highly
funtioning as is realistically possible. Three main features of
psychosocial rehabilitation will be focused on here.

a) Socialization - The development of drop-in centers for mentally
i1l homeless clients has provided them with an important means
of socialization with others. These centers are designed to be
accepting places for individuals to go while shelters are
closed. Centers are often utilized as locations for day
treatment programs, where clients can work on daily living
skills, receive counseling, and meet with case managers.

b) Intensive Case Management - Case management can pick up where
initial outreach efforts left off, by ensuring continuing
access to services and advocating for client’s needs.
Additionally, case managers can monitor client’s changing needs
and connect them to new or different services, as needed. Due
to a smaller case load (40:1), case managers are often able to
spend more time with clients than are outreach workers, who may
be assisting hundreds of individuals. Additionally, due to
their clinical training, case managers can focus on providing
mental health services to the client as a primary component of
their efforts (Rog, 1988)

c¢) Teaching Daily Living Skills - Part of helping mentally ill
homeless persons prepare for independent living situations
involves assisting them in developing daily living skills.

Identify areas where the individual needs assistance. To
th extent possible, the client should be involved in this
identification phase. If the client is unable to provide
input, observing him or her during meals; in day programming,
and in interaction with others may help you identify skills to
be developed (Long, 1986).

Rather than trying to teach a skill all at once, break it
down into manageable steps. Clients will be more motivated if
they can see many small accomplishments along the way. Once
the skill has been broken down, it can be taught in many
different ways. In chaining, a staff person does the first
part of a task, then the client finishes the job. This method
works well for skills like bed-making or table setting. In
modeling, the client and the staff person work on a task side
by side. The staff person does part of a task, then the client
replicates the staff person’s actions. This method can be
utilized for activities in the community, such as riding the
bus or doing laundry. Finally role-playing can be used to help
a client develop social interaction skills. Acting out a
situation, such as a eligibility interview for general relief
or asking for help in a store, can help a client develop
confidence for social interaction.

When developing a plan to teach daily living skills, it’s
important to have a clear plan. Also, allow plenty of time for
the client to learn the skill - unnecessary hurrying can
frustrate the client and may negate any gains he or she has
made. Finally, as many mentally i11 persons go through periods
of high and low functioning, certain aspects of a skill may
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have to be taught over several times; therefore, patience and
persistence are the keys to successful daily living skills
training.
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III. Health Issues
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Recognizing Physical Health Problems

Being homeless greatly increases one’s risk of illness due to
inadequate sanitary facilities, exposure to the environment, and a Tack
of access to needed facilities. In fact, it may be that the health
problems of the homeless are the same risks and illnesses faced by the
general population exacerbated by the previously mentioned conditions
(Brickner, 1986). Whatever the source, some health conditions occur in
unusually large numbers among the homeless. These include:

a) Trauma - Due to their vulnerable 1living condition, homeless
individuals are at an increased risk of becoming the victims of
violent crimes, including assault, roberry, and rape. Mentally
i1l homeless individuals are at an even greater risk due to
their lower capacity to defend themselves.

The primitive conditions under which many homeless
individuals live can lead to health problems, including cuts,
bruises, and burns If not treated quickly, these conditions
can lead to infection.

Studies of health care programs for the homeless indicate
that as many as 30% of the patients treated have trauma-related
injuries (Kelly, 1985). In general, most trauma related
injuries are treated in later stages, as homeless persons
either don’t seek medical attention for minor injuries or have
difficulty accessing medical care.

b) Infections - The most common health disorders among the
homeless are infections. Respiratory infections, which can be
caused by cold, wet, and crowded 1iving conditions, spread
rapidly in highly populated facilities such as shelters and
meal sites (Brickner, 1986). Homeless persons also have
greater incidence of tuberculosis, particularly among the
alcoholic segment of the population (Institute of Medicine,
1988). As mentioned above, cuts, burns, and lacerations which
aren’t treated quickly can also cause infection.

