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Introduction
In homeless populations, mental illness commonly presents in the form of schizophrenia, depression and other affective disorders, psychoses (including drug-induced psychosis), schizophrenia, anxiety states or "personality disorder" (34,46). A Danish study of homeless populations with mental health problems found 90% were male, 90% aged 20-59 years, 98% unmarried, separated or divorced and only 2% were employed (47). 
A cross-sectional study of 900 homeless people in the United States demonstrated chronicity of homelessness to be associated with schizophrenia, antisocial personality, earlier onset of major depression, conduct disorder, earlier onset of drug misuse and severity of alcohol use (125). Twenty per cent of homeless people with mental ill-health are dually diagnosed with substance dependence (125,126). Less than one-third of homeless people with mental illness actually receive treatment (40). For some elderly homeless people, mental illness is the entry into homelessness (34).

The European and American literature on mental health for homeless people appears to concur on the need for active case management programmes. Such programmes need to integrate social services with psychiatric care (127). Assertive community treatment programmes can shift the locus of care from crisis-oriented services; a randomized trial showed that they result in fewer psychiatric inpatient days, fewer emergency department visits, more days in community housing, more outpatient visits and significantly greater improvements in symptoms, life satisfaction and perceived health status than generic community mental health services (128). Research from the United States demonstrated that compared to those in shelters and service agencies, street homeless people were more likely to be male, older, have psychotic disorders, be less interested in treatment and take longer to engage in case management (129). However, street outreach engaged such people into treatment with an improvement in health. 
Research from Australia demonstrated that psychiatric outreach services to residents of homeless refuges reduced both the rate and duration of psychiatric hospital admissions (130). Given that death from overdose is common among homeless people, caution and safe prescription should be exercised in prescribing antidepressants which are cardiotoxic or respiratory toxic.
 The homeless mentally ill
The number of homeless in the united states has been estimated at somewhere between 250.000 and 4 million.
 Defining the homeless :
1-  those people who sleep in shelters or public spaces .
2-  those whose primary nighttime residence is either in the publicly or privately owned shelters or in the streets, in doorways , train stations and bus terminals ,  public plazas and parks, subways , abandoned buildings, and loading docks .
The numbers of homeless continues to increase at about 25 percent a year .
In 1984, the American Psychiatric Association Task Force on the homeless Mentally Ill estimated that 25to 50 percent of homeless Americans have  serious and chronic forms of mental illness . 
Types of mental Illness among homeless persons
A number of studies have been primarily in large urban areas which have  mental Illness Identified among homeless individuals .
 Schizophrenia most com diagnosis other include:
 bipolar affective disorder ,substance abuse ,depression , personal disorder . 

Contributing factors to homeless Among the

 mentally ill

1-Deinstituation:
begun out expressed concern by mental health professionals and other described (deplorable conditions ).
2- Scarcity of affordable housing:
Economic policies and issue have contributed  to growing numbers and different profiles of homeless people .
- Other factors :

3- poverty 
4- lack of affordable health care
5- domestic violence 
6- addiction disorder
The elderly homeless mentally ill
An increasing number of elderly people are finding themselves at risk for homelessness at a time when the demand for low income housing is larger than the supply and the federal allocations for public housing have been severely cut.
 It is predicted  that persons over 60 years of age will be the next group hit hared by homelessness .
A single medical emergency or tragic incident could place many older persons living near the poverty level at risk for homelessness .
Major mentally illness for elderly people how are homeless : 
1-Depression

What is depression?

Depression is a common mental disorder that presents with depressed mood, loss of interest or pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, low energy, and poor concentration. 
These problems can become chronic or recurrent and lead to substantial impairments in an individual's ability to take care of his or her everyday responsibilities. At its worst, depression can lead to suicide, a tragic fatality associated with the loss of about 850 000 thousand lives every year.
Facts

· Depression is common, affecting about 121 million people worldwide. 
· Depression is among the leading causes of disability worldwide. 
· Depression can be reliably diagnosed and treated in primary care. 
· Fewer than 25 % of those affected have access to effective treatments.

