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ABSTRACT 

Fifty-two consecutive homeless volunteers entering a 

Tucson, Arizona, subsidized communal living and support pro

gram over a one-year period were administered psychological, 

personality, and performance tests over a four-month period. 

There were three possible Residence outcome Types: 

(1) Completers (N = 15)--those subjects remaining in resi

dence in the program for at least 120 days; (2) "Voluntary 

Exiters" (N = 13)--those exiting the program in good 

standing after less than 120 days in residence; and (3) 

"Involuntary Exiters" (N = 24)--those who were mandatorily 

ejected from the program due to sUbstance abuse (N = 13) or 

other serious breach of program rules (N = 11) (such as 

failing to maintain employment or pay bills), after fewer 

than 120 days in residence. 

Voluntary Exiters appeared the least psychologically 

impaired, most self-directed, most socially and personally 

independent, and less likely to be assessed as schizophrenic 

than the other two outcome types. Completers, compared to 

Involuntary Exiters, did not abuse substances, and had 

superior persistence in residence (120+ days) to both 

Voluntary Exiters (65 days) and Involuntary Exiters (58 

days). The three Residence Outcome Types had in common very 
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high F (unusual experiences), PD (psychopathic deviate), and 

high PA (Paranoia) scores on their initial MMPls. 
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INTRODUCTION 

Foreword 

This study investigated nomeless persons in a live

in program for "adult, employed homeless" with some excep

tions who were not employed upon entry into the program. In 

addition, entrants were screened by staff interview not to 

be flagrantly mentally ill (i.e., psychotic). However, the 

program does admit individuals with less severe problems-

such as bipolar disorder (only if stabilized on medica

tions), depressed persons, person with alcohol/substance 

abuse, and those with character disorders--all of which 

conditions are diagnosable by the Diagnostic and statistical 

Manual of Mental Disorders--III--Revised (1987) (DSM-III-R) 

as mental illnesses. 

The goal of this study was to identify, through 

assessment and analysis of independent variables derived 

through psychological testing of residents, variables 

associated with "level of success" in the program. The 

three levels are defined here: (1) the "highest" level-

completion by a subject of at least 120 consecutive days in 

residence after entry; and for those subjects remaining in 

residence less than 120 days, (2) the "second level"-

Voluntary Exit in good standing from the program; and (3) 

Involuntary Exit from the program. (See Discussion for 
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further explanation of the formal definitions of "levels of 

success" and attendant caveats regarding their logical 

robustness, or lack of it.) 

In addition, a limited amount of information as to 

level of performance or "success" early in the program was 

available from an assessment instrument which covered the 

first two weeks of behavior in residence. These limited 

"baseline" data will also be discussed in terms of the three 

"levels" defined above. 

As an introduction to the study, a brief exploration 

of the prevalence and demography of homeless persons in 

general will be provided (see next subsection). Next, in 

the sUbsection following that, a brief discussion of the 

"deinstitutionalization movement" and its effects on the 

chronically mentally ill--including their prevalence in the 

homeless population (estimated at 25-50% [Bassuk, 1985]) 

will be presented. The sUbsection on deinstitutionalization 

of the chronically mentally ill is presented for the sake of 

a complete picture of the homeless, as well as because some 

of the residents in our sample may be DSM-III-R diagnosable. 

In the sUbsection following that, methods of psychosocial 

rehabilitation will be discussed. Following that section, 

recent (approximately 1978-present) studies on rehabilita

tion of the homeless will be presented. It should be noted 

that virtually all of the studies found in the homeless 

literature were on rehabilitation of severely/chronically 
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mentally ill and do not fit very closely with the expected 

psychological profile of our sample. However, because there 

were a significant number of non-psychotic, DSM-III-R 

diagnosable individuals in our sample and because homeless 

people in general may often be expected to share with the 

severely mentally ill deficits in self-responsibility, 

social responsibility, use of community resources, and 

control of alcohol/substance abuse; studies on rehabi

litation of the severely mentally ill may reveal much of 

interest for the present rehabilitative study of a group 

which was presumably nearly free of severe mental illness. 

The final sUbsection of this introduction presents 

the initial hypotheses, which were tested in the confirma-

tory statistical analyses. 

Prevalence. Mental status. and Demography 
of Homeless People in the United states 

Bachrach (1987) cites a 1983 U.S. Department of 

Health and Human Services report which estimates that 

. . . we have about two million homeless 
people in the united States; and that about 
half that number--that is, about a million 
people--suffer from alcohol, drug abuse, or 
mental health problems. . . . But a more 
recent and significantly smaller estimate was 
released in 1984 by ... the u.s. Department 
of Housing and Urban Development . . . says 
that there are only 250,000 to 300,000 
homeless people in the United states. 
(Bachrach, 1987, p. 48) 

It appears likely that the larger of the above two estimates 

is nearer to the truth: Bachrach (1987) reports that "the 



lower H.U.D. estimate has been seriously and, I believe, 

very responsibly challenged in congressional hearings" 

(p.48). 
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with regard to the mental status of the homeless, 

Bassuk (1985) cites research which estimates that "between 

one-fourth and one-half suffer from chronic mental illness 

and about one-third have a history of psychiatric hospital

ization" (p. 45). Lamb and Lamb (1990) found in a study of 

53 hospitalized, homeless, mentally ill patients in Los 

Angeles that 79% had a history of psychiatric hospitaliza

tion, with 66% diagnosed as schizophrenic, 9% with schizo

affective disorders, and 23% with major affective disorders. 

Sixty-eight percent of the sample also had a history of 

severe sUbstance abuse. Lamb and Lamb (1990) concluded that 

these homeless mentally ill had "disabling functional 

deficits" which included "disorganized thinking and actions, 

poor problem solving skills, inability to mobilize oneself, 

depression, and paranoia that prevented acceptance of help" 

(p. 301). These deficits were seen as "important contribut

ing factors to homelessness" (p. 301). 

Results from studies by Kahn et ala (1987) and Arce 

et ala (1983) appear to typify patterns of mental illness 

found among the homeless. Kahn et ala (1987) in a study of 

homeless people in a free meal line in Tucson, Arizona, 

found that approximately one-third of this sample evidenced 

severe psychopathology, one-third had alcohol abuse prob-
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lems, and one-quarter had serious problems with abuse of 

"street" drugs. Taking into account overlap of categories, 

Kahn et al. (1987) found that over 50 percent of their 

sample met criteria for severe psychological disorders. 

Another, often cited study of inhabitants of a homeless 

shelter in Philadelphia, Pennsylvania in the winter of 1981-

82 (Arce et al. 1983), revealed the following approximate 

breakdown of residents by mental status: schizophrenic, 

37.4 percent; sUbstance abuse, 24.6 percent; personality 

disorders, 6.7 percent; affective disorders, 5.6 percent; 

and no mental illness, 15.6 percent. The findings in the 

above two studies illustrate the wide range found in 

prevalence of severe psychological disorders among homeless 

samples: Kahn et al. (1987) found in their sample that 

"almost half of the homeless are without serious psycho

pathology" (p. 584) while Arce et al. (1983) found only 15.6 

percent of their sample had "no mental illness." 

Lipton, Sabatini, and Katz (1983) found that over 

96% of homeless patients studied who had self-referred or 

been referred by others (including the police) to the 

psychiatric emergency service at Bellevue Hospital in New 

York City had a history of psychiatric hospitalization. 

Of the 47 homeless out of 100 who were admitted, 93.6% 

were admitted as being a danger to themselves or others. 

Seventy-two percent of the patients were diagnosed as 

schizophrenic; the next most common diagnosis was personal-
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ity disorder. at 13.3%. Although not a representative 

sample of the homeless of New York City due to the fact that 

the patients came to a psychiatric emergency service for 

treatment, the results were comparable with those of unpub

lished studies of shelter residents in Manhattan, which 

showed that the majority of residents had a history of 

psychiatric hospitalization. 

Crystal (1986), in a study of 187 homeless youth 

between ages 17-25 in New York city, found that 80% were 

black, 16% Hispanic, and 4% white or other. In another, 

larger sample of 393 homeless 18-20 year olds, fewer than 

one-third had graduated from high school, and in the study 

of 187 youth, only 29% had graduated from high school. In 

their sample, mean reading score was at the 7.0 grade level 

and mean math score at the 4.5 grade level. Twenty-four 

percent of the sample of 187 youths had been involved with 

the criminal justice system. Crystal (1986) concluded that 

although these youths expressed a desire to live indepen

dently, their educational skills were too poor even to 

qualify them for job training programs. Many have other 

barriers to independent living, such as being a parent or 

having a criminal justice history. 

Homeless veterans, another of the many identifiable 

subgroups of homeless, have also been studied. Seidner et 

al. (1990) studied 163 veterans who applied by telephone to 

a residential program for homeless veterans. Their sample 
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was 98.2% male, had an average age of 40.8 years, and 13.3 

years of education. Eighty-nine point four percent were 

currently unemployed, 83.2% were classified as homeless, and 

16.8% were "residentially unstable." Ethnic category was 

not obtained in this study, however. Seidner et al. (1990) 

also found that 67.1% of their sample had a history of sub

stance abuse treatment, 41.9% had a history of psychiatric 

treatment, and 26.5% had been treated for both. 

Rosenheck and Leda (1991) reported a large study of 

the assessment of 4,138 veterans nationwide, of whom 56.2% 

were admitted to a domiciliary care program for homeless 

veterans. Preference for admission was apparently given to 

veterans already in contact with VA agencies, while those 

living on the streets or in shelters were less likely to be 

chosen. Of the veterans screened for admission, 97.9% were 

male, they had an average age of 43.7 years, and 65.2% were 

white, 29.5% were black, and 3.1% were Hispanic. Fifty-nine 

point one percent had at some time been hospitalized for 

alcohol problems, 25.5% for drug abuse, and 36.1% for 

psychiatric illness. "The vast majority of patients . 

who were given preference for admission were literally 

homeless, profoundly impoverished, and troubled by psychi

atric, substance abuse, or medical problems" (Rosenheck & 

Leda, 1991, p. 180). 

with regard to the demography of the homeless, 

Bassuk (1985) observed that before 1970 most homeless were 
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middle-aged alcoholic men, but since that time the popula

tion has changed in character: "Nationwide studies indicate 

that the average age is 34 years old and decreasing. The 

ratio of men to women is 4:1 with the numbers of sheltered 

women increasing at a faster pace than the men" (p. 45). 

Bassuk's (1985) observations on the demography of 

the homeless are supported and extended by Koegel, Burnam 

and Farr (1988), who cite research suggesting that "Formerly 

comprising largely single, white, alcoholic men, the 

homeless population is now considerably younger, dispro

portionately composed of ethnic minorities, and highly 

heterogeneous, incorporating a wide range of persons who 

have become homeless for myriad reasons" (p. 1085). Koegel, 

Burnam and Farr (1988), whose study sampled 379 homeless 

persons in the inner city of Los Angeles, found a demo

graphic breakdown as follows for their entire sample 

(including non-English-speaking Hispanics): male, 96.0 

percent; female, 4.0 percent; under 20 years of age, 4.6 

percent; 21-30, 31.4 percent; 31-40, 29.5 percent; 41-50, 

15.8 percent; 51-60, 13.9 percent; 61-70, 4.8 percent; 

Black, not Hispanic, 39.4 percent; white, not Hispanic, 

27.6 percent; Hispanic, 24.9 percent; and Native Americans, 

5.1 percent. 

The Arce et al. (1983) study of Philadelphia 

homeless revealed the following demographic characteristics 

of 193 shelter residents: male, 78 percent; female, 22 
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percent; Black, 50.3 percent; White, 46.1 percent; Hispanic, 

3.1 percent; age 18-29, 23.3 percent; 30-39, 23.8 percent; 

40-49, 19.7 percent; and 50-69, 22.8 percent. 

The demographic breakdown of two of the above 

studies, although somewhat different, reveals a consistent 

picture of overrepresentation of ethnic minorities while 

showing large variability in the ratio of men to women. 

The sample of homeless studied by Arce et al. (1983) 

appears typical of inner-city homeless populations charac

terized by Bassuk (1985) and Koegel, Burnam, and Farr 

(1988), especially in revealing higher proportions of 

younger and ethnic minority individuals than did homeless 

samples before about 1975. 

In another study of homeless persons in Tucson, 

Arizona (Bachrach et al., 1988; Bachrach, Santiago, and 

Berren, 1990), homeless persons who received emergency 

psychiatric screening at a public general hospital were 

found to have a median age of 32 years and to be 63% male 

(Bachrach et al., 1988). Of the 26 men studied, 81% lived 

on the street, 11% in shelters, and 8% in automobiles, and 

of the 15 homeless women studied, 47% lived on the street, 

33% in shelters, and 20% in automobiles (Bachrach et al., 

1988). Bachrach and her colleagues (1988) also presented 

data showing that the median duration of residency in the 

county for the men was 5 months and for the women, 1 month. 

They concluded that at least some homeless groups are 
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geographically very mobile, and that there are large gender 

differences among the homeless mentally ill. 

Bachrach, Santiago, and Berren (1990), in their 

report on the completed study of 106 homeless mentally ill 

in Tucson referred to a public general hospital for psychi

atric screening, found that 67% of the males and 48% of the 

women were living on the street, 18% and 33%, respectively, 

were living in a shelter or mission, and 15 and 19% respec

tively had been living in an automobile. Seventy-one 

percent of the sample was male, the median age was 32, and 

38% of the sample was admitted to inpatient care. The major 

primary diagnosis was schizophrenia (31%), affective dis

order (11%), and substance abuse (26%) (Bachrach, Santiago, 

and Berren, 1990). These investigators concluded that 

homeless persons who utilize general hospital emergency 

rooms are geographically unstable and have very limited 

financial and social resources. A further conclusion was 

that this is a unique subgroup within the homeless. 

Other research on the psychological status of the 

homeless as represented in some typical (if there is such a 

thing) samples include the Arce et al. (1983) study, which 

revealed the following: shelter residents with "appropriate 

behavior," 26.0 percent; those with "disruptive behavior," 

20.7 percent; "disorganized behavior," 16.5 percent; and 

"withdrawn behavior," 11.4 percent. Koegel, Burnam, and 

Farr (1988), in a much more structured and elaborate 
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breakdown of psychological diagnosis, found the following 

lifetime prevalence of various disorders, adjusted for age, 

sex and race: schizophrenia, 13.1 percent; affective 

disorders, 29.5 percent; anxiety disorders, 17.6 percent; 

antisocial personality, 20.8 percent; alcohol abuse, 62.9 

percent; and other drug abuse, 30.8 percent. It should be 

noted that these prevalence percentages for various diag-

noses ranged from a high of approximately 26 times (for 

schizophrenia) to a low of two times (for anxiety disorders) 

the prevalence observed in a carefully selected sample of 

domiciled persons in the "Los Angeles Epidemiologic Catch-

ment Area." 

Koegel, Burnam, and Farr (1990), in a more recent 

study of the sUbsistence pattern of mentally ill and/or 

sUbstance abusing homeless as compared with homeless without 

these problems, found that: 

. . . at least with reference to their shel
ter, food, clothing, and hygiene patterns, 
homeless chronically mentally ill adults 
closely resemble the homeless population with 
no chronic disorder, differing mainly in that 
they tend to report greater difficulty in 
meeting these needs. Instead, it is those 
who suffer from chronic sUbstance abuse, 
particularly those who have a combination of 
sUbstance abuse and chronic mental illness, 
who appear most distinctive and most unable 
to meet subsistence needs. (p. 105) 

In another study, this one of homeless men in New 

York City, Main (1983) cited research by Crystal which 

showed that about two-thirds of long-term shelter clients 
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surveyed fell into one of five categories: "psychiatric 

only," 34 percent of total; "alcoholic only," 6 percent of 

total; "drug only," 2 percent of total, "physical disability 

only," 3 percent of total; and "economic only," 19 percent 

of total. This last category, according to Main, was 

thought to fall into a classification he called "discouraged 

workers"--these were relatively young men who had been 

functioning at relatively high levels in the past in both 

the social and economic spheres. This category would appear 

possibly related to the approximately 44 percent of Kahn et 

al.'s (1987) Tucson sample who displayed neither psychopath

ology, substance abuse, nor both. 

Another of the many identifiable subgroups of 

homeless persons which has received an increasing amount of 

attention in the literature over the past 3-5 years is that 

of the "dually diagnosed" homeless person who has both 

severe mental illness and substance abuse problems. 

One recent study examined the extent of drug abuse 

only among a sample of 181 homeless persons in New Haven, 

Connecticut (Spinner and Leaf, 1992). Among this sample of 

shelter occupants, 54% had used drugs in the 30 days 

preceding interview and almost two-thirds during the prior 

year (cocaine was by far the most popular drug used). In 

this study, there appeared to be a split between drug use 

and history of psychiatric hospitalization: drug use 

prevalence was highest among those who had been homeless 
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between 6 months and 3 years, while subjects who had been 

homeless for four or more years had a greater prevalence of 

severe mental illness and a relatively lower prevalence of 

drug use. 

The above characteristics of the relatively small 

sample of homeless studied by spinner and Leaf (1992) may 

have been atypical. other investigators have found dual-

diagnosis (mental illness and sUbstance abuse) to be quite 

common among the homeless. Cohen and Burt (1990) report on 

a large study of 1,702 personal interviews of homeless adult 

users of soup kitchens in 20 selected u.s. cities that had 

populations of 100,000 or more in 1984. They reported that 

although 

. . . only 9 percent of the homeless 
populations had a history of both mental 
hospitalization and treatment for chemical 
dependency. However, of those with a history 
of mental hospitalizations, almost half had 
received treatment for chemical dependency. 
Of those with a history of chemical depen
dency treatment, approximately one-quarter 
had been hospitalized for mental illness. 
(Cohen & Burt, 1990, p. 10) 

Cohen and Burt (1990) conclude that: 

homeless individuals with a history of 
mental hospitalization or chemical dependency 
treatment differ from homeless people with no 
such history. Individuals in both subgroups 
are more likely to be male, nonminority, 
older, less educated, and single than other 
homeless individuals. They have also been 
homeless and jobless for longer periods of 
time. (p. 16) 
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These authors, most importantly, also conclude regarding 

homeless persons with a dual diagnosis of mental illness and 

substance abuse that: "this group with the greatest needs 

often is left with little or no services offered to them" 

(p. 16). This conclusion fits well with the previously 

cited findings of Koegel, Burnam, and Farr (1990) that the 

dually diagnosed are among the most impaired and incapa

citated among the homeless population. 

Padgett, struening, and Andrews (1990) describe a 

1985 study, and struening and Padgett (1990) describe a 1987 

study of homeless adults in New York City focusing on the 

relationship between mental illness, substance abuse, and 

medical problems. 

Padgett, struening, and Andrews (1990) cite esti

mates of prevalence rates for psychiatric problems among 

homeless persons as 25-50% and estimated prevalence rates of 

20-45% for alcoholism among shelter users. These authors 

conducted interviews with 1092 residents of New York city 

public shelters during spring and summer 1985. Demographic 

characteristics were as follows: average age was 35 years, 

83.5% male, black 71%, Hispanic 16.7%, with 53.6% having 

completed high school or some college education. Results 

showed clinically significant depression for 53% of the 

sample, with 13.9% reporting prior psychiatric hospitaliza

tion. Past hospitalizations for drug and alcohol problems 

were 13.4% and 14%, respectively. In the preceding three 
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months, 22.5% reported using medical services, 13.1% mental 

health services, and alcohol and drug treatment were 

reported at 10.1% and 7.5%, respectively. 

Padgett, struening, and Andrews (1990) concluded 

that "the majority of homeless persons surveyed do not use 

services for medical, mental health, alcohol, and drug 

problems despite high levels of need assessed indirectly 

• and directly" (p. 816). Further findings by these authors 

were that the homeless perceived a significantly lower level 

of need for medical, psychiatric, and substance abuse 

services than was assessed, perhaps because the homeless 

perceived the need for housing and adequate income as more 

pressing. 

struening and Padgett (1990), in a 1987 study of 949 

men and 311 women residents of New York city shelters, found 

that "homeless adults characterized by heavy use and abuse 

of substances and symptoms and/or histories of mental dis

orders reported the highest rates of poor physical health. 

Those involved only in the use of substances or in none of 

the 7 problems [measures of substance use, abuse, and mental 

disorder] consistently reported the best healthll (p. 65). 

These authors cite research estimating that "60% of men 

diagnosed with a major mental illness also had an alcohol 

abuse disorder and 24% also had a drug use disorder; 46% of 

women diagnosed with a major mental illness also had an 

alcohol use disorder and 20% also had a drug use disorder" 



(p. 67). struening and Padgett (1990) make the following 

observations and conclusions regarding dually diagnosed 

homeless persons: 

. . . this study has demonstrated that the 
need for health care services is greatest 
among those homeless individuals with mental 
and sUbstance abuse problems . . . early 
effective intervention among substance 
abusers may circumvent many of the health 
consequences of prolonged untreated abuse of 
alcohol and/or drugs. . . . The tendency for 
most programs to address only one specific 
problem--physical health, mental illness, or 
substance abuse--also contributes to a lack 
of coordinated care. (pp. 79-80) 
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Although most studies on the demography and psycho-

logical status of the homeless concentrate particularly on 

the mentally ill (i.e., Bachrach, 1984), the fact that the 

present study sample specifically excludes the severely 

mentally ill would suggest that Main's (1983) category of 

"economic only" homeless might prove important here. It is 

likely that homeless persons who have been relatively high 

functioning socially and economically in the past--as was 

not uncommon in our present study--may have a different, and 

possibly less severe pattern of psychosocial deficits than 

those homeless who are flagrantly mentally ill. 

Although theoretical approaches to the complex, 

ever-changing, and multifaceted problems of homelessness 

have been virtually nonexistent in the literature until 

recent times, two recent papers attempt to provide a 

theoretical structure for studying homelessness. Belcher, 
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Scholler-Jaquish, and Drummond (1991), in a study of 32 

homeless men and 8 homeless women in Baltimore, Maryland in 

the summer of 1989, identified what they call three "stages" 

of homelessness: "marginal," "recent," and "chronic." 

These three stages of homelessness are described as follows: 

"Stage 1 homeless individuals live below or slightly above 

the poverty line. Their connection to a home is tenuous and 

may be episodic" (Belcher, Scholler-Jaquish, & Drummond, 

1991, p. 88). 