The conditions which lead to infection - exposure, poor
diet, lack of sanitary facilities, and overcrowding can be
controlled to some extent. Accessible day clinics and mobile
outreach efforts which provide on site health care, blankets,
warm meals, and hygiene supplies, are two examples of efforts
which have been initiated to attempt to alleviate some of the
factors which cause infection and disease.

c¢) Thermorequlatory Diseases - During cold weather, individuals
who spend much of their time outside are at risk for
hypothermia and frostbite. In mild hypothermia, body
temperature drops to 90-95 degrees. A person experiencing mild
hypothermia lacks coordination, may stumble, and exhibits slow
reactivity - he or she may actually appear drunk. Therefore,
it’s important to keep a careful watch on anyone exhibiting
such sumptoms, as further exposure can lead to serious
hypothermia. In this condition, body temperature drops to
78-90 degrees; the person’s shivering response stops, their
muscles become rigid, and stupor and coma follow.

In both cases, it is important to get the individual out of
the cold, wet environment and provide warm blankets and
clothing. Seek medical attention as soon as possible.
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This same response can be utilized for frostbite victims.
Skin discoloration is the best indicator of frostbite. In
first degree frostbite, the skin is white, but returns to red
upon rewarming; in second degree frostbite, the skin appears
hemorrhagic. In the most serious type of frostbite, third
degree, muscles underneath the skin take on a woody appearance.

At the opposite end of the scale are heat related disorders,
including heat exhaustion and heat stroke. Heat exhaustion is
most common among individuals who aren’t acclimatized to the
heat. This may include mentally i11 homeless persons, who tend
to dress inappropriately for the weather or who may be carrying
around a heavy load of belongings (Project Help, 1983).
Symptoms of heat exhaustion include nausea, vomiting and
fainting. Treatment includes getting the person to a cool
environment and having him or her rest as much as possible.

Exposure to high temperatures over a long period of time can
lead to heat stroke, where body temperature rises above 105
degrees. Heat stroke is a risk for individuals whose bodies
may have difficulty regulating temperature, including
alcoholics, diabetics, the elderly, and malnourished
individuals. Syptoms of heat stroke include headaches,
weakness, confusion, delirium, coma, and eventually death.
Treatment involves ice baths to lower body temperature as
rapidly as possible, and emergency medical care.

Recognizing Mental Health Problems

While mentally i11 homeless persons can exhibit any kind of mental
disorder, some disorders occur more often than others in the homeless
population. These disorders, along with some of the characteristics
which may indicate their presence are listed below. It is not the role
of a lay person to diagnose mental illness, those who have regular
contact with the homeless may be the first to see signs or symptoms
which indicate that evaluation by a mental health professional is
necessary.

Schizophrenia

Those working with the homeless are more likely to encounter
schizophrenic individuals than individuals with any other type of mental
disorder. Estimates of the percentage of homeless individuals who are
schizophrenic range from 30% (Basouk, Rubin, & Lauriat, 1984) to 72%
(Lipton, Sabotine, & Kalz, 1983). Arce, etal (1983) found that the
majority of the homeless population with schizophrenic disorders were
the "street people" - those who had been without permanent housing for
an extended period of time. These individuals tended to be "floridly
psychotic", had a history of mental hospitalization, and had many other
health problems.

Some of the characteristics of schizophrenic disorders include:
visual and/or auditory hallucinations; delusions of grandeur; lack of
association; social isolation, and detachment from reality.
Schizophrenia can take on three forms:

a) Paranoid - Mentally i11 individuals with paranoid thinking

patterns are overly suspicious, often thinking that others are
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out to get them, when this is not the case. While a certain
suspiciousness may be a defense mechanism or a learned response
to 1ife on the street for many homeless persons, an individual
with paranoid thinking patterns suspicions extend to thinking
that television broadcasts or newspaper stories are about him
or her.

b) Disorganized - An individual with disorganized thinking
patterns tends to have bizarre and uncontrolled thoughts, often
due to an oversensitivity to auditory or visual stimuli. These
people tend to be "loners", as interactions with others may
produce a "stimulus overload". Due to this, people with
disorganized thought patterns may be difficult to engage into
programs. Workers need to be patient in their outreach
efforts, as trying to engage these individuals may take a long
time.

c) Catatonic - Catatonic individual’s bodies may become fixed in
an awkward pose; they are unaware of what is going on around
them. Any movements these individuals make tend to be intense
and repetitive, with no apparent purpose (Columbia University,
1988).

