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ABSTRACT

Families are the fasteSt growing groﬁp among the
homeless population (Cohen &'Buft,’1990).' One of the
. devastating effects of homelessness is depression. (Lloyd-
Cdbb & Dixon, 1995). Pr;or research suggeéts,that o
transitional housihg préérams for the theless can
significantly reduce deﬁié@sion if they provide a variety
of services whiéh ﬁeet tﬁgir emotional, vocational,_ |
housing,.and social needs: not just food, shelter and
clothing (Albers & Paolini, 1993;'Hail, 1991; Gerstel,
‘Bogard, McConnell, Trillo & Schwartz, 1995; Cornish, 1992).
This study used a positivist approach to explore the
effects of Eoothili Family Shelter's program upon the
residents' depression. A within-subjects design,
consisting of a pre-test andbpost—test depression inventory
was administered to shelter'residents. The depéndept
variable was the depression inventory scofes and’the
independent variable was participatioh in the shelter
program. This study supported the hypothesis that short-

term shelter programs‘can help reduce depression in

homeless parents. .
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. 'iNTRODUCTION |

"Throughout American'history the homeless have beenv‘
with us. Traveling the open road and hOpping freight cars
has been romanticized.for us through films,_litefature, and
the media. But the reality of nomeiessness‘is not at all
romantic, especialiy-for families with children. Friedman
(1994)'finds that’the different definitions of homelessness‘
invthe literature do not ectualiy capture the multi- |
dimensionality of homelessness. Hudson's (1989)
definition focuses”on a person's inability to_negotiate_i
market conditions inba’partieular locale or more |
specificelly the inability of the person to obtein any type
. of shelter. The Institute oeredicine (l988) defined
homelessness as the'inébility of‘the“person to have a
ffixed} regular;‘and‘adequate night time:residence.";
Friedman speculates‘tnet‘thegnerd i"ho’meless" is a |
catchword, wnich oniyifocuees on the lack of residence, hut
fails to include the myriad of problems which usually.
accompany‘homelessness. Accordingiy,,the-term "homeless"g»
is as steteotypical and misleading as any othef societal
blabelt | | | |

The truth is that the homeless pepuletion conStitntes

a group of people_eXperiencing an assortment,of problems,
of which a lack offreSidence is just onevidentifying
element (Friedman, 1994). While soeial work research'hae

studied the plight of the homeleSS'for deeades, not eneugh,
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,research has fOcused on whether the‘services being offered ;
to the homeless actually improve. their s1tuation (Lindsey,~
©1998) . The interrelatedness and seriousness of problems 1nf”
the homeless population suggest soc1al workers use a "team—f
based" or ecological case management model when working
with the homeless»(Lloyd4Cobb & Dixon, 1995) .

‘The fluctuating nature of homelessness‘makes it near
impossible to measure the population’withua great degree of
accuracy, but We‘do know that‘the homeless number in the |
hﬁndreds of‘thousand817~We also know that.thea -
characteristics of the homelessbpopulationvarevchanging
from the‘stereotypic solitary man or woman‘to a growing
number of familycgroups (U.s. Department ofaHousing‘and
Urban Development, 1994) . Research has also indicated’that
the numbers of"homeless are -not decreasing, even though the
economy has 1mproved in recent years (National Coalition
"for the Homeless, 1998) It is also quite p0581ble that
the recent passage of federal welfare reform will mean that
more families with children will be homeless in the near
future,‘because welfare benefits will terminate before
caregivers are able to earn enough to support their family
(Lindsey, 1998).

Homelessness is a disastrous event for families. Not
only does it 1nterfere w1th every aspect of the family
experience, but it impairs the phys1cal emotional,,and

spiritual health of the family‘members‘(National Coalition



for the Homeless, 1998). All of the family members are
affécted and it frequently results in the family members
being separated out of nécessity. Children are especially
negatively infiuended because it disrupts their educatién
andvdevelopment.‘ The frequent moves, lack of:éafety, lack
of available medical care, and frequent absenteeism from
school, and laék of nutritious food all result in putting
children at risk for depression, alcoholiém, and drug
dependency in later yeafs (Smith, 1996). Children whd._'
experienced hdmélesSness have less of a chance tb end theb
cYcle of poverty, and, in turn, may coﬁtinue ﬁhe pattern to
a new generation.

Families are the fasteSt growing group among the
homeiess population ( Cohen & Burt, 1990). It is estiméted
that 1 to 2 millioh people experience homelessness within
one year. Families with children make up around 40% of
people who become homeleéé, while on any one night it is
estimated that 20% of the homeless population are families
(Shinn & Weitzmann, 1996). Waxman and Hinderliter's 1997
survey of 29 U.S. cities fouﬁd that children constitute 25%
of the homeless people. It is probable that these
estimates are higher in rurél areas; as research indicates
that families, single mothérs, and children comprise the
biggest proportion of homeless people (Vissing, 1996).

One of the‘most,devastating side effects of being

homeless is depression (Lloyd-Cobb & Dixon, 1995; Cohen &



Burt, 1990; DiBlasio & Belcher, '1‘993) Beck (1976)
describes depre551on as a cognitive triad comprised of
negative views of self, negative v1ews of_the world, and
hopelessness. Research has-shown that the,circumstances
surrounding homelessness make those subject to it at high
risk for suffering from‘symptoms ofvclinical depression.
The DSM-IV characterizes depression as ailoss-of‘interest

- in normal act1v1t1es accompanled by a depressed mood and a
number of other symptoms, such as loss of appetlte and |
feelings of‘hopelessnessifor a,perlod to exceed two weeks
(American Psychiatrlc Ass001at10n , 1994). As homelessness
usually occurs in a downward splral of events, by the time
the people_are actually out of their homes, their mental
energies have been exhausted and they are left with nothing'
but feelings of hopelessnessvand despair (Bassuk: 1990) .
It is also dlfflcult to determine whether depress1ve |
symptoms occurred prior to or concurrent with the event of
homelessness . But, in either case, it is up to the social
worker to follow a biopsychosociallsocial work philosophy
and utilize the community resourceslavailable to assist
their clients. | | )

Research proposes that transitional housing programs
7can:significantly reduce’depression in their homeless
clients if they prOVide: adequate.connection to soCial
services; coordination of needs and services;,mentalihealth

evaluations and interventions; facilitation of goal-



planning; individual and group consultation; promotion of
problem solving skills; socialization skills enhancement;
parenting classes; nutritional education; medical suppoft;
connections to community services; and job training
programs (Albers, & Paolini, 1993; Hall, 1991; Gerstel,
Bogard, McConnell, Trillo, & Schwartz, 1995; Cornish,
1992). These programs help to counteract the effects of
negative view of self and the world. They also instill
hope and help relieve symptoms of situational depression in
the homeless population. These program practices are also
compatible with social work principles, especially those
regarding self-determination and respecting the dignity and
worth of each individual.

Social workers have long been champions for under
represented groups and the present study proposes to
further research in the area of depression and
homelessness. The current study examined the effect that a
short-term homeless shelter's integrated program had upon
depression in their homeless parents. Can short-term
shelter programs significantly reduce depression in their
homeless patrons? In order to discover how to help reduce
depression in the homeless population, we must first
discover which shelter programs help alleviate symptoms of
clinical depression. Then we must look at which elements
of shelter programs are helpful in relieving the symptoms

of depression. This can be done through comparison of



different programs with different elements, such as.
_homeless shelters w1th programs and those that only prov1de
basic hous1ng.' It can also be done by comparlng dlfferent
~shelter programs themselves and trylng‘to determine which
segments of the programs‘help’and which do not.