Stage 2 homeless individuals have become 
homeless recently, usually within nine months 
or less. These individuals still identify 
themselves with the mainstream of their 
communities rather than with other homeless 
individuals. One of the major characteris
tics of this group is their hope that they 
will somehow regain a lost home, job, and 
social standing and avoid living on the 
streets. (p. 90) 

"Stage 3 homeless individuals have been homeless for longer 

periods of time (usually more than a year and sometimes for 

many years), accept their life experiences on the streets os 

normative, are more easily and clearly identifiable as 

homeless, and are extremely suspicious of members of main-

stream society" (p. 90). The authors suggest that Stage 3, 

chronic homeless people "experience social decompensation, 

which the authors define as a process that results from 

extreme situationally derived sources of stress" (Belcher, 

Scholler-Jaquish, & Drummond, 1991, p. 90). They maintain 

that this 3-stage model captures the essentially downward 
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social progress of many homeless, in which "each stage 

represents social, psychological, and physical decompen

sation from a previous stage" (p. 90). In their conclusion, 

the authors suggest that their 3-stage model of homelessness 

may be useful in planning health care interventions for this 

group. 

Seeger (1990) describes a theoretical way to con

ceive homelessness that is also based on concepts relating 

to physical and emotional stress: "our work is informed by 

an understanding of homelessness as a stressor comparable to 

catastrophic events such as earthquake and war" (seeger, 

1990, p. 48). This author goes on to elucidate her com

parison of homelessness to natural disasters: "In natural 

disasters and war, a large number of people experience the 

personal loss of home, possessions, job, community, and the 

structuring of time and purpose that these things usually 

provide. The trauma has profound and lasting effects on the 

routines, experiences, and quality of everyday life" 

(p. 50). Seeger's conception of homelessness also appears 

related to that of Belcher, Scholler-Jaquish, and Drummond 

(1991) in that she sees a difference in capacity for change 

between the newly homeless and the chronic homeless: "Those 

who have been homeless for months to years frequently have 

found adaptive mechanisms that allow them to tolerate their 

situation, and these mechanisms can interfere with their 

ability to make changes" (Seeger, 1990, p. 52). In sug-
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gesting a "prescription" for practical and therapeutic 

interventions with the homeless, Seeger (1990, p. 53) cites 

disaster research by Lifton and Olson: 

They found the necessary conditions for 
improvement of the victims' mental health to 
be recognition of their suffering, acknowl
edgment of the causes of the disaster, the 
opportunity to rebuild their lives, and a 
general sense that the moral world had been 
righted again. We have found a similar 
combination of conditions necessary for 
reintegration of chronically homeless persons 
back into a community. 

Although the two above-cited theoretical models may 

seem too simplistic to be useful in dealing with the complex 

phenomenon of homelessness, they both are intuitively 

appealing and are certainly a welcome beginning in a field 

that until recently has been virtually devoid of theoretical 

models and/or concepts. 

In sum, the homeless are a complex, multifaceted, 

multiply impaired (Crystal, Ladner, & Towber, 1986) 

population, many of whom are mentally ill, alcohol and/or 

substance abusers (or both), members of ethnic minorities; 

and, increasingly, younger than were the "traditional" 

homeless. Recently many researchers (e.g., Bachrach, 1992) 

have emphasized the fact that there are many distinct 

subpopulations (e.g., mentally ill, substance abusers, dual-

diagnosis, women with children) of homeless people, each 

with different service needs for which intervention planning 

should be individualized. 
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Although a sUbstantial proportion of the homeless 

are not flagrantly mentally ill (i.e .. , psychotic), many 

others within that population would be diagnosable by DSM-

III-R standards as having sUbstance abuse problems, affec-

tive disorders, anxiety disorders, or personality disorders. 

It is also probably likely that those homeless who are 

neither psychotic nor otherwise diagnosable as mentally ill 

share to some degree in some of the kinds of deficits found 

in the homeless mentally ill: principally, lack of self-

responsibility skills, lack of social skills, and a failure 

to adequately utilize community resources. 

Homelessness and the Deinstitutionalization 
of the Mentally III 

The likelihood of some similarity in deficits in 

coping skills between the mentally ill and non-mentally ill 

homeless argues for at least a brief discussion of deinsti-

tutionalization and the homeless mentally ill here, even 

though the present study focuses on a sample of homeless 

most of whom are not flagrantly mentally ill. (Nonetheless, 

the present sample includes individuals with bipolar 

disorder, depression, alcoholism or other sUbstance abuse 

problems, psychosis controlled by medication, and/or 

personality disorders.) 

The deinstitutionalization "movement" began in the 

late fifties and early sixties as a reaction to the new 

"wonder drugs"--the phenothiazines--for schizophrenia. It 
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was believed at first that the utilization of these drugs 

would allow virtually all severely mentally ill patients to 

leave long-term care in the state hospitals, presumably to 

live relatively successfully in their communities. 

A rising concern for the civil rights of mental 

patients was another factor that militated strongly for 

deinstitutionalization of the mentally ill at that time: 

state hospitals had corne to be seen as "snake pits" with 

inadequate and, all-too-often, inhumane care; and as 

producing atrophy of self-motivation and social skills 

subsequent to long-term institutionalization. 

Primarily as a result of the above two factors, the 

state hospital population in the u.s. declined from a high 

of about 559,000 in 1955 to its estimated figure in 1980 of 

approximately 138,000 (Gudeman & Shore, 1984). 

Unfortunately the deinstitutionalization "movement" 

has not proven to be the panacea for the chronically 

mentally ill that it was initially believed to be. Due to 

numerous factors, including lack of adequate care (including 

lack of housing) in the community setting; fragmented, 

incomplete mental health and medical care in many instances 

involving competitive "turf" battles between competing 

agencies; and the patients' tendency toward non-compliance 

with their medication regimen--to name but a few--deinsti

tutionalization has resulted at least partially in the 

burgeoning population of homeless mentally ill. 
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In a frequently cited paper attempting to concep

tualize the deinstitutionalization process, Bachrach (1978) 

identifies five current subgroups into which the population 

pool that once comprised state hospital patients can be 

broken down: (1) patients released from state hospitals who 

are now in the community; (2) mentally ill persons in the 

community who have never been hospitalized; (3) "old long

stay patients"--those who were never released from state 

hospitals despite the deinstitutionalization movement; 

(4) recent, "short-stay" admissions to hospitals; and 

(5) new, "long-stay" hospital patients. 

Of the two groups of chronically mentally ill found 

in the community, former state hospital patients and those 

who have never been hospitalized, the group that has never 

been hospitalized deserves special mention. Most of these 

never-hospitalized chronically mentally ill are in the 

younger age group of this population, from 18-35 years of 

age. They have "escaped" hospitalization due largely to 

stricter rules for involuntary commitment which have been in 

effect for close to 25 years. Many of these young, never

hospitalized, mentally ill are severely disturbed, often 

have alcohol and drug abuse problems, and are highly sus

picious of the mental health treatment system. Bachrach 

(1978) cites homeless mentally ill research in which "two in 

five patients had never been in state hospitals at all" 

(p. 574). Many of these never-hospitalized mentally ill 
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"would have been hospitalized if they had become psychotic 

more than a decade ago" (Bassuk, 1985, p. 46). Bassuk 

(1985) further suggests that "The mobility and disconnected

ness of many of these people suggest that they comprise part 

of the young adult chronic population" (p. 46). Both 

Bachrach and Lamb, as well as other highly respected figures 

in the area of chronic mental illness, have suggested that 

we have done these young people a grave disservice by not 

providing them with intensive, 24-hour asylum, shelter and 

medical care when they first became psychotic. without such 

early and aggressive care, a large proportion of these young 

people are doomed to become severely and chronically 

mentally ill. 

Younger, never hospitalized mentally ill individuals 

are not the only category of mentally ill persons who have 

been done a disservice by the ill-planned and poorly funded 

deinstitutionalization movement. Bachrach (1978) cites an 

Illinois study which "estimates that 10 to 15 percent of new 

admissions will always require 'some form of highly struc

tured care,' and ·two to five percent will remain too 

disturbed ever to be discharged from the hospital" (p. 574). 

Gudeman and Shore (1984) also suggest that there is a small 

residual of chronically mentally ill who need care outside 

the community: "Our figures suggest that there are at least 

15 persons per 100,000 population ... who cannot be cared 

for in community programs" (p. 834). 
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Several recent studies have examined mentally ill 

persons discharged from long-term psychiatric hospitals with 

regard to whether they became homeless or not. Drake, 

Wallach, and Hoffman (1989) studied a sample of 187 state-

hospital disQhargees with a diagnosis of schizophrenia, 

schizoaffective disorder, bipolar disorder, or personality 

disorder. Thirty-two (17%) of the 187 patients were found 

to be homeless during the six months before evaluation, 19 

(10%) were occasionally homeless, and 136 (73%) had stable 

living arrangements. The homeless patients among the sample 

. . . were more likely to abuse alcohol and 
street drugs, were less compliant with 
treatment, were more likely to have a variety 
of psychosocial problems, and were more 
symptomatic. . . . Homeless patients did not 
differ from those with stable housing in 
terms of past hospital tenure. They were, 
however, more likely to be viewed as at
tracted to the hospital as a living alter
native. (Drake, Wallach, & Hoffman, 1989, 
p. 49) 

These authors also found that 75% of the predominantly 

homeless patients, 47% of those occasionally homeless, and 

35% of those who had stable housing, were rehospitalized 

within the follow-up year. Drake, Wallach, and Hoffman 

(1989) concluded that "we suspect that many homeless 

patients are attracted to the hospital at the same time that 

they refuse to comply with treatment in the community 

because they view the hospital as a living alternative that 

provides basic amenities rather than as a treatment facil-

ityll (p. 50). Although these authors could not conclude 
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from their correlational data that homelessness was caused 

by psychiatric symptoms, they "suspect" that many homeless 

patients' symptoms were caused by alcohol/drug abuse or by 

failing to take their medications. 

Belcher (1991) reports on a six-month follow-up 

study of 132 dischargees from a state hospital. Results 

showed that 36% of the sample became homeless during the 

six-month follow-up study period (compared with approxi

mately 27% in the Drake, Wallach, and Hoffman, 1989 study). 

Seventy-four percent of the homeless group was male and 26% 

female. The only other difference found was that the 

homeless dischargees had significantly less income--there 

were no differences between homeless and non-homeless in 

education level, diagnosis, or employment status. Approxi-

mately 97% of those patients who became homeless during the 

follow-up period had histories of homelessness. Belcher 

(1991) concludes that: 

. • . this study has highlighted the fact 
that mental illness can lead to homelessness 
as persons decompensate. Whereas medication 
may be helpful in preventing this decompen
sation, the fact that a large percentage 
of the homeless mentally ill fail to take 
their prescribed medications should not be 
ignored. • . • The traditional aftercare 
approach of expecting the patient to seek 
aftercare treatment is unrealistic for the 
homeless mentally ill. (pp. 74-75). 

Belcher neglects to mention another likely cause of 

psychiatric decompensation among his homeless mentally ill 

sUbjects: many had histories of alcohol and/or drug abuse. 
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Turner and Roberts (1992) review two studies 

describing the gradual closure of two British mental 

hospitals and the subsequent shift of patient care to the 

community. These authors conclude that (1) community care, 

if adequate, has proven to be considerably more expensive 

than was the "old" hospital care, and (2) the notion that 

patients in large mental hospitals received more care than 

they needed appears to be false. Turner and Roberts (1972) 

also suggest that so far community care has not been shown 

to improve the quality of life of the patients: 

. . . more confident support for the changes 
would be derived from a demonstration that 
the recipients have their needs better met, 
that their problems are more substantially 
alleviated, and that their treatment involves 
fewer unwanted effects . . . there is far too 
little indication that a "better" service 
according to present values delivers a better 
service in the experience of those receiving 
it. (p. 105) 

Rachlin (1978) argues that "institutions are not, in 

and of themselves, diseases, nor did they single handedly 

create the problems of institutionalization" (p. 207). He 

recommends that we upgrade public mental hospitals in order 

"to ensure the provisions of timely and vigorous treatment 

for those with significant handicaps" (p. 207). Rachlin's 

(1978) argument for creating better mental hospitals rather 

than eliminating them concludes as follows: "where chronic 

mental illness is entrenched, we have not made much progress 

in countering its effects. We are dealing with a relapsing 
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and only partially curable disorder which may require 

lifelong treatment. Some of its sufferers will never attain 

independence and belong in the hospital, at least part of 

the time" (p. 208). Bennett et al. (1988) argue persua-

sively that many of the homeless mentally ill can greatly 

benefit from psychiatric hospitalization--at least on a 

short-term, periodic basis: 

Increasing the access of homeless mentally 
ill patients to hospital-based evaluation and 
treatment seemed to improve their care in a 
number of ways. . . . If, as our experience 
with this program indicates, hospital-based 
treatment is currently overly restricted and 
underutilized, there are a number of contrib
uting causes. One is the relative value 
placed by current commitment laws on the 
civil rights of the mentally ill as opposed 
to their need for treatment. Another is the 
tendency of clinicians in the past three 
decades to regard hospital-based treatment in 
negative terms. (pp. 1275-1276) 

Bachrach (1978), as well as Lamb (1984, 1988), 

presents a balanced view of the deinstitutionalization 

movement and its strengths and weaknesses. She advocates 

that we must do all that is possible to house and care for 

chronically mentally ill in their communities, while con-

ceding also that a small percentage of chronically mentally 

ill persons may need the care provided by a well-run state 

hospital: 

It may be necessary eventually to conclude 
that at least some part of the state hos
pital's role in the spectrum of services is 
too difficult to replace by alternative 
settings in all communities--and that the 
hospital's role should in fact be enhanced 



through new and innovative programming rather 
than eliminated. (Bachrach, 1978, p. 576) 
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Lamb and Peele (1984) also argue that "whatever 

degree of rehabilitation is possible for each patient cannot 

take place unless support and protection--whether from 

family, treatment program, board-and-care home, or public 

hospital--are provided at the same time" (p. 798). They too 

conclude that "for a small percentage of the mentally ill, 

the public hospital will be the setting that provides the 

patient with the greatest degree of freedom" (p. 801). 

Lamb (1984), as well as Lamb and Peele (1984) above, 

also argues more explicitly that a small proportion of the 

chronically mentally ill may need the equivalent of state 

hospital care: 

. . . the advocacy of liberty needs to be 
qualified. A small proportion of long-term, 
severely disabled psychiatric patients lack 
sufficient impulse control to handle living 
in an open setting such as a board-and-care 
home or with relatives. They need varying 
degrees of external structure and control .. 

These persons often need ongoing 
involuntary treatment, sometimes in 24-hour 
settings such as locked skilled-nursing 
facilities or, when more structure is needed, 
in hospitals. (Lamb, 1984, p. 904) 

In his conclusion, Lamb (1984) argues that the community is 

still the best place for the majority of the chronically 

mentally ill: 

it has become clear that what is needed 
is a vast expansion of community housing and 
other services and a whole revamping of the 
mental health system to meet the needs of the 
chronically mentally ill. . . . Aggressive 



case management for all of the chronically 
mentally ill, given the availability of 
adequate housing and other resources, would 
probably minimize homelessness. (p. 906) 

There has been heated debate in the recent 

literature regarding the advantages and disadvantages of 

deinstitutionalization, notwithstanding the balanced 

appraisals of Bachrach and Lamb. 

Arguments against deinstitutionalization and for a 

resurgence of care in state hospitals or their surrogates 
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range from the extreme view of Brill (1985) that the "rights 

of society" have been abridged by having to tolerate the 

mentally ilIon our streets, through Gralnick's (1985) 

sobering argument that we should "Build a Better state 

Hospital: Deinstitutionalization has Failed" (p. 738), to 

arguments by Gudeman and Shore (1984) for "a new class of 

facilities for the mentally ill" (p. 832). The argument for 

continued deinstitutionalization of most chronically 

mentally ill is well presented by Okin (1985). 

In a recent "Analytical Review and Commentary" on 

the state of our knowledge regarding homelessness among the 

mentally ill, Bachrach (1992) suggests that "existing stud-

ies have failed to answer three important questions: the 

prevalence of chronic mental illness among homeless persons, 

whether deinstitutionalization has precipitated increased 

homelessness in this population, and what kinds of services 

should be offered" (p. 453). Although Bachrach (1992) 
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states that present estimates of the prevalence of mentally 

ill persons among the homeless population at large range 

from one-third to one-half, she is forced to conclude that 

the answer to the question "What percentage of the homeless 

population is chronically mentally ill?--must be 'It 

depends.' The percentage depends utterly on how one defines 

the population and on what portion of the population one is 

viewing" (p. 457). Bachrach (1992) answers the question of 

whether deinstitutionalization has precipitated homelessness 

among the mentally ill rather indirectly: 

. . . the answer to the question of how 
deinstitutionalization has affected home
lessness among chronic mentally ill indi
viduals depends utterly upon our willingness 
to view the effects of that policy in a 
global and comprehensive manner, instead of 
focusing only on easily counted discharged 
state hospital patients. (p. 458) 

Bachrach (1992) does, however, mention the existence of 

large numbers of younger chronically mentally ill persons 

who have never been admitted to state hospitals, and the 

fact that this severely disabled population "experience a 

unique form of eviction in being excluded from state mental 

hospitals that historically have performed many functions in 

their behalf, including that of providing a stable residen

tial environment" (p. 458). 

Bachrach (1992) answers her third question--what 

services should be offered to the homeless mentally ill--by 

suggesting that residential placement is only the beginning 
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of what should be a comprehensive array of services--

including medical, psychiatric, and substance abuse treat-

ment, among others. She also strongly emphasizes that the 

"rootlessness and restlessness" of the homeless mentally ill 

should lead us not to superimpose "expectations of perma

nence" on the housing relief we do offer. 

Maior Rehabilitation Methodologies: 
Skills Training and Case Management 

As the present study, and the studies to be reviewed 

in this section, are "rehabilitative" studies involving 

homeless people, a few words regarding the concept of 

psychosocial rehabilitation should be appropriate at this 

juncture. 

William A. Anthony, a major figure in the field of 

psychiatric rehabilitation since the mid-seventies, takes a 

skills-learning approach to rehabilitation. In their 1983 

paper, Anthony, Cohen, and Cohen state that: 

. . . the psychiatric rehabilitation approach 
is grounded philosophically in an integration 
of the physical rehabilitation approach with 
various elements of the psychotherapeutic 
approach. . . . The fundamental physical 
rehabilitation concept that disabled people 
need skills and support to function in the 
living, learning and working environment of 
their choice gives direction to the 
psychiatric rehabilitation process. (p. 69) 

Anthony, Cohen, and Cohen (1983) cite relevant similarities 

between physically and psychiatrically disabled individuals: 

"both groups ... need a wide range of services, exhibit 
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impairment of role performance, and may be involved for a 

long period of time in the caregiving process" (p. 69). 

Finally, Anthony, Cohen, and cohen (1983) state that "The 

goal of psychiatric rehabilitation is to assure that the 

person with a psychiatric disability possesses those 

physical, emotional, and intellectual skills needed to live, 

learn and work in his or her own particular environment" 

(p. 70). These authors make the further point that it has 

been demonstrated that psychiatrically disabled clients can 

learn relevant skills even while still exhibiting psychi

atric symptoms. Rogers, Anthony and Jansen (1988) make the 

same point--that chronically mentally ill individuals may be 

helped to learn deficit-related skills in spite of continu

ing psychiatric symptomatology. 

Thompson (1981) reports application of "a conceptual 

framework for psychosocial rehabilitation" in a program 

providing structured, individualized group therapy for adult 

psychiatric outpatients. Thompson sees a continuum of 

theories of mental illness ranging from medical to those 

localizing mental problems in a malfunctioning society. His 

categories, in order, are: "medically oriented theories," 

"behavioral/functional illness theories," theories proposing 

mental illness as "profound developmental distress," 

theories focusing on "age-appropriate developmental stress" 

(role conflict), and theories that define psychiatric 

problems in terms of "social system dysfunction." This 
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continuum of theoretical approaches is seen by Thompson 

(1981) as interacting with three primary dimensions of 

mental illness: "level of interpersonal functioning, avail

able support systems, and psychiatric condition" (p. 320). 

While Thompson's theoretical ideas are relatively elaborate, 

his approach to intervention appears to be no more than 

offering group therapy in several formats consistent with 

clients' level of social functioning and ability to function 

in various roles, and groups focused on "understanding 

mental illness." 

In a study of "treatment refractory" and "stable" 

chronic schizophrenics and their families, Byalin, Jed, and 

Lehmann (1985) found that therapy for the families of the 

treatment-refractory focusing on acknowledging burden, 

positive reinforcement for the family members for accepting 

the burden of a chronically mentally ill relative in their 

home, and eliminating guilt feelings, had a salutary effect 

on the patients' adjustment and behavior. Although both the 

experimental and control (no family therapy) groups of 

treatment-refractory patients continued to receive psycho

tropic medications, only the experimental group showed less 

time spent in hospital during the follow-up year; that of 

the control group did not change. In addition, "it was 

found that the parents of the stable patients had a signi

ficantly larger social network than did the parents of the 

treatment-refractory patients" (Byalin, Jed, & Lehmann, 



1985, p. 388). Thus, it appears that the maintenance of 

chronic schizophrenics in their family of origin can be 

improved by providing an artificial expansion of the 

family's social network and its quality; i.e., by doing 

supportive group therapy with such families. 
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Although not highly theoretical in nature, the use 

of intensive case management has become what many consider 

an essential tool in the rehabilitation of homeless persons 

--especially those with severe mental illness and/or 

substance abuse problems. The essence of intensive or 

aggressive case management appears to be the formation of a 

relatively strong emotional bond between the case manager 

and his or her clients. Bigelow and Young (1991), in their 

study of 21 case-managed and 21 comparison clients, all 

sUffering from major mental illness, suggest that the role 

of the case manager "must include personal responsibility 

for the formulation, implementation, and success of the 

habilitation plan, expressed as assertive outreach, and 

resulting in continuity of care and improved quality of life 

for the client" (p. 116). Bigelow and Young (1991) hypothe

sized that the case-managed clients would have more needed 

services provided, would have quality of life maintained or 

improved, and would show reduced use of state hospitals, 

compared to the non-ease-managed chronically mentally ill 

group. These authors concluded that: 



. . • case managed clients appeared to have 
received more services, and had fewer unmet 
service needs ... case managed clients' 
quality of life was maintained or improved by 
case management . . . after clients were 
enrolled in case management services, their 
utilization of the hospital appeared to 
decrease, while the comparison group's 
utilization remained at about the level at 
which all clients had been before the index 
of hospitalization. (Bigelow & Young, 1991, 
p. 121) 
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These results appear to bear out some of the points made in 

a relatively early paper by Lamb (1980), advocating the use 

of "therapist-case managers" with the chronically mentally 

ill. However, generalization of the above findings is 

limited by the small sample size and lack of supporting 

statistical analysis. 