Schizophrenic individuals are difficult to develop a rapport with.
As his or her thoughts are clouded by confusion and suspicion, the
individual may have difficulty understanding who you are or what you
want. Therefore, it’s important to be patient and persistent in your
outreach efforts; don’t push the person, but reinforce any attempt he or
she makes to take advantage of available resources.

During your interaction with individuals who are exhibiting
behaviors which may be indicative of a schizophrenic disorder, it’s
important to remain calm. Speak in a slow, straightforward manner,
taking time to ensure that the person understands what you have said.

To the extent possible, talk to the individual away from high traffic
areas to avoid unnecessary confusion. However, avoid cramped spaces or
closed doors, as this may make the individual feel "pinned in" and could
increase the suspiciousness and paranoia he or she is experiencing.
Finally, if the individual tells you something that is obviously a
delusion, avoid reinforcing this delusion by engaging in a discussion of
it. Rather, try to redirect the conversation by linking the feelings
the individual is expressing to something based in reality.

Personality Disorder

Persons with personality disorders are not confused like those
with schizophrenic disorders. However, they can be difficult to work
with, as they tend to blame others for the problems they are
experiencing, even when the problems are brought about by their own
methods of solving problems.

Individuals with paranoid personality disorder do not have the
same confused thought processes as a paranoid schizophrenic; however,
they do share the perception that "everyone is out to get me" and that
everyone with whom they have contact is part of a big network that is
out to hurt them. As these individuals may be frightened by an overly

friendly approach, interaction efforts with these individuals should be
somewhat detached and businesslike.
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Antisocial individuals present a different type of challenge.
They feel that 1ife has robbed them of what is rightfully theirs, so it
is up to them to "take it back", by either robbing or violating the
rights of others. Antisocial individuals need to be held accountable
for their actions. Depending on the type of violation, this can be done
through either facility rules or with the assistance of an outside
agency, such as a law enforcement agency.

People with borderline personality disorders have difficulty in
their relationships with others. These individuals feel they need
someone’s attention so badly, they will do anything to get it. As it is
extremely difficult to find someone who will respond to their intense
demands, they often become frustrated and desperate, even to the point
of hurting themselves to get another’s attention. Because persons with
borderline personality disorders require such intense attention from
others, staff attempting to help them should place definite guidelines
on the relationship and should stick firmly to these guidelines.

Personality disorders are much less common than schizophrenic
disorders, occuring in only about 27% of the homeless population
(Fisher, Shapio, & Anthony, 1983). The homeless with personality
disorders tend to be younger and use services more sporadically than
"street people" (Arce, etal, 1983).

Mood Disorders

Younger mentally i11 homeless individuals are also more likely
than "street people" to suffer from mood, or affective, disorders.

The most common affective disorder is depression To a certain
extent, depression among homeless persons is understandable, as they
have lost homes, possessions, friends, and family. Some individuals can
express grief over their losses through talking it out or crying. There
are some individuals, however, who experience grief to the extent that
they are unable to eat, sleep, or interact with others. When working
with individuals exhibiting these behaviors, avoid trying to cheer the
person up; rather, listen and be supportive of the individual, even
though you may not agree with the severity they attach to certain
events. Individuals who have not eaten or slept should be gently
encouraged to eat something or rest, as starvation and exhaustion can
lead to more serious health problems. Also, try to draw the individual
into a low level activity to help them focus their attention in another
direction.

Depression can sometimes be alternated with mania, or periods of
great excitement. Manic individuals seem to have a lot of energy with
little need for rest. They may also express overstated feelings of
importance or invincibility. Individuals with manic/depressive
disorders tend to experience a wide range of emotions. Staff working
with someone who is extremely depressed should take any indication of
suicide seriously. If suicide appears to be likely, do not leave the
person alone and try to obtain the assistance of a mental health
professional.

Self destructive behaviors may also be exhibited during the manic
phase of the disorder. Feelings of invincibility may lead the person to
refuse necessary medical treatment or to become involved in dangerous
situations. As most manic episodes tend to be self-limiting,
intervention can usually be limited to keeping an eye on the individual
to make sure he or she doesn’t harm him/herself or others.