This study looksdatvone,shortfterm shelter program for
families with childrenhandwcompares the depression'scores
of.homeless parents‘before.and’afterbparticipation in th=ir
vintegrated program: 'Therefore, this study is pertlnent and
relevant in social work research

- LITERATURE REVIEW

‘The homeless are pertlnent research subjects for
social workers because they are one of the most
dlsempowered and d1senfranch1sed groups of people‘in our
'country. But, social work research with the‘homeless,
populatlon is. dlfflcult for many reasons One reason is
that the extent of homelessness is unknown (National
Coalition for the Homeless, 1998). An accurate count of"
the homeless population is difficult to estimate because of
the trans1ent nature of the homeless Most research
bbsamples only consider those that take up "bed nlghts" in
shelters or utlllze soup kitchens samples, and fail to
accurately estimate the true‘number.of those on the streets
and those who are doubling'and tripling up‘With relatiwes
or friends'(U.S.'Department_of Housing and‘Urban |

Development, 1994) . Moreover, homeleSsness'is most oftea a
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temporary‘state, nbt a permanent,condition) therefore‘the _
numbers are'continuousiy changing; Currently, many
researchers state that‘a."mofe appropriate measure of the
maghitude of homelessness is therefore‘the number of people
who experience homelessness over time," (National Coalition
for ﬁhe Homeless, 1998).

vAnother probleﬁ with obtaining an accurate estimate of
the homeless is that operationalvdefinitions of
hbmelessness'differs between studies. Some studies define
homelessness as those without shelter for a particulari
night(s),‘while others define homelessness_asvbeinngithout_
permahent'residency (Hudsoﬁ, 1989}‘Clafke; 1995).v A-third
" problem is that methodologies are varied in research with
. the homeless.",They“differ in that soﬁe use point-in-time
estimates and some use estimates‘over time. Point-in-time
eStimetes are.dependent‘upon oneetime_cOunts.in homeless
kitchens and shelters, bﬁt these cen‘be.highly misleading
because they imply that the homeless pbpulation'iS'Static'
as opposed'to*fluctuating numbers. Estiﬁetes over time’try
to keep track of estimates ovef a»period ofbtimekto.better‘
understand the true eitent_of homelessness, but stili miss,
”a’significant number of homeless_people‘Who never Ceme'into
contactvwith social services agenciesJ(U.Sﬂ Departmeﬁt"of
Housing and Urban Development, 1994; National Coalition for
the Homeless, 1998) .

A recent survey estimate stated that between four and

7



nine million pépplé, including children, experienced
hdmelessness atrsdme point during the latter Years of the
19808‘(U,S. Department of Housing and Urban Devélopment;
1994) . A 1996 report fevieWed homelesshess in 50 cities
and found that.in almost all of the cities, the
‘approximated number of homeléss vastly exceeded the nﬁmber
of spaces avaiiable at emergency shelters or transitional
housing spaces. The feport estimated that there were
760,000 people hbmeless on any one night and that 1.2-2
miilion people who experienced homelessness during one year
(National Law Center on Homelessness and Poverty, 1996) .
Not all research suppbrts the view that homelessness
is continuing to be a expanding problem in our country.
Mathews' article (1992) suggests that the popﬁlation of
homeless shelters is leveling off or even growing smallexr.
Mathews attributes this, in part, to drug screening
implemented by many shelters,‘implying that the salvageable
portion, or non-drug using portion, of the homeless
pbpulation has been able to get into shelters aﬁd off the
streets. Many of these same shélters haVe implemented back
to work programs with their SOber_patrons which have
enabled them to find employment and, hopefully, housing.
He also suggests that the rapid growth in the homeless
population‘during the 1980s is unlikely to be repeated.
According to Mathews, nameless "schoiars" report that those

who are predicting rises in the homeless populations do so



»beCause.they are afraid of losing government funds He
falso 1nd1cates that the figure of 3 million homeless people”
touted by the media and homeless advocates during the 80s

| was greatly inflated, and that a 1988 Urban Institute
report found no more than‘600,000 homeless on any one
night, as if that were an acceptable number of homeless
people | | | |

Mathews further recommends that building shelters 1s
not the answer to the homeless population. He_quotes a
Yale law professor in saying thatvshelters do not decrease
.dependency because they attract streets people AND also
those who are already’housed with relatives and friends.
He'claims‘that the best results are tran81tional hous1ng
programs, because rules and assessment requirements keep
those who can'tmpass the assessments on the street and make
room for the ones who can’move on and get jobs.
.Fortunately,vthis narrow vision is not held by:social'
workers who work with the homeless population.

Federal studies, along with social work research, have
shown’that the significantly largest group‘joining the
7ranks of the homeless are homeless families with children
(U.S. Department of,Housing and Urban Development, 1994;
Lindsey, 1998). The vast majority of these families.are
headed by single mothers (Burt & Cohen, 1989). Traditional
soup kitchens and men's dormitories fail to meet the needs

of this growing group. Safety and privacy for the adults



and their children is a problem which many homeless

shelters fail to address'when'providing‘hdusing for
residents. Studies are aiso‘sthihg thatsthe long'lasting
effects of homelessness do not cease just because a family
gets off the streéts or into pefmaneht housing (Gold,.1995;
Graham—Berman, Coupet, Egler & Mattis, 1996) .

 Friedman (1994) submits that there are two types of
shelters; 1) those that.provideifor basic needs and social
services; and 2) and.those that provide for basic needs,

social services, and also provide a supportive community

environment which helps create infdrmal networks of social
support and provides a coping mechanism for déaling with
the stress associated with being homeless. Families with
children are looking for situations which provide them with
more than just basic shelter. They are looking for
programs whiéh will‘aiIOW them‘and their children a.Safe
place to rebuild their lives and help them gain the skills
necessary to becoming self sufficient (Bassuk, i990).
Homeléssness is a condition that imposes severe
mental,'physical, and social deprivation on a growing
number of families with children in the United States’thay
(Wagner, Schmitz, & Menke, 1996). Feelings of failure tov
provide adequate food, shelter, and clothing for themselves
and their children éan lead to hopelessness and depression.
in the homeless population. When feelings of faiiuré begin

to outweigh their successes and depression is unchecked,
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homelesejpeople often lack the initiative tolre—integrate
themselves back into the non-homelese’cqmmtnity (Belcher,
1988) . Traditional dorm style homeless shelters only
address the_baSic needs of their residents and do not
address the issue ef depression. Homelese families with
children have a-great need for programs which'will provide
participants with therapeutic community settings and
addrese_the symptoms-of.depressien,‘along with‘ether family
~issues. In a study of homeless mothers, Klein (1994) found
that ever 80% of-the.methets‘ehowed possible depression,
and 68% showed probable depression:on the Cehter for
Epidemielogic Study-Depression Scale. Unfortunately,,
merelyrproviding a family with housing does not_address:
existent‘mental health problems and does not supply them
the tools‘neceeserY'to etteinVOr meintain self sﬁfficiency.
In the long run, providing food,.sheiter, and clothing’ise
‘not a'ieng term solution to the problem of depression in
homelessness families with ehildren;vmuch more needs.te be
done. | | |

A growing majoritysofthomeless families are becoming
homeless due to economicvhardships,;aeshortage»of low
,incemelheusihg; familytiilheSS,'family dissolutiens,v
substance’abuse; domestic Qiolence,’and’other-social
broblems (National\Coalition fer the HomeleSS,'1998)f ‘in
most of these'eaees, homeleSsness becdmes one of the»\v

- precipitating factors to situational depression. Klein

11



(1994) further states that "Depressivé symptomology among
homeless mothers is a function of the traumatic events and
»experieﬁces that produce depression among people in
general." In other words, being homeless can almost
predispose a person to depression. According to Clarke,
Williams, Percy, and Kim's 1995 study on homeless
individuals, depression was one of the reasons most often
cited for homelessness, along with family problems, loss of
a employment, substance abuse, violence, and difficulty’
forming relationships. For most of the homeless population
studied, it is usually a series of life events‘which ends
them up homeless. This downward spiral can have a
devastating effect on self esteem and can lead to serious
depression.

A significant prevalence of depression has been
documented in the homeless population (Mullis, 1988;
LaGory, Ritchey, & Mullis, 1990). Depression is a serious
problem for any population, but for the homeless it is
exacerbated by environmental factors for which they have
little control over, such as poor nutrition and unsafe
living conditions. When people feel a sense of failure and
stress caused by the inability to care for themselves, and
by the loneliness and isolation caused by homelessness, it
can lead to depression, anxiety, and loneliness (Cohen,
Putnam, & Sullivan, 1984). Homeless people have even more

limited access to mental health intervention than the
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housed population. One study of a random sample of 150
homeless men and women revealed that 73% of the tested
sample were potentially clinically depressedv(Mullis,
1988) . Further, their depression had considerable
inhibiting effects on their problem-solving capabilities
which does not allow them to resolve their situation and
get off the streets.