The signs and symptoms of depression include loss of interest in activities that were once interesting or enjoyable, including sex; loss of appetite (anorexia) with weight loss or overeating with weight gain; loss of emotional expression (flat affect); a persistently sad, anxious or empty mood; feelings of hopelessness, pessimism, guilt, worthlessness, or helplessness; social withdrawal; unusual fatigue, low energy level, a feeling of being slowed down; sleep disturbance with insomnia, early-morning awakening, or oversleeping; trouble concentrating, remembering, or making decisions; unusual restlessness or irritability; persistent physical problems such as headaches, digestive disorders, or chronic pain that do not respond to treatment; thoughts of death or suicide or suicide attempts. Alcohol or drug abuse may be signs of depression. 

The principal types of depression are major depression, dysthymia, and bipolar disease (also called manic-depressive disease).
CASE STUDY: A person with Severe and Persistent Mental Illness how are homeless (Depression)   

Assessment :
Mrs C, aged76, has been living alone in her small apartment for 6 month since the death of her husband, to  whom she had been married for 51 years.  Mrs. C  had been an elementary school teacher  for 65 with an adequate  pension. She and her husband had no children. A nice looking in Mrs. C regularly. It was she who contacted Mrs. C,s physician when she observed that Mrs. C was not eating properly , was losing weight , and second to be isolating herself more and more. She had not left her apartment in weeks. Her physician referred  her to psychiatric home health care.
On her initial visit, Carol, the psychiatric home health nurse, conducted a preliminary assessment revealing the following information about Mrs. C:
1) Blood pressure90/60 mmhg.

2) Higher 5,5 ; weight 102 lb.

3) Poor skin turgor; dehydration.

4) Subjective report of occasional dizziness.

5) Subjective report of loss of 20 lb since death of her husband.

6) Oriented to time, place, people, situation.

7) Memory(remote and recent) intact.

8) Flat affect.

9) Mood dysphoric  and tearful at time, but cooperative.

10) Denies thought to harm self, but states, " I feel so alone; so useless"

11) Subjective report of difficulty sleeping.

12) Subjective report of constipation.

Diagnosis/ Outcome identification :

The following nursing diagnosis were formulated for Mrs C:
1. Dysfunctional grieving related to death  of husband evidenced by symptoms of depression such as withdrawal, anorexia , weight loss, difficulty sleeping, dysphoric   /tearful mood.
2. Risk of injury related to dizziness  and weakness  from lack of the activity and low blood pressure,  and poor nutritional status.
3. Social isolation related to depressed mood  and feeling  of worthlessness evidenced by staying home alone, refusing to leave her  apartment.
4. Outcome criteria : The following criteria were selected as measurement of outcome in the care of Mrs C:
1. Experiences no physical harm /injury.

2. Is able to discuss feeling about husband's death with nurse.

3. Sets realistic goals for self.

4. Is able to participate in problem solving regarding her future.

5. Eats a wellـ  balanced diet with snakes to restore nutritional status and gain weight.

6. Drinks adequate fluid daily.

7. Sleeps at least 6 hr per night and verbalized feeling well rested.

8. Shows interest in personal  appearance and hygiene. Is  able to accomplish self care  independently.

9. Seeks to renew contact with previous and acquaintances. 

10. Verbalized interest in participating in social activity.
Plan /  Implementation

A plane of care for Mrs. C is presented in table 36.5.
Evaluation

Mrs. C was started to second  week  on trazadone (Desyrel)  150 mg at bedtime. Her sleep was enhanced  and within 2 weeks she showed a noticeable improvement  in mood. 
She began to discuss how angry she felt about being all alone in the world. She admitted that she had felt anger toward her husband but experienced guilt and tried to suppress that anger.

