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KEY POINTS ____________________________ ___ 

• Homelessness imposes severe 
mental, physical, and social dep
rivation on a significant number 
of children in the United States. 
The extreme poverty of home
less families puts them at high 
risk for negative consequences 
effecting the physical and men
tal health of the children. 

• The results of two studies dis
cussed in this chapter indicate a 
high incidence of depression in 
homeless school-age children. 
One study also suggests a posi-

tive correlation between high lev
els of depression and anxiety. 

• The needs of depressed home
less children can be met most 
effectively through the services 
of an interdisciplinary service 
team, coordinated by a case man
ager. Such a team consists of 
professionals with multiple skills 
and tools; together, they can pro
vide interventions in nursing, 
social work, counseling, and 
child psychiatry. 
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INTRODUCTION 

Children are emerging as the most frequent victims of poverty 
and homelessness as these problems become more severe in 
the United States. Children comprise the nation's fastest grow
ing group among the homeless (Bassuk & Rubin, 1987; The 
Crisis in Homelessness, 1987). According to the Children's De
fense Fund (1995), 22.7% of all U.S. children- including 42% of 
children in young families- are currently living below the 
federal poverty level, and children account for one in four 
homeless individuals, with 100,000 children homeless every 
night. 

Research on the devastating effects of homelessness on 
families has been limited. The overall response to the needs of 
homeless families and children has been inadequate, and 
services remain fragmented and deficient. In addition to pos
ing a physical threat, common sense and available studies 
suggest that homelessness puts children at risk for developing 
depression (Bassuk & Rubin, 1987). 

This chapter reviews factors that can precipitate depression 
in homeless children, reports the results of research that indi
cates the extent of the self-reported depression among home
less school-age children, and discusses the implications for 
interdisciplinary intervention designed to alleviate stress and 
mitigate the long-term impact of depression in homeless chil
dren. An explanation of case management, with a case ex
ample, completes the discussion. 

BACKGROUND 

Depression probably develops from a combination of physi
cal, psychological, social, and environmental factors (Akiskal, 
1979). Two discrete groups of theories have been noted: those 
that attribute depression to biologic causes and those that 
attribute depression to psychosocial causes (Kazdin, 1988). 
Most theories recognize the effect of negative life events; for 
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example, in the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV), the American Psychiatric Association 
(1994) applies a diagnostic label-"adjustment disorder with 
depressed moods" -to depressive symptoms that develop as 
a result of psychosocial stressors. Although the etiology of 
depression is complex, loss exceeding coping ability can be 
correlated with the development of depressive disorders (Beck 
& Rosenberg, 1986; Paykel, 1969). 

DEPRESSION IN CHILDREN 

Several subtypes of depression, with features similar to adult 
depression, have been identified in children (Puig-Antich & 
Gittleman, 1982). "Dysphoric mood and loss of interest in 
usual activities are acknowledged features of most forms of 
depression, although other signs, such as sleep disruption, 
may be present" (Wagner & Menke, 1991a, p. 20). Commonly 
used factors in differential diagnosis include precipitating 
events along with the severity, duration, and comorbidity 
with other psychiatric disorders (Kazdin, 1988). The course of 
childhood depression remains unclear; however, it is believed 
to have periods of remission and recurrence (Stark, Reynolds, 
& Kaslow, 1987). 

How Depression Affects Children: 

The consequences of childhood depression may be long 
lasting and far reaching. Children can experience deficits in 
multiple areas of their lives that can severely impair their 
interpersonal skills during depressive episodes (Puig-Antich 
et al., 1985). Depression can interfere with social relationships, 
limiting a child's ability to initiate conversations, make friends, 
or participate in social activities (Helsel & Matson, 1984). Self
destructive behaviors and significant disruption in normal 
development are other possible end results (Carlson, 1983; 
Puig-Antich et al., 1985). Depression may prevent a child from 
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attaining his or her full potential and hinder the development 
of the skills necessary for effective functioning in future adult 
roles (Puig-Antich et al., 1985). 