Not only are the homeless negatively impacted through
their homeless status; but also by society's negative
attitudes towards the homeless and the stigma attached to
the label. Unfortunately, there is still a strong
inclination for use of the "bootstrap model" to explore
solutions to the problem (Rivlin, 1986). To give the
homeless some food, clothing, and shelter for a night or
two and send.them on their wéy has traditionally been seen
as a "moral" solution to the problem. The majority of
homeless people do not choose to be homeless, despite some
belief to the contrary. The loss of their previously held
status in society can lead to traumatization and
depression. It is hard to pull yburself up by the
bootstraps when you have no boots.

In DiBlasio and Belcher's 1993 study, researchers
suggest that depression and poor health are the two most
meaningful factors that contribute to low self-esteem among
homeless people. Homeless people are at risk for

developing mental health disorders, or for exacerbating
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'ex1st1ng problems, because they often have a. chronic‘

pattern of being unable to achieve their goals Inability

to achieve goals can lead to feelings of disconnection from‘f

soc1ety and low self—esteem This is espec1ally true for
homeless people who work but are unable to afford to take
care of their families' needs such as permanent hous1ng,
food, and'clothing. The authors caution that low self
esteem factors may even be mis—diagnosed as dysthymia,
depression, or other mentai disordersvamong the homeless,
In order to address the mental‘health issues of its
homeless patrons, outreach seruices must do more than'
provide an adequate diet and shelter;‘vDiBlasio and Belcher
(1993) found that 75% of‘GlphomeleSS subjects were assessed
with depression*\With 37% of the members having serious
depres51on Wthh required 1mmed1ate mental health
1nterventions. Soc1a1 work outreach to the homeless
population should prov1de serv1ces that enhance the lives
of the homeless, but must first address proper psychosoc1al
and psychiatric assessment, diagnosis, and treatment.
Depression is the most common complaint in any
“individual seeking mental health care (Gotlib, 1992). Itbh}
is estimated that more;than 17 million Americans experience
some form of depression at some point during the‘year and
almost two-thirds are not treated. More thantl in:5
Americans can expect tovget some form of depression in

their lifetime (Colorado Health Net, 1998). Myers and
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colleagues, (1984) found that approximately 3% of the adult
male population and 7%‘of the adult female population
experienced depression over a six month period. Most
social work research estimates that the homeless population
experiences depression as much larger rates (DiBlasio &
Belcher, 1993; Brown & Ziéfert( 1990; Burt & Cohen, 1989).

Somé researchers believe that‘addressing the homeless
population individual By individual is useless, and that
the larger social problems must be undertaken (Rivlin,
1986) . Bassuk (1984) cites four societal factors that need
to be addressed to relieve the growing problem of
homelessness: unemployment, lack of lbw—cost housing,
governmental cuts in benefit payment programs, and long
term changes in national policies regarding the mentally
ill. While addressing the larger social problem is a
necessary focus of social work research, improving the
condition of the disenfranchised is also an important goal
of social work. There are few groups who are more
"disenfranchised" than the homeless.

.Research has shown that depression in homeless
families can be significantly reduced during stays in
transitional housing or family shelters (Gerstel, Bogard;
McConnell, Trillo, & Schwartz, 1995). DiBlasio and Belcher
(1993) propose that social work outreach programs must do
more than meet the obvious needs of food, shelter, and

clothing for the homeless. They report that issues such as
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self-esteem, nutrition, depression, and»social isolation
need to‘be addressed to helpvcure the symptoms of
homelessness. Gerstel et al. (1995) agrees that
community- building effects and other resources prov1ded by :
shelter life contribute pos1t1vely to the mental health of
homeless families, but contributes most of the improvement-
.to stabilization of housing, not necessarily therapeutic -
elements of the shelter program. But Albers and Paolini
(1993) argue that a combination of cooperatiye efforts of
the shelter staff,'social services agencies, thev
communities, and the homeless families themselves are
_ necessary for broad based empowerment needed by homeless
families Gold (1995) recommends that longer stays in
family shelters can reduce the trauma assoc1ated with
homelessness, spec1f1cally post traumatic stress disorders
symptoms in'children. Gold also admonishes that merely
‘obtaining permanent housing does not cancel out the trauma
of being homeless. Bogard (1996) likewise found that
homeleSS’mothers‘arevinbneed of substantial rehabilitation,‘
not merely housing. | |
Richardson and Landsman (1988)_compared two
transitional houses programs to determine What_aspects of |
the program helped promote success among‘their clients,
Clients Who completed the‘transitional housing programs
achieved better financial success and ability to maintain

housing. Other factors which contributed to the client's
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self sufficiently were,a-strong‘relationship,betWeen the'
'client and the case manager, and interventions that were _”
 consistent throughout the.shelter‘stay. They also’strongly'
suggested that itlwas critical'for the underlying issues |
‘that lead to homelessness to be resolved durlng the shelter_
dstay,"such as mental health 1ssues,.lack of 1ncome,
: affordablevhousing, and domestic violence The study s
conclus1on was that 1mprovements to 1nterventlons ’
_cons1derably contrlbuted to cllent success |

One. model of mental health 1nterventlon for homeless
vfamlly suggests that homeless cllents should be fac111tated
“both individually‘and in‘group situations" The model also
‘.suggests that the homeless cllents themselves should be an‘
alntegral part_ln the shelter,functlonlng, offering lns;ght
: to{potential<problems and:innovations how to'resolve them
'(Hall 11991). | PR N
| ' Brown and Zlefert (1990) suggest that programs which
'voffer‘prlvate famlly apartments, yet have«frequent program
_meetings of the»shelter community, foster a sense of |
hcommunlty 1n the homeless cllents ThlS type of program
establlshes prlvacy to ensure feellngs of safety, yet also
v’mlnlmlzes feellngs of 1solat10n and loneliness and-gives_‘
"the res1dents a sense of belonglng fhiS'issthe-first-stepv
to reconnectlng w1th themselves and their communlty and
helps to relleve symptoms of depress1on | | |

In contrast LaP01nte S 1994 study suggests that
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transitional housing does ndt empoWer the homeless as
sﬁpposéd, but actually‘worksatd disempower the hbmeless
because of rampant stereotyping among the shelter staff.
Probiéms exist not only in the day to day running of the
Shelters,»but within the infra structure of mahy sheltérs
and ttansitional housing faéilities, inélﬁding non-profit
organizations who often use volunteers. Timmer (1988)
‘found that staff Qorkers in shelters were Oftéh untrained
and Were>ﬁorally biased to view‘thé residents as deviants.
He>suggests that one way to‘éounteract,this tendency is to
'integrate the resideﬁts intd the actual running of the
shelter and to have the homeleés;residénts enforce shelter
routines aﬂd'organization in the sheiter. Timmer also |
‘cautions éhelters frdm resisting the attempt to over-
'.regulate the lives of the-homeleés clients and enforéing
middle‘class'moralities upoh.thém.f Tracy and Stoecker
(1993)vfound'that there were‘both "blame theivictim“ type
shelters and shelters who viewed théir homeless residents
more holistically and tdokvinto consideration not just
individual, bﬁt‘systémid factors.
,Unfortunately,“researchkis’also demdnstratiﬁg that a
vicious cycle may‘éxist between‘hOmeléssness and.
depression/mental illnéss for Childfen. :Sheilagh Hodgins'
1996‘study suggests that séme prevéntative measures can be.
made against some of the major'mental'disorderé; including

major depression. Environmental factors piay_awlarge part
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in,whether familial propensities towards mental il;ness
Will exhibit themselves. Thus, by reducing'negative
environmental factors like homelessness, we can possible
‘reduce the emergenceléf depression'in certain_populétions.
Even less severe problems, such_as‘adjustment difficulties
in children,_héve been linked‘to lack 6f social support
systéﬁs and maternal depression (Graham—Berman, Coupet,
Egler, & Mattis, 1996); | | |

A recent‘study by‘Smith‘(1996) compared a group of
homeless.schoolQaQefchildren.living in'témporary shelters
withvthose of a group of low-income housed children.‘ Agé
aﬁd gender'were matdhed fof thé twblgroups. Parent‘répbrts
indicated ﬁhét the homéless chiidren exhibited more
withdrawal, anxiety/depression, and_attentional
difficulties‘than the childrén;in pérmanent‘housingp with
the hdmeleSS‘girls showing more impairment than hoﬁeless
boys{. The homeless chiidren were significantly more-
depressed than the'houéed children and had lower levels of
self-worth. It was also.fbund that»depression in the
mother was sighificantiy linked to depression in the child:
the more depressed:thé’motherk the more oftenythe Child was
depressed also. Thus,vwhen homelesé parents expérience"
depressipn; they are not‘pniy impaifed as individualé, but
they also Significahtlybeffect theirvchildren through
impaired parenting practices. |