As she was assured that these feeling was normal, they become easier for  .The nurse arranged  for a local teenager to do some weekly grocery shopping  for Mrs. C  and contacted the local meals  on  Wheels program, which delivered her noon meal to her every day. Mrs. C began to eat more and slowly to gain a few pounds. She still has an Occasional problem with constipation but verbalizes improvement with the addiction of vegetables, fruit, and a daily stool softener prescribed by her physician.Mrs. C used her walker until she felt she able to ambulate without assistance.She has renewed previous friendships and formed new acquaintances. She sees her physician monthly for medication management and visits a local adult day health center for regular blood pressure and weight checks. Her niece still visits regularly, but her favorite relationship is the one she has formed with her constant canine companion, Molly, whom Mrs. C rescued from the local animal shelter, and who continually demonstrates her unconditional love and gratitude.
Care Plan for Psychiatric Home Health Care of Depressed Elderly :
Nursing Diagnosis One :
Dysfunctional grieving related to death of husband, evidenced by symptoms of depression such as withdrawal, anorexia, weight loss, difficulty sleeping, and dysphoric / tearful mood.
Objective :
Mrs. C will demonstrate adaptive grieving behaviors and evidence of progression toward resolution.
Nursing Interventions :

Assess Mrs. C's position in the grief process . Accurate baseline data are required to plan accurate care for Mrs. C. Develop a trusting relationship by showing empathy and caring
Be honest and keep all promises. Show genuine positive regard. These interventions provide the basis for a therapeutic relationship. Explore feelings of anger and help Mrs. C direct them toward the source.
Help her understand it is appropriate and acceptable to have feeling of anger and guilt about her husband's death. Knowledge of acceptability of the feelings associated with normal grieving may help to relieve some of the guilt that these responses generate. 
Encourage Mrs. C to review honestly the relationship she had with her husband. With support and sensitivity, point out reality of the situation in areas where misrepresentations may be expressed. Mrs. C must give up an idealized perception of her husband. 
Only when she is able to see both positive and negative aspects about the relationship will be grieving process be complete. Determine if Mrs. C has spiritual needs that are going unfulfilled.
If so, contact spiritual leader for intervention with Mrs. C. Recovery may be blocked if spiritual distress is present and care is not provided. Refer Mrs. C to physician for medication evaluation. Antidepressant therapy may help Mrs. C to function while confronting the dynamics of her depression.
Nursing Diagnosis Two :

Risk for injury related to dizziness and weakness from lack of activity and low blood pressure and poor nutritional status.
Objective :
Mrs. C will not experience physical harm or injury.
Nursing Interventions :
Assess vital signs at every visit. Report to physician should they fall below baseline. Client safety is a nursing priority. Encourage Mrs. C to use walker until strength has returned to prevent falls.
 Visit Mrs. C during mealtimes and sit with her while she eats. Encourage her niece to do the same. Ensure that easy to prepare, nutritional foods for meals and snacks are available in the house and that they are items that Mrs. C likes. She is more likely to eat what is convenient and what she enjoys.
 Contact local meal delivery service ( e.g., Meals on Wheels ) to deliver some of Mrs. C's meals. This would ensure that she receives at least one complete and nutritious meal each day. Weight Mrs. C each week. Weight gain is a measurable, objective means of assessing whether Mrs. C is eating. Ensure that diet contains sufficient fluid and fiber to alleviate symptoms of constipation. She may need to obtain a prescription for stool softener from physician.
Nursing Diagnosis Three :
Social isolation related to depressed mood and feelings of worthlessness, evidenced by staying home alone, refusing to leave apartment.
Objective :
Mrs. C will renew contact with friends and participate in social activities.
Nursing Interventions :

As nutritional status is improving and strength is gained, encourage Mrs. C to become more active. Take walks with her; help her perform simple tasks around her house. Increased activity enhances both physical and mental status. Assess lifelong patterns of relationships.
 Basic personality characteristics will not change. Mrs. C will very likely keep the same style of relationship development that she had in the past.
 Help her identify present relationships that are satisfying and activities that she considers interesting. She is the person who truly knows what she likes, and these personal preferences will facilitate success in reversing social isolation. Consider the feasibility of a pet. 
There are many documented studies of the benefits to elderly individuals of companion pets. Suggest possible alternatives that Mrs. C may consider as she seeks to participate in social activities. 
These may include foster grandparent programs, senior citizens centers, church activities, craft groups, and volunteer activities. Help her to locate individuals with whom she may attend some of these activities. She is more likely to attend and participate if she does not have to do so alone.  
2 - Schizophrenia
	What is schizophrenia?

	Schizophrenia is a mental disorder interfering with a person’s ability to recognize what is real, manage his or her emotions, think clearly, make judgements and communicate. 