_18_



Additionally, if the individual appears to be unaware of his or her
surroundings, it may be necessary to provide reality orientation.

Organic Brain Disorders

Organic brain disorders occur in two major forms, delirium and
dementia. These disorders differ from the others described in that they
have a physical cause. Things like a blow to the head, high fever, and
drug use can produce some of the characteristics of delirium - memory
loss, confusion, disconnected thoughts, and hallucinations. The person
may also become frantic when he or she realizes that he or she can’t
remember things; therefore, it is best to find a calm, quiet environment
for the person. Also, close supervision is necessary to ensure that the
individual does not become overly agitated and harm him/herself or
others. Additionally, the assistance of a doctor should be used to
treat the physical source of the delirium.

In dementia, there is actual structural damage to the brain (i.e.
Alzheimer’s). Many of the symptoms of dementia are the same as delirium
- confusion, memory loss, agitation. However, the symptoms in dementia
are chronic - that is, they are exhibited over a long period of time
without appearing to be alleviated. Individuals who are confused can

best be assisted by gentle reminders and by straight forward
interactions.

Substance Abuse Among the Homeless

For the homeless, the use of drugs and/or alcohol may serve many
functions, including a coping mechanism, affiliation source, and,
especially for the mentally ill, a self-medication role. Studies of
drug use among the homeless report prevalence rates of 9% to 55%
(Mulkern & Spence, 1984a); while the prevalence of alcohol abuse ranges
from 16% to 45% (Mulkern & Spence, 1984b).

Individuals who are addicted to drugs or alcohol are at one of
three stages. In physical dependence, the person’s body has adjusted to
the presence of the substance. When the substance is not present, the
body goes through withdrawal. Once withdrawal has begun, either more of
the substance or a fairly lengthy detoxification period are necessary
for the body to function normally again. Physical dependence is common
among abusers of alcohol, heroin, and tranquilizers. Medical
supervision is necessary when helping someone through detoxification, as
the withdrawal symptoms can be severe.

A person who is psychologically dependent on a drug becomes
apprehensive of facing life without that drug. Psychological dependence
is especially common among abusers of cocaine and marijuana. Assisting
a psychologically dependent individual involves providing support and
encouragement as he or she attempts to cope with life without the
assistance of drugs.

A stage of tolerance is reached when more and more of a drug is
needed to produce the same effect. This is a common occurance among
individuals addicted to alcohol and tranquilizers. Detoxification for
persons at a stage of tolerance involves slowly returning use to a
manageable level before attempting total detoxification.

Homeless individuals are more covert in their use of alcohol and
drugs. Therefore, it is important to decide within your organization
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whether no use will be tolerated, or whether it will be tolerated within
certain guidelines. It is important to communicate your policy to
individuals who come to your organization and to enforce the policy when
necessary. By bending the rules for someone you may be enabling their
behavior and you are also setting a precedent that may counteract any
further attempts to control drug use in your organization. When
enforcing rules, communicate in a firm, direct manner. Having another
staff person nearby is important to back up your actions and for
protection, if needed.

When interacting with substance abusers, communicate acceptance of
the person, even though you don’t accept their behaviors. Reinforce any
positive, health behaviors the individual displays. Keep in mind that
if a person decides to "kick the habit", he or she will need assistance
in developing a new supportive network that doesn’t center around drugs
or alcohol.

You may encounter some individuals who give evidence of
comorbidity - both substance abusers and mentally i11 (30-50% higher
rates of substance abuse among mentally i1l homeless). For these
individuals, it is important to get them in contact with a therapist or
someone who has the ability and authority to make a decision about
primary diagnosis. This individual will refer the person to substance
abuse treatment or mental health treatment, depending upon which is
considered the primary problem. Your role, as an advocate, is to
support treatment and to reinforce the individual’s positive behaviors.
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VI. Legal/Advocacy Issues
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Tenant/Landlord Laws

Individuals with 1limited incomes have difficulty finding safe,
adequate housing. Additionally, those with mental disorders may have
difficulty negotiating a fair lease. Often mentally i1l persons have a
court appointed guardian to assist in protecting their rights in such
situations. However, homeless persons with mental illnesses may need
assistance from lay advocates. Therefore, it is important that those
working with the mentally i11 homeless be familiar with some of the
sections of the Uniform Residential Tenant and Landlord Law. (Iowa Code,
562A).