 Other factors of homelessness have been linked to high
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-.stress levels and symptoms of mental health problems in

:populatlons of homeless mothers and thelr chlldren nghlyr

51gn1f1cant is separatlon’of mother and Chlld. Studles |
' have argued thattevenvthough‘homelessdfamllies have‘a
_multitude'of medically;related problems, they‘rarely:seeklr

= kassiStance for their mentalvhealth‘problemsbmithout prior:“
| 1nterventlon by soc1al serv1ces‘> Further, childhood

depress1on,,act1ng out behav1or, and~internalization has

’»been llnked to maternal depre881on and substance abuse

(Zlma, Wells Benjamln--& Duan'v1996) - Flynn (1997)
attrlbutes the lack of regular health practlces in homelass
- women to learned helplessness, low self-esteem, and_
depression.l Once‘agaln, depression is found to berof-
significance in the welfare-of homeless families,.both for
~the depressed parent and for the overall welfare of the
: Chlld Helplng to 1mprove the depress1on in the parents
should lead to 1mproved 81tuat10ns for the chlldren
7 PROBLEM FORMULATION
A number of studles have demonstrated a llnk ‘between

homelessness and depress1on The depres51on causes a- trlad
' of hopelessness,-negatlve view of self, and negatlve v1ew'
‘Oof the world in the homeless people (Beck 1976) | These
‘characterlstlcs make it almost 1mposs1ble for depressed
' homeless people to do what they need to do to get of £ the
streets. , When the smallest act1v1t1es in daily 11fe, such

as bathlng, groomlng, and eatlng, ‘become nearly 1mposs1ble[
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tougher tasks such as looklng for hous1ng or ]obs become_
_v1rtually 1mposs1ble The depress1on creates a v1c1ous
cycle for the homeless populatlon which most homeless
people donnot have the.resources to stop.

Research shows that trans1tlonal hous1ng programs
‘which include case management llnks to soc1al services,
‘mental healthllnterventlons, social skllls, tralnlng, and
vother supportive services can help reduce the symptoms of
’depreSSion in thelhomeless'people ‘But to better
‘bunderstand Wthh aspects of “the programs are the most
benef1c1al 1t is necessary to study dlfferent programs
with various types of programs and compare them to see how'
 they affect the depress1onr1n thelr_re51dents. |

There is clearly a’need for‘SOcial Work‘research to
explore the 1ssue of depre881on in the homeless populatlon_
V_and flnd out Whether homeless shelter programs can help
_ allev1ate depresslon and what elementS'of shelter‘programs
'are effectlve B | o | bp‘
FOOthlll Famlly Shelter, a;QO—dayltransitlonalvhousing

_program in Upland Callfornla, has attempted-to address

. some of the needs of homeless famllles with chlldren

thrOugh their integrated-prdgram : The prOgram'atuFoothill
Famlly Shelter uses an holistic approach to prov1d1ng
'serv1ces to the homeless famllles and . tr1es to prov1de a
well rounded program " A s001al worker prov1des both

1nd1v1dual and group case management to the elght famllles‘
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who reside at the shelter for up to ninety (90) days. The
social worker also performs psychosocial assessments and
makes any neceséary mental health referrals or
interventions. Foothill Family Shelter has a structured
shelter program which combines education, socialization,
problem solving, budget planning, counseling, social skills
enhancement, and individual accountability in an attempt to
promote empowerment for shelter residents.

Foothill Family Shelter's program provides each‘family
with a pre-furnished, two-bedroom apartment. All adult
residents must agree to drug screening and a mandatory
savings plan which reqﬁires that they save 30% of their
income while at the shelter. Compulsory bi-weekly group
meetings address issues on parenting, grief and loss,
connection to community services, low-income housing
information, chemical dependency, and other informative and
psycho-educational issues. In addition, each shelter
family is assigned a volunteer team of community advocates
which aids them in facilitating goal-planning and budgeting
while they are at the shelter. The shelter also works hand
in hand with the school district and county health
departments to make sure the needs of the entire family are
met while they are at the shelter. Foothill Family Shelter
combines social work case management, mental health
interventions, a structured shelter program, and community

involvement into a program which allows the residents to
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rebuild connections to their communities in a safe,
supported, and positive environment.

Consequently, this researcher studied whether Foothill
Family Homeless Shelter's program helpéd reduce symptoms of
depression in their homeless parents according to a
depression instrument. This study was based on two
assumptions demonstrated in the literature:

1) depression is very prevalent among homeless parénts; and
2) that more than food, shelter, and clothing is necessary
to reduce the symptoms of depression in homeless parents
with children who stay in homeless shelters or transitional
- housing.

METHODOLOGY

This study used a post-positivist approach to evaluate
the effectiveness of'Foothill Family Shelter's program
upon reducing depression in the parents who participated ih
the 90-day program. This study is exploratory in nature,
and shoﬁld not be generalized to the population of homeless
parents.

Participants: The participants consisted of 105 adult

pefsons who applied to Foothill Family Shelter or
participated in the shelter program between June, 1998, and
May, 1999. All participants gave informed consent to
volunteer for the research (Appendix A) and were debriefed
after participation (Appendix B). Approximately 84% (n=88)

of the participants were women and close to 50% (n=50) of
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the participants were between the ageé of 26-35 (Table‘
1.65. OQer half of the participants had 3 or less
’children; The distribution of ethnicity was about one-
third Caucasian, one-third African-American, and dne—third
Hispanic/Latino and other. Considering that throughOut the
United States that African-Americans, Asian,
Hispanic/Latinos, and “other" categoriesktogether
constitute less thah 30% of the populatioﬁ, these figures
indicate that there is a larger than average number of

minorities applying to the sheltera(U.S.-Census, 1992).

Table 1. Frequency and Percentage Table of Variables
Variable 'DeSignation - Frequency Percentage
Sex Male 17 ' 16.2
o Female 88 83.8
Age | 18-25 | 17 16.2
'26-35 50 - 47.6
36-45 30 ‘ 28.6
46-55 7 6.7
56 -and older 1 : 1.0
Number of 1 17 o 17.1
Children 2 26 24.8
| 3 30 | 28.6
. Number of 4 19 - 18.1
Children- 5 5 ' 4.8
' 6 or more 7 6.7
Ethnicity ~ Caucasian 36 , 34.4
' African-Amer. 33 '31.4
- Latino 26 , 24.8
Asian | 3 , ‘ 2.9
Other 8 ' 6.7
Time Homeless Less-2 months 47 - | 47.8

Less-4 months 30 ' : 28.6
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Table 1. Frequency, etc. (Cont.)
Variable Designation Frequency Percentage
Less-6 months 10 9.5
Less-8 months 4 , 3.9
Nine/more mos. 14 13.3
Employment Yes 26 24.8
Status No 49 46 .7
Missing Data* 30 28.6
Looking for Yes ' 38 36.2
Job No 37 35.2
Missing Data* 30 28.6
Past Treatment Yes ' 29 27.6
For Emotional No 46 43 .8
Problems Missing Data* 30 28.6
Emotional Depression 13 12.4
Problem Subst .Abuse 14 13.3
Treated Other 5 4.8
None 43 41.0
Missing Data* 30 28.6
Taken Meds Yes 10 9.5
For Emotional No 65 61.9
Problems Missing Data* 30 28.6
Type Meds Anti-depressant 8 7.6
Taken Anti-anxiety 1 1.0
Other 2 1.9
None 64 61.0
Missing Data* 30 28.6
Note* These data were not requested by the shelter prior

to this researcher jdining the project, thus the data are
not available.

Foothill Family Shelter only accepts families with
children. Thus, all the adult participants of this study

were parents, or persons who acted in parental capacity and
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had primary custody of children. For the purpose of this
study,‘they all will be referred to,as "parents". This'
study consists of two comparison groups: those who applied
"~ to the shelter and went through the integrated program;‘and»
those Who appliedvand‘uere not‘selectedvfor the program;
‘,The-Sample of_homeless’parents,was obtained through
availability and in no way constituted a random sample
which can bevgeneralized to the’entire homeless population.