People with schizophrenia usually suffer strange symptoms, such as hearing imaginary voices, and believing that these voices are controlling their thoughts and actions. 
They may believe that people are plotting to harm them. They become frightened and withdrawn. Their speech and behaviour become disorganized. The onset of schizophrenia is generally gradual, and rarely sudden or dramatic. Certain symptoms can develop slowly, in an almost imperceptible fashion, while other symptoms develop more rapidly and are very easy to recognize. 


	Classes of Schizophrenia

Paranoid Schizophrenia - Patient displays the psychotic symptoms.

Undifferentiated Schizophrenia - Used when the patient's symptoms clearly point to schizophrenia but are so clouded that classification into the different types of schizophrenia is very difficult.

Residual Schizophrenia - Advised when an individual has been through at least one episode of schizophrenia (6 months) but then "recover."

Schizophreniform Disorder - Best understood as a schizophrenic disorder that has lasted for more than two weeks but less than six months. A less serious diagnosis, as it has a likelihood for the patient to return as normal member of society.

	


The negative symptoms are not easily discernible and are not very disruptive socially, but can be more disabling than the positive symptoms. Patients with these symptoms are generally less responsive to medicines.
 Reduced motivation and drive, difficulty in experiencing pleasure, lack of emotions and lack of energy are some of the common negative symptoms. 
The patient displaying these symptoms is often taken to be deliberately lazy or not making an effort, and the family may turn hostile towards him/her on account of these symptoms: 
1 - Behavioural changes
 social withdrawal, isolation, restlessness, irritability, aggressiveness and antisocial behaviour.

2 - Delusions
Delusions are patients’ fixed belief in something that is obviously untrue.
3 - Hallucinations

Hallucinations are imaginary voices which the patients hear and respond to. 

4 - Thought disturbances

5 - Loss of interest and social withdrawal
6 - Disinterest in personal hygiene
CASE STUDY: A person with Severe and Persistent Mental Illness how are homeless (schizophrenia)   :
Evelyn is a 62 years-old woman who was originally diagnosed with schizophrenia approximately 20 years ago. During the last two decades, she has been hospitalized several times in acute care psychiatric facilities.  Her last admitting diagnosis was borderline personality disorder.  Evelyn married for the first time at age 20 and was divorced a few years later.  She has been divorced and remarried and has had more informal relationships several times since.  She has a 10-years old daughter, Marie. Evelyn states that she doesn't have any friends: "There aren't any people who want to be friendly."

During her last separation and divorce, which took place 2 years ago, Evelyn's clinical presentation became more exaggerated.  She had worked intermittently up to that time as a temporary clerical worker through a local personnel agency.  However, her over reactions to office stress and her manipulating behaviors became so pronounced that she was fired.

Evelyn and Marie live in a dirty motel room.  Marie is in and out of foster care homes.  She attends school occasionally but says she hates it "because the kids are so mean and I'm so stupid." She can read on a first-grade level.

Evelyn is seeking admission because "there's man down the street who says he's going to hurt me.  There are a lot of nasty, mean people out there.  You just can't get away from them.  You've got to let me in!" Although the weather is cold and rainy, she wears no coat.  Both her clothes and her body are dirty. She has a large leg ulcer and

says, "My leg gets real tired sometimes.  I don't remember when my leg got sore like that."

In addition to her psychiatric difficulties, Evelyn has medical problems: a large weeping ulcer (5 cm, stage 3) on a swollen left ankle (4+/4+ to midcalf), high blood pressure (right arm, 154/96; left arm, 160/98), and a serum glucose level of 263.  The nurse is unable to get Evelyn to undress because of her agitation.  The nurse does, however, feel protruding bones under Evelyn's clothes.  Evelyn's skin is dry and flaky, with multiple scars, abrasions, and bruises.  Her feet are calloused and cracked. Her heart rate is 98 and her respiration rate 22.  She refuses to have  her temperature taken.  She tells the nurse, "I’m so tired and hungry."

ASSESSMENT:
OBJECTIVE DATA
1. Several psychiatric admissions over 20 years.

2. Multiple short-term relationships with men.

3. Difficulty maintaining relationships with others.

4. Has a 10-years-old daughter.

5. Jobless and under-housed for  2 years.

6. Poor hygiene.

7. Clothes inappropriate for weather.

8. Large leg ulcer, hypertension, hyperglycemia.

9. Undernourished.

10. Multiple sings of past injuries.

11. Difficulty keeping focused during intake interview.
SUBJECTIVE DATA

1. "A man…… says he's going to hurt me."

2. "I'm so tired and hungry."

3. "Marie is in school today. I got scared and couldn't wait for her."

4. "My leg gets real tired sometimes."

5. "There are a lot of nasty, mean people out there.  You just can't get a way from them."

6. "I don't remember when my leg got sore like that".

NURSING DIAGNOSIS:
1. Altered thought processes related to psychiatric dysfunction as evidenced by distractibility and cognitive defects.

· "A man says he's going to hurt me."

· Difficulty staying focused.

· "I don't remember when my leg got sore like that."

· Inability to obtain and retain a job.

· Inability to provide a clean home for self and daughter (Marie).

· No preparation for Marie's care during the hospitalization.

2. Ineffective family coping: disabling related to psychiatric dysfunction and poverty, as evidenced by neglect of daughter.

· Jobless and underhoused for 2 years

· Motel room dirty

· Marie's infrequent school attendance and poor academic function.

· Evelyn's not being where Marie expects to find her after school.

· No preparation for Marie's care during the hospitalization.
3. Impaired tissue integrity related to venous stasis and impaired cellular function, as evidenced by large ulcer on left ankle.

· 5-cm, stage 3 ulcer.

· 4+/4+ edema to midcalf on left leg.

· "My leg gets real tired sometimes".

Other nursing diagnoses that deserve attention are

1. Self-care deficit: hygiene related to homelessness and decreased cognitive function and poverty, as evidenced by dirty, torn clothing and dirty hair/skin.

2. Altered nutrition: less than body requirements related to impaired glucose metabolism and poverty, as evidenced by emaciation.

3. Risk for injury related to decreased cognitive function and hyperglycemia.
PLANNING
PLANNING OUTCOME CRETERIA

	DIAGNOSES
	OUTCOME CRITERIA
	SHORT-TERM GOALS

	1. Altered thought process related to psychiatric dysfunction and  hyperglycemia, as evidenced by distractibility and cognitive defects.
	1. Evelyn will demonstrate improved thought processes during this admission, as evidenced by decreased distractibility and increased ability to problem-solve care for herself and her daughter.
	1a. Evelyn will demonstrate  ability  to concentrate on learning and/or therapy activities for at least 10 minutes.

1.b
Evelyn will identify three appropriate actions that can be taken to decrease anxiety in the event of stress.

1c.
Evelyn will demonstrate ability to plan and execute three aspects of self-care.



	DIAGNOSES
	OUTCOME CRITERIA
	SHORT-TERM GOALS

	2. Ineffective family coping: disabling related to psychiatric dysfunction and poverty, as evidenced by neglect of daughter.

3. Impaired tissue integrity related  to venous stasis and impaired cellular function, as evidenced by large ulcer on left ankle.
	2. Evelyn will demonstrate improved nurturing behavior toward daughter by discharge, as evidenced by awareness of how to access support for basic needs and education, as well as specified nurturing behaviors.

3. Evelyn's ulcer will decrease from 5 cm to 1 cm by discharge.
	2a. Evelyn will verbalize an appropriate plan for care of Marie during Evelyn's hospitalization.

2b.
Evelyn will discuss with social worker how to accesses  benefits and programs for Marie's support and education by discharge.

2c.
Evelyn will demonstrate nurturing behaviors toward Marie during visits throughout  this hospitalization.

3a.
Evelyn's ulcer will no longer exude serosanguineous drainage.

3b.
Evelyn's ulcer will be free from infection.


INTERVENTION:

Initially, during the first few hours, the focus was on lowering Evelyn's anxiety so that she would accept needed care.  Meeting some of her physiological needs (e.g. food, euglycemia) gave the staff the opportunity to make contact with Evelyn.  The social worker, Mr. Todd, was contacted and informed that Marie would return from school and not be able to find her mother.  Mr. Todd located Marie at school and explained the problem. He then brought her to the hospital to see Evelyn before taking her to an emergency foster home.  This activity was necessary not only to protect Marie but also to emphasize to Evelyn how important such interventions were to Marie's well-being.
EVALUATION:
Evelyn's psychosocial and medical health improved slowly during the short admission. Her ability to think increased modestly.  Her leg ulcer began to show signs of granulation.  The edema decreased to 1/4+ and remained at ankle level.  Her serum glucose level remained between 140 and 180.  Evelyn articulated plans for job training and living at a halfway house during the training period.  She also talked about keeping Marie in a stable foster care home until she was working and had a proper home for the two of them.  Evelyn agreed to continuing parenting classes through the child welfare agency.  However,  Marie was demonstrating various acting out behaviors both in the foster home and at school. She stated, "My mother loves me and I want to be with her now.  The way we lived was just fine." Her therapist felt considerable resistance from her.
MANIA 3-
Definition :

Mania is a severe medical condition characterized by extremely elevated mood, energy, and unusual thought patterns. There are several possible causes for mania, but it is most often associated with bipolar disorder, where episodes of mania may cyclically alternate with episodes of clinical depression. These cycles may relate to diurnal rhythms and environmental stressors. Mania varies in intensity, from mild mania (known as hypomania) to full-blown mania with psychotic features (hallucinations and delusions). 

Types of Mania:

Excitement

The sensation of increased anxiety and anticipation.
Alertness
A state of function in which someone is watchfull.

Euphoria

Euphoria is the feeling of extreme happiness. This is not an everyday feeling, and one of the most common causes of euphoric symptoms is drug intoxication or drug abuse .

Racing thoughts
When a persons thoughts occur rapidly and uninhibited.

Giddiness
A feeling on unease and unsteadiness.

Conclusion :
Multiple morbidity, particularly polydrug use, alcohol dependence and mental ill-health are common among homeless populations. Premature mortality is also common, particularly heroin-related, and the future could entail peer use of naloxone to prevent drug-related deaths. 
There are good examples that primary care settings with multi-disciplinary teams can provide effective health care and prevention for homeless people. Behavioural interventions for mental health, drug or alcohol dependence, or sexual risk can empower homeless people and help to retain them in treatment.
 The type of community intervention is less important than the fact that an intervention is offered. Further research is required to gauge whether the positive impact of behavioural interventions is in part due to a placebo effect. 
Residential interventions appear to lead to greater reductions in drug use than community interventions. A future challenge is to involve homeless people as peer "empowerers." Previous research has argued that peer involvement of homeless people will maximize the success of interventions, yet such practice is not widespread (72).
 More research is needed to quantify the extent of homelessness throughout Europe, to evaluate the health needs, and effectiveness (particularly cost-effectiveness) of interventions among homeless populations.

There are several policies outside the issues dealt with here that may have significant effects on the health of homeless people. One is efforts to provide healthy housing to homeless people. 
A healthy housing policy acknowledges the need for health and social support as well as housing support and entails a shift from large-scale remedial institutional accommodation towards small-scale and individualized assistance.
 In some countries this has meant a changed role for local authorities, whereby they act as the public sector purchaser of services from the voluntary and private sectors, via competitive bidding with quality assurance standards (9). In general, the countries in the European Union are making a shift from viewing homelessness as due to individual limitations towards a view that encompasses structural limitations (9).
 An example of this is the Homelessness Act 2002 for Scotland, which aims to give every homeless person a right to a home by 2012 (132).

 This will abolish the concept of "priority need" which has excluded homeless people who are "intentionally" homeless. 
There is limited research evaluating the effectiveness of supported housing programs. One study compared immediate access to independent living, with the effects of a housing program in which clients were offered different services, including independent living, step by step.

 The supported housing scheme achieved better housing tenure than the comparison group (133).

Resource 
A ) Books :

1 – PSYCHATRIC MENTAL HEALTH  NURSING CONCEPT CARE  - MARCY (7TH  AND 4TH EDITION )

2- MENTAL HEALTH  AND PSYCHATRIC NURSING CARING APPORACH –DAVIS

B ) Web site :
http://www.hud.gov/offices/cpd/homeless/who.cfm
http://www.purgatory.net/merits/schizo.htm
http://www.searo.who.int/en/Section1174.htm/
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