In a study of 176 homeless, mentally ill persons, 

131 of whom were diagnosed as schizophrenic, Rife et al. 

(1991) found results indicating that: 

. . . clients who received a higher number of 
case management-related contacts, .had higher 
independent living scores at intake, were 
less likely to be assessed as substance 
abusers, had been homeless less often, had 
fewer psychiatric hospitalizations, and 
tended to be older, also tended to remain 
engaged in continuing case-management serv
ices for a longer period of time. (p. 63) 

The variables of years of education, race, and employment 

status were not significant predictors of continuing 

involvement in case-management services. Clients in the 

Rife et al. study who remained engaged with case management 

for at least six months tended to be female, previously 
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married, less likely to have acute sUbstance abuse or 

psychiatric problems, to be older, have a shorter history of 

homelessness, and had higher independent living skills. 

Those who disengaged from the case management process (and 

from their housing) before six months had elapsed "tended to 

be younger, male, single and never married, homeless more 

often in their lives, and more likely to have assessed 

mental health and substance abuse needs" (Rife et al., 1991, 

p. 64). 

citing research estimates of a prevalence of 10 to 

20 percent for those homeless who are dually diagnosed 

(mentally ill and sUbstance abusers), Kline et al. (1991) 

present a study evaluating two models of treatment for these 

clients. The "integrated" model is one in which both mental 

health and sUbstance abuse treatment, via case management, 

are provided in-house (under one administrative umbrella) in 

a residential facility; while in the "linkage" model, clini

cal case management for mental illness is in-house and case 

managers "link" clients to outside community resources for 

sUbstance abuse treatment. Both models "utilize a devel

opmental perspective on dual diagnosis treatment that 

describes four phases in the progress of substance abuse 

treatment for dual diagnosis patients--engagement, persua

sion, active treatment, and relapse prevention" (Kline 

et al., 1991, p. 96). The "integrated" model is seen to 

have the advantage of providing a unitary system of care 
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under one roof and one administrative umbrella, while the 

"linkage" model is seen as perhaps being more appropriate 

for contact-avoidant clients who feel threatened by a too-

intensive treatment milieu within their living space. Kline 

et ale (1991) emphasize that these models are not mutually 

exclusive; individual client characteristics may warrant 

choice of one or the other model. In addition, the "inte-

grated" and "linkage" models may be used sequentially. For 

instance, 

... the less demanding, more diffuse 
substance abuse treatment approach of the 
linkage model can provide the only tolerable 
form of treatment for clients who are 
actively abusing substances and in a state of 
denial about their negative consequences. As 
the commitment to abstinence grows, the 
integrated approach can then be utilized to 
provide the intensive treatment and support 
clients may need to remain abstinent. (Kline 
et al., 1991, p. 104) 

It thus appears that case management may be a 

powerful tool in therapeutic interventions with the home-

less, especially those who are mentally ill and/or sUbstance 

abusers. It also appears that different subpopulations of 

the homeless--especially women vs. men--may have different 

responses to and benefits from case management. 

Given the probable skill deficits of the homeless 

listed at the beginning of this section, there is some hope 

that true "rehabilitation" procedures can aid this popula-

tion in achieving an improved and more satisfying lifestyle. 
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As one of the principal goals of the present study 

is to identify what characteristics of the adult homeless 

persons in our sample will be correlated with success in a 

rehabilitation program, it is to be hoped that our research 

will help to remedy "our inability to predict correctly who 

will and who will not benefit from psychiatric rehabilita

tion" (Anthony, Cohen, & Cohen, 1983, p. 76). 

studies of Rehabilitation Programs for 
the Homeless and Homeless Mentally III 

Although the present study, as mentioned above, 

utilizes a population selected not to be flagrantly mentally 

iI, there are at least two compelling reasons for reviewing 

here a number of studies of rehabilitation of homeless 

mentally ill persons. First, there exist virtually no 

studies on rehabilitation of non-mentally ill homeless 

individuals. Secondly, it appears probable, given the 

above-noted characteristics of homeless people in general 

that the homeless who are not flagrantly mentally ill (i.e., 

not psychotic) share many of the deficits of those who are. 

These deficits, as mentioned earlier, would presumably 

include alcohol and/or sUbstance abuse, problems in self-

esteem, self-responsibility deficits, social skills defi-

cits, deficits in education, and deficits in utilization of 

community resources. 

The studies to be reviewed here range from inten-

sive, in-hospital rehabilitation programs to moderate 
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efforts aimed at improving the provision of minimal rehabi

litative services for chronic mentally ill in nursing homes 

or board-and-care homes. 

Nguyen and Cebulski (1987) sketched the development 

of an "intermediate-care" inpatient rehabilitation program 

for chronically mentally ill patients in ottawa, ontario, 

Canada. The program provided services in five areas: 

,optimal pharmacotherapy, psychosocial therapies, support 

network development, family management, and comprehensive 

discharge planning and case management. The authors stated 

that "rehabilitation is considered as an integral part of 

the overall treatment program which is individualized and 

tailored to the needs of each patient" (Nguyen & Cebulski, 

1987, p. 11). The unique aspect of this program was 

purportedly to provide services that would allow a smooth 

transition to community living for the patients once they 

were discharged, rather than simply releasing them to the 

community without adequate preparation. No quantitative 

data on the efficacy of this program relative to more 

standard pre-discharge planning were presented. 

Farkas, Rogers, and Thurer (1987) describe a study 

of the "gradual deinstitutionalization" of 54 long-term 

residents of a Massachusetts state hospital during the 

period 1979-1984: "A plan was developed to move the 

patients of the two wards through increasingly independent 

living environments with the expectation that some would 
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eventually live on their own without supervision" (p. 865). 

The patients were placed in a variety of living arrange

ments, including quarterway houses, halfway houses, and 

supervised apartments. Living status (residence), voca

tional status, and "living skills" were assessed over the 

five-year study period. It should be noted that these 

patients were seen to be more severely disabled than the 

usual chronically mentally ill individual. Most were 

diagnosed as schizophrenic; their average length of 

hospitalization was 16 years. 

Results of assessment of living status revealed a 

significant linear trend toward more independent living 

environments as the study progressed. At final assessment, 

there were 36 patients still living in hospital and 15 

living in the community. It was further found that only 

eight of 52 patients still living at the end of the study 

were able to live continuously outside of the hospital. 

with regard to vocational status, descriptive data revealed 

that "patients initially demonstrated gains in vocational 

status that later eroded" (Farkas et al., 1987, p. 867). 

Results also showed that one patient in the sample secured 

transitional employment and none secured competitive 

employment during the study period. with regard to living 

skills, the deinstitutionalized patients scored considerably 

higher on all but the first assessment than those still 

living in the hospital. This was confirmed by the results 
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of an ANOVA which showed significant differences in life 

skills between patients living in hospital and those living 

in the community at the first, third and fourth assessments. 

In their discussion, the authors noted that "only 

one patient was able to live in an unsuperv~sed residence 

outside the mental health system" (Farkas et al., 1987, 

p. 868). Further "disappointing" results were that moving 

into the community had little effect on those patients' 

level of independence: "Neither their work performance nor 

their level of living independence improved significantly" 

(Farkas et al., 1987, p. 868). 

Lipton, Nutt, and Sabatini (1988) report a twelve

month study of 49 chronically mentally ill patients who had 

been homeless for at least three months prior to their index 

admission to inpatient treatment. At their index discharge, 

"one group was placed in an experimental residential treat

ment program following discharge, and the other group 

received standard post-discharge care" (Lipton et al., 1988, 

p. 40). 

Subjects were evaluated at index admission and 

discharge, and once every four months during the one-year 

study period. Evaluation instruments consisted of a stan

dardized psychiatric interview yielding an illness severity 

score; a questionnaire relating to housing adequacy, 

utilization of psychiatric and social services, use of 

medication, daily activities, and number of nights spent on 
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the street or in a shelter, among others; and a rating scale 

for patients to indicate the conditions of and their satis

faction with their living arrangements. It was hypothesized 

that those patients placed in the long-term residential 

group would show improved quality of life compared to those 

receiving standard post-discharge care. The major indicator 

of improved quality of life was a reduction in number of 

nights spent homeless or hospitalized. 

Results showed no significant difference between 

groups in illness severity at both index admission and index 

discharge. At discharge, all of the experimental group 

accepted placement in a residential program, while among the 

control group 26 percent refused discharge placement, 26 

percent were discharged to a shelter and 22 percent were 

transferred to a state hospital. Results concerning resi

dential status showed that 12 months after admission to the 

study, 69 percent of the experimental group were in perma

nent housing versus 30 percent for the experimental group. 

Regarding extent of hospitalization, "experimental subjects 

spent a mean of 55 nights ... in a hospital, compared with 

a mean of 168 nights . . . for control subjects" (Lipton et 

al., 1988, p. 42) during the study year. Results concerning 

episodes of homelessness revealed a significant difference 

between experimental and control groups: "The experimental 

subjects were homeless for a mean of 6 percent of nights 

after discharge, compared with 46 percent for the controls" 
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(Lipton et al., 1988, p. 43). The authors concluded that 

"the experimental program significantly reduced the number 

of homeless nights spent in the community after the index 

discharge, the risk of becoming chronically homeless, and 

the length of time immediately post-discharge during which a 

patient is at greatest risk of becoming homeless" (Lipton 

et al., 1988, p. 44). The authors mention two limitations 

inherent in their study: (1) (anticipated) relatively high 

case attrition, especially within the control group, and 

(2) comparison of residential treatment and standard-care 

post-discharge groups was confounded by an unexpected longer 

index hospitalization for the control group. Lipton et ale 

(1988) conclude that "it is possible to maintain homeless 

patients in the community despite significant levels of 

psychiatric symptomatology" (p. 44). One further limitation 

of this study is that it does not specify what, if any, 

rehabilitative programming was provided in the experimental 

group's placement at the "st. Francis Residency." 

Gudeman et ale (1981) report a study comparing an 

experimental group of 13 severely mentally ill patients 

placed in a "quarterway house" on the grounds of the Massa

chusetts Mental Health Center, with a control group of nine 

severely mentally ill inpatients at the same center. The 

"quarterway house" program was stated to be based on a model 

of psychosocial rehabilitation, including individualized 

treatment plans for each resident and offering "behavioral, 
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psychopharmacological, interpersonal, or intrapersonal 

approaches, or a combination of these" (Gudeman et al., 

1981, p. 331). The inpatient treatment program was said to 

be "geared toward the more acute patient who is likely to 

return to the community and assumes a higher level of 

interpersonal functioning and independent living" (Gudeman 

et al., 1981, p. 332). The 13 subjects comprising the 

quarterway house group participants were chosen from the 

most disabled group of patients--those who exhibited severe 

antisocial behavior and lacked even minimal skills for 

Activities of Daily Living (ADL). The nine subjects 

assigned to the inpatient control group were also randomly 

assigned from the same initial group of 22 severely disabled 

patients. All 22 patients in the study were diagnosed as 

schizophrenic, and had a median total hospitalization time 

of eight years two months. 

The study findings were obtained by administering a 

battery of assessments both before the 22 subjects were 

partitioned into experimental and control groups, and after 

a one-year residence in the study. Gudeman et ale (1981) 

summarize their results as follows: 

After one year patients in the Quarterway 
House program, as compared with the inpatient 
control group, had decreased levels of 
medications, decreased assaultive or danger
ous behavior, increased level of functioning 
by the GAS (Global Assessment Scale) ratings, 
and increased socialization-survival skills, 
but exhibited little or no change in 



obstreporousness, psychotic symptoms, with
drawal, or antisocial behaviors. (p. 334). 
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Although broad generalization of the findings reported in 

this study may not be possible due to the relatively small 

sample size and relatively (considering the usual duration 

of schizophrenia) short time period investigated, the 

results suggest that intensive psychosocially-based 

rehabilitation programs can benefit the severely mentally 

ill in many ways, especially when compared to "standard" 

inpatient treatment. 

Caton et ale (1990) report on an evaluation of a 

mental health day treatment program (the Psychiatry Shelter 

Program) for 32 homeless men who had been placed from a 

shelter to community housing. The program included medi-

cation monitoring, case management, and psychosocial 

counseling. The life situations of these men were assessed 

as of six months before entering the program and six months 

after termination. These men had an average age of 32, 94% 

were single, 87% were of minority status, 63% had graduated 

from high school, and 25% had some college experience. 

Eighty percent had had at least one psychiatric hospital i-

zation. Results showed that in the "after" phase (6 months 

after community placement), 11 of the 12 men who carried a 

diagnosis of schizophrenia were hospitalized (67% of these 

men also abused alcohol or drugs). Also in comparison 

between "before" and "after" phases, days in shelter were 
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reduced to approximately one-sixth of the "before" level, 

aftercase visits quadrupled in the "after" phase, and men 

with no income decreased from 10 to o. In addition, home

lessness and criminal justice contacts were sharply reduced. 

Although few details of the rehabilitation interventions 

offered by this program are mentioned, it does appear to 

have had a beneficial effect on the lives of the men who 

chose to attend it; possibly this self-selection factor 

biased the sample studied in favor of individuals with 

greater motivation to rehabilitate themselves. 

Depp, scarpelli, and Apostoles (1983) describe a 

study of a cooperative apartment living program for female 

psychiatric outpatients in the Washington, D.C. area. From 

a pool of 145 female outpatients living in Community 

Residential Facilities (CRF), nine were selected and placed 

in two four-person apartments. Subjects ranged from 34 to 

66 years of age and were selected to have had a minimum of 

two years cumulative inpatient residence and to have been 

living in a CRF for at least six months. All nine patients 

were currently participating in outpatient treatment, 

including a structured day program and in addition met in 

groups of four (who would be living together) for three 

hours per week in a several-months' preparatory phase before 

moving into the apartments. 

Both during the preparatory phase, and twelve months 

after placement, subjects were assessed on several psycho-
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logical instruments. Formal assessments were made of 

psychiatric symptoms; self-concept; daily living skills; 

community living arrangements; and vocational, leisure-time, 

and social activities. A number of informal assessments 

wer~ also made. Results of the formal assessments showed: 

(1) a general absence of change over the study period in 

subjects' perception of overall differences between their 

prior placements in CRF's and the cooperative living 

situation, (2) a slight dearease in psychiatric symptoms, 

(3) slight but insignificant increases in daily living 

skills, (4) positive changes in many of the self-esteem 

subscales, and (5) negative changes in three self-esteem 

scales indicating increased maladjustment. A gain in 

discretionary income from $20 (while living in CRF's) to 

between $40 and $60 per month for each subject was noted. 

This was the result of the residents' pooling of resources 

and "represented one of the important advantages derived 

from the project" (Depp et al., 1983, p. 277). 

In their conclusions, Depp et al. (1983) stated that 

"neither age, psychiatric diagnosis, physical disability, 

nor length of hospital stay appear to have been critical 

factors affecting success in apartment living for the groups 

studied" (p. 280). The authors note that some resistance to 

cooperative living programs for psychiatric patients may 

come from hospital staff who do not view such arrangements 

as useful alternatives. 
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This study is weakened by its lack of a control 

group and the very small number of subjects involved. These 

factors, coupled with the equivocal or marginally signifi-

cant results achieved, argue against any broad generaliza-

tion of the results. 

since the present study will attempt to predict 

successful participation in a rehabilitation program, 

perhaps the most relevant conclusion of the Depp et ale 

(1983) study is the following: 

The question of whether standardized meas
urements can be used to select candidates for 
cooperative living remains to be resolved. 
The authors were unable to develop a system 
for differentiating individuals who would 
complete their preparation for more indepen
dent living from those who would not. There 
is a need for more extensive analysis of how 
to view candidates--probably by using differ
ent measures--so that efficient selection 
procedures can be developed. (pp. 281-82) 

The relevance to the present study of Depp et al.'s comments 

regarding the difficulty of selecting residents for coopera

tive living should be apparent. 

Gomez (1978) reports a study of two groups (Group A 

and Group B) of 14 patients each from the inpatient popu

lation at Bronx state Hospital. All subjects were diagnosed 

as schizophrenic and had been hospitalized continuously for 

more than two years. Upon discharge, Group A patients 

formed into five households of two or three patients each, 

while the 14 Group B patients each found residences alone. 
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Both groups were equated for age, sex, ethnicity, education, 

diagnosis, and financial resources. 

The two groups were compared over three years on 

number of readmissions, number of days hospitalized, and 

number employed after discharge. During the study period, 

both groups received medications and psychotherapy from the 

same therapist in the same setting. 

Results showed eight readmissions for Group A vs. 

23 for Group Bi 128 hospitalized days for group A vs. 331 

for Group Bi and five patients able to find employment in 

Group A vs. none in Group B. All of these differences were 

statistically significant. In attempting to explain the 

superior performance by the group whose members shared 

living quarters, Gomez (1978) argued as follows: 

It can be argued that patients who accepted 
to live with others were more socialized and 
that those who accepted living alone were 
more isolated . . . it is also possible that 
the ones who accepted living with others were 
more dependent and the ones who accepted 
living alone were more independent. At any 
rate, what this study has shown is the impor
tance of the development of small residential 
systems of mutual support in which the dis
abilities of one patient can be compensated 
by the strengths of another. (p. 216) 

Although the sample size in this study is small, the fairly 

robust effects do argue for the idea that cooperative . 

residence sharing has some benefit for chronically mentally 

ill individuals living in the community. 
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Berman-Rossi and Cohen (1988) describe an anecdotal 

case study of 36 women--mostly former homeless mentally ill 

--living in a single room occupancy hotel (SRO) which was 

staffed 24 hours a day by paraprofessionals and functioned 

as a supportive residence. There was a community Support 

Systems (CSS) mental health program also operating in the 

hotel for eight hours per day, five days per week. The goal 

of the CSS team was to provide therapy to the residents 

which would achieve some measure of "rehabilitation and 

empowerment" (Berman-Rossi & Cohen, 1988, p. 67). The 

team's objectives "included maximizing opportunities through 

which the women could develop greater independence in daily 

living skills, develop increased interpersonal and social 

skills, and gain increased potency in relation to the envi

ronment" ( p . 67). 

The major venue through which rehabilitation efforts 

were focused was a "dinner group" which allowed the resi

dents, overseen by the CSS team, to plan meal selection, 

shopping, preparation, and cleanup for the communal evening 

meal each day. This group was seen as an opportunity for 

the residents to engage in "mutual aid" and build social and 

problem-solving skills. 

The authors use an anecdotal method to describe the 

"progress" of the dinner group over a period of five years: 

they devote a few pages to simple description of the group 

and its problems during that period. The study has no 
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control group, and offers no statistics to bolster conclu

sions made about the group's efficacy in producing greater 

independence and cooperation among the residents. However, 

assuming that the CSS team were adequate and consistent 

observers, it does appear that gains were made. Apparently 

the residents progressed from dependence on the CSS team for 

help in decision making to independent cooperation among 

themselves in planning and executing each day's dinner. 

Thus, it appears that even a relatively simple rehabilita

tive intervention such as the dinner group can have tangible 

effects on the problem solving and social skills of formerly 

homeless mentally ill individuals. 

Bootzin, Shadish, and McSweeney (1989) report a 

largely exploratory study of 163 nursing home patients in 

20 nursing homes who had had two or more mental hospitali

zations or one mental hospitalization of at least two years' 

duration. Fifty-nine percent of the sample were female, 

82 percent were Caucasian, 13 percent were Black, and the 

average age was 48 years. After one year in residence each 

resident received a median of one hour individual therapy, 

20 minutes of group therapy, 1/2 hour of occupational 

therapy, 3-1/2 hours of social rehabilitation, and six hours 

of activity therapy per month. Modal statistics were even 

more disappointing: "At one year the most common circum

stance was that patients received nothing but two hours of 

activity therapy per month" (Bootzin et al., 1989). 
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Four types of outcomes were assessed: recidivism, 

psychiatric symptoms, social integration and quality of 

life/subjective well being. Assessments were made at admis

sion and at six months and one year after an individual 

entered a nursing home. 

Results on recidivism and disposition showed that at 

one year six percent of residents had died, seven percent or 

fewer were in independent community living, and six percent 

or fewer were in inpatient psychiatric settings. Most of 

the balance were still in nursing homes, with the residual 

unlocated. 

Results of outcome measures of psychiatric symptoms 

showed that for individuals who remained in a nursing home 

for the whole year "positive behavior decreased over time 

and negative behavior increased" (Bootzin et al., 1989, 

p. 37). The same was true for individuals who left the 

home. The difference between the groups was that those who 

stayed in a home declined significantly only on measures of 

psychomotor retardation and personal neatness, while those 

who left also declined in social competence and total 

negative symptoms. 

Results of outcome measures of social integration 

for these relatively low-functioning patients showed that 

"residents who remained in the home a year were more likely 

to find employment over time ... however, this employment 

was always either in a sheltered workshop or in the home 
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itself" (Bootzin et al., 1989, p. 38). It was also found 

that residents who left the home reported spending rela

tively more money in the prior week as the year progressed. 

Results of outcome measures concerning sUbjective 

well-being revealed that "for those who remained in the 

home, no significant changes in well-being were found. For 

those who left the nursing home, the only significant change 

was a decrease in consumer satisfaction from admission to 

the six-month interview" (Bootzin et al., 1989, p. 38). 

Variables that predicted one or more of the outcome 

variables at one year included age (a negative correlation 

with social participation), time since independent living 

(a negative correlation with social participation), number 

of friends outside the home (a positive correlation with 

social participation), and hours of social rehabilitation 

(a positive correlation with social participation). 

In their discussion, Bootzin et ale (1989) note that 

the "true" recidivism rate of nursing home patients studied 

was roughly 20 percent, compared with "40 percent-50 percent 

recidivism ratio at one year for psychiatric rehabilitation 

programs in general" (p. 43). The relative constancy of the 

status of patients studied suggests "that nursing homes are 

effectively preventing declines in the status of patients" 

(Bootzin et al., 1989, p. 44). This result may be as much a 

result of the asylum nursing homes provide rather than of 

any extensive psychosocial treatment--for which nursing 
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homes are known to be sorely lacking. Bootzin et al. (1989) 

note relevant to this issue that "nursing homes do not 

provide much psychosocial treatment . . . and this suggests 

that custodial care and quality of life variables may have 

more to do with the lack of deterioration than does the 

presence of treatment programs" (p. 44). 

In their conclusion, Bootzin and colleagues (1989) 

argue that there may be a place for institutions such as 

nursing homes in this "age" of deinstitutionalization: 

"custodial care has seldom been advocated; but it if has to 

be a part of a realistic care system, then it ought to be 

done as well as possible" (p. 45). 