- The group of participants who applied to, were
aCCepted into the shelter) and went through the 1ntegrated
‘program will be referred to as'"res1dents" and cons1sted of-'
38 partiCipants.'The‘timeispan of the'study was‘from Junef
1998; to May,'1999 _ The res1dents were separated into two
groups: 25 part1c1pants were those w1th pre- test -post-test
scores who went through the program during the time span of
this study; and 13 participants were residents who had been
out‘of the shelter for'at.least six months (See Table 2.0).
The pre- test post test group was used to determine whether
the shelter program helped ‘reduce depress1ve symptoms.
according to depression index scores. To explore whether‘
or not the program had any,lasting effect upon the
depressionkscores of_the reSidents, the post—six residents
were also given the depression inventory.

A'larger sample.of parents (n#67) who applied to the

shelter but were not selected to go through the program,

will be referred to as the "baseline"‘groupQ This group,
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"along with the rest of the participants;'helped the
fesearcher to learn mbre about the charactéristics ahd‘
demographics‘of the people who applied to the shelter
duting the period of thié study. Statisticél comparisons
between'ﬁhe baseliné group and the poét—test group were

also explored.

Table 2. Total Participants For Test Groups -

Group . Total

' Baseline o " n=67
(Applicant Only) ‘ '

Pre-test-post-test ~ n=25
(Resident) ' B ‘

Post-six | | n
(Past Resident)

13

Depression Index - Reliagbility and ValiditV:F'The

depression inVentory uSed in this study was the Center for 
, Epidemioiogic Study—DepresSibn Invehtory, (Appendix C)
_hereinafter CESfD‘(Radloff,:1977)°: The simply stated
language of the;CESfD>was very appropriate for this
~homeless pbpulation} .The'CES;D isva we1l—known, and oftén
used indek of acute"depréséive symptoms experiencéd oVerba
- 7-day period (Meldhior, Huba, Brown, and Reback, 1993). It
‘was designed'ﬁo‘measure Currént levels of depressive
symptbmatqlogy in noninstitutionalized adults and was
‘COnstructéd‘from a pool of previouslyvvalidated depression -

indices (Clark, Aneshensel, Frerichs, & Morgan, 1981). It
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was originally‘designed_onha 4 factor model denoting
depressed affect, positiue affect, somatic and retardedv
act1v1ty, and 1nterpersonal difficulties (Radloff, 1977);
It has been Widely used in countless research studies
and reflects acceptable Validity and reliability (Margolis
&-Robins, 1996) Radloff (1977) reported an alpha
reliability coeffic1ent of 0.85 overall us1ng Cronbach
alpha- Clark, Aneshensel, Frerichs, & Morgan (1981) found
a Cronbach‘s alpha of 0.91 for women and 0.86 for men, With
an‘overall 0.90 rate. Knight Williams, McGee & Olaman,'
- {(1997) found the alpha reliability rating ‘of 0.88 and good
validity for the 4-factor model, chi square=673.66L
goodness of fit=0;91. MYers»& Weissman (1980) reported |
‘that in the community setting with a base rate of 5%
_depression for the population, the CES-D has diagnostic
efficiency ratings as follows: Sensitivity for correct
diagnoses=.64; specificity for those without depression
correctly diagnosed=.94; negative predictive power=.98;
positive predictive power=.33; classification of thosev
‘correctly diagnosed with major depression=.93w Some gender
differences have been found{ with females having higher
scores than males and more likely to exceed cutoff scores
for identifying‘clinical»depression (Bergania_& Agular,
1992) . But Kessler, McGonagle, Zhao, and Nelson, (1994)
found that the}gender bias reflects gender prevalencevrates-~

of depressive disorders in national epidemiological

28


http:depression=.93
http:power=.33
http:power=.98
http:diagnosed=.94
http:diagnoses=.64
http:fit=0.91
http:square=673.66

studies.

The CES-D is a seif—report depression scale for
research-in the general population, and as such, can be
a‘used without special permiséion (Appehdix D) . vThe CES-D is
a 20 item likert-type depression scale developed by the
National Institute of Mental Health Center for
’Epidemiological studies. A Likert scale is a type of
format that is freQuently used invcontemporary survey
questionnaires. The Likert scalé aské closed ended
questions, which arekoften used in self;administered
questionnaires as Wellas”intérViewsﬁbécéuse they provide
. greater uniformity of'requnses‘and_a?e more easily. |
processed (Rubiﬁ’&xBabbie, 1997);  The response categofiesb
are "None," "1 or 2 days,ﬁ "3 or 4 days", and "5 dr more
days this'laSt weék,ﬁ and aské the respohdeht how mény of
the 20 Statements_appiy'to them within the last seven,daYS,
| The CES—D‘hés a rangé of 0 to 60, and Radloff (1977) |
l‘ihdicated an original maximum.of 16 points or higher |
indicating'poésible‘ciinical depression. Some studiés“have
‘shown that this cutoff point can be inappropriately low for
- adolescents or for differentbcultural.groﬁps-(Knight, |
Williams,‘McGee & Olaman, 1997}vdhd, & Kiﬁ; 1998) . Becauée
of.the heterogeneity of the:sample from Fooﬁhill Family
Shelter, for-the purpose df this study the cutoff rate of
18 or'higher-was used as_indicatibn of depreSsion.'

' Design: The pre-test-post-test design using the CES-
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D was an appropriate design fer studying the effecfs of a
treatment program upon depression in the homeless
population. In a recent study at a veterans hospital for
the homeless,‘a-similar design was used to study the
effects a 3 month treatment program had uppn the depression
of tne veterans (Lloyd-Cobb & Dixon, 1995). The program |
focused on individual and group counseling, concentrated.on
preparing clients for eommUnity reintegration, buiiding
social skills, developing a support system/ enhancing theif
employability; and to help them leern coping skills. The
Veteran progfam hes”similaf elements as the one at Foethill
Family Shelter. In the Lloyd-Cobb and Dixon study (1995)
paired t-tests for correlated means were conducted on the
pre-test-post-test scoreé of each instrument. Results’were
statistically significant, indicating that the program was
effective in helping the homeless veterans reduce feelings
of anxiety, depression, and loneliness and helping them
gain confidence in their problem solving abilities.

The CESQD has been used countless times with great
validity and reliability with the homeless population. In
Cohen and Burt's 1990 study of chemical dependency and
mental problems in the homeless, the CES-D Was_used to
estimate current mental illness or levels of depression in
homeless persons. 1In tnis‘point—inetime study, the eample
was 1704 homeless users of soup kitchens in three U.S.

cities that had a homeless population of 100,000 or more.
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‘Each pertioipant wasfpersonallyvinterviewed. ‘Mental
iliness and/or.cnrrent level of depression was assessed by
puse of the CES—D,‘alonQ with seif reported history of
mental hospitalization, and‘self reported suicide attempts.
The participants with a history of hospitalization for
mental health problems had the highestbmean scores on the‘
CES-D and those who reported the most depressive symptoms
in the interview also had the highest CES-D scores. Thus,
the CES—D correlated very well with the findings from the
personal interviews and mental nealth histories.

The CES-D has been‘used‘very‘effectively with the
homeless population to determine»whetner stays in shelters
or transitional housing’has been‘effective in reducing
"depression. A 1995 study by Gerstel; Bogard, McConnell;
Trillo, and Schwartz used the CES-D in a study with |
homeless families and indicated that homeless parents
experienced "significant reduction in levels of depression
during their stays at family shelters." Their findings
suggested that the therapeutic interventions alone’were not
necessarily responsible for the improvement in their |
scores, but that the community-building aspects of the
shelter were equally important factors in the reduction of
depression.

Procedure: Foothill Family Shelter began giving pre-
test and post—test depression inventories to‘their clients

for the purpose of outcome measures in June, 1998.
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Permission was granted by the FoothillvFamilthhelter to
uSe the eiistent data and continue to use their applicants
and residents who volunteered for the studyv(Appendix E).
This researcher.joined the ongoing researoh/_after‘
receiving human subjects approval from the university
(Appendix*F)hutilized'preyiously existing‘data, and |
continued to gather more data throngh May 7, 1999.