Factors That May Precipitate Depression in Homeless 
Children: 

Homelessness is a life event often marked by economic and 
emotional upheaval involving drastic change, loss, and ab
sence. According to Wagner and Menke (1991c), the typical 
homeless family has faced potentially negative life events 
during the 12 months preceding homelessness. Low-income 
families live precariously, frequently spending up to 70% of 
their income on rent, with no cushion for changes in income or 
housing costs (Mihaly, 1989). Bassuk and Rubin (1987) report 
that the most common events precipitating homelessness are 
eviction for nonpayment of rent and interpersonal conflict; 
Mills and Ota (1989) found that eviction, domestic conflict, 
and unsafe living conditions are common precipitating fac
tors. 

Marked by chaos and confusion (Boxill & Beaty, 1990), 
homelessness can develop into a terrifying crisis in a child's 
life. Children faced with the loss of their homes also often 
experience the loss of neighborhood, school, belongings, and 
friends. Moreover, homeless children are likely to be chastised 
and ostracized by peers (Gerwirtzman & Fodor, 1987). For 
children, the state of being homeless is generally also accom
panied by a diminution of parental emotional support as adult 
family members attempt to provide for the family's physical 
needs. The mother-child relationship may be altered, and the 
child may lose any sense of permanence (Boxill & Beaty, 1990). 

Incidence of Depression in Homeless Children: 

Mental health professionals differ in their estimates of the 
prevalence of depressive disorders in children; however, gen
eral community surveys indicate that approximately 10% of 
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children in the general population exhibit feelings of depres
sion, and 60% of the children referred for psychiatric problems 
experience these feelings (Tongue, 1990). Research on home
less children by Bassuk and Rubin (1987) and Wagner and 
Menke (1991b) indicates that more than half of these children 
exhibit at least some depressive symptoms. 

Although homelessness may not precipitate a diagnosable 
depressive reaction in all children, it is difficult to believe it 
does not have a profound effect in many children. In addition 
to all of their other problems, homeless children experience 
higher levels of dysphoria and depression than do other chil
dren their age (Bassuk & Rubin, 1987; Wagner & Menke, 
1991a). Although many factors, including genetic predisposi
tion, have an impact on the long-term effects of depression 
related to the experience of homelessness, research suggests 
that even mild depression may place children at risk for the 
development of a major depressive disorder (Brantly & Takacs, 
1991). 

THE COLUMBUS, OHIO STUDIES 

Two studies conducted in Columbus, Ohio examine the physi
cal and emotional well-being of children and families living in 
poverty (Schmitz, 1993; Schmitz, Wagner, & Menke, in press; 
Wagner & Menke, 1991b, 1993). Children in both studies 
exhibit depressive symptomatology; children in the second 
study show a positive correlation between high levels of 
depression and high levels of anxiety (Wagner, Menke, & 
Schmitz, 1992) and indicate a relationship between academic 
performance and both depression and anxiety (Schmitz, 1993). 
This is consistent with the Institute of Medicine's (1989) re
view of related research, which also finds a correlation be
tween high levels of depression and high levels of anxiety, as 
does a study by Marchesano (1993), which adds a finding of a 
relationship between childhood depression and academic per
formance. Both Columbus studies provide evidence of depres-
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sive symptomatology; the second study provides evidence of 
a correlation between high levels of depression and high levels 
of anxiety in homeless children. This comorbidity indicates 
increased risk. These findings constitute additional evidence 
of increased short- and long-term risk for homeless children. 

Method: 

Data from 76latency-age homeless children and their moth
ers in the first study (Wagner & Menke, 1991a, 1991b) and 71 
in the second study (Schmitz, 1993; Wagner & Menke, 1993) 
were examined. The 76 latency-age children from the first 
study were part of a larger study that included 251 homeless 
families with children birth through 11 years; the 71 children 
in the second study were part of a study of 133 children living 
in poverty, 71 of whom were homeless at the time of the 
interview. The children in the first study were 8-11 years of 
age; the children in the second study were 8-12 years of age. 