Taylor and Dowell (1986) report a study of the 

rehabilitation (particularly social skills training) 

"programs" at 30 board-and-care homes in Southern 

California. The homes to be studied were selected by a type 

of stratified random sampling of those in the Orange County 

California Board and Care Registry. Mentally disabled 

clients were the large majority in 24 of the 30 facilities 

studied. All residents in 15 of the homes were taking 

psychotropic medications; and in the remaining 15 their 

operators reported that a majority of their residents were 

also taking psychotropic medication. 

The authors of this "exploratory" study attempted to 

answer two questions: "First, to what extent do board-and

care homes provide self care, social, and community living 
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skills training opportunities to patients in a sample of 

homes. Second, how skilled .are operators of these 

facilities at providing skills training?" (Taylor & Dowell, 

1986, p. 58). 

The authors' survey instrument was designed to 

assess six areas of social skills training for independent 

living: "self care and domestic skills, money management, 

community involvement, transportation skills, social skills 

and job-seeking or job-related skills" (Taylor & Dowell, 

1986, p. 59). 

Results showed that fewer than 50 percent of the 

operators could even estimate the time per week they gave to 

training. In self care and domestic skills, eight operators 

reported 11-20 hours per week in training, while the modal 

response for all the areas of training assessed was 1-2 

hours per week. Rehabilitation techniques that the facility 

operators claimed to use were placed by the authors into 

three categories: "Bogus Techniques" (techniques not 

supported by the behavioral literature); "Techniques Judged 

Inappropriate" (e.g., "nurturance," "tolerating psychotic 

behavior"); and "Behavioral Techniques" (those supported by 

the behavioral literature). Bogus Techniques were reported 

by operators of large group homes 43 percent of the time and 

by operators of nonlicensed facilities 25 percent of the 

time. Inappropriate Techniques accounted for 21 percent of 

the techniques mentioned. Finally, Behavioral Techniques 



were reported at a rate of 44 percent. However, most of 

this 44 percent was accounted for by mention of the tech-
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nique "coaching" which is the simplest and least effortful 

of the behavioral techniques mentioned by operators. 

In their discussion, Taylor and Dowell (1986) state, 

in summary, that: 

. . . operators reported skills training but 
exhibited limited knowledge of techniques and 
a very limited amount of time devoted to 
rehabilitation. Further, operators generally 
seemed to provide what they regarded as 
rehabilitation in an unsystematic fashion, 
using the most easily applied techniques. 
(pp~ 64-65) 

Taylor and Dowell suggest that to improve rehabi-

litation services in board-and-care homes operators should 

be paid separately for basic care and for rehabilitation. 

To do this, operators would either need to be trained in 

rehabilitation or hire such services from an outside con-

tractor. The results of this study show that all too often 

the needs of the chronically mentally ill for psychosocial 

rehabilitation (see Anthony et al., 1983) are not met in the 

places where they reside. 

Pressing et al. (1983) report a study of a psycho-

social rehabilitation program for approximately 55 clients 

living in widely scattered rest homes (board-and-care homes) 

in rural southwestern virginia. The members of the program 

--"Highland clubhouse"--were men and women ranging in age 

from 20 years to over 80 with an average age of 55. Most 
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members had a history of chronic mental illness, mental 

retardation, or alcoholism. Their average length of time 

spent in a Virginia state hospital was 20 years. 

The "Clubhouse" was begun with a staff of six 

people, and a set of goals aimed at improving social and 

occupational skills, community integration, and quality of 

life for its members. Members were transported by van daily 

to the clubhouse to pursue activities such as kitchen work, 

clerical work, building maintenance, weaving, sewing, can 

recycling, and gardening. Members were encouraged to par-

ticipate at a level commensurate with their level of skill 

and of motivation. Each member had a case manager with whom 

he or she developed an individualized treatment program. 

Members were encouraged toward financial self sufficiency by 

participating in projects to raise monies for the various 

clubhouse projects and expenses. 

Results of the "Highland Clubhouse" program were 

described anecdotally by the authors in the following ways: 

. . . after completing a basic social skills 
training class focused on improving inter
personal communications . • . members now can 
call each other on the telephone, greet our 
visitors, attend GED classes arrange 
their own hair appointments, shop for their 
own clothes, and plan for us to teach them 
community living skills. . . . Members are 
beginning to feel less like "patients" and 
more like "people." . . . Soon, half of our 
members . . . will be working for their own 
clothing, and a handful will corne to the 
Clubhouse not from rest homes but from their 
own apartments. (Pressing et al., 1983, pp. 
22-23) 
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Although this study presented no sophisticated statistical 

analysis and had no control group, it does suggest, as have 

several other descriptive studies reviewed above, that a 

program with modest means and employing a "wellness model" 

focused on clients strengths can apparently have a salutary 

effect on clients' quality of life, even if not able to 

change many of them into citizens capable of competitive 

employment. 

Kruzich and Berg (1985) report a study attempting to 

identify predictors of self-sufficiency in skills of daily 

living in a sample of 87 former state hospital patients 

(from the state of washington) currently living in 43 resi

dential care facilities. More than half of the sample were 

between 35 and 65 years old, with another 25 percent over 66 

years of age and 25 percent under 35. sixty-six percent of 

the sample had a prior diagnosis of schizophrenia, 7 percent 

had affective disorders, 16 percent had chronic brain 

disorders, and 10 percent had other diagnoses. 

Kruzich and Berg (1985) state the objectives of 

their study as follows: "The purpose of the present study 

was to identify the facility, community, and client charac

teristics that predict the level of self-sufficiency of 

clients in long-term care" (p. 199). They cited research 

that suggested nearly 60 percent of the variation in adap

tive functioning of such clients could be accounted for by 

the characteristics of the facility they lived in. 
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Assessments were made of individuals' psychiatric 

treatment, behavioral needs, overall psychosocial func

tioning, and involvement with people outside the facility. 

The dependent variable was level of self-sufficiency and was 

defined as actual performance of specific tasks of daily 

living. Residences were assessed with a measure designed to 

reveal degree of institution-like environment. The physical 

environment of each facility was also assessed. In addi

tion, facility administrators were questioned as to number 

of daily living skills programmed at their facilities, and 

assessed with regard to their attitude toward the usefulness 

of social services for their residents. 

Results showed that six variables, psychosocial 

functioning level of the client plus five "facility" vari

ables (director's attitude toward social services, rigidity 

of routine, depersonalization, facility type, and facility 

size), accounted for 50 percent of the observed variation in 

self-sufficiency. "The most potent of these variables . 

was facility directors' attitude toward social services, 

with a strong negative relationship between providers who 

have not found services to be helpful and level of self

sufficiency" (Kruzich & Berg, 1985, p. 203). Rigidity of 

routine was the second strongest predictor of self

sufficiency, with facilities having a moderate degree of 

structure found to maximize self-sufficiency. In addition, 

it was found that facilities rated highest on depersonali-
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zation had residents displaying the least self-sufficiency. 

A strong relationship was also found between "attitudes 

toward social services and the number of skills that are 

programmed within the facility" (Kruzich & Berg, 1985, 

p. 205). That is, fewer independent living skills were 

programmed in facilities whose directors had a negative 

attitude toward social services. 

Kruzich and Berg's (1985) study emphasizes the point 

that a client's environment (especially the place where he 

lives) may have a strong influence on his ability to exer

cise skills of independent living. Thus we cannot place all 

the "blame" for lack of self-sufficiency on personal charac

teristics of chronically mentally ill (or simply homeless) 

individuals themselves. 

McClary et ala (1989) report a time-series evalua

tion of a case management program for 64 deinstitutionalized 

young adult chronic schizophrenics aged 20 to 35 years who 

did not have sUbstance or alcohol abuse problems. The 

residence of the subjects was not specified except that it 

was noted that they were living in the community. 

Two types of measures were taken on each individual 

at 2-month intervals--three times before entry into the 

program and three times after entry. One type of measure 

was "operational" and included: (1) hospital readmission 

rates, (2) length of hospital stays, and (3) percent of 

medical appointments kept. The other type of measure was 



"quality of life measures," one including assessment of 

anxiety, depression, hostility, and positive affect, and 

another measuring hours of client contact and number of 

social agency referrals made for clients. 

Results of data analysis on 26 of the original 
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64 subjects showed a "dramatic" decline in admissions to 

hospital and inpatient days after entrance into the program. 

There was also a significant increase noted in number of 

medical appointments kept. Number of referrals clients were 

given after entering the program increased significantly; 

however, the other quality of life measures; i.e., dysphoria 

and positive affect showed no significant change over the 

study period although there was a trend in the direction of 

less dysphoria and higher positive affect over time. 

McClary et ale (1989) conclude that "a conservative 

overview would conclude that a professionally managed case 

management system can make positive contributions to a post

hospitalization program for young, adult schizophrenic 

patients ll (p. 808). This conclusion is weakened by a total 

lack of data as to the subjects' living arrangements and 

whether any psychosocial rehabilitation programs were 

available to them in their residences. That is, it cannot 

be ascertained from the data presented whether the observed 

successes are due to the case management program or due to 

rehabilitation programming the subjects may have been 

receiving in their places of residence. 
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The next three studies to be reported on are sel

ected from nine projects resulting from demonstration grants 

from the National Institute on Alcohol Abuse and Alcoholism 

(NIAAA), together with the National Institute on Drug Abuse, 

to develop alcohol and drug abuse treatment services for 

homeless persons in nine major u.s. cities (McCarty, 1990). 

The first study, by Wright, Mora, and Hughes (1990), de

scribes the setting-up of and preliminary results from the 

Sober Transitional Housing and Employment Project (STHEP) in 

Los Angeles. The target population was chronically homeless 

and alcoholic men and women who "lack sufficient work skills 

or work history to permit employment after departure from a 

primary alcohol recovery program" (Wright, Mora, & Hughes, 

1990, p. 48). STHEP participants all volunteered to 

participate in a seven-month program which included 3 months 

in a rural residential alcohol recovery and pre-employment 

program and 4 months in an urban (central Los Angeles) 

transitional recovery, employment, and housing program. 

services in the first, 3-month program included "individual 

counseling, alcohol education, and participation in nutri

tion, exercise, and pre-employment activities" (Wright, 

Mora, and Hughes, 1990, p. 50). In the second, 4-month 

phase, "transitional housing, employment training, and 

supportive recovery services are continued . . . and par

ticipants are re-introduced to the inner-city environment. 

Services focus on preparing participants to re-enter society 
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through development of social skills while living in a 

sober, supportive environment" (p. 51). Of the 87 indivi

duals first entering the first phase of the program (between 

July 1988 and April 1989), 48% were Caucasian, 40% were 

Black, and 10% were Hispanic. The modal age range was 25-34 

years, and 82% were male. Forty-nine percent completed 

Phase I, 23% were at time of writing still in Phase I, and 

28% dropped out. Between October 1988 and April 1989, 42 

individuals were admitted to Phase II, of whom 83% were 

male, 66% Black, 24% caucasian, 5% Hispanic, and 5% Native 

American. The modal range of age was 32-38 years. At time 

of writing, 10 had completed Phase II, 21 were still in the 

program, and 11 had dropped out. Although these demographic 

data are somewhat informative, more elaborate information on 

the nature of the rehabilitative interventions used would 

have been welcome, as well as some information comparing 

those who completed the program with those who dropped out. 

Bennett, Weiss, and West ('1990) report on the 

Alameda County (California) "Comprehensive Homeless Alcohol 

Recovery Services" program (CHARS). This program is based 

on a model that suggests there is an ongoing interaction 

between five levels of society which may inhibit or encour

age alcohol and/or drug use: "These levels include; (1) the 

larger legal and cultural environment, (2) the community 

environment, (3) the family and workplace environment, (4) 

immediate drinking environments; and (5) individual factors" 
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(Bennett, Weiss, and West, 1990, p. 114). These authors 

further suggest that alcohol' abuse problems "require a 

complex solution--a solution which encompasses intervention 

at the individual, family, and societal levels" (p. 114). 

The Cf!ARS program attempts to accomplish this "complex solu

tion" by providing a complex network of services to homeless 

persons with alcohol (and drug) problems: an Alcohol Crisis 

Center, two Multi-purpose Drop-in Centers, seven Residential 

Recovery Centers, a Transitional Housing Program, and 

Permanent Sober Housing. These service components are in 

addition to a county-wide shelter system for the homeless of 

413 beds, which turns away over 6,000 homeless people each 

month because it is filled to capacity. During the period 

July 1988 through March 1989, 32% of Residential Recovery 

Center participants had utilized drop-in centers before 

entering residential care, and 33% of participants between 

July and December 1988 had also used the non-alcohol-related 

services of the county Health Care for the Homeless program. 

These statistics indicate that a relatively large proportion 

of CHARS program participants were using multiple components 

of the project, as was intended. The authors also present 

statistics indicating a high, and higher-than-initially

projected, level of services provided by the Multipurpose 

Drop-in Centers, Recovery Centers, and Transitional Housing 

components of the CHARS program. Specification of the demo

graphic and social characteristics of CHARS participants, as 



well as quantification of differences between the general 

homeless population and those with drug and alcohol prob

lems, was in progress at the time this study was written. 
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Blankertz and White (1990) describe the third of the 

three above-mentioned NlAAA demonstration projects. Horizon 

House, in Philadelphia, provides residential and intensive 

psychosocial rehabilitation for 53 dually diagnosed homeless 

individuals at anyone time. liThe purpose of the project is 

to work intensively in a holistic fashion with dually 

diagnosed homeless individuals so that all of the multiple 

problems which prevent them from attaining independent 

living can be simultaneously addressed" (Blankertz & White, 

1990, p. 150). These authors state, as has already been 

mentioned here, that the dually diagnosed homeless are a 

relatively newly recognized subpopulation among the larger 

homeless group, and that their dual problems often lend them 

to fall in the "cracks" between dedicated mental health and 

substance abuse service systems. 

Horizon House has three residential sites: a 28-bed 

large group home, where all entrants first live, and an 

additional 15 slots in a board-and-care facility and 10 

supported independent housing units. Once a client has 

stabilized, he or she may move to the board-and-care or 

independent living residences, depending on his or her level 

of functioning. The initial residence for clients, the 

large group home, is a "Low Demand Residence" (LOR), which 
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is less structured in its demands on these treatment

resistant clients than a traditional "therapeutic community" 

would be. There are four components of the program: "out

reach engagement; initial assessment and linkages, indivi

dual rehabilitation and service planning; and residential 

groups and day programs" (Blankertz & white, 1990, p. 152). 

These components are stated to work within a psychosocial 

rehabilitation framework, with an emphasis on client choice 

and empowerment. The authors stress that for all components 

of the program, the case manager is the vital element in 

integrating the components and achieving service delivery. 

Case managers do "outreach" work by going to the streets and 

shelters to establish rapport with and "engage" prospective 

clients. out of 566 contacts made by case mangers over an 

unspecified period, 75 individuals were identified as 

potentially dually diagnosed. These individuals were mostly 

black (71%), male (83%), and middle aged (60% between ages 

36-64). In the assessment and linkage component, case 

managers link the entering clients with financial entitle

ments, and also throughout the program, continue to assess 

the client in order to determine whether he or she is truly 

dually diagnosed. In the rehabilitation and service 

planning component, the staff keeps fully in mind the notion 

that "unless the dually diagnosed individual freely chooses 

to embark on a rehabilitation process, that rehabilitation 

will not be effective" (Blankertz & White, 1990, p. 157). 
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Three rehabilitative tools--the service plan, the 

rehabilitation plan, and the contract--are used by the case 

manager to motivate clients to achieve their goals for 

rehabilitation, to meet the conditions of their contract, 

and to become aware of the negative consequences of sub

stance abuse. Due to the reality of frequent failure and/or 

relapse leading to discharge from the program, clients are 

allowed and encouraged to re-enter the program after a 

suitable waiting period. 

The day programs component of the Horizon House 

program allows the case managers to refer clients to either 

psychoeducational groups focusing on dual-diagnosis issues 

or self-help groups such as Narcotics Anonymous (NA) and 

Alcoholics Anonymous (AA). 

Evaluation of the Horizon House program is ongoing, 

but no data were available in this report. 

Although the three NIAA demonstration programs 

described above are evidence for a new concern for supplying 

services to the dually diagnosed homeless subpopulation, and 

appear to be examples of the provision of multiple services 

argued for by Lamb (1980), Lamb and Peele (1984), and 

Bachrach (1992); the reports concerning these programs are 

lacking in outcome measures and comparisons with methods of 

service provision to other homeless subgroups. Presumably 

these will be forthcoming in the near future. It can be 

said in support of these efforts, however, that they appear 
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to be a promising beginning in providing the complex network 

of services needed by this severely impaired population. 

One further report on a "therapeutic community" (TC) 

for severely mentally ill SUbstance abusers is that of 

McLaughlin and Peppler (1991) on Harbor House, a 35-resident 

program located in the Bronx, New York. The Harbor House 

program is modeled on the SUbstance-abuse TCs that have been 

common in this country since the 1960s--with the exception 

that the traditional TC therapeutic concepts are modified in 

the direction of less stressful, less confrontational meth

ods in order to accommodate residents who are simultaneously 

mentally ill. 

Residents are expected to remain in the program for 

18-20 months, and the cost per resident per year is high-

about $35,000. In addition, only one out of 3 residents 

completes the program. 

Most of the .counseling staff are recovering sub

stance abusers themselves, and one of the modifications from 

a standard TC is an attempt to integrate the usual TC thera

peutic approach with the "less harsh and more accepting" 

approach--the Twelve-step self-help recovery program tradi

tionally used by AA and NA. There are only two major ways 

that a resident can be terminated early from the program: 

use of alcohol or drugs or active exacerbation of psychotic 

symptoms requiring hospitalization. In the latter case the 

resident is free to return to the program immediately after 



hospitalization; but in the case of substance abuse, 

readmission is difficult and many take an extended trial 

period before it is granted. 
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Informal demographic information provided by 

McLaughlin and Peppler (1991) indicates that the all-male 

program residents were in the majority African American, 

with a sUbstantial minority of Hispanic residents, and a 

small minority of Caucasian background. The typical 

resident, before entering the program, "oscillates between 

the street, shelters for the homeless, jail, and mental 

hospitals" (McLaughlin and Peppler, 1991, p. 89). 

In the McLaughlin and Peppler study, as well as in 

the three NIAA studies reported above, outcome research is 

"in progress." However, the description of the Harbor House 

program, and one provocative case study of sUbstantial 

personal growth in one resident during his tenure in the 

program, suggest that such lengthy and expensive treatment 

is probably necessary to produce the changes necessary in 

such severely disabled individuals that will give some of 

them a chance to be independent, productive citizens. 

Harris and Bachrach (1990) describe the "Homeless 

Women's Project," a case management and referral program for 

25 homeless mentally ill women in Washington, D.C. sixteen 

of the women had a diagnosis of schizophrenia and four a 

diagnosis of major affective disorder, with four others 

having other axis I diagnoses. Thirteen of the 25 women in 
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the project had histories of alcohol and/or substance abuse. 

The age range was from 24 to 66, with more than half between 

age 34 and 55. Most of these women had, in the past, alter

nated between inpatient care and homelessness. 

Harris and Bachrach (1990) stated that during the 

(unspecified) time since the inception of the program, 19 of 

the 25 women were still enrolled. The authors also state 

that, as a group, these women exhibited a decrement in use 

of psychiatric facilities since entering the program. 

However, no statistical support for their assertion was 

offered. 

One major fact mentioned by Harris and Bachrach was 

that each woman changed residence 5.5 times while in the 

program; the median stay in a single residence was 3.8 

months, with a range of .7 to 8 months. The authors comment 

that it is possible to provide roots (with a case manager) 

to some of this population, concluding that "giving them the 

freedom to move about among residential settings may be 

instrumental in keeping them involved in a treatment program 

and off the streets" (Harris & Bachrach, 1990, p. 254). 

Schram and Giovengo (1991) describe a residential 

project which "offered a series of progressively more 

independent living experiences to young homeless women aged 

16-18 years, who had been sexually/physically/emotionally 

abused or neglected, and who had been involved in or at high 

risk for prostitution" (p. 567). These victims of childhood 
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abuse (23 of 24 clients) were theorized to have a condition 

known as "'passive victim psychology' or 'learned helpless

ness.' This condition is characterized by the victim's 

sense of alienation, low self-esteem, guilt over victimi

zation, anxiety, and powerlessness" (p. 567). The project 

was designed to help young women overcome these symptoms. 

There were three phases to the project: Phase I, an 

initial stabilization period of 4-6 months during which the 

clients participated in house activities, chores, and school 

also created therapeutic contracts addressing their indi

vidual needs. In Phase 2, the women moved into semi

independent living in a house that accommodated four clients 

and was staffed by a live-in foster parent and two full-time 

child-care staff on a 24-hour basis. Phase 3 began as the 

clients' 18th birthday approached; they were "graduated" to 

an "independent" foster home where they were prepared for 

independent living. 

In the first 2 years of the project, Schram and 

Giovengo (1991) report that it served 24 clients who were 

typically Caucasian females with a median age of 17.8 years 

and who had spent a total time of a year or more on the 

street during their lifetime. Nearly all of the clients had 

been sexually abused or neglected, with sexual abuse begin

ning at the average of 6 years and continuing for in excess 

of 5 years. In addition, most of the 28 women had experi

mented with several illicit drugs during their lives, and 
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25% had received sUbstance abuse treatment before entering 

the program. Twenty-four clients entered Phase 2 of the 

project during a 19-month period. Of these 24 clients, who 

were assessed at 6 months after completing the program, the 

adjustment of 10 (42%) was considered "positive," 8 (33%) 

were considered "negative," and 6 (25%) could not be deter-

mined due to loss of contact or for other reasons. 

A "positive" outcome occurred whenever a 
client met the requirements of program 
participation, completed the major objectives 
of the individual care (treatment) plan, was 
living in a stable situation, was employed or 
attending a school/vocational training 
program, and was free of substance abuse and 
involvement in criminal activity, including 
prostitution. In a "negative" outcome, the 
client was unable to meet one or more 
criteria for the "positive" outcome category. 
(Schram & Giovengo, 1991, p. 572) 

Two of several variables studied appeared to be associated 

with "positive" outcome: (1) no juvenile court involvement, 

and (2) less than 12 months involvement in street life. 

surprisingly, neither "positive" nor "negative" outcomes 

were associated with prior sexual or physical abuse or 

neglect, age, ethnicity, or prior involvement in prosti-

tution. It appears that the relatively small number of 

positive outcomes may be due to the strictness of the 

criteria for this outcome: many other such programs appear 

to assess a positive outcome for a client who has less-than-

ideal performance in the program. In addition, the small 

sample size of 24 in this study would tend to preclude 
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generalization of the results. This program, among very few 

reviewed here, appears to have a moderate degree of resemb

lance to the Five Points program in that it deals with a 

relatively circumscribed subpopulation of homeless and 

requires a relatively lengthy stay in the program in order 

to "graduate." 