- The post-positivist‘design was implemented‘by»
administering the Center'for Epidemiologic Studies
Depression Inventory to all adult volunteer applioants:who
applied to or went through the shelter program between
June, 1998, and May, 1999. All part1c1pants in the study
gave voluntary informed consent;v(Boyle,v1997; Lloyd-Cobb &
~ Dixon, 1995). The design consistediof three steps: 1)
administration of the depression inventory when they
applied to the shelter; 2) adminiStration of'the’depression
inventory when they exited the shelter; and, 3)
administration of the depression inventoryito residents who
had been out of the shelter for six‘months'or'more.

eﬁFor the baseline'group, (applicants»only) the
'd_depressionrinventOrvaas~administered,only onée, when they
applied to the.Shelter. For the pre—test—post—test
residents,‘the participants acted as their own control in a
‘before and after design. In addition to completing the
depre881on 1nventory when they applied to the shelter this

- group was also administered the depression 1nventory when
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they neared completion or immediately after they completed
the program. The qualifications for the post—six'group
only consisted of having been out of the shelter for six

months or more at the time of administering of the

depression inventory.

The depression inventory (CES-D) was administered by a

member of the»shelter staff (who Was not affiliated with

“this study) when the potential residents filled out

applications for the shelter. The shelter staff followed a
written protocol prdvided by.this researcher which allowed
for matching of the partiéipants pre-test and post-test

depressionvinventories (Appendix G). All applicants to the

shelter were given a chance to volunteer for this study.

Acceptance into the program was not affected by agreement

to volunteer for the study'and the depressioﬁ inVentories

' were not available to the review committee who determined

which applicants were admitted into the shelter. Names were

used for the purpose of“matchingbthe before and after

~depression inventories of the residents only, and were

deleted before the inventories were actually scored and
‘tabulated by the researcher. Thus, anonymity was assured

to the participants. Once the residents of the shelter

'~ neared completion of their 90-day stay'in the shelter

- program, the depression inventory was administered again

and matched to their original depressioﬁ inventory.

Scoring of the depression inventories was done by the
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researcher by hand after all data collection had taken
place. _
Statistioal Analysis: All analyses were conducted

using'SPSS‘for Windows. In each comparison, the dependent

variable was the test score on the depression scale and the

independent variable was participation in the shelter
program in this two-tailed hypothesis.
Paired t-tests were performed on the pre-test and

post-test scores of the residents who participated in the

~program, with the subjects acting as their own control as

designated in a within-subjects design, to see if
participation in the Shelter‘program significantly reduCed
depressionvaCCordihg to the'depreSsion scale. Similar
studies have run tetests on the before and after test
scores u81ng 1nterval level data.

Slnce all those who applled to the shelter were not

‘a1Ways chosen to be admitted, the'number‘of the "basellne

‘group" (n=67) was much larger than the actual number of

residents who took part in the pre-test and post-test study

(n 25) . The basellne group s demographlc characterlstlcs

were explored to flnd out more about the homeless people

who applled to the shelter. Comparative analysis between
the mean scores of the baseline group and the post-test
group were also performed_u31ng one-sample t-tests, with
the test Value‘setvat the post-test mean. |

To examine whether the shelter prOgram had long term
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effects on- the parents who part1c1pated in its program,»the
depress1on 1nventory was also glven to residents who had

been out of-the shelter for more than six months, n=13.

| The mean scores of the former re51dents (post- six group)

were compared to the post- test mean using one-sample t-

| tests. As w1th the_other groups used in th1S‘study, the

post-six sample'was'basedsupon convenience and availabilityk
and does nOt‘represent a random sample of former residents;
Thus,‘the‘literature advances the idea that no one
factor alone; whether it’be sheiter, foodf clothing, mental
health counseling,vor huildingfof socialiZation skills,
helps alleviate‘depression-in homeless parents, but that it
is the total therapeutic community'environment‘that aids
them. The results of this study support the literature and
strongly indicate that-short—term shelter programs can

significantly reduce the symptoms of depression in their

" | residents.

RESULTS

Of the 92 participants who took the depression
inventory when they applied‘to‘the shelter, 84% (n=78) of
them scored 18 or higher on the CES-D, with 18 being theig
cutoff for clinical‘depression‘symptoms for,the purpose of
this study. dOfithe 25 participants who were selecteddto
participate in the shelter program, 96% (n=24) of them
scored 18 or hlgher on the CES D when they applled to the |

shelter. The mean score for the baseline: group was 26 62
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‘and the mean score for the pre—test resident group was

32.3. Both groups are well above the cut-off of 18 and

| meet the criteria for being categorized "depressed "

After part101pat1ng in the shelter program 100/ of
the res1dents had a reduction in their CES-D post- test
scores, with'Gb% (n=15)'of the residents scoring pelgﬂ the
i8 point cut-off for clinical depression. The mean post-

test score was 15.16, which isvan average reduction of

' 17.14 points.

 Paired t-tests between the means of the pre-test and

post-test scdres~ihdi¢atedjthat there was a significant

‘reduction in depression inventory scores, t(9.324, 24),»p.<

.000, in the two-tailed test (Table 3.0).

The paired sample correlations for the pre-test and -

' poStQtest pairs was .432, with a significance of p.< .031

(Appendix H) . CoheniS'(i988) system for interpreting the

~strength of a. relationship is based on the square of its

chrelation (Appendix I). In this case, the square of the
correlation is .1866, which Cohen designates as a medium to

large relationship.

“Table 3. Paired SampleS‘Statistics

Paired Differences .

Pair , Mean std. Sstd.Error t = df Sig.

: ; ‘ Dev. Mean o o (2-tailed)
Pre-test/ 17.12  9.18 1.84 9.324 24 000
Post-test : R : : ' ' -
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A one-sample test comparing means between the baseline

‘group mean of 26.61 and the test value mean of the post-

ftést score of 15.16 was significant, t(7.878, 64), p. <
- .000 (Appendix J).
A further one-sample test between the post-test mean

"of 15.16 and the test value mean of the post-six group of

' 11.76 was significant, t(2.686, 24), p.< .013 (Appendix K).

In summary, 100% of the 25 residents who participated

- in the 90-day shelter program had a significant reduction
' in their depression scores, with 60% of them (n=15) scoring

f below the depression cutoff score of 18 according to their

" n"after" score.

DISCUSSION
These results provide strbng evidence in support of

the premise that short-term shelter programs can have a

i significant impact in reducing symptoms of depression in

parents who participate in the shelter programs.
Specifically, Foothill Family Shelter's integrated program
contributed to significantly reducing symptoms of
depression in their residents from June, 1998, to May,
1999.

The results strongly indicate that depreséion was a
significant féctor among the homeless parents who
participated in this study. Eighty-four percent (84%) of
the participants scored 18 orvhigher on the CES-D. Recent

statistics have suggested that 1 in 5 adults will suffer
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from depression at some point in their lifetime (Colorado

Health Net, 1998). The study sample indicated that more

'gthan;4 out of 5 of the parents who applied to the homeless
 shelter tested in'thé clinically depressed range. This

| research supports prior studies which indicatéd that the

homeless have a significantly higher rate of depression
than the generai'public (DiBlasio & Belcher, 1993; Brown &‘
'Ziéfert, 1990; Burt & Colien, 1989.)

All of the twentnyive-residents‘who pafticipated in
the shelter program had Signifiéanf reductions in their
rates of depression accofding tb>the CES-D scores. That in
itself shows that shelter programS‘are’extremely positive
forces in the lives of families who utilize them. The
"before" pre-test mean score was 32.3, which isvfairly high
on the 60 point CES-D scale, and according to Prescott,
McArdle, Hishinuma, Johnson, Miyamoto, Andrade, Edman,
Makini, Nahulu, Yuen,vand Carlton (1998) any score over 30
would be considered an high-risk score. The "after" post-
test mean scbre was 15.16, which is below the cutoff score
of 18. This suggests that the independent variablé, which
was participation in the‘sheltér program, was at least
partially responsible for an avérage‘reduction‘of 17.14
points ih the scores on the CES-D. Consideringithe entire
scale is only 60 points, the variance accounted for an
average 28.9% reduction. Prior to the program, 96% of the

25 residents scored 18 or above on the CES-D, while after
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;the program, 60% (n=15) of the post-test scores came in
;below 18, the cut-off point for depression. Thus, when they
'left| the shelter program, over half of the residents were
;no longer considered clinically depressed according to the
jCES—D, and all had a significant reduction in their scores.
This tends‘to indicate that a large portion of the
édepressive symptoms experienced by these particular
;homeless parents was situational in nature and did not

. constitute chronic mental illness. This is contrary to the

| stereotype that homeless people are mostly drug abusers and
i the /mentally ill. It is also a strong argument for putting

- more money into shelter programs which address depressive

symptoms. Although we are not certain which particular
aspects of Foothill Family Shelter's program may have
contributed to reducing depression, we do know that
overall, the program significantly reduces depression in

its| residents. From the shelter statistics, (Foothill

Fam;ly Shelter, 1998) we also know that between 80-85% of
the families leave the shelter for pefmanent housing, and
thus, are reconnected to their communities.