Selection Criteria 

Children included in the Columbus studies lived with moth
ers who perceived themselves and their families to be home
less. They were in a living arrangement in which the actual 
stay or the intent to stay was fewer than 45 days. The studies 
included children who lived with their mothers in shelters, 
who were staying with other families or friends, or who lived 
in cars, vans, or barns. In accordance with criteria set by the 
study by Roth, Dean, Lust, and Saveanu (1985), families,living 
in shelters for battered women were excluded. The children in 
the Columbus studies were members of homeless families 
solicited from shelters, transitional housing facilities, cheap 
hotels, churches, agencies that work with homeless families, 
and places where homeless persons frequently congregate 
(libraries, soup kitchens, and bus depots). 

Instrumentation: 

Each mother and child participated in a face-to-face inter-
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view and completed a number of standardized instruments. 
The interviews were conducted in the places where the moth
ers and children were temporarily sleeping. In both studies, 
each child completed the Children's Depression Inventory 
(CDI) (Kovacs, 1985). The second study also measured the 
children's anxiety using the Reynolds Manifest Anxiety Scale 
(Reynolds & Richmond, 1985). Demographic and background 
information about the children was collected from the moth
ers, using the mother version of the Homeless Children Inter
view Schedule. 

The Homeless Children Interview Schedule-Mother Ver
sion contained questions regarding demographic informa
tion, health history, obstetric history, social history, general 
well-being, social network, and health care practices. The 
instrument used in the first study was derived from an inter
view used in a previous study and from a survey developed by 
Roth and colleagues (1985). The core of the instrument re
mained the same for the second study, with minor modifica
tions. 

The CDI is a self-rated, symptom-oriented scale for school
age children and adolescents (Kovacs, 1985). The inventory 
consists of 27 items regarding behavioral, affective, cognitive, 
somatic, and interpersonal aspects of depression. The total 
score can range from 0 to 54. A cutoff score of 9 indicates a need 
for further assessment and a score of 15 or above provides a 
good indicator of psychopathology (Fristad, Weller, Weller, & 
Teare, 1988). Test-retest reliability coefficients for the CDI 
have ranged from 0.50 to 0.84 (Kovacs, 1985). 

The Reynolds Manifest Anxiety Scale is a 37-item test de
signed for children (Reynolds & Richmond, 1979, 1985) that 
originates from the adult Taylor Manifest Anxiety Scale 
(Castaneda, McCandless, & Palermo, 1956). It includes 25 
items and a 9-item lie scale. All items are answered in a "yes" 
or "no" fashion and are aimed at those with a third-grade 
reading level; therefore, this test must be administered orally 
to children who have not achieved a third-grade reading level. 
Three subscales are included: (a) physiologic signs of anxiety, 
(b) )ndicators of worry and hypersensitivity, and (c) fear/ 
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concentration (Reynolds & Richmond, 1979, 1985). Reynolds 
(1980) found support for construct validity as a measure of 
both chronic and situational anxiety. Test-retest reliability 
ranged from 0.60 to 0.88 for sixth- to eighth-grade boys and 
girls (Wisniewski, Mulick, Genshaft, & Coury, 1987). 

Results: 

The results from the Columbus studies provide evidence of 
the emotional impact of homelessness on children. Wagner 
and Menke (1991a, 1991b) found that 80% of the children had 
COl scores indicating depressive symptoms and 34% had 
scores high enough to indicate the need for additional clinical 
evaluation for depression. The second study (Schmitz, 1993) 
found levels of depression almost as high-67% with symp
tomatology and 21% needing clinical evaluation. The second 
study also found 62% of the children exhibited some symp
toms of anxiety, with almost a third needing further evalua
tion. A positive correlation existed in this study between 
anxiety and depression (r=49, p<.0001). The correlation adds 
evidence to previous studies showing a relationship between 
depression and anxiety. 

Demographic Information 

Table 4.1 summarizes the demographic characteristics of 
the homeless children 8-12 years of age from both studies 
gathered from The Homeless Children Interview Schedule
Mother Version. 

Scores on Depression 

The scores on the COl for the studies samples ranged from 
0 to 31, with a mean of 10.7 (S0=7.6), in the first study, and 
from 2 to 27, with a mean of 9.3 (S0=6.69), in the second study. 
Cronback alpha coefficients of 0. 83 for the first study and 0.80 
for the second study were computed. 