The studies reviewed here have ranged in rigorous

ness from purely anecdotal descriptions of rehabilitation 

programs (Pressing et al., 1983) through case studies of 

single programs without a control group (Berman-Rossi and 

Cohen, 1988) to rigorously analyzed studies of the outcome 

of nursing horne care of the chronically mentally ill 

(Bootzin et al., 1989). It should be clear from the 

foregoing review that few if any of the studies mentioned 

are strongly relevant to the present study. Although it is 

helpful that rehabilitation techniques presumably common to 

the chronically mentally ill and to the type of population 

examined in the present study (non-severely mentally ill 

plus non-mentally ill, employed, homeless adults) were 

examined by many of the studies reviewed here, there appears 

to be a considerable difference between the subject popula

tions reviewed and that of the present study. In addition, 

the present study is primarily aimed at predicting charac

teristics of individuals which result in success in the to

be-described rehabilitation program dealt with here. There 

is only one study among those reviewed--Kruzich and Berg 
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(1985)--which deals directly with predicting success in a 

rehabilitation program. with regard to the program evalua

tion aspects of the present study, several of the studies 

reviewed have at least a moderate degree of applicability to 

this aspect of our study. 

The studies reviewed above do point out the impor-

tance of rehabilitation efforts in the residences of the 

chronically (and dually diagnosed) homeless mentally ill. 

The fact that even modest psychoso-cial rehabilitation 

programs can have a positive effect on the quality of life 

and skills of daily living of residents is encouraging. 

This encourages us to speculate that such efforts at reha-

bilitation may be even more efficacious in a less severely 

disturbed population of homeless individuals such as that in 

the present study. 

Hypotheses Tested 

A large number of hypotheses regarding possible 

associations between groups of IVs· and selected outcome or 

performance measures (DVs) were generated via "brainstorm-

ing" and intuition. These hypotheses were incorporated into 

(1) a set of confirmatory statistical analyses and (2) a 

partial set of confirmatory analyses which were incorporated 

with exploratory analyses which will not be discussed here . 

• For a complete listing and description of all IVs 
and DVs used here, see Appendix c. 



(See Tables 6 and 9, respectively, in the Results section 

for results of these confirmatory analyses.) 
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Among the 25 purely confirmatory analyses, 20 were 

analyses using the Monthly Functional Assessment (MFA) 

performance measure variables as DVs (these were the 

composite MFA score (COMPOS), Substance Abuse (SUBST), Self

Responsibility (SELR), Social Responsibility (SOCR), and Use 

of Community Resources (RESU», and various sets of demo

graphic and psychological variables as IVs. Thus there were 

five sets of hypotheses and analyses for each of the MFAs-

numbers 1, 2, 3, and 4--with decreasing numbers of IVs (from 

6 down to 2) for each succeeding MFA, as the N was progres

sively smaller for each succeeding MFA, and it was desired 

to keep the number of IVs near to the traditional minimum of 

one IV for each 10 SUbjects. 

Numbers 1-5, following, describe the hypotheses and 

attendant variables relating to MFA #1 data (which assessed 

individual program performance over the first two weeks of 

residence): (1) GENDER, Days in Program (DIP), Locus of 

control/Internality (LOC_INT1), the Self-Esteem Score (SES), 

the Schizophrenia scale (SC) from MMPI1, and the Ego 

Strength scale (ES) from MMPI1 were hypothesized to have 

associations with the DV (the Composite score (COMPOS1). 

The IVs were also hypothesized to be in descending order of 

strength of association with the DV. (2) with SUBST1 as DV, 

GENDER, Kahn Current (KAHCURR1), the Psychopathic Deviate 
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score from MMPII, the Locus-of-Control/Chance score 

(LOC_CHAI), and the Ego strength scale (ES) from MMPII were 

hypothesized to have associations with the DV. Again, these 

IVs are hypothesized to be in descending order of strength 

of association with the DV. (As the independent variables 

in each set of initial hypotheses were listed in descending 

order of hypothesized strength of association with the DV, 

this will not be mentioned again.) (3) with Self

Responsibility (SELRI) as DV, the variables with hypothe

sized associations were, in order: Ever treated for 

Mental/Emotional Problems? (EVERMENT), Days in Program 

(DIP), the Schizophrenia scale (SC) on MMPII, the Locus-of

control/Internality (LOC_INTI) score, the Self-Esteem scale 

(SESl), and the Ego Strength scale (ES) on MMPII. (4) with 

SOCRI (Social Responsibility) as DV, the IVs with hypothe

sized relationships were, in order: the Social Responsi

bility scale (RE) on MMPII, Gender, Days in Program (DIP), 

the Social Introversion scale on MMPII (SI), the Paranoia 

scale on the MMPI (PA), and the Ego Strength scale (ES) on 

MMPII. (5) with RESUI (Use of community Resources) as DV, 

the IVs with hypothesized relationships were: Time Spent 

Homeless (HMLSTIME), the Depression scale (D) on MMPIl, 

Gender, Age, and the Social Introversion scale (SI) on 

MMPII. 

The initial hypotheses (and the corresponding 

confirmatory analyses) for MFA #2, 3, and 4, each having the 
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five MFA variables as DVs, had the same list of IVs for each 

DV as did those for MFA #1, except that from one to four IVs 

were deleted, as mentioned above, in order to compensate for 

the progressively smaller Ns for the later MFAs. (Tables 6 

and 9 list all IVs utilized in each of the analyses 

involving each of the four MFAs.) 

The final five sets of hypotheses in the initial set 

of 2S confirmatory analyses (Table 6) all had outcome 

measures (DVs) that were not MFA variables, but were instead 

variables that allowed comparison of the three possible 

"levels of success"/residence outcome types--completion, 

voluntary exit, involuntary exit--that are central to the 

Discussion following. (1) With Completion status (COMPPROG) 

as DV, the following IVs are, in descending order of 

hypothesized strength of association with the DV: GENDER, 

Kahn Current (KAHCURRl), Locus-of-Control/Internality 

(LOC_INTl), Locus-of-Control/Chance (LOC_CHAl), and (SI) 

Social Introversion from MMPII. (2) With Days in Program 

(DIP) as the DV, the IVs were identical and in the same 

order as for COMPPROG, above: GENDER, KAHCURRl, LOC_INTl, 

LOC_CHAl, and SI. (3) With EXITTYPE (voluntary vs. 

involuntary exit) as DV, the IVs hypothesized to have 

associations with the DV were, in order: GENDER, Kahn 

Current (KAHCURR), and Locus-of-Control/Internality 

(LOC_INTl). (4) with INVOI (Involuntary exit due to alcohol 

use vs. involuntary exit due to other drug use) as DV, Kahn 
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Current (KAHCURR) and the Psychopathic Deviate scale from 

MMPI1 (PD) were the IVs. (5) Finally, with INV04 (Involun

tary exit due to drug or alcohol use vs. involuntary exit 

due to "other" reasons) as DV, KAHCURR, GENDER, and the 

Psychopathic Deviate scale (PD) from MMPI1 were the IVs. 

In the confirmatory portion of the 

confirmatory/exploratory analyses, containing five further 

sets of hypotheses (see Table 9), the MFA1 variables SUBST1 

(Substance Abuse), SELR1 (Self-Responsibility), SOCR1 

(Social Responsibility), and RESU1 (Use of community 

Resources) were used as the independent variable (rather 

than as the dependent variable as was the case in the 

initial, purely confirmatory Analyses) in order to detect 

possible predictive relationships between these variables 

and six dependent or outcome measures defining/describing 

completion and the various types of exit. The six dependent 

variables in the confirmatory portion of the confirma

tory/exploratory analyses were: (1) completion status 

(completers vs. non-completers) (COMPPROG), (2) Days in 

Program (DIP), (3) Type of Exit (voluntary vs. involuntary) 

(EXITTYPE), (4) INV04 (Involuntary exit due to alcohol or 

drug use vs. involuntary exit due to "other" reasons), 

(5) G2 (Completers vs. voluntary exiters), and (6) G3 

(Completers vs. involuntaryexiters). In this set of 

analyses, the IVs SUBST1, SELR1, SOCR1, and RESU1 were 

hypothesized to have relationships with each of the six DVs, 
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and in the same descending order of strength of association 

with each DV. There was one exception to the above-stated 

description of these analyses as having the same four MFA 

IVs, in the same order, for each of the 6 DVs: with G2 

(completers vs. volun"tary exi ters) as DV, SUBSTl had to be 

excluded from the usual set of four IVs, due to the fact 

that both completers and voluntary exiters necessarily had 

to have a "perfect" or maximum SUBSTl score (if they had 

less than a perfect SUBSTl score, they would necessarily 

have been involuntary exiters)--and thus there would have 

been absolutely no variability in their SUBSTl scores. 

This completes the listing of the relatively large 

number of "weakly held"· hypotheses connecting demographic 

and psychological variables/characteristics with measures of 

outcome/"success" in performance in the Five Points Program. 

• By saying "weakly held," it is meant that--as these 
hypotheses were generated largely by exercise of the 
writer's intuition and were not based on any rigorous 
theoretical constructs--not a great deal of confidence was 
placed in these formulations, and they were seen largely as 
exploratory hypotheses aimed at generating the kind of 
information necessary for future theory-building regarding 
the homeless. 
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METHOD 

Foreword: The Five Points Program 

The purpose of this study was to develop, by means of 

administration of psychological tests and questionnaires, a 

set of variables associated with individual level of success 

in the Five Points Transitional Apartments program for 

working, adult homeless persons.· 

The Five Points Transitional Apartments Program had 

28 one-bedroom apartments available at a subsidized rate, 

depending on residents' income, for room and board for those 

who were accepted. Residents shared shopping, cooking, and 

cleanup chores and took their meals in a community dining 

area. 

The Five Points Program was designed primarily for 

homeless persons who were currently employed, but some 

unemployed homeless persons were also accepted, under the 

condition that they would actively seek employment. 

Referrals account for approximately 50 percent of 

persons accepted into the program: community sources of 

referrals include the Adult Probation Department, the Job 

Training Program, adult diversion, the Primavera Shelter for 

• A project of the Primavera Foundation, a nonprofit 
corporation based in Tucson, Arizona. 
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the Homeless, domestic violence shelters, substance abuse 

programs--including the local VA alcohol and substance abuse 

program--and others. The remaining 50 percent of applicants 

came primarily from street drop-ins, other shelters for the 

homeless, and Alcoholics Anonymous groups. 

In the first step in application to the Five Points 

Program, the applicant was given an application form (see 

Appendix A) and the nature of the program was explained to 

him/her. At the same time, each applicant was interviewed 

by the program director. At this stage, any applicant 

deemed to be severely mentally ill (e.g., psychotic) would 

be rejected by the program director (the major exception to 

this is persons with a diagnosis of bipolar disorder or 

depression who were currently stabilized on medications). 

The second step in the admission process was the 

applicant's interview with a case manager. If the applicant 

was found acceptable up to this point, he/she was requested 

to attend a Monday evening community meeting of program 

residents. Although residents did not formally have the 

power to veto an applicant's admission, their wishes were 

considered prior to the final decision by staff (Program 

Director and Case Managers) whether or not to admit the 

individual. 

Once an individual received final acceptance by 

staff, he/she was invited to move in. Once an applicant was 

invited to move in, he/she met a second time with the 
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program director and was also given a Participant orien

tation Manual, a Participant's contract, a copy of the 

program's standards of Disciplinary Action (see Appendix A 

for samples of these), and a thorough orientation to the 

facility. 

After moving in, each applicant was required to 

attend 12 hours weekly of "programming." The first four 

hours, required of each resident, consisted of a one hour 

weekly meeting with his/her case manager, a weekly one hour 

community meeting each Monday, and a weekly two-hour 

community support group. The other eight hours of weekly 

programming were as follows. In his/her first 30 days, each 

resident must have participated in eight total hours weekly 

of training in conflict resolution, communication, stress 

management, community building, and budgeting. After the 

first 30 days--during the residents' second, third and 

fourth months--courses in 12-step programs (alcohol and drug 

abuse issues), adult literacy, relapse prevention, leader

ship, general consciousness broadening, and other topics 

were offered, as well as the possibility of substituting 

some hours in community attendance at individual or group 

psychotherapy, adult education, alcohol or substance abuse 

counseling (including AA and NA meetings), rape crisis 

counseling, job skills counseling, or other programs offered 

in the outside community. 
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The Five Points Transitional Apartments Program was 

designed for an individual to remain in residence for six 

months or longer. During the last month or two, the 

resident's "free" eight hours of weekly "programming" were 

typically taken up by training in preparation for leaving, 

money management, utilization of community resources, and 

the like. 

Reasons for early, mandatory discharge/involuntary 

exit from the program included use of illicit substances (or 

alcohol if this was deemed a problem for the resident); 

failure to obtain employment within a reasonable time; or 

other consistent noncompliance with program rules, including 

failure to pay debts owed to the program or to others. 

Subjects 

Subjects were volunteers chosen from the pool of 

81 consecutive entrants into the Five Points Transitional 

Housing Program during the period March 15, 1991 through 

March 14, 1992. Three potential subjects either refused to 

be interviewed or failed to keep appointments to be inter

viewed. The remaining 78 new residents were interviewed 

briefly either by program staff (during the first 6 weeks 

of the research project)or by this writer--the principal 

investigator--after that time. The interview consisted of a 

brief explanation of the nature of participation that would 

be required of volunteers for the project. Each prospective 
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subject was then asked whether he or she would like to 

volunteer to participate in the project. Twelve of these 

refused outright to participate, and another seven accepted 

participation but then refused at a later time before test

ing was begun. Of the remaining 59 potential subjects who 

volunteered for the research project, four left the program 

before initial testing could be performed, the initial 

Minnesota Multiphasic Personality Inventory-2 (to avoid 

confusion with variable acronyms, the MMPI-2 will herein

after be referred to as the MMPI), data were lost for two 

subjects, and one volunteer was excluded because he did not 

meet the literacy criterion for the MMPI (at least a sixth 

grade education). The remaining 52 volunteers made up the 

subject sample for this investigation. 

Method of Assessment 

Each subject was followed and periodically assessed 

via psychological tests and questionnaires for a period of 

120 days--lIcompleters ll--or when he or she exited the Five 

Points Program, which ever carne first. subjects who stayed 

in the research project for at least 120 days were assessed 

via three Independent Variable Batteries (IVBs) about 2 

months apart. All subjects received at least the first IVB 

(IVB #1). 

IVB #1 consisted of the following tests and ques

tionnaires: (1) a Demographic Social History (adapted from 
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Kahn et al. 1987), (2) a questionnaire on Drinking and Drug 

Patterns and Effects (Kahn & Gingras 1983), the MMPI-2, 

(4) the Folstein Mini Mental state Exam (Fo1stein, Folstein, 

& McHugh, 1975), the Levenson Locus-of-Control Scales 

(Levenson 1981), and (6) the Rosenberg Self-Esteem Scale 

(Rosenberg 1965, 1979). 

IVB #1 was administered usually within one week of a 

subject's entry into the Five Points Program (plus or minus 

7 days), with some exceptions ranging up to one month post

entry for a few subjects for the MMPI, which was admini

stered by program staff, during the first 4 months of the 

research project. Due to limitations on program staff time, 

this writer--the principal investigator--assumed responsi

bility for administering the MMPI, in addition to the 

balance of IVB #1, beginning about July 15, 1991. 

IVB #2 consisted of a repeated administration of the 

Fo1stein Mini Mental State Exam (the Fo1stein), the Levenson 

Locus-of-Control Scales (the LOC scales), and the Rosenberg 

Self-Esteem Scale (SES). IVB #2 was administered approxi

mately sixty days after IVB #1, plus or minus two weeks in 

most cases. 

IVB #3 consisted of another repeated administration 

of the Folstein, the LOC scales, and the SES, as well as 

another administration of the MMPI. IVB #3 was administered 

approximately 2 months after IVB #2, plus or minus 2 weeks, 

but in nearly all cases before the subject had been in the 



program for 120 days. See Table 1 for a summary of IVB 

instruments and times of administration. 
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In addition to independent variable instruments, each 

subject was evaluated, beginning approximately 15 days after 

entry into the program and after 45, 75, and 105 days in 

residence, on a dependent variable or performance instru

ment, the Monthly Functional Assessment (MFA). During the 

first four months of the research project, each subject's 

case manager filled out the MFA evaluation form which 

assessed the subject's current level of performance in the 

program, such as hygiene, cooperation with program rules and 

regulations, self-responsibility, social responsibility, use 

of or abstinence from street drugs or alcohol, use of commu

nity resources, and the like. After the initial four months 

of the research project, the principal investigator took 

over the task of filling out the MFAs due to limitations on 

staff time. This was accomplished by having the principal 

investigator attend the weekly Five Points Project staff 

meetings, and asking the staff present--usually the 

director, assistant director, resident manager, and two case 

managers--to agree on a rating for the subject in question 

on each MFA item. Usually 1-3 MFAs were completed at each 

staff meeting. Due to limitations on staff time, and sched

uling considerations, MFAs were not always completed on 

time. In fact, there were a few that were completed 

retrospectively, up to 1 month after their due date, and 



Table 1. Summary of Independent Variable Battery admini
strations. 

IVB #1: 0-14 days after entry 
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1. Demographic Social History Questionnaire 

2. Kahn Drinking and Drug Patterns and Effects Question
naire (Kahn) 

3. Minnesota Multiphasic Personality Inventory-2 (MMPI) 

4. Folstein Mini Mental State Exam (Folstein) 

5. Levenson Locus-of-Control Scales (LOC Scales) 

6. Rosenberg Self-Esteem Scale (SE Scale) 

IVB #2: 60 days after IVB #1, ± 14 days 

1. Folstein 

2. LOC Scales 

3. SE Scale 

IVB #3: 60 days after IVB #2; + 7, - 14 days 

1. MMPI 

2. Folstein 

3. LOC Scales 

4. SE Scale 



thus depended on the accuracy of staff's memory for the 

subject's behavior during the time frame in question. 

It should thus be clear that all subjects were 

assessed, at a minimum, on IVB#1 and MFA#1. 

Description of Independent 
Variable Instruments 
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The following is a brief description of each IVB 

instrument and a limited discussion of its reliability and 

validity. 

The Demographic Social History, adapted from that of 

Kahn et al. (1987) is a 14-item questionnaire containing 

questions regarding gender, age, ethnicity, education, time 

spent homeless, and several others relating to coping 

behaviors of homeless persons--including questions relating 

to present medications and history of treatment for mental 

or emotional problems (see Appendix B for a sample of this 

instrument). Although all 14 items appear to have adequate 

face validity, there have been no formal studies of the 

reliability or validity of this instrument. However, it was 

found to give useful information regarding the demographics 

of homeless populations in two studies by Kahn and 

colleagues (Kahn et al., 1987). Several independent 

variables were derived from this instrument for use in 

statistical analysis of this data. 

The Drinking and Drug Patterns and Effects question

naire (Kahn & Gingras 1983) is a 38-item questionnaire with 
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a maximum possible score of 43 and a minimum possible score 

of zero--higher scores indicating abuse of alcohol and/or 

street drugs. The single score on this instrument was used 

as one independent variable in the analysis of the data, 

along with two subdivisions of this questionnaire, the Kahn 

Current and Kahn Past, which will be described later. 

Although the items on this questionnaire all appear to have 

reasonable face validity, it appears that questions relating 

to alcohol abuse are relatively more numerous than those 

pertaining to use of street drugs, thus causing alcohol 

abusers to score in general higher than street drug abusers. 

Individuals who scored 22 or above were identified by Kahn 

and Gingras (1983) as serious-to-severe substance abusers. 

The reliability of this instrument in distinguishing alco

holics and nonalcoholics proved to be good when Kahn and 

Gingras (1983) cross-validated their results on a second 

sample of alcoholics in treatment versus medical outpatient 

controls. The reliability and validity of this instrument 

in distinguishing abusers versus nonabusers of street drugs 

have apparently not yet been studied. 

The MMPI-2 is a recent (1989) revision of perhaps the 

most widely used psychological/personality test instrument 

in existence. (See Hathaway & McKinley (1989) and Butcher 

(1990, 1994) for extended discussions of the reliability and 

validity of this instrument.) Scores on the three validity 

scales (L, F, and K), the ten standard scales (Hypochondri-
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asis (HS), Depression (D), Hysteria (HY), Psychopathic 

Deviate (PO), Masculinity-Femininity (MF), Paranoia (PA), 

Psychasthenia (PT), Schizophrenia (SC), Hypomania (MA), and 

Social Introversion (SI»; and three supplementary scales 

(Ego-strength (ES), McAndrews Alcoholism--Revised (MAC-R), 

and Social Responsibility (RE» were used as some of the 

independent variables in the data analysis. It should be 

noted that the 567 items on the MMPI have been designed to 

require a minimum of a sixth grade reading level--a criter

ion that was met by all sUbjects. 

The Folstein Mini Mental State Exam (Folstein) is a 

relatively simple device used to screen subjects for cogni

tive dysfunction/brain impairment. The maximum possible 

score is 30 and the minimum is o. There are eleven items, 

which assess orientation to person, place, and time; memory; 

attention and concentration; ability to follow simple 

commands; ability to read; and a visual reproduction task. 

Normal, unimpaired performance is represented by a score of 

24 or greater on this instrument. The single score on this 

test was used as one independent variable in the data 

analysis. 

The Levenson Locus-of-Control Scales (Levenson 1981) 

is a 24-item instrument that results in 3 subscale scores-

"Internality," "Powerful others," and "Chance," with a 

possible score range of 0-48 on each subscale. These 

subscales are designed to assess how an individual perceives 
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his or her ability to control events in their life. 

Compared to Rotter's original locus-of-control scale, a 

unidimensional scale measuring only internality/externality, 

the Levenson LOC scales are designed to measure a multi

dimensional concept of locus of control. Levenson (1981) 

presents ample evidence for the reliability and validity of 

this instrument in her review paper. The three subscale 

scores--Internality, Powerful Others, and Chance--were used 

as three independent variables in the data analysis for this 

project. 

The Rosenberg (1965) Self-Esteem Scale (SES) contains 

10 self-statements which appear to have high face validity 

in assessing the level of an individual's self-esteem. Five 

of the items are positive in regard to self esteem and five 

are negative; e.g., "A times I think I am no good at all." 

The scores on the five negative items were reversed to give 

a consistent measure of self-esteem with a range of 1-4 on 

all items. Thus, scores on this instrument could range from 

10-40, with higher scores indicating higher self-esteem. 