For example, a landlord is required to meet all building and
housing codes. If the landlord fails to do so, the tenant may give 30
days notice that the lease will end. Alternatively, a tenant may
withhold one month’s rent to pay for repairs, provided he or she gives
notice to the landlord at least 14 days before the rent is due. If this
second method is utilized, it is important that the tenant keep all
receipts to document the repairs along with a copy of the rent
withholding notice. A landlord cannot evict a tenant for nonpayment of
rent in this case.

A landlord also cannot evict a tenant, increase rent, or decrease
services to the tenant if the tenant reports code violations to a
governmental agency. This is also true if the tenant complains to the
landlord or becomes a member of a tenant’s union.

A landlord can bring action for possession, however, if the code
violation was caused by a lack of reasonable care on the part of the
tenant or a person in the tenant’s household. Additionally, tenants may
be evicted for defaulting on rent payments. In this case, the landlord
must give three days notice to pay or the lease will end. The three
days begins the day after the tenant receives notice. Once eviction
proceedings are started, the lease terminates in thirty days if the
situation is not remedied in fourteen days.

Dependent Adult Abuse

Those who have regular contact with the mentally i11 homeless may
notice signs that the individual is being abused. These signs can be
physical, such as bruises, cuts, or burns; emotional, such as an
expression of a strong fear of someone responsible for the individual’s
care; or verbal, if the dependent adult relays to you a situation which
you perceive to be abusive or exploitive. In any case, it is important
to have a good working knowledge of the rules and reporting procedures
surrounding dependent adult abuse.

The Iowa Code (Chapter 235B) defines a dependent adult as "a
person 18 or over who is unable to protect his or her own interests or
is unable to adequately perform or obtain services necessary to meet
essential human needs, as a result of a physical or mental condition
which requires assistance from another."

Utilizing this definition, dependent adult abuse is defined as:

a) Physical injury to or unreasonable confinement of a dependent

adult;

b) Commission of a sexual offense with or against a dependent
adult;
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c¢) Taking unfair advantage of a dependent adult, or that adult’s
physical or financial resources for one’s own profit via
harrassment, duress, or false pretenses;

d) Deprivation of minimum food, shelter, clothing, physical and
mental health care, or other care necessary to maintain a
dependent adult’s 1ife or health. (Iowa Code, Ch. 235B)

If you suspect that someone you are working with is being abused
by a caretaker, report the suspected abuse to the local Department of
Human Services Office. The Department of Human Services will then
inform the county attorney of the report. A multidisciplinary team will
then evaluate the situation to determine whether or not the report will
be investigated. Criteria used to determine if the case will be
investigated include determining if the alleged abuse falls within the
legal definition of dependent adult abuse (see a-d above) and also
determining if the perpetrator of the alleged abuse is a caretaker of
the dependent adult. (Iowa Department of Social Services, 1989)

If the above criteria are met, the multidisciplinary team will
investigate the case and take any actions necessary for the safety of
the dependent adult. If this investigation shows probable cause for
abuse, the district court will authorize a person, authorized by the
Department of Human Services, to enter the residence and examine the
dependent adult. Following the examination, if abuse is found, a
guardian or conservator will be appointed for the dependent adult.

Any person who makes a report of dependent adult abuse in good
faith is immune from civil or criminal 1iability. This immunity also
holds if a good faith reporter is required to testify at any judicial
proceedings which may result from an investigation.

As defined by Iowa Law (Iowa Code, Section 232), mandatory
reporters include:

1) Health professionals, including:

- Licensed physicians and surgeons

- Osteopaths

- Osteopathic physicians and surgeons

- Dentists

- Optometrists

- Podiatrists

- Chiropractors

- Residents or interns
Registered nurses or licensed practical nurses

2) Soc1a1 Workers who are:

- Self-employed

- Under jurisdiction of the Department of Human Services

- Employed by public or private institutions or agencies

- Employed by public or private health care facilities,
including Residential Care Facilities, Intermediate Care
Facilities, and Skilled Nursing Facilities.

3) Certified Psychologists

4) Members of th