Just over a quarter (26%) of the subjects had scores of 9 or 
below, with 74% having scores above 9, indicating some de
pressive symptoms. Furthermore, 28% had scores of 15 or 
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higher, indicating the potential for major difficulty. Seven 
children (5%) across the two studies had extreme scores that 
ranged from 27 to 31. A summary of scores on depression is 
presented in Table 4.2. 

Table 4.1 
DEMOGRAPHIC INFORMATION ON CHILDREN AND fAMILIES 

Variable Study One Study Two 

n =76 n=71 

n % n % 
Gender 

Female 43 57 36 51 
Male 33 43 35 49 

Race 
African-American 55 72 47 66 
Euro-American 21 28 19 27 
Biracial 5 7 

Age 
30 18 25 8years 23 

9 years 16 21 13 18 
10 years 22 29 18 25 
11 years 15 20 14 20 
12years 8 11 

NB: percentages may add up to only 99% due to rounding. 

Table 4.2 
SuMMARY OF ScoRES ON DEPRESSION 

Study One Study Two 

n=76 n=71 

n % n % 

Scores < 9 15 20 23 32 
Scores> 9 35 46 33 46 
Scores~ 15 21 28 13 18 
Scores~ 27 5 6 2 3 

NB: percentages may add up to only 99% due to rounding. 
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Scores on Anxiety 

The Reynold's Manifest Anxiety was used to measure 
children's anxiety in the second Columbus study. A Cronbach 
alpha of 0.87 was computed for the study. The scores ranged 
from 34 to 79 with a mean score of 53.7 (SD=10.7). Almost two 
thirds ( 62%) had scores above the standardized mean of 50 and 
30% had scores above the clinical cutoff (60), indicating a need 
for further assessment. Table 4.3lists a summary of scores on 
anxiety. 

Table 4.3 
SuMMARY oF ScoRES oN REYNOLD's MANIFEST ANXIETY 

Scores < 
Scores
Scores~ 

Discussion: 

50 
51-59 
60 

n=71 

27 
23 
21 

% 

38 
32 
30 

The results of the Columbus studies support the findings of 
previous research. Almost three quarters (7 4%) of the children 
identified as homeless had scores indicating some depressive 
symptoms, and more than one quarter (26%) of the children 
had scores indicating a need for more thorough clinical assess
ment (Fristad, Weller, Weller, & Teare, 1988). The presence of 
extreme scores in 5% of the children in these samples should 
sensitize health care and mental health providers to the inten
sity of the desperation and despair that children in these 
circumstances may feel, while alerting them to the potential 
for self-destructive behavior. The findings support the conclu
sion that depression is a potential serious mental health prob
lem for homeless children. 

The number of other stressors to which the child has been 
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exposed (Rutter, 1990), the meaning of the stressors to the 
child, and the child's particular coping style may mediate the 
stress response (Lazarus & Folkman, 1984) and alter its impact. 
Depressed homeless children may exhibit crisis reactions or 
grief behaviors as well as numerous other signs and symp
toms. High suicide risk (as determined by high depressive 
scores and the presence of a suicide plan) may require imme
diate intervention and added support services to provide 
safety and structure. Health care professionals must assess the 
child's potential for self-destructive behaviors and implement 
a series of targeted interventions involving primary health 
and mental health professionals and possible referrals to so
cial welfare agencies. 

Evidence indicates that some factors may help protect chil
dren. Although research is just beginning in this area, a series 
of studies has been designed to uncover the factors that appear 
to protect children from the adverse effects of severe stressors. 
Garmezy (1981) and Rutter (1990) have identified some of 
these protective factors, including: 

• Good physical health 

• Easy temperament 

• High self-esteem 

• Positive social orientation 

• Independent nature 

• Ability to plan actions 

• Ability to process the negative experience 
cognitively 

• Ability to remove or distance oneself from an 
unalterable situation 
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• Success in some endeavor 

• Strong family cohesion 

• External social support systems 

• Positive school experiences 

These findings, along with more traditional approaches, can 
serve as preliminary guidelines for developing assessment 
protocols as well as a framework for designing an intervention 
plan to help ameliorate the lasting effects of stressors. 