The single score on this instrument was used as an indepen

dent variable in the data analysis. See Rosenberg (1965) 

for a review of reliability and validity studies on this 

instrument. 
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The Dependent Variable Instrument: 
The Monthly Functional Assessment 

The above-described independent variable instruments 

were chosen to represent a selection of demographic and 

psychological variables which would presumably be associated 

with an individual's success or failure ("level of success") 

in the Five Points Program. One of the principal perform-

ance measures assessing success in the program, the Monthly 

Functional Assessment (MFA), is described below.· In 

addition to the measures of a subject's performance in the 

Five Points Program assessed by the MFA, several other 

simple measures of performance were also used as dependent 

or criterion variables in the data analysis. These were: 

(1) whether or not a subject completed 120 days in the 

program (COMPPROG), (2) if the subject did not complete 

120 days in residence, how many days did he/she complete 

(days in program (DIP», (3) for those subjects who exited 

the program before completing 120 days in residence, whether 

their exit was voluntary or involuntary (EXITTYPE), and 

(4) if the exit was involuntary, was it due to (a) a return 

to alcohol abuse, (b) a return to street drug abuse, or 

(c) other types of noncompliance with program rules and 

regulations (INVOTYPE). 

• The rema1n1ng principal performance/outcome 
measures, the three "residence outcome types"--completion, 
voluntary exit, and involuntary exit--are described fully at 
the beginning of the discussion. 
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The Monthly Functional Assessment (MFA) (see Appendix 

B for sample) was scored as a 37-item questionnaire designed 

to measure a subject's level of performance while a resident 

in the Five Points Program. This was later reduced to 30 

items due to missing data on some questions (see beginning 

of Results section for a discussion of this procedure). 

This writer generated this set of questions, which dealt 

with subject performance in a variety of areas: hygiene, 

nutrition, cooperation with program rules, cooperation with 

others, use of community resources, and reversion to street 

drug or alcohol use. Each question had a range of possible 

scores from 0 to 4, in integral steps, with higher numbers 

indicating higher performance.· Next, in consultation with 

Five Points staff, the questions were sorted into groups 

which we felt tended to measure the same aspects of a 

subject's performance. This process resulted in four groups 

of questions, each of which was subsumed under a different 

dependent variable. The dependent variables arrived of in 

this manner were: (1) presence or absence of substance 

abuse (SUBST), (2) level of responsibility for self (SELR), 

(3) level of social responsibility (SOCR), and (4) level of 

• It should be noted that there were three items on 
the MFA for which higher scores meant worse performance. 
Before the scores for these items were coded for data 
analysis, they were rescored by applying the formula: New 
Score = 4 - C, where C was the original score, thus result
ing in higher numbers signifying better performance on all 
items. 
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use of community resources (RESU). See Table 2 for a 

listing of MFA items subsumed under each dependent variable. 

See also Appendix B for a sample copy of this instrument. 

An alternate, composite overall dependent variable 

(COMPOS) was also derived by calculating the mean of the 

mean scores for SUBST, SELR, SOCR, and RESU on each MFA 

administered. This composite variable was used in alternate 

data analysis procedures (see Results section, following). 

Plan of Analysis of Five Points Data 

The Confirmatory Analyses 

It was originally intended--when a total of approxi

mately 100 subjects was expected--to subdivide the subjects 

into two groups and perform an exploratory statistical anal

ysis on one group in order to identify the 10 independent 

variables which accounted for greatest amount of variance, 

and then to perform a confirmatory, cross-validational ana

lysis on the other group using the 10 independent variables 

identified in the exploratory analysis. Unfortunately, the 

total number of subjects obtained was only 52, thus necessi

tating a change in the plan for data analysis. 

The idea of performing separate analyses on each half 

of the subjects was abandoned, and it was decided to perform 

one overall series of confirmatory analyses of results 

involving the initial hypotheses and including data from all 

subjects. Thus a series of confirmatory analyses--
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Table 2. outcome variables derived from Residents' Monthly 
Functional Assessment questionnaire.* 

Variable Abbre-
viation 

Alcohol and/or SUBST 
Substance Abuse 

Self-Responsibility SELR 

Social Responsibility SOCR 

Use of community RESU 
Resources 

Items from Which Derived 

#36, 37 

#1, 2, 3, 4, 5, 6, 7, 8, 
14, 16, 18, 24, 30, 31, 32, 
33 

#11, 13, 25, 26, 27, 28, 
29, 34, 35 

#17, 19, 20 

* Of the original 37 items, #9, 10, 12, 15, 21, 22, and 23 
were eliminated due to a high percentage of missing data 
(see discussion of this procedure at the beginning of the 
Results section; and also see Appendix B for a sample of 
the MFA questionnaire). 
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hierarchical multiple regressions--was performed, using as 

dependent variables the following: (analysis #1-5), 

COMPOS1, SUBST1, SELR1, SOCRl, and RESUl; (6-10), COMPOS2, 

SUBST2, SELR2, SOCR2, and RESU2; (11-15), COMPOS3, SUBST3, 

SELR3, SOCR3, and RESU3; (16-20), COMPOS4, SUBST4, SELR4, 

SOCR4, and RESU4; (21), COMPPROG; (22), DIP; (23), EXITTYPE; 

(24), INV01; and (25), INV04. (These variables are fully 

described in Appendix C.) These confirmatory analyses were 

the first to be performed on the Five Points Project data in 

order to avoid "data-snooping." The initial hypotheses 

corresponding to each of the confirmatory analyses are 

stated at the end of the Introduction. 

The independent variables used in these confirmatory 

analyses were all taken from Independent Variable Battery #1 

(IVB1), which covered performance over the first two weeks 

of residence only. Due to the fact that there exists 

virtually no coherent body of theoretical knowledge or 

principles regarding homeless populations, selection of and 

determination of the order in which the independent 

variables were entered into the analyses was determined via 

discussions with colleagues and Five Points staff, and by 

intuitive "brainstorming" of the potential variables in 

IVBl. 

The number of independent variables used in each 

analysis was guided by the statistician's "rule of thumb" 

that there should be data from at least 10 subjects for each 
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independent variable entered. Thus, with an N of 52, five, 

and occasionally six variables were used in the analyses 

involving COMPOS1, SUBST1, SELR1, SOCR1, and RESUl (the MFAI 

dependent variables), and for the additional dependent 

variables COMPPROG, DIP, EXITTYPE, INV01, and INV04. For 

analyses involving dependent variables from MFAs #2, 3, and 

4 the number of independent variables entered was progres

sively reduced, as these MFAs had Ns of substantially less 

than 52: (N = 40, 26 and 15, respectively). 

The order in which the independent variables were 

entered into each analysis (the "hierarchy") was in decreas

ing order of strength of hypothesized association with the 

dependent variables in question (see Table 6). 

The Confirmatory/Exploratory Analyses 

The next set of statistical analyses performed was 

both confirmatory and exploratory in nature. That is to 

say, the confirmatory portion of the hierarchical, stepwise 

regressions performed was that the four MFAl subsidiary 

variables--SUBST1, SELR1, SOCR1, and RESU1--were used as 

independent variables here and forced--in hierarchical 

descending order of their hypothesized strength of relation

ship with the dependent variable--into the analysis first, 

regardless of the resulting significance level. Thus the 

first four variables, SUBST1, etc., entered into the 

analysis were those embodying some of the initial hypotheses 



III 

listed at the end of the Introduction and constituted the 

confirmatory portion of the analyses described here. The 

use of the four MFA variables--SUBST, SELR, soeR, and RESU-

as independent variables in the series of analyses reported 

here, and as dependent variables in others, might seem 

problematic. However, in this case we are merely looking 

for relationships which might exist between "dependent" and 

"independent" variables, without hypothesizing the causal 

direction of such relationships. Next, in the exploratory 

portion of these analyses, additional independent variables 

from the list presented in Table 8 were selected/entered 

into the analysis in stepwise fashion: with the constraint 

that each variable retained in the model was required to 

achieve a significance level of .15 or better. In this set 

of analyses, as well as in the set of purely exploratory 

stepwise analyses that are reported in the next subsection, 

the "rule of thumb" criterion of having 10 subjects in the 

analysis for each independent variable utilized was aban

doned. Thus, in order to maximize the exploratory breadth 

of these analyses, the risk was taken that some of the 

results would have a greater probability of being invalid. 

In abandoning the "10 subjects for 1 IV" criterion, 

capitalization on chance and possible violation of the 

assumption of homoscedasticity of variance due to an 

inordinate influence by outliers would be expected to 

negatively affect the validity of the results, probably 
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resulting in overproduction of significant results. For the 

reader's convenience, the N for each of the analyses de-

scribed in this sUbsection is reported in Table 9, together 

with the other results. 

The Purely Exploratory Analyses of 
the Five MFA1 Dependent Vari.ables 

As it was also desired to use the five MFA1 variables 

as dependent variables again in wide-ranging exploratory 

analyses with a relatively large number of independent 

variables, the following analyses were performed. The set 

of analyses described here were multiple regressions with 

the independent variables, which were entered in stepwise 

fashion into the analysis (again with the constraint that 

variables kept in the model had to achieve a significance 

level of .15 or better), chosen from the same pool of 28 

independent variables (see Table 8) as were those in the 

confirmatory/exploratory analyses described above. There 

was one difference between these two sets of analyses: in 

the confirmatory/exploratory analyses, the MFA! variables 

SUBST1, SECR1, SOCR1, and RESU1 were used as independent 

variables and forced first into the analyses in hierarchical 

order; while in the purely exploratory analyses described 

here, these four variables, plus the MFA1 composite score 

variable COMPOS1 were used as the dependent variable and 

entered in stepwise fashion into the analysis. 



The 54 Ancillary. Exploratory Analyses 
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In the interest of thoroughness, a further, possibly 

somewhat redundant, ancillary set of exploratory General 

Linear Model (GLM) analyses was performed using COMPPROG as 

the dependent variable and 54 variables taken from Indepen-

dent variable Battery #1 as the independent variables. 

COMPPROG was chosen as the dependent variable because prior 

analyses had shown it to be a potent measure of performance 

for residents in the Five Points Program. 

Further Exploratory Analyses of Residence 
outcome variables comparing Completers 
and Voluntary Exiters (G2). and Completers 
and Involuntary Exiters (G3) Both. Using 
All MMPII Scales as Independent Variables 

These two sets of analyses, comparing "completers" 

with the two different types of "exiters," were performed in 

order to obtain a more detailed look at possible relation-

ships with MMPII variables which was not feasible simply by 

using COMPPROG (completers vs. both types of exiters 

combined). These results are displayed in Table 12 and 

described in the Results section. 

Additional Descriptive and Exploratory 
Inferential statistics 

In addition to the five presumably most important 

sets of analyses described immediately above, there were ten 

further sets of descriptive and inferential statistics 



114 

reported in the last two-thirds of the Results section. 

Rather than describe these at length, they are listed in 

Table 3 by means of a simple title for each set, which will 

hopefully, in combination with perusal of the descriptions 

of the first five sets of analyses, beginning with the 

confirmatory, give the reader a useful preview of the 

results section. 



Table 3. Description of further sets of analyses of Five 
Points data. 

A. MMPII descriptive statistics for various residence 
outcome types (completers, voluntary exiters, and 
involuntary exiters) 
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B. MMPII vs. MMPI3 comparisons for completers: descriptive 
and univariate statistics 

c. Descriptive statistics by completion status for IVBl, 2, 
and 3 scores on the Folstein (FOLSTEI), Self-Esteem 
Scale (SES), LOC/Internality, LOC/Powerful Others, and 
LOC/Chance 

D. Further exploratory GLM analyses using completion status 
as DV and IVB2 means for FOLSTEI, SES, LOC_INT, LOC_PO, 
and LOC_CHA as IVs 

E. Univariate statistics comparing IVBl and 2, 1 and 3, and 
2 and 3 scores for completers on FOLSTEI, SES, LOC_INT, 
LOC_PO, and LOC~CHA 

F. Correlations between Kahn Current 1, Kahn Past 1, and 
the McAndrews Alcoholism Scale from MMPII 

G. Descriptive statistics for Kahn total and substance 
problem (SUBSPROB) for all subjects 

H. Further exploratory GLM analyses with KAHTOT and 
SUBSPROB as IVs and various residence outcome variables 
as DVs 

I. Further exploratory GLM analyses with mental/emotional 
problems (MENTPOROB) as IV and various residence outcome 
variables as DVs 

J. Statistics describing the 10 Five-Points subjects who 
were currently being treated for mental/emotional 
problems 
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Appendix C lists and describes all independent and 

dependent variables used in the analysis of the Five Points 

Project data. Hopefully this table, although lengthy, will 

assist the reader in gaining a clear and relatively simple 

overview of the variables assessed, including the variable 

abbreviations that will be used throughout this text; e.g., 

D_MMPI1 indicates the Depression scale score on the MMPI 

administered in Independent Variable Battery #1 (IVB1), 

while D_MMPI3 indicates the corresponding score on the MMPI 

administered in IVB3. (There were no "MMPI2" variables, as 

the MMPI was not administered in IVB2.) 

with regard to independent variable measures, it 

should be noted first that not all data from the Demographic 

Social History (DSH) questionnaire were used as variables in 

the data analyses. (See later sUbsection on descriptive 

statistics from the DSH.) In addition, for questions #6, 

8, and 11 (see Table 5), percentages could total more than 

100, as subjects were free to choose more than one of the 

possible answers. 



117 

As the Kahn Alcohol and Drug Use Patterns and Effects 

Questionnaire assessed primarily current drug and alcohol 

use in questions #1-6, and assessed primarily past alcohol 

and drug use and experiences in questions #7-34, this 

instrument was divided into two subsidiary independent 

variables: "KAHNCURRENT" (KAHCURR), which was the total 

score for questions #1-6; and "KAHNPAST" (KAHPAST), which 

comprised the total score for questions #7-34. In addition, 

the total score for all 34 items was used as an independent 

variable as well: "Kahn Total" (KAHTOT). (The reader 

should be reminded here that Kahn & Gingras (1983) found 

that a cutoff score of 22 or higher on KAHTOT indicated that 

the respondent had a severe alcohol and/or illicit 

substance abuse problem.) 

On the Folstein Mini Mental state Exam (FOLSTEI), it 

should be noted that scores of 24 and above out of a 

possible 30 suggest that the subject is free of cognitive 

impairment. 

It should be further noted that as the raw scores for 

the three Levenson Locus-of-Control scales (Internality, 

LOC-INT), Powerful Others (LOC-PO), and Chance (LOC-CHA) 

could potentially vary between -24 through 0 to +24, these 

scores were transformed before data analysis by adding +24 

to each; thus eliminating negative values and giving each of 

these scales a potential range from 0 to 48. 
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On both sets of MMPI results (MMPIl, from IVBl; and 

MMPI3, from IVB3) , there were a small number of T-scores 

that were off-scale either above 120 or below 30, that had 

to be estimated by visual extrapolation above or below the 

T-score axis limits on the MMPI record sheets. Specifi

cally, there were nine validity scale F-scores which had to 

be estimated (3 F scale scores above 120; and 6 K scale 

scores below 30), and a total of approximately 10 Ego

Strength (ES) and Social Responsibility (RE) scale scores 

below 30, which also had to be estimated. Note also that 

low scores on ES and RE indicate possible psychopathology, 

not high scores as on all other MMPI clinical and supple

mentary scales used here. There were also a fairly large 

number (somewhere between 10 and 25) of MMPI1 and MMPI3 

protocols which, by examination of the validity scales, 

appeared to be of suspect validity. This problem will be 

treated at length in the Discussion section. 

There were also problems with missing data on the 

principal dependent variable source, the Monthly Functional 

Assessment (MFA). On many MFA items, staff either could not 

remember or had not observed the behavior in question during 

the time frame for any given MFA. Thus, there were 21 MFA 

items which had missing data on at least one of the 132 MFAs 

completed. It was decided, on an arbitrary basis, to delete 

from the MFA data base all items which had ~ 20% (26 or 

more) missing values, and to replace missing values on items 
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with from one up to 25 missing values « 20%) with the mean 

score for all subjects who had scores for that item on that 

particular MFA number (#1, 2, 3, or 4). As a result, seven 

items (#9, 10, 12, 15, 21, 22, and 23) were deleted from the 

MFA results; and on another 14 items (#1, 3, 6, 7, 8, 11, 

16, 17, 19, 20, 24, 25, 28, and 30) most of which had 

between one and 3 missing values--the missing values were 

replaced with the mean for all other subjects for whom that 

item was completed on a particular MFA number. 

There was a further problem with the Substance Abuse 

(SUBST) variable on the MFA. This variable was calculated 

as the mean score from items #36 and 37, which asked about 

number of alcohol or drug "slips," respectively, during the 

MFA month. it was initially assumed when constructing these 

MFA items that an individual would be allowed up to 3 or 4 

alcohol or drug "slips" during anyone month without being 

told by staff to leave the Five Points Program. This was an 

erroneous assumption: in nearly all cases, one drug or 

alcohol "slip" was sufficient for an individual to be forced 

to exit the program. Thus, the two SUBST items on alcohol 

and SUbstance abuse were not free to vary between 0 and 4, 

but essentially was limited to a score of 3 (one "slip") or 

4 (no "slips"). Another MFA variable, Use of Community 

Resources (RESU), which originally contained four items 

(#17, 19, 20, and 21) was reduced to three items (#17, 19, 

and 20) after #21 was deleted due to having ~ 20% missing 
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values. In addition, the three remaining items subsumed 

under this variable all had at least one missing value. 

ThUS, this variable also was limited in usefulness by having 

so few items, and some of those having mean scores in place 

of missing data on several MFAs. 

As a final note regarding irregularities in collec-

tion of dependent variable data, it should be noted that 

although there were 15 "Completers" (individuals who com

pleted at least 120 days in residence during the study), 

only 12 of these performed IVB3. This was due to the fact 

that two comp1eters, although remaining in the Five Points 

Program, refused further participation in the research 

project before they were due to be administered IVB3 (one of 

these performed only IVB1); and one, who completed exactly 

120 days in residence, left the program several days before 

he was due to be administered IVB3. 

comparison of Participators with 
Nonparticipators in the 

Five Points Research Project 

Before considering the analysis of data from the 

52 subjects/participants for whom there is complete data, it 

may be of interest to compare participants in the research 

project with those residents entering during the project 

year who refused to participate. Fortunately, limited data 

on those residents who declined to participate were made 

available to the principal investigator by program staff. 
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Of the entire sample of 81 individuals who entered the Five 

Points Program during the research project year, 58 agreed 

to participate, 22 refused to participate, and one was 

excluded from the study due to his having insufficient 

education~-his participant status was thus never determined. 

Of the 58 subjects who agreed to participate, there were 

complete data on 52, and 6 who were excluded from the main 

study due to incomplete or lost test data. However, the 

limited data were available on all 58 residents who agreed 

to participate and on the 22 residents who refused partici

pation. 

Data available on both the participant and nonpar

ticipant group included: GENDER, AGE, ETHNICITY (Caucasian, 

Hispanic, Black, Native America, and Other), Days in Program 

(DIP) (number of days spent in residence in the Five Points 

Program, up to 120), EXITTYPE (voluntary or involuntary), 

INVOTYPE (type of involuntary exit--due to (a) alcohol use, 

or (b) illicit drug use), or (c) other non-compliance with 

program rules), and COMPPROG (whether or not an individual 

completed 120 days in the program). See Table 4 for a 

descriptive comparison of participants and nonparticipants 

on these seven dependent variables. These data were 

analyzed by means of seven analyses of variance (ANOVAS), 

with participant/nonparticipant status (PARTIC) as the 

independent variable. Two of these variables--ETHNICITY and 

EXITTYPE--had to be collapsed to two levels (Caucasian vs. 



Table 4. Descriptive comparison of Five Points project Participators and Nonpartici
pators. 

Variable 

Gender: Male 
Female 

Age (in years) 

Ethnicity: Caucasian 
Hispanic 
Black 
Native American 
Other 

COMPPROG: Completers 
Noncompleters 

Participators 

Frequency 

51 
7 

Mean S.D. 

36.9 8.2 

Frequency 

44 
5 
6 
2 
1 

Frequency 

15 
43 

(N = 58) 

Percent 

87.9 
12.1 

Range 

19-52 

Percent 

75.9 
8.6 

10.3 
3.4 
1.7 

Percent 

25.9 
74.1 

Nonparticipators (N = 22) 

Frequency 

17 
5 

Mean 

35.3 

Frequency 

14 
3 
4 
1 
0 

Frequency 

9 
13 

S.D. 

6.5 

Percent 

77.3 
22.7 

Range 

22-46 

Percent 

63.6 
13.6 
18.2 
4.5 
0.0 

Percent 

40.9 
59.1 

I-' 
I\J 
I\J 



Table 4--Continued 

Variable 

Days in Program (DIP) 

EXITTYPE: Voluntary 
Involuntary 

INVOTYPE: Alcohol 
Drugs 
Other 

Participators 

Mean S.D. 

73.0 35.5 

Frequency 

16 
27 

Frequency 

14 
2 

11 

(N = 58) 

Range 

6-120 

Percent 

37.2 
62.8 

Percent 

51. 9 
7.4 

40.7 

Nonparticipators (N = 22) 

Mean S.D. Range 

80.1 40.5 18-120 

Frequency Percent 

7 53.8 
6 46.2 

Frequency Percent 

4 66.7 
0 0.0 
2 33.3 

I-' 
IV 
W 



non-caucasian and alcohol or drugs vs. other) as an ANOVA 

could not be performed if they had more than two levels. 
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The ANOVAS comparing participators and nonpartici

pators on the seven dependent variables mentioned above 

revealed no significant differences between groups. None of 

the differences even approached an alpha level of .10. How

ever, it may be worth mentioning that in the ANOVA comparing 

participators and nonparticipators on COMPPROG, the obtained 

F-ratio was 1.71, with a probability of obtaining this 

F-ratio by chance of 0.1944 (40.9% of nonparticipators were 

Completers, compared to 25.9% for participators). 

Descriptive statistics Resulting from the 
Demographic social History Questionnaire 

Demographic Social History Questionnaire descriptive 

statistics are presented in Table 5. 

A summary of the most pertinent results from the 

Demographic Social History Questionnaire is as follows: the 

subject sample (N = 52) was 88.5% male and 11.5% female 

(46 and 6 subjects, respectively). The mean age was 36.8 

years, with a standard deviation of 8.5 years and a range 

from 19-52 years. 75.0 percent of the sample (39 subjects) 

was of Caucasian ethnicity, with 9.6% (5 subjects) Hispanic, 

9.6% Black (5 subjects), 3.8% (2 subjects) Native American, 

and 1.9% (1 subject) of "other" ethnicity (this subject was 

an immigrant from Southeast Asia). Mean years of education 



Table 5. Demographic Social History Questionnaire: Descriptive Statistics (N = 52) . 