This researcher believes that the reduction in
depressive symptoms may be aided by an "acculteration”
factor that is promoted by some homeless shelter programs.
Acculturation is the modification of one's cultural
experience as the result of contact with a new culture, or

the process of adaption to a new culture (Philipchalk,
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i995). Maybe in the process of edapting‘to the shelter
program, theybare shedding their culrure of homelessness
and adapting,a‘cultUre of being housed;twhich ineludes |
enforced adherence to a daily and weekly schedule and
positive-reinforcenent for personal accountability.
The'stetistics also suggest that the shelter program
may have some 1asting-effect on its participants. In
comparing the pestQteSt mean scores to the'post-six mean'
scores, there is an indication that depression scores

continue to stay low, with most scores lowering even

‘further than when 1mmed1ately out of the shelter. This

,makes sense if we view homelessness as a traumatic event.

As time pésses, the impact of the trauma lessens.
Unfortunately, this study did not have a long enough time

span to have collected before, after, and six monthstOSt

' scores for each participant. Therefore, we can only

surmise as to the long term effects

leltatlons of the Study: There are many limitations

‘to- thlS research and it should be considered exploratorv

in nature and not directly generallzable to the homeless

population at large. The sample pepulation-of this‘study:

was very Small‘andidoes_not represent»a true reflection of
‘Foothill Family Homeless Shelter's residents for race,'age,'

ethnicity, gender, or family composition. Not does it

represent a true reflection of the larger homeless

~ population. Thus, extreme caution must be_taken when
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generalizing to other homeless populations. The sample was
one of convenience and was in no way randomized. The
conditions under which the depression inventories were
given were difficult to control because-they were
administered by the shelter staff under informal
circumstances. The results of the depression inventories
were also based on self report without confirming sources.
It was assumed, to a certain degree, that promises of
confidentiality and ahonymity may have reduced distortion
to the responses.

Because there Were‘so‘many variables in the shelter
program being studied, it was difficult to pinpoint which
factors were instrumental in relieving the symptoms of
depression in the shelter residents. Although each
participant had a baseline or pre-shelter level, it was
'still difficult to gauge to any degree of certainty,
whether their depression was truly situational and greatly
aided by the shelter, or just a brief respite in chronic
mental illness. It was also difficult to determine whether
or not the reduction in depreséion scores represented a
"halo effect" or a false outcome. Because the depression
inventory was administered twice to the same group of
people, it is possible that some demand characteristics or
"test-wiseness" were factors in the study.

Accordihg to the theory of cognitive dissonance

(Festinger, 1957) it is also possible that the residents'
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desire to believe that their 90-day stay at the shelter was
worthwhile may have slanted their scores to indicate that
there was improvement. Festinger theorizes that
participants would unconsciously report scores that would
favor a positive outcome because it would cause too much
distress to believe that no change had occurred. It was
also difficult to tell whether péople were telling the
truth when they responded to the depression inventory or
whether they were underplaying or overplaying their
situation. It is possible that participants thought their
responses might be linked to being accepted to the shelter,
or might influence the benefits they derive from the

shelter in the future, such as referrals for housing or

jobs.

Recommendations: Unfortunately, this study does not
tell us what elements of‘the program help reduce the
symptoms of depression. But this study has significant
heuristical vélue, in that there is further evidence which
shows that shelters with integrated programs have success
in éignificantly reducing depressive symptoms in their

participants. Further analysis comparing various shelter

 programs with different elements is necessary to determine

which elements are most helpful. Also, studies for longer
periods of time would help show overall patterns for
particular shelter and help determine whether the programs

have lasting effects on depression.
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IMPLICATIONS FOR SOCIAL WORK

Depression is a debilitating illness which can greatly
impair people and inhibit them from achieving their goals.
Some of the symptoms of depression include the inability to
concentrate and to perform daily routines such as personal
hygiene or going to work. When homelessness is exacerbated
by depression, the simple tasks of getting out of bed and
getting dressed become monumental. Goals, which require
much more stamina and are more emotionally challenging such
as attempting to find housing when finances are extremely
limited, become impossiblé.

Society continues to apply the "bootstrap" model of
self-help when criticizing homeless persons. If they would
just apply themselves and get a job, they too could achieve
the American Dream. But, they do not take into
consideration the plight of homeless parents with children.
How many of us are willing to leave our children huddled
underneath a freeway overpass while we go look for work?
Maybe the nation should take the example of Massachusetts,
which subsidizes rent or mortgage payments for persons who
lose their jobs, for up to one year after ﬁhe job lqss. We
need a safety net with smaller holes to ensure that
families stay off the streets. |

The plight of homeless parents is one that affécts us
now and will affect us all in the future. How many adults

and children are we "throwing away" merely because
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circumstances have rendered them homeless? Without the
interventions needed to reduce their symptoms of
depression, it is likely that the cycle of homelessness
will be passed from generation to generation. More
research is needed to demonstrate that depression seriously
impacts the lives of homeless parents and that by
addressihg their depression, we will help get them off the
streets and on the road to finding housing, jobs, etc.
Unless more shelters which address the issues of depression
are made available to this growing group of American, we
will continue to see a downward spiral of depression and
homelessness take root among low-income families.

As social workers, our position is not only to help
the families who are marginalized from mainstream society,
but to work as social advocates to promote community,
state, and federal action to meet their needs. One of the
ways we can do this is by continuing research which
highlights the needs of certain populations along with some

idea of how to help them.
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APPENDIX A
INFORMED. CONSENT FORM.

The study in which you can now participate is designed to investigate
the relationship between homelessness and depression. This study is being
conducted by Andrea DuRant Heitz under the supervision of Dr. Morley
- Glicken, Professor of Social Work at Cal State San Bernardino. This study
has been approved by the Human Participants Review Board of California
State University of San Bernardino. The University requires that you give
your consent before participating in a research study.

In this study you will be asked to read a one page questionnaire and
circle the answers that apply to your feelings during the past week, and fill
out information regarding your age, ethnicity, etc. Filling out the
questionnaire and demographic page will take approximately 10 minutes of
your time.

Volunteering to be a part of this study is in no way associated with
acceptance into the shelter program. The information from the survey, along
with demographic material (age, gender, ethnicity), will only be used in this
study and will not be used by the shelter staff.

Please be assured that all of the information will be held 1 strict
confidence by the researcher. Names will be used for matching purposes
only and will be deleted prior to scoring the survey. No names will be used
in the final results or revealed to any source. -

If you have any questions about the study, or if you would like a
report of its results after June 1999, please contact the shelter office at
(909)920-5568 or Dr. Morley Glicken at (909)880 -5501.

Please understand that your participation is totally voluntary and you
are free to withdraw at any time without penalty.

If you choose to participate, please check the box and date below.

By placing a mark in the box provided, I acknowledge that I have been
informed of and understand the nature and purpose of this study, and I freely
consent to participate. I acknowledge that I am at least 18 years of age.