Implications for Practice- Crisis Intervention: 

After an extensive review of the research on the prevalence 
and treatment of mental, behavioral, and developmental dis
orders of children, the Institute of Medicine (1989) finds "a 
growing body of evidence [that] supports the effectiveness of 
many treatments used in clinical care" (p. 202). They found 
evidence that many major childhood disorders, including 
depression and anxiety, are responsive to treatment. Although 
research is needed to determine which treatment or combina
tion of treatments may be the most effective, "conventional 
treatments are demonstrably better than no treatment" (p. 
202). Crisis intervention may be the ideal focus for beginning 
treatment with homeless children and families. In this situa
tion, crisis intervention may become a forum for the safe 
expression of the emotions generated by homelessness, help 
promote family cohesion, and provide a mechanism for the 
generation of alternative solutions to the homeless problem. 

Varying schools of thought attribute depression to differing 
agents, which, in turn, imply alternative treatment models 
(Kazdin, 1988). Examples include psychosocial interventions, 
such as individual or group counseling, and family therapy/ 
support; pharmacologic intervention; and case management. 
As a part of the process, cognitive therapy, social skills train
ing, behavior therapy, self-control therapy, art and play thera-
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pies, increases in pleasant activities, and relaxation training 
have been used (Bufe, 1991; Kazdin, 1988). Case management 
as a method of service delivery can ensure the ongoing coordi
nation of these services and therapeutic interventions. 

CASE MANAGEMENT: AN INTERDISCIPLINARY 
APPROACH 

The needs of depressed homeless children can be met most 
thoroughly through the services of an interdisciplinary ser
vice team, coordinated by a case manager (Wagner & Menke, 
1992). An interdisciplinary team consists of professionals with 
multiple skills and tools for assessing the many needs of the 
family, as well as addressing the health, social service, sup
port, and treatment needs of the child and the family simulta
neously. As a team, they can provide the variety of interven
tions depressed homeless children need: nursing (primary 
and advanced practice), social work, counseling, and child 
psychiatry. 

The clinical case management model developed by Kanter 
(1989) is appropriate for working with homeless families. The 
role of the clinical case manager involves an integration of 
clinical skill and environmental manipulation along with sys
tems coordination, service brokering, and support in advocat
ing for the child and the family. This model involves an 
integration between therapeutic and case management mo
dalities. The relationship allows for a facilitation of service 
delivery while enhancing the coping skills and resourceful
ness of both the individuals within the family and the family 
unit. 

The case manager should at least work with the child and 
his or her family until they become emotionally stable and 
physically secure in a setting such as a shelter. Ideally, the case 
manager would continue to follow the family until they are 
settled in permanent housing or, at the very least, long-term 
transitional housing. 

Goals for intervention during the early phase include: 
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Helping the family meet the physical needs of the 
child 

Managing the emotional distress of both child and 
parent(s) by providing emotional support and as
sistance with coping strategies 

Nurturing hope and helping the family gain access 
to a social support system 

Providing crisis intervention and systems advo
cacy through proactive case management services 

System advocacy is necessary to help the family meet their 
immediate physical needs for food and shelter, work on per
manent planning and long-range goals, and develop a consis
tent system of social support. 

In practice, primary health or mental health providers en
gaged in outreach activities (e.g., staffing emergency rooms, 
urgent care centers, public health clinics, schools, or soup 
kitchens) will be the persons who will have initial contact with 
homeless families. These front-line workers are responsible 
for the initial assessment. Accurate identification of homeless 
families, however, is not easy and may require that these staff 
members take a careful and specific housing history as a 
routine part of their assessment procedures. 

Because some children exhibit the symptoms of adverse 
effects, whereas others do not, assessment must also involve 
inquiry into factors that may either protect or place the child at 
higher risk. Clearly, once a child has been identified as being 
at risk for depression, the immediate physical safety of the 
child is the highest priority. Health care professionals must 
assess the child's potential for self-destructive behaviors and 
implement a series of targeted interventions involving pri
mary health and mental health professionals and possible 
referrals to social service agencies. 