Question Number 

1. Gender: Male 
Female 

2. Age, in years 

3. Ethnicity: Caucasian 
Hispanic 
Black 
Native American 
Other 

4. Marital Status: Single 
Married 
Separated 
Divorced 
Widowed 
Living Together 

Frequency 

46 
6 

Mean 

36.8 

Frequency 

39 
5 
5 
2 
1 

Frequency 

18 
0 

10 
21 

3 
0 

Percent 

88.5 
11.5 

S.D. Range 

8.5 19-52 

Percent 

75.0 
9.6 
9.6 
3.8 
1.9 

Percent 

34.6 
0 

19.2 
40.4 
5.8 
0 

..... 
f\.) 

tn 



Table 5--Continued 

Question Number 

5. Education, in years 

6. Where did you sleep before entering program? 
Your house 
Another's house 
Shelter 
Street/park 
Automobile 
Camp 
Hotel 
Other 

7.* How long were you homeless before entering program, 
in months? 

Mean 

12.5 

Frequency 

4 
16 
22 

8 
4 
1 
1 

33 

Mean 

8.0 

S.D. 

2.1 

S.D. 

18.4 

Range 

6-18 

Percent 

7.7 
30.8 
42.3 
15.4 

7.7 
1.9 
1.9 

63.5 

Range 

0-120 

I-' 
N 
0'1 



Table 5--Continued 

Question Number 

8. How did you get money to support yourself before 
entering the program? 

Full-time job 
Part-time job 
Public assistance 
Disability payments 
Recycling papers/cans 
Blood bank 
Food stamps 
Odd jobs 
Other 

9. Are you taking any medication at present? 
No 
Yes 

10. Are you prescribed any medications at present? 
No 
Yes 

Frequency 

10 
12 

6 
1 
2 
6 

17 
9 

17 

Frequency 

30 
22 

Frequency 

27 
25 

Percent 

19.2 
23.1 
11.5 
1.9 
3.8 

.11.5 
32.7 
17.3 
32.7 

Percent 

57.7 
42.3 

Percent 

51.9 
48.1 

I-' 
N 
-.J 



Table 5--Continued 

Question Number 

11. If yes to Questions 9 or 10, what is the 

12. 

medication for? 
High blood pressure 
Heart problems 
Diabetes 
Nervous/mental problems 
Other 

Have you ever been treated for a 
nervous/mental disorder? 

Yes 
No 

13.** If yes to Question 12, how long ago did 
treatment end, in months? 

Frequency 

4 
o 
1 

10 
13 

Frequency 

18 
34 

Mean 

19.6 

S.D. 

68.5 

Percent 

7.7 
o 
1.9 

19.2 
25.0 

Percent 

34.6 
65.4 

Range 

0-300 

I-' 
N 
OJ 



Table 5--Continued 

Question Number 

14. Do you have any medical/physical problems 
at present? 

Yes 
No 

Frequency 

16 
36 

Percent 

30.8 
69.2 

* Note that 10 subjects indicated that they were not homeless before entering the 
program (0 months homeless) . 

** Note that 10 subjects, or 55.6% of those answering yes to Question 12, stated 
that they were currently being treated for a mental disorder (MENTTlME = 0). 

....... 
f\J 
~ 
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completed were 12.5, with a standard deviation of 2.1 years 

and a range from 6-18 years. 

Mean time spent homeless before entering the Five 

Points Program was 8.0 months, with a standard deviation of 

18.4 months and a range from 0-120 months. (These statis

tics on homeless time may be somewhat misleading for the 

following reasons: (1) 10 subjects (19.2%) reported they 

were homeless for 0 months before entering the program--the 

majority of these had been residents in alcohol/substance 

abuse residential programs, such as a local veterans 

administration program, just before entering the Five Points 

program; and (2) one subject claimed the extreme value of 

10 years (120 months) homeless before entry). Perhaps a 

more representative figure for homeless time is represented 

by the 23 subjects (50% of the sample) whose homeless time 

ranged between 2.5 and 9 months. 

Ten subjects, 19.2%, stated that they were currently 

taking medications for mental/emotional problems. (For the 

purposes of this study, treatment for drug and/or alcohol 

problems was not considered to be treatment for mental/ 

emotional problems.) Eighteen subjects, 34.6% of the total 

sample, stated that they had been treated for a mental/emo

tional disorder at some time during their life--10 of these 

were currently being treated for such problems, while the 

remaining 8 had been treated at some time in the past. For 

these 18 subjects, treatment had ended a mean of 19.6 months 
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ago, with a standard deviation of 68.5 months and a range 

from 0 months (currently being treated) to 300 months for 

one subject. The relatively large number of subjects 

currently being treated (0 months since treatment), plus the 

extreme value of 300 months since treatment for one subject 

combine to make the mean figure unrepresentative of this 

subgroup of subjects. A more representative picture of the 

18 subjects who had been treated at some time for nervous/ 

mental problems is that 10 of these, or 55.6%, were 

currently being treated, while the time since treatment 

ended for the remaining 8 subjects in this subgroup was 

0.75, 1, 2, 3, 12, 18, 36, and 300 months. 

Although it was not originally planned to gather data 

on types of mental illness among residents, it was possible 

to question the 10 subjects who were currently being treated 

for nervous/mental problems as to the category of mental 

illness for which they were being treated. Of these 

10 subjects, 7 were being treated for depression, one for 

depression with psychotic features, one for bipolar 

disorder, and one for a psychotic episode. It is thus clear 

that nearly all of those being treated were suffering from 

affective disorders of one kind or another--principally 

depression. 

Finally, 16 subjects, or 30.8% of the sample, stated 

that they had medical/physical problems at present, while 
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36, or 69.2%, stated that they were not sUffering from any 

medical/physical problems. 

confirmatory Analyses 

Inspection of Tables 6 and 9 will reveal which of the 

initial hypotheses listed at the end of the Introduction 

were confirmed and which were not, simply by observing 

whether or not the p-value in the table for each confirm

atory IV is starred--indicating whether or not the 

. hypothesized relationship was found, and if it was, its 

significance level. 

Considering that this research project was largely 

exploratory in nature, results of the confirmatory analyses 

achieving the relatively generous significance level of 

0.15 or better were examined. There were 25 confirmatory 

analyses performed all told (see Table 6). Of these, 20 had 

dependent variables arising from MFA (Monthly Functional 

Assessment) scores--five each (COMPOS, SUBST, SELR, SOCR, 

and RESU) for each of the four monthly MFAs. Thus, COMPOS1 

indicates the composite MFA score on MFA #1, COMPOS2 

indicates the score from MFA #2, and so on. The other five 

dependent variables analyzed via hierarchical multiple 

regressions were COMPPROG (whether or not an individual 

completed at least 120 days in residence), DIP (number of 

days completed in residence, up to 120), EXITTYPE (Voluntary 

vs. Involuntary Exit), INV01 (a comparison of two kinds of 
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Table 6. Confirmatory analyses (25 hierarchical multiple 
regressions). 

Analysis Independent OF Sum of F-Ratio p 
Number Variables Squares 

1. Dependent Variable: COMPOS1 

GENDER 1 0.0001 0.00 0.9799 

DIP 1 0.2615 1.72 0.1960 

LOC_INT1 1 0.1122 0.74 0.3946 

SES1 1 0.1187 0.78 0.3812 

SC_MMPI1 1 0.0212 0.14 0.7104 

ES_MMPI1 1 0.0562 0.37 0.5460 

Error 45 6.8309 

2. Dependent Variable: SUBST1 

GENDER 1 0.1605 0.40 0.5303 

KAHCURR1 1 0.0003 0.00 0.9791 

PD_MMPI1 1 0.0802 0.20 0.6570 

LOC_CHA1 1 0.0032 0.01 0.9295 

ES_MMPI1 1 0.0579 0.14 0.7058 

Error 46 18.4671 

3. Dependent Variable: SELR1 

EVERMENT 1 5.7164 0.07 0.7861 

DIP 1 69.9924 0.91 0.3446 

SC_MMPI1 1 13.9420 0.18 0.6719 

LOC_INT1 1 6.1226 0.08 0.7788 

SES1 1 157.6815 2.06 0.1585 

ES_MMPI1 1 63.3170 0.83 0.3684 

Error 45 3451.6500 

4. Dependent Variable: SOCR1 

RE_MMPI1 1 0.0421 0.00 0.9649 

GENDER 1 6.5589 0.31 0.5830 

DIP 1 41.8209 1.95 0.1694 
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Table 6--continued 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

SI_MMPI1 1 117.1009 5.46 0.0240*** 

PA-MMPI1 1 52.1274 2.43 0.1260* 

ES_MMPI1 1 0.5430 0.03 0.8743 

Error 45 965.0603 

5. Dependent Variable: RESU1 

HMLSTIME 1 2.1451 0.68 0.4151 

D_MMPI1 1 0.0809 0.03 0.8739 

GENDER 1 2.3498 0.74 0.3939 

AGE 1 14.1476 4.46 0.0402*** 

SI_MMPI1 1 4.8216 1.52 0.2239 

Error 46 145.9241 

6. Dependent Variable: COMPOS 2 

GENDER 1 0.2313 1.58 0.2172 

LOC_INT1 1 0.0594 0.41 0.5283 

SES1 1 0.1921 1.31 0.2598 

SC_MMPI1 1 0.0107 0.07 0.7881 

Error 35 5.1251 

7. Dependent Variable: SUBST2 

GENDER 1 0.0571 0.57 0.4534 

KAHCURR1 1 0.0003 0.00 0.9591 

PD_MMPI1 1 0.0350 0.35 0.5567 

LOC_CHA1 1 0.0280 0.28 0.5990 

Error 35 3.4796 

8. Dependent Variable: SELR2 

EVERMENT 1 28.0967 0.49 0.4870 

SC_MMPI1 1 41. 0100 0.72 0.4018 

LOC_INT1 1 27.4500 0.48 0.4920 

SES1 1 17.5144 0.31 0.5826 

Error 35 1992.3120 
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Table 6--Continued 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

9. Dependent Variable: SOCR2 

RE_MMPI1 1 19.3350 0.75 0.3934 

GENDER 1 15.7969 0.61 0.4400 

SI_MMPI1 1 54.7547 2.11 0.1548 

PA_MMPI1 1 16.8414 0.65 0.4254 

Error 35 906.1206 

10. Dependent Variable: RESU2 

HMLSTIME 1 4.0672 1.07 0.3073 

D_MMPI1 1 0.1102 0.03 0.8656 

GENDER 1 5.7262 1.51 0.2272 

AGE 1 11. 9613 3.16 0.0843** 

Error 35 132.6291 

11. Dependent Variable: COMPOS3 

GENDER 1 0.5882 3.74 0.0662** 

LOC_INT1 1 0.0738 0.47 0.5006 

SES1 1 0.1224 0.78 0.3874 

Error 22 3.4620 

12. Dependent Variable: SUBST3 

GENDER 1 0.1465 0.68 0.4170 

KAHCURRl 1 0.0026 0.01 0.9137 

PD-MMPI1 1 0.5258 2.46 0.1314* 

Error 22 4.7098 

13. Dependent Variable: SELR3 

EVERMENT 1 84.4909 1.40 0.2493 

SC_MMPI1 1 2.6347 0.04 0.8364 

LOC_INT1 1 36.0289 0.60 0.4479 

Error 22 1327.3072 
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Table 6--continued 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

14. Dependent Variable: SOCR3 

RE_MMPIl 1 1.9886 0.08 0.7789 

GENDER 1 56.4975 2.29 0.1440* 

SI_MMPIl 1 0.3730 0.02 0.9032 

Error 22 541.6025 

15. Dependent Variable: RESU3 

HMLSTIME 1 10.4652 2.66 0.1173* 

D_MMPIl 1 1.8365 0.47 0.5018 

GENDER 1 8.9069 2.26 0.1469* 

Error 22 86.6575 

16. Dependent Variable: COMPOS4 

GENDER 1 0.0341 0.51 0.4871 

LOC_INTl 1 0.0772 1.16 0.3022 

Error 12 0.7967 

17. Dependent Variable: SUBST4 

GENDER 1 0.0242 0.32 0.5820 

KAHCURRl 1 0.0003 0.00 0.9537 

Error 12 0.9088 

18. Dependent Variable: SELR4 

EVERMENT 1 61.2095 2.24 0.1606 

SC_MMPIl 1 14.7674 0.54 0.4767 

Error 12 328.4217 

19. Dependent Variable: SOCR4 

RE_MMPIl 1 1. 6983 0.11 0.7464 

GENDER 1 0.0001 0.00 0.9979 

Error 12 186.0350 
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Table 6--continued 

Analysis Independent OF Sum of F-Ratio p 
Number Variables Squares 

20. Dependent Variable: RESU4 

HMLSTIME 1 0.1082 0.03 0.8577 

D_MMPI1 1 0.1463 0.05 0.8349 

Error 12 38.6788 

21. Dependent Variable: COMPPROG 

GENDER 1 0.9702 5.07 0.0292*** 

KAHCURR1 1 0.0195 0.10 0.7508 

LOC_INT1 1 0.0010 0.01 0.9427 

LOC_CHA1 1 0.2916 1.52 0.2233 

SI_MMPI1 1 0.5864 3.06 0.0867** 

Error 46 8.8043 

22. Dependent Variable: DIP 

GENDER 1 2998.4392 2.75 0.1043* 

KAHCURR1 1 693.5487 0.64 0.4296 

LOC_INT1 1 273.9924 0.25 0.6188 

LOC_CHA1 1 3.6397 0.00 0.9542 

SI_MMPI1 1 4140.5847 3.79 0.0576** 

Error 46 50227.8722 

23. Dependent Variable: EXITTYPE 

GENDER 1 0.0467 0.20 0.6583 

KAHCURR1 1 0.0663 0.28 0.5985 

LOC_INT1 1 0.5790 2.47 0.1257* 

Error 33 7.7404 

24. Dependent Variable: INV01 

KAHCURR1 1 0.4340 9.01 0.0133*** 

PD_MMPI1 1 0.0074 0.15 0.7042 

Error 10 0.4817 



Table 6--continued 

Analysis Independent 
Number Variables 

25. Dependent Variable: 

KAHCURR1 

GENDER 

PD_MMPI1 

Error 

* P :5. .15 
** P :5. .10 

*** P :5. .05 

DF 

INV04 

1 

1 

1 

20 
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Sum of F-Ratio p 
Squares 

0.1253 0.45 0.5117 

0.2141 0.76 0.3927 

0.0077 0.03 0.8699 

5.6113 
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involuntary exits: due to alcohol use vs. due to drug use), 

and INV04 (a comparison of alcohol use plus drug use exit 

types vs. other reasons for involuntary exit). 

Results (see Table 6) from the first five confirm

atory analyses, those involving the dependent variables 

COMPOS1, SUBST1, SELR1, SOCR1, and RESU1, from MFA #1, 

showed no independent variables with significant (p ~ 0.15) 

relationships with the dependent variables COMPOS1, SUBST1, 

and SELR1. However, for SOCR1 (Social Responsibility), 

there was a significant positive relationship with the 

independent variable SI_MMPI1 (p = 0.0240). That is, higher 

scores on the MMPI1 Social Introversion scale were associ

ated with higher scores on SOCR1. Also, for SOCR1 there was 

a significant negative relationship with PA_MMPI1 (p = 

0.1260). That is, higher scores on the MMPI1 Paranoia scale 

were associated with lower scores on SOCR1. The analysis 

using RESU1 revealed a significant negative relationship 

with AGE (p = 0.0402). That is, younger residents scored 

relatively higher on Use of community Resources than did 

older residents in assessments covering the first two weeks 

of residence. 

Results from the five analyses of MFA #2 dependent 

variables (covering days 16-45 of residence) were as 

follows: there were no independent variables with a 

significant relationship with COMPOS2, SUBST2, SELR2, or 

SOCR2. However, there was a significant positive relation-
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ship (p = 0.0843) between AGE and RESU2. In this case, 

relatively older residents scored higher than younger ones 

on Use of community Resources in MFA #2. It should be noted 

that this relationship is opposite in sign than that found 

between AGE and RESU1 for the MFA #1 data. 

For the analyses of MFA #3 (covering days 46-75 of 

residence) variables, results showed a significant rela

tionship (p = 0.0662) between GENDER and COMPOS3. The five 

females for whom MFA #3 was completed scored significantly 

higher on COMPOS3 (3.129 vs. 2.748) than the corresponding 

21 males, out of a possible score of 4.0. There was also a 

marginally significant negative relationship between 

PD_MMPI1 and SUBST3 (p= 0.1314). That is, higher scores on 

the MMPI1 Psychopathic Deviate scale were associated with 

lower scores (indicating a return to drug or alcohol use) on 

the MFA #3 Substance Abuse dependent variable. There were 

no independent variables related to SELR3 scores. There was 

a marginally significant relationship between GENDER and 

SOCR3 (p = 0.1440). Thus, the five females scored on the 

average higher than the 21 males on social Responsibility 

(the mean SOCR3 score for females was 26.40, compared to 

22.61 for males, out of a possible 36.00). There were two 

independent variables significantly related to RESU3. There 

was a marginally significant positive relationship between 

HMLSTIME and RESU3 (p = 0.1173). That is, residents who had 

spent a relatively longer time homeless before entering the 
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program had significantly higher scores on Use of community 

Resources. Second, there was a marginally significant 

relationship between GENDER and RESU3 (p = 0.1469). That 

is, the five females scored on the average higher than the 

21 males on Use of Community Resources (the average score 

for females was 8.00, compared to 6.69 for males, out of a 

possible 12.00). 

The results of the five confirmatory analyses for the 

MFA #4 data (covering days 76-105 of residence) revealed no 

significant relationships between any of the independent 

variables and the five dependent variables: COMPOS4, 

SUBST4, SELR4, SOCR4, and RESU4. This may have been due to 

the fact that only completers were evaluated in the MFA #4 

data, plus the relatively small numbers of cases included in 

that data. (The number of cases included in the MFA #1, 2, 

3, and 4 data were 52, 40, 26, and 15, respectively.) 

The results of the confirmatory analyses involving 

the five additional dependent variables COMPPROG, DIP, 

EXITTYPE, INVOl, and INV04 are reported next. For COMPPROG, 

there were two independent variables with significant rela

tionships. First, GENDER was positively and significantly 

related to COMPPROG (p = 0.0292). That is, females were 

more likely to complete 120 days or more in residence than 

were males. (Four out of six females, or 66.7%, completed; 

while only 11 out of 46 males, or 23.9% completed.) Second, 

there was a significant positive relationship between 
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SI_MMPI1 and COMPPROG (p = 0.0867). That is, higher scores 

on the Social Introversion scale of MMPI1 were associated 

with a higher likelihood of completing 120 days or more in 

residence. 

The same two independent variables, GENDER and 

SI_MMPI1 that were significant in the COMPPROG analysis, 

were also significantly related to DIP (number of days spent 

in residence, up to 120), which is highly correlated with 

COMPPROG. Females spent a longer time in residence than 

males (p = 0.1043); the mean days-in-program for the six 

females was 99, while for the 46 males it was 75. In 

addition, Social Introversion scale scores on MMPI1 were 

positively related to the number of days spent in the 

program (p = 0.0576). That is, higher scores on Social 

Introversion were associated with a larger number of days

in-program. 

The independent variable LOC_INT1 was significantly 

and positively related to EXITTYPE (p = 0.1257). That is, 

higher Locus-of-control/Internality scores were associated 

with a higher likelihood of voluntary rather than involun

tary exit from the Program. 

There was a highly significant, negative relationship 

between KAHCURR1 and INV01 (p = 0.0133). That is, higher 

scores on Kahn Current (the subset of the Kahn Alcohol and 

Drug Use questionnaire assessing mainly level of current 

alcohol use) were associated with lower scores on INV01--
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lower INV01 scores are associated with involuntary exit due 

to alcohol use, while higher scores are associated with 

involuntary exit due to drug use (INV01 was coded a = 

ALCOHOL and 1 = DRUGS). There were a total of 12 involun

tary exits due to alcohol use and only one involuntary exit 

due to drug use. There were also 11 involuntary exits due 

to other reasons than alcohol or drug use. 

There were no independent variables significantly 

related to INV04* (Alcohol and Drug involuntary exits 

combined, vs. Other types of involuntary exit). 

Part-Whole Correlations Between COMPOS1 
and SUBST1. SELR1. SOCR1. and RESUl 

In order to determine the usefulness of using the MFA 

composite score (COMPOS) to represent the aggregation of the 

four "subsidiary" MFA variables--SUBST, SELR, SOCR, and 

RESU--a part-whole correlation between COMPOSl and SUBSTl, 

SELR1, SOCR1, and RESUL1 was performed. The results are 

presented in Table 7. It is clear that although there is a 

highly significant correlation (p = 0.0001) between COMPOS1 

and SELR1, SOCR1, and RESU1, the relatively low correlation 

between COMPOS1 and SUBST1 (r = 0.2468) is substantially 

* INV02 and INV03i Alcohol v. Other, and Drug vs. 
OTHER, respectively, were not analyzed due to the small 
number of involuntary exits due to drugs, and because they 
were deemed not to be useful comparisons. 



Table 7. Part-whole correlations between COMPOS1 and 
SUBST1, SELR1, SOCR1, and RESU1. 
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COMPOS1 

SUBST1: Correlation 0.2468 

significance Level 0.0778 

SELR1: Correlation 0.8654 

significance Level 0.0001 

SOCR1: Correlation 0.8941 

significance Level 0.0001 

RESU1: Correlation 0.8319 

significance Level 0.0001 
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less than that for the others, and does not reach signifi-

cance at the .05 level (p = 0.0778). As a result, it would 

not appear wise to sUbstitute the composite measure for the 

four "subsidiary" variables in any analyses involving MFA 

data. 

The low correlation between COMPOS1 and SUBST1 may be 

due to the fact that SUBST is a variable that was not free 

to vary widely. First, because there are only 2 MFA items 

subsumed under this variable. Second, and more importantly, 

in all but one or two cases among the 12 involuntary exits 

due to alcohol or drugs, an individual was allowed only one 

"slip" before being asked to leave the program. As a 

result, nearly all "SUBST" scores were 4 (no "slips") with a 

few being 3 (one "slip"), and only one was a 2 (2 "slips") 

out of all 52 MFA #1s completed. Thus the "SUBST" variable 

score was not free to vary as widely as were those of the 

other "subsidiary" variables. 

The confirmatory/Exploratory Analyses 

Results of the confirmatory/exploratory analyses are 

presented in Table 9. See also Table 8 for a list of IVs 

selected from in both the confirmatory/exploratory analyses 

and the purely exploratory analyses involving MFA1 data. 

Before describing the results of the confirmatory/ex

ploratory analyses, it should be mentioned that the results 

for the dependent variable INV01 (Involuntary exit due to 
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Table 8. Pool of independent variables selected from in 
the stepwise analyses--both the confirmatory/ 
exploratory, and the purely exploratory analyses 
involving MFA1 data. 

Variable Name 

l. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

10. 
ll. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
2l. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 

Gender 
Age 
Ethnicity 
Education 
Homeless time 
Ever treated for mental/emotional problems? 
Hypochondriasis 
Depression 
Psychopathic Deviate 
Paranoia 
psychasthenia 
Schizophrenia 
Hypomania 
Social Introversion 
Ego-Strength 
McAndrews Alcoholism Scale--Revised 
Social Responsibility 
Folstein Mini-Mental State Exam 
Kahn Current 
Kahn Past 
Self-Esteem Scale 
Locus-of-control/Internality 
Locus-of-Control/Powerful others 
Locus-of-Control/Chance 
Substance Abuse 
Self-Responsibility 
Social Responsibility 
Use of Community Resources 

Abbrevia
tion 

GENDER 
AGE 
ETHNIC 
EDUC 
HMLSTIME 
EVERMENT 
HS_MMPI1 
D_MMPI1 
PD_MMPI1 
PA_MMPI1 
PT_MMPI1 
SC_MMPI1 
MA_MMPI1 
SI_MMPI1 
ES_MMPI1 
MC_MMPI1 
RE_MMPI1 
FOLSTEI1 
KAHCURR1 
KAHPAST1 
SES1 
LOC_INT1 
LOC_P01 
LOC_CHA1 
SUBST1 
SELR1 
SOCR1 
RESU1 
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Table 9. Results of the confirmatory/exploratory analyses; 
final step (6 hierarchical, stepwise multiple 
regressions). 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

1. (N = 52) Dependent Variable: COMPPROG 

SUBST1 1 0.2045 1.22 0.2760 

SELR1 1 0.0033 0.02 0.8894 

SOCR1 1 0.3285 1.96 0.1692 

RESU1 1 0.0868 0.52 0.4762 

GENDER 1 0.8022 4.78 0.0344*** 

PD_MMPI1 1 0.5928 3.53 0.0671** 

ES_MMPI1 1 0.9889 5.89 0.0195*** 

FOLSTEI1 1 0.5184 3.09 0.0861** 

Error 43 7.2238 

2. (N = 52) Dependent Variable: DIP 

SUBST1 1 6663.3785 6.71 0.0128*** 

SELR1 1 1033.5020 1.04 0.3128 

SOCR1 1 73.1035 0.07 0.7873 

RESU1 1 1776.6250 1. 79 0.1875 

GENDER 1 3433.5800 3.46 0.0693** 

Error 46 45650.5211 

3. (N = 37) Dependent Variable: EXITTYPE 

SUBST1 1 0.0390 0.25 0.6226 

SELR1 1 0.3697 2.35 0.1363* 

SOCR1 1 0.8135 5.17 0.0306*** 

RESU1 1 0.2930 1.86 0.1830 

ETHNIC 1 1. 0274 6.53 0.0161*** 

EVERMENT 1 1.1057 7.02 0.0129*** 

LOC_P01 1 0.7208 4.58 0.0409*** 

Error 29 4.5655 
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Table 9--continued 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

4. (N = 23) Dependent Variable: INV04 (Alcohol or drugs 
vs. other) 

SUBST1 1 0.0032 0.04 0.8490 

SELR1 1 0.0579 0.68 0.4230 

SOCR1 1 0.0204 0.24 0.6322 

RESU1 1 0.4697 5.52 0.0339*** 

HMLSTIME 1 0.7801 9.17 0.0090**** 

PD_MMPI1 1 0.7147 8.40 0.0117*** 

SI_MMPI1 1 0.3399 4.00 0.0654** 

FOLSTEI1 1 2.1461 25.24 0.0002**** 

LOC_CHA1 1 0.7164 8.42 0.0116*** 

Error 14 1.1905 

5. (N = 28) Dependent Variable: G2 (completers vs. 
voluntary exit) 

SELR1 1 0.2173 1.80 0.1953 

SOCR1 1 1.7788 14.70 0.0010**** 

RESU1 1 0.4983 4.12 0.0560** 

ETHNIC 1 1. 7933 14.82 0.0010**** 

PA_MMPI1 1 0.3809 3.15 0.0913** 

MA_MMPI1 1 2.3627 19.52 0.0003**** 

SES1 1 0.9768 8.07 0.0101*** 

Error 20 2.4207 

6. (N = 39) Dependent Variable: G3 (completers vs. 
involuntary exit) 

SUBST1 1 0.5230 2.79 0.1049* 

SELR1 1 0.1842 0.98 0.3292 

SOCR1 1 0.0014 0.01 0.9325 

RESU1 1 0.2031 1.08 0.3060 

GENDER 1 1. 2663 6.75 0.0142*** 
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Table 9--continued 

Analysis Independent OF Sum of F-Ratio p 
Number Variables Squares 

FOLSTEI1 1 1. 5332 8.18 0.0075**** 

LOC_INT1 1 0.5587 2.98 0.0942** 

Error 31 5.8114 

* P .$. .15 
** P .$. .10 

*** P .$. .05 
**** P .$. .01 



150 

alcohol use vs. Involuntary exit due to drug use) were not 

reported because the analysis was invalid: the N for this 

analysis was only 13, with 28 independent variables selected 

from; and the error DF was 1, with an error sum of squares 

of 0.000003. In addition, five.of the reported F-ratios 

were far in excess of 10,000. Also, the dependent variables 

INV02 (alcohol exit vs. other type of involuntary exit) and 

INV03 (drug exit vs. other) were not analyzed for the same 

reason mentioned in the previous sUbsection: these two 

comparisons have little meaning in light of the fact that 

there were 12 involuntary exits due to alcohol, but only one 

due to drug use. Thus, INV04 (Alcohol or drug involuntary 

exit vs. other types of involuntary exit) was the only 

"INVO" variable reported here. 

Results significant at a level between .15 and .10 

will be reported as "marginally significant ... 

In the first confirmatory/exploratory analysis, the 

dependent variable was COMPPROG (Completers = 1; Noncomplet

ers = 0). There were no significant relationships with the 

dependent variable for the four MFA independent variables: 

SUBST1, SELR1, SOCR1, and RESU1--that were hierarchically 

forced first into the analysis. Four of the exploratory 

independent variables that were next entered in stepwise 

fashion had significant relationships with COMPPROG--GENDER, 

PD_MMPI1, ES_MMPI1, and FOLSTEI1. There was a significant 

positive relationship between GENDER and COMPPROG (p = 
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0.0344), meaning that females were more likely to complete 

120 days or more in residence than were males. There was a 

significant negative relationship between PD_MMPII and 

COMPPROG (p = 0.0671). That is, residents with higher 

Psychopathic Deviate scale scores were less likely to 

complete at least 120 days in residence. There was also a 

negative relationship between ES_MMPII and COMPPROG (p = 

0.0195). That is, individuals with lower scores on the Ego 

strength subscale were more likely to complete at least 

120 days in residence. Finally, there was a significant 

negative relationship between FOLSTEIl scores and COMPPROG 

(p = 0.0861): higher scores on the Folstein Mini Mental 

state Exam were associated with lower scores on COMPPROG, 

lower scores on COMPPROG being associated with noncomple

tion. 

In the next analysis, the dependent variable was DIP 

(Days-in-program), a variable closely related to COMPPROG. 

Of the four MFA independent "confirmatory" variables, only 

SUBSTI had a significant relationship with DIP (p = 0.0128). 

This relationship was positive, and meant that higher 

Substance Abuse scores (less drug or alcohol abuse) were 

associated with a longer stay in the program. Only one of 

the "exploratory" independent variables, GENDER, was found 

to have a significant relationship with DIP; females on 

average spent more days-in-program than did males. 
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In the next analysis, the dependent variable was 

EXITTYPE (1 = voluntary exit; 0 = involuntary exit). Two of 

the four MFA independent variables--SELR1 and SOCR1--had 

significant associations with EXITTYPE. There was a margin

ally significant positive relationship between SELR1 and 

EXITTYPE (p = 0.1363); that is, higher scores on Self

Responsibility were associated with a greater likelihood of 

a voluntary rather than an involuntary exit from the 

program. There was a significant negative relationship 

between SOCR1 and EXITTYPE (P = 0.0306). Paradoxically, 

individuals who had higher Social Responsibility scores were 

more likely to have made an involuntary exit from the 

program. There were three "exploratory" independent 

variables which had significant associations with EXITTYPE: 

ETHNIC, EVERMENT, and LOC_P01. There was a significant 

negative relationship between ETHNIC and EXITTYPE (p = 

0.0161); Caucasian ethnicity was associated with a greater 

likelihood of voluntary exit from the program, compared with 

non-Caucasian or "other" ethnicity. There was a significant 

positive relationship between EVERMENT (ever treated for 

mental illness other than substance abuse = 1, never treated 

for mental illness = 0) and EXITTYPE (p = 0.0129). That is, 

ever having been treated for mental illness was associated 

with a higher likelihood of voluntary rather than involun

tary exit. Finally, there was a significant negative rela

tionship between LOC_P01 and EXITTYPE (p = 0.0409); higher 
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scores on the "Powerful others" subscale of the Locus-of

control scale were associated with a greater likelihood of 

involuntary exit from the program. 

In the next analysis, the dependent variable was 

INV04 (Alcohol or drug involuntary exit = 0; other type of 

involuntary exit = 1). Only one of the MFA "subsidiary" 

independent variables--RESU1--had a significant association 

with INV04 (p = 0.0339). Greater Use of community Resources 

was associated with a greater likelihood of involuntary exit 

for reasons other than for alcohol or drug use. There was a 

highly significant positive relationship between HMLSTIME 

and INV04 (p = 0.0090). Residents with a relatively longer 

duration of homelessness before entering the program were 

more likely to exit involuntarily for reasons other than 

alcohol or drug use. There was a significant negative rela

tionship between PD_MMPI1 and INV04 (p i= 0.0117), meaning 

that individuals who scored relatively higher on the Psycho

pathic Deviate scale were more likely to have an involuntary 

exit due to alcohol or drug use, rather than for other reas

ons. There was a highly significant positive association 

between FOLSTEI1 scores and INV04 (p 0.0002); higher 

scores on the Folstein were associated with a greater 

likelihood of involuntary exit due to "Other" reasons. 

Finally, there was a significant positive relationship 

between LOC_CHA1 and INV04 (p = 0.0116). Higher Locus-of

control/"Chance" scores were associated with a greater 
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likelihood of exiting involuntarily for reasons other than 

drug or alcohol use. 

In the next analysis, the dependent variable was 

"G2," a variable which compared completers (= 1) to those 

who made a voluntary exit (= 0) from the program before 

completing 120 days in residence. In this analysis, the 

first MFA variable planned for forced entry--SUBST1--could 

not be analyzed. This was due to the fact that both all 

completers and all of those who made a voluntary exit had 

"perfect" total scores of 8 on the two SUBST1 items in MFA1. 

As a result, there was absolutely no variability in SUBST 

for the DV "G2." In other words, all of these individuals 

would have been in the "involuntary exit" category if they 

had even one alcohol or drug "slip" recorded on the SUBST 

items of MFA1. There was no significant association between 

SELR1--the next independent variable to be forced into the 

analysis--and the dependent variable G2. However, there was 

a highly significant positive relationship between SOCR1 and 

G2 (p = 0.0010), meaning that higher MFA1' scores on Social 

Responsibility were associated with a greater likelihood of 

completing 120 days or more in residence. There was a 

significant negative relationship between RESU1--the third 

IV to be forced into the analysis--and G2 (p = 0.0560). 

That is, higher scores on Use of Community Resources were 

associated with a greater likelihood of voluntary exit 

rather than completion. There was a highly significant 
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positive relationship between ETHNIC and G2 (p = 0.0010), 

meaning that being of other than caucasian ethnicity was 

associated on average with a greater likelihood of being a 

completer rather than exiting voluntarily. There was a 

significant negative relationship between PA_MMPI1and G2 

(p = 0.0913); higher scores on the Paranoia scale were 

associated with a greater likelihood of voluntary exit 

rather than completion. There was a highly significant 

positive relationship between MA_MMPI1 and G2 (p = 0.0003); 

higher scores on the Hypomania scale were associated with a 

greater likelihood of completion rather than voluntary exit. 

Finally, there was a significant negative relationship 

between SES1 and G2 (p = 0.0101); residents who scored 

higher on the Self-Esteem Scale were more likely to exit 

voluntarily rather than to complete. 

In the sixth and final analysis of those reported in 

this subsection, the dependent variable was "G3," a variable 

comparing completers (= 1) to those who made an involuntary 

exit from the program (= 0). The only MFA subsidiary inde

pendent variable to achieve a significant relationship with 

G3 was SUBST1 (p = 0.1049). This was a marginally signifi

cant positive relationship, in which higher Substance Abuse 

scores (indicating a lower likelihood of having used alcohol 

or drugs while in the program) were associated with a 

greater likelihood of completing 120 days in residence as 

opposed to exiting involuntarily. There was a significant 
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positive relationship between GENDER and G3 (p = 0.0142); 

females were more likely to complete 120 days in residence-

rather than exiting involuntarily--than were males. There 

was a significant negative relationship between FOLSTEI1 and 

G3 (p = 0.0075); higher scores on the Folstein were associ

ated with a greater likelihood of involuntary exit rather 

than completion. Finally, there was a significant positive 

relationship between LOC-INT1 and G3 (p = 0.0942). That is, 

higher scores on Locus-of-control/Internality were associ

ated with a greater likelihood of being a completer, rather 

than exiting involuntarily. 

It should be mentioned again here that the caveat 

applies to the confirmatory/exploratory analyses reported 

here as was discussed earlier in this sUbsection: the "rule 

of thumb" of having at least 10 subjects for each indepen

dent variable in an analysis was broken. The N for the 

analyses having COMPPROG and DIP as DVs was 52--approxi

mately only two subjects for each of the 28 independent 

variables chosen from--while the situation was even worse 

for the analyses having EXITTYPE, INV04, G2, and G3 as 

dependent variables (the Ns for these analyses were 37, 23, 

28 and 39, respectively). Thus the validity of results from 

this set of exploratory stepwise multiple regressions may be 

questionable due to the aforementioned likelihood of 

capitalization on chance and possible violations of the 

assumption of homoscedasticity of variance. 



The Purely Exploratory Analyses Involving 
the Five MFA1 Dependent Variables 

In reporting the results of these analyses, those 

independent variables achieving a significance level of 

~ .15 and? .10 will usually be reported as "marginally 
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significant." Results of these analyses are summarized in 

Table 10. 

The first analysis to be performed had COMPOS1 as the 

dependent variable. There were three independent variables 

that had a significant association with the dependent 

variable: PD_MMPI1, PA_MMPI1, and SI_MMPI1. Two of these, 

PA and SI (Paranoia and Social Introversion) also had signi

ficant associations with the dependent variables SELR1 and 

SOCR1, to be reported below. There was a marginally signi

ficant positive relationship between PD_MMPI1 and the MFAI 

Composite measure, COMPOS1 (p = 0.1112). That is, higher 

scores on the Psychopathic Deviate score were associated 

with higher scores on the composite variable. There was a 

significant negative relationship between PA_MMPI1 and 

COMPOS1 (p = 0.0300). Higher scores on the Paranoia scale 

were associated with lower scores on the composite measure. 

Finally, there was a significant positive relationship 

between SI_MMPI1 scores and COMPOS1 scores (p = 0.0313). 

Higher scores on Social Introversion were associated with 

higher Composite scores on MFA #1. 
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Table 10. Results of the purely exploratory analyses 
involving MFA1 variables; final step (five 
stepwise multiple regressions). 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

1. (N = 52) Dependent Variable: COMPOS1 

PD_MMPI1 1 0.3379 2.63 0.1112* 

PA_MMPI1 1 0.6418 5.00 0.0300*** 

SI_MMPI1 1 0.6316 4.92 0.0313*** 

Error 48 6.1607 

2. (N = 52) Dependent Variable: SUBST1 

ETHNIC 1 1. 2006 3.75 0.0588** 

EVERMENT 1 1.4218 4.44 0.0404*** 

HS_MMPI1 1 1. 7152 5.35 0.0250*** 

Error 48 15.3841 

3. (N = 52) Dependent Variable: SELR1 

AGE 1 526.4569 10.22 0.0026**** 

EDUC 1 242.2607 4.70 0.0355*** 

HS_MMPI1 1 211.7987 4.11 0.0486*** 

PA_MMPI1 1 472.5239 9.18 0.0041**** 

SI_MMPI1 1 610.9305 11.86 0.0013**** 

KAHCURR1 1 214.5311 4.17 0.0473*** 

KAHPAST1 1 893.3562 17.35 0.0001**** 

Error 44 2265.6757 

4. (N = 52) Dependent Variable: SOCR1 

EDUC 1 46.2770 2.60 0.1136* 

PD_MMPI1 1 42.6209 2.40 0.1285* 

PA_MMPI1 1 89.3742 5.03 0.0299*** 

SI_MMPI1 1 163.0178 9.17 0.0041**** 

KAHCURR1 1 74.2451 4.18 0.0469*** 

KAHPAST1 1 119.2394 6.71 0.0129*** 

Error 45 799.9256 



Table 10--continued 

Analysis Independent 
Number Variables 

DF Sum of F-Ratio 
Squares 

5. (N = 52) Dependent Variable: RESU1 

AGE 

Error 

* p ~ .15 
** P ~ .10 

*** P ~ .05 
**** P ~ .01 

1 

50 

14.5314 

154.9376 

4.69 

159 

p 

0.0351** 
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In the next analysis, with SUBSTl as the dependent 

variable, there was a significant negative relationship 

between ETHNIC and SUBSTI (p = 0.0588). That is, people of 

Caucasian ethnicity were more likely to have higher 

Substance Abuse scores (indicating fewer drug or alcohol 

"slips"). The independent variable EVERMENT had a signifi

cant positive relationship with SUBSTI I(p = 0.0404). In 

other words, residents who had been treated for mental/emo

tional problems--other than substance abuse--at some time in 

their lives were less likely to have drug or alcohol "slips" 

while in residence. Finally, higher scores on HS_MMPIl 

(Hypochondriasis) were associated with lower SUBSTl scores 

(greater likelihood of drug or alcohol slips) (p = 0.0250). 

In the subsequent analysis, there were seven 

independent variables having significant associations with 

the DV, SELR1. Five of these, EDUC, PA_MMPI1, SI_MMPI1, 

KAHCURRI, and KAHPASTli were also significant, and with 

relationships of the same sign (positive or negative), in 

the next-reported analysis with SOCRl (social Responsi

bility) as the dependent variable. There was a highly 

significant negative relationship between AGE and SELRl 

(p = 0.0026). In other words, relatively younger residents 

tended to have higher MFAl scores on Self-Responsibility 

items. There was a significant positive relationship 

between EDUC and SELRI (p = 0.0355). That is, residents 

with more years of education completed were more likely to 
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have higher scores on Self-Responsibility. There was a 

significant positive relationship between HS_MMPII and SELRI 

(p = 0.0486). Thus, residents scoring higher on the 

Hypochondriasis scale were more likely to have higher scores 

on Self-Responsibility. In a highly significant negative 

relationship (p = 0.0041), individuals scoring higher on the 

PA_MMPII (Paranoia) scale were more likely to have lower 

Self-Responsibility scores. Individuals scoring higher on 

SI_MMPII (social Introversion) were significantly and highly 

more likely (p = 0.0013) to have higher Self-Responsibility 

scores on MFAI. Finally, in this analysis, both KAHCURRI 

and KAHPASTI had significant associations with the dependent 

variable SELRI. KAHCURRI (that subset of the Kahn Alcohol 

and Drug Use questionnaire assessing recent level of drug 

and/or--especially--alcohol use) had a negative relationship 

(p = 0.0473) with SELRl, meaning that higher Kahn Current 

scores (indicative of higher levels of substance abuse) were 

associated with lower Self-Responsibility scores. On the 

other hand, there was a highly significant positive 

relationship (p = 0.0001) between Kahn Past scores (higher 

scores indicating greater substance abuse problems in the 

past) and Self-Responsibility scores on MFAl, meaning that 

higher Kahn Past scores were associated with higher scores 

on Self-Responsibility items on the MFA. 

In the next analysis, SOCRI (Social Responsibility) 

was the dependent variable. As mentioned above, five of the 
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six independent variables achieving significance in this 

analysis--EDUC, PA_MMPI1, SI_MMPI1, KAHCURR1, and KAHPAST1 

--were also significantly related to SELR1. EDUC showed a 

marginally significant positive (p = 0.1136) relationship 

with SOCR1: residents who had completed more years of 

education tended to have higher scores on Social Responsi

bility. There was also a marginally significant positive 

relationship between PD_MMPI1 and SOCR1 (p = 0.1285): 

residents with higher Psychopathic Deviate scores, oddly 

enough, tended to have higher Social Responsibility scores. 

There was a significant negative relationship between 

PA_MMPI1 and SOCR1 (p 0.0299). That is, individuals with 

higher Paranoia scale scores tended to have lower scores on 

MFA1 Social Responsibility items, indicative of a lower 

level of social responsibility. There was a highly signi

ficant positive relationship between SI_MMPI1 and SOCR1 

(p = 0.0041). Thus, individuals with higher scale scores on 

Social Introversion tended to have higher MFA1 Social 

Responsibility scores. Again, as with SELR1, there was a 

significant negative relationship between KAHCURR1 and 

SOCR1, meaning that higher Kahn Current scores were 

associated with lower Social Responsibility scores. Also, 

as with SELR1, there was a significant positive relationship 

between KAHPAST1 and SOCR1, higher scores on Kahn Past being 

associated with higher Social Responsibility scores. 
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In the fifth and final purely exploratory analysis, 

the stepwise multiple regression with RESUI (Use of Commu-

nity Resources) revealed a significant negative relationship 

with AGE (p = 0.0351). That is, younger residents were more 

likely to have higher scores on Use of Community Resources. 

Results of Ancillary Exploratory General 
Linear Model Analyses Using 54 IVBl 

Independent variables. with 
COMPPROG as Dependent Variable 

In the interest of thoroughness, this set of 54 

ancillary, exploratory General Linear Model analyses was 

performed using COMPPROG (Completion status) as DV and with 

the knowledge that COMPPROG had already