I agree to participate.
(Please check the box) f Date
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_ APPENDIX B
DEBRIEFING STATEMENT

The sﬁdy you are partibipatingfin is designed to inVestigate the
relatipﬁshji) between depreséion énd ﬁomeléssness. All information
colleéfed will be kept’ conﬁdential. If any Of thc questions you have beeﬁ

| ésked to compléte cause you any emotional_ stress wlﬁch mlght réquire

- discussion with a professiohal mentai healkth' 'WOrkér, pleasé contact Miriam
Gandell, at (90.9)9.2}0-‘5568, who can réfer you t‘dloc‘ai counSeling centers.
You may reéeive the ﬁhal ﬁndmgs of thé study by contécting Dr. Morley

: ‘Glicken, f’rofeésoi‘ of Social Wbrk ai Cal State San Bernardino aﬁd proj ect

~ advisor at (909)880-5501 after June, 1999.
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- APPEND IX C
CENTER FOR EP IDEMIOLOGICAL STUDIES DEPRESSION SURVEY
Please read the statements below about some of the ways people act and feel. On how many of the LAST
' SEVEN DAYS did this statement apply to you? Please CIRCLE THE NUMBER that applies best to

you. . 5 ore More
: : ‘ : “lor =~ - 3or. Days This
None 2 Days 4 Days Last Week

A.  1was bothered by things that usually ‘ ‘
don’t bother me. ‘ 0o 1 - 2 3

B.. Ididnot feel like eating; my appetite ;
- Was poor. 0 1 2 3

C. IfeltI could not shake off the blues
- even with help from my friends

—

T

and family. o 1 23
D. Ifelt that I was just as good as other |

people. 0o - 1 | 2 3
E. Ihad trouble keeping my mind on - N

what I was doing. 0 | B - 2 3
F. Ifelt depressed.: _ ‘ 0 1. 2 3
G. Ifelt that everything I did was an effort. 0 : 1 2 3
H. Ifelt hopeless about the future. : 0 1 2 3

I thought my life had been a failure. 0 1 2 3
J. Ifelt fearful. | 0 1 2 3
K. My sleép was restless. , 0 | 1 2 3
L.  Iwas happy. ' 0 1 2 3
M. I talked less than ususal. 0 1 2 : ‘3
N.  Ifeltlonely. 0 o 1 2 3
O. People were unfriendly. o 0 | 1 2 3

I enjoyed life. 0 1 2 | 3
Q. Thad crying spells. o 1 23
R Ifeltsad. o 1 23
S.  Ifelt people disliked me. 0, - 1 2 3
T. = Icould not get “going”. 0 1 2 3
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APPENDIX D
PERMISSION TO USE CES-D

-/'/ © DEPARTMENT OF HEALTH & HUMAN SERVICES

Fuplic Healtn Service

National Institutes of Heaitn
Betnesaa, Maryland 20832

Dear Colleague:

Thank vou for ycur ing

nguiry recarding the CES-D Scale. We . are
always hacpy ©o have the scale used by gqualified resesarchers.
The scale is in the public dcmain, therefore, it mav be used
wizhous coovright vermission.
I¢ the CZ5-D scale is used in yocur study or research, we~wcu1d
j=]=b elv = c resulss We are tIying to
n =S ctivene and the various
=

aen

ese

iolegy and Psycacpatholegy
arch Branch )
=)

Division cf EIpidemiolegy and
Services Research

Nazigcnal Instizute of Mental Health

Naticnal Institutes of Health
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APPENDIX E
LETTER OF PERMISSION FROM FOOTHILL FAMILY SHELTER

[ Foothill Family Shelter, Inc.

(Formeriy St. Mark's Homeiess Sheiter)

Board of Directors
Ken Smtnh. Presigenr

V¥ ? _Chino Vailey Regionct
Bank or America, NT &4 SA

Juie fA Tcerner. Vice Pres.
Arrorney atr Law
Montciair

~ October 23, 1998

Heiene Blumner, Treasurer

Partner

Meilon, Johnson & Rearaon, CPA

Gloria Romero, Secrerary Andrea DuRant Heitz
o Cofinsalnto-Career 1761 Phillips Drive

Por 3eecnier Z.4. Pomona CA 91766

Tax Accountent
Lucas Horsfail, Murphy & Pinaron,

LL? CPA's, Pasadena Re:  Master’s Research Proposal

Frank Susam

b ;'i.::'g;::'nkler Mfg. Corp. Dear Andrea:

Cari Forman

‘;?f;:r‘;;“g;:zm, Church Please be advised that your request to do a research study on depression
Tof rieaall and homelessness at the Foothill Family Shelter has been approved by the
i';if:’:fgmg Board of Directors: It is our understanding that your research project

oaut iafer focused on depression and homelessness. Please keep us advised as to the
Hofer Rancn status of your research project.

Kim Lauer §

Busress Devemers O Sincerely,

8ill Mvers . -

Store Manager

5o Quner e 7’@4&4«2

Pauia Pachon Nﬁn\{m Gandell

2“,;‘“5;;::;:";}1:;“99 Executive Director

Oean Parker

Overanion Service Manager
e

Franas Passareili

cz0 .

Hazoak, Inc.

Znwironmental Services

Jeooran Record-Gomez
Soecial Ecucanon
San Bernarainoe County Schoois

L.X. "Skip” Runner
Presiaent
Taipet/L.X. Runner Insurance

Loren Sanchez
Superintencent
Jotana Unmified School District

Zane Savage *
Zommumity Volunteer

Bonme Smothers
Teacner .

Tina ‘Weaver
Jaisy Wheei Comouter Suppues

Keith Yamamoto
Priest & Reoresentative
St Merx s Ezscooar Church

Memper Agency of the ‘ 167 N_Third Averve. Suire D Ubland, Caiifornia 91786
Mr 3aldy Umred Way r{'.‘:."_ \/;09) 920-5555 = FAX (909} 946-:860
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APPENDIX F
HUMAN SUBJECTS APPROVAL

CALIFORNIA STATE UNIVERSITY

SAN BERNARDINO

DEPARTMENT
‘oF

SOCIAL WORK

COMMUNITY
ADVISORY

BOARD

909/880-5501

O T

K< 0 0"
(&

W
ot

w

The Caiifornia

State University

vt
v O N

9]

}

IRV

1+

=

0

w

S

st

E¥S

epr

arm

lease notify the deparimencal raview bDcard

nanges ars made to ycur rasearch propesal
wiacts arise. If your project lasts len

cu MuSt r=3apDLy £or aporoval ozf
guiraed to _Ivfee_: ccpies of th ccn
“lzasc threse vears.

esz of luck with ycur rassezxcn

3500 University Parkway, San Bernardino, CA 92407-2397
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APPENDIX G
PROTOCOL

Protocol for Administration of
Center for Epidemiological Studies Depression Inventory

Ask client if they would be willing to participate in study.
Have them read, initial, and date the informed consent form.
Have them complete the demographic page.

Have them complete the CES-D.

Give them the Deb‘rie'ﬁng} Statement.

Log their name and number for matching pﬁrposes later.

Put their paperwork in the manilla folder labeled “results™.
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APPENDIX H -
PAIRED SAMPLES STATISTICS

Paired Samples Statistics

Pair | Mean N Std. Std. Error
_ Deviation Mean

Pre-test 32.2800 25 9.9227 1.9845

Post-test . 15.1600 25 6.3290 1.2658

Paired Samples Correlation

Pair » N Correlation Sig.

Pretest-Posttest 25 .432 . . .031

Paired Samples Test -

Paired Differences

Pair Mean Std. Std.Err. t df sig.

~Dev. Mean (2-tail)
Pretest- v
Posttest 17.12 - 9.1892 1.8360  9.324 24 .000
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APPENDIX I
COHEN'S MEASURE OF CORRELATION STRENGTH

Cohen's Measure of Correlation Strenqth

Strength Correlation
(r2)
- small _ .01 to .09
medium ‘ .09 to .25

large .25 or more
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APPENDIX J
BASELINE TO POST-TEST STATISTICS

Sample Statistics of Baseline Group

N ’ Mean std. Std. Error

Dev. Mean
Baseline 65 26.6154 11.7230 1.4541

One-Sample Comparison to Post-test Mean Value

Post-test Mean (Test Value) =15.16

t df Sig. Mean
’ (2-tailed) Difference

Baseline 7.878 64 .000 11.4554
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L APPENDIX K
POST-TEST TO POST-SIX STATISTICS

Sample Statistics of Baseline Group

N Mean sStd. Std. Error
' Dev. . Mean
Baseline _ 65 . 26.6154 11.7230 1.4541

One-Sample Comparison‘to Post-test Mean Value

Post-test Mean (Test‘Value) =15.16

t ' df Sig. Mean
(2-tailed)  Difference

Baseline 7.878 64 .000 11.4554
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