Care specific to the depressed child involves the initiation 

I 

I 
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of a therapeutic modality specifically designed and individu
alized for the child and family. In general, school-age home
less children need information concerning their situation, 
permission to express their feelings, emotional support, and 
assistance with developing coping strategies. The choice or 
combination of therapies used to work with these children 
depends on the treatment goals for the particular child and 
family. Frequently used therapies can be delivered through 
individual intervention, group intervention, or family inter
vention. 

Various studies confirm the effectiveness of behavioral, 
cognitive, and other psychosocial interventions in working 
with depressed children (Casey & Berman,1985; Kazdin, 1989; 
Tuma, 1989). Although it is not clear which approach would be 
best for any given situation, a combination of modalities and 
interventions may be more effective in the long run. Treatment 
of the child suffering from depression may also include phar
macotherapy (Kazdin, 1988). Most researchers agree that drug 
therapy is more effective in combination with other modalities 
(Institute of Medicine, 1989; Tuma, 1989). 

Obviously, aggressive crisis intervention, system interven
tion, case management, and ongoing therapeutic 
intervention(s) must be provided either to prevent or to miti
gate the damaging effects of the homeless experience. Inter
vention should specifically address each child's particular 
family circumstance and lifestyle (Wagner & Menke, 1991a). 

Whatever the treatment or strategies used, parents or guard
ians need to be aware of the issues and, if possible, involved in 
all planning, decision making, and intervention. Support ser
vices and counseling targeted toward the parents/ guardians 
will also benefit child functioning both directly and indirectly. 
Level of stress, ability to cope, and depression or anxiety in the 
parents/ guardians affect the child's environment and sense of 
safety. Adjunctive activities, such as anticipatory guidance 
and parenting education, may be useful in helping to maintain 
the advances the child makes in therapy as well as in increas
ing family cohesion. 
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Case Example: 

Visibly taut, Sandra Williams has just arrived with her two 
children in the emergency room of the local hospital. She is an 
articulate, well-groomed, 33-year-old African-American 
woman. Mihala, her 4-year-old daughter, has a high fever and 
is grabbing at her ear, screaming. The triage nurse notices that 
family members look tired and stressed. The mother appears 
attentive to her children, and the nurse wonders why she 
waited to seek medical attention. 

The nurse discovers Sandra is unemployed and has neither 
insurance nor money. Because Mihala appears to be in severe 
distress, the nurse decides to have the physician examine her 
first, but also notes the need to finish assessing the family after 
Mihala has been examined. 

Because Mihala has a high fever, a severe ear infection, and a 
history of seizures, the physician decides to keep her for 
observation. Once the child is resting, the nurse sits down with 
Sandra and her 8-year-old son, Jeremy. As the nurse talks, 
Sandra begins to cry. She is tired and hungry. She admits that 
she and the children have been living out of a car for 2 days. 
Although they ate in a soup kitchen the last 2 nights, they have 
not eaten today. 

Each community has a collaborative, intersystem team that 
responds to the needs of families in distress. The members of 
this team have access to a fund available for use across systems 
to meet immediate financial needs of a family not covered 
elsewhere. The nurse uses these funds to arrange for a meal to 
be brought to the family. As they eat and slowly begin to relax, 
the mother tells her story. 

Although her family did not have much money when she was 
a child, they were never homeless and never had to resort to 
government services. She did well in school, but quit high 
school one semester short of graduation. Her family was furi
ous and told her she had to support herself if she was not 
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enrolled in school. She was able to get by and took evening 
courses to be a computer operator. 

At the age of 24, she married. Although Sandra and her 
husband had two children, she and her husband gradually 
drifted apart. Shortly after Mihala's birth, he was laid off and 
left town. Sandra has not heard from him since. It was difficult 
to live on one income but she and the children survived. After 
buying food and paying for rent, child care, and the children's 
medical insurance, there was little money left for clothes or 
entertainment. Her parents and grandmother helped when 
they could. 

Then, 6 months ago, Sandra lost her job. With no savings, she 
could not pay the rent and was evicted after 2 months. She 
moved in with her parents, but felt pressured by them and left 
to live with a friend after several months. However, her 
friend's landlord said there were too many people in the 
apartment, and she left there 2 days ago. With no money, she 
did not know where to turn. She was ashamed to go back to 
her family, especially since she had applied for Aid to Fami
lies with Dependent Children (AFDC) and no one else in the 
family had ever sought state assistance. Although Sandra 
applied for AFDC a month ago and has gone back several 
times, the computer indicated she was still employed and, 
therefore, ineligible for benefits. 

At this point, the nurse tells her about a program at the local 
family center that can provide a social work case manager 
who can guide her through the assistance process. The nurse 
initiates the contact after obtaining Sandra's permission. The 
case manager continues the assessment with Sandra and her 
children over the next several days while immediately start
ing the search for housing, food, and follow-up medical care. 
The case manager also makes sure the family has gas money 
and works with Sandra to straighten out her eligibility for 
AFDC. 
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The members of an interdisciplinary team need easy access 
to other members for referral and coordination. The system 
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should provide 24-hour access to case management services 
and flexible funds for assisting families in crisis. The case 
management function can originate out of one system or be 
spread across systems, but a structure must be in place; one 
team member should be recognized as having primary respon
sibility. The case manager should provide a level of counseling 
during the time he or she spends with the family and coordi
nate intervention with other mental health providers. 

Although the Williams family does not appear to have 
substance abuse problems, some families do. The interdisci
plinary team should include members from the medical, men
tal health, substance abuse, and social service systems. The 
team should connect on a regular basis to coordinate activities, 
focusing first on safety, emergency, and survival needs such as 
food, housing, and medical care. A case manager with connec
tions to housing, financial assistance, and education/ training 
resources is vital in coordinating the family's recovery. 

Based on the time spent with the Williams family, the case 
manager determines that Jeremy is a good student who has 
consistently earned A's and B' s. He is especially proficient in 
math and science and wants to be a biologist or math teacher. 
However, Sandra has noticed a gradual change since they lost 
their home. After having moved from his grandparents' house 
and changing schools twice, Jeremy has grown increasingly 
distracted, withdrawn, and unable to concentrate. He has been 
out of school for 2 days and he misses his friends and teachers. 

Because Jeremy shows signs of depression, Sandra is feeling 
hopeless and isolated, and, in turn, Mihala seems scared and 
anxious. Therefore, the case manager refers Sandra and her 
children to a family counselor for assessment of depression 
and anxiety in all three family members. She also knows the 
worker can provide ongoing support as the family rebuilds its 
life. The counselor assesses the mental health needs of the 
family and plans treatment in consultation with Sandra. 

The case manager spends several weeks with the Williams 
family, helping them obtain short- and long-term housing 
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assistance. The case manager also works with the teacher and 
the class as Jeremy reenrolls in school- to ensure that he is well 
received and that his home situation is not a source of ridicule. 
Once the family has stable assistance and is settled in perma
nent housing, the case manager gradually reduces contact, but 
remains involved by working with the mother on long-term 
plans to finish high school and develop an education/ training 
plan. 

CONCLUSION 

97 

Homelessness is a condition that imposes severe mental, physi
cal, and social deprivation on a significant number of children 
in the United States today. The extreme poverty of homeless 
families leaves them vulnerable in many areas and at high risk 
for negative consequences to the physical and mental health of 
the children. Despite the vulnerability and stress experienced 
by homeless families, many have developed unique ways of 
negotiating their environments, which provide strengths that 
health care professionals should seek to identify and build on 
in their treatment strategies. 

Timely interventions may help homeless children deal ef
fectively with the depression that can follow a catastrophic life 
event, such as losing a permanent residence, and may prevent 
them from developing a pattern of lifelong psychopathology. 
Efforts at crisis intervention and case management are vital 
steps from the outset: providing a combination of supports, 
assistance in navigating the welfare system and securing sta
bility, and counseling focused on increased comprehension 
and sense of control. 

A healthy resolution of a crisis may inoculate children 
against the effects of future crises. Combining intervention 
modalities such as case management, primary health care, 
crisis intervention, and counseling/ psychotherapy for chil
dren and families who are homeless has been an effective 
strategy when planning care for this vulnerable and under
served population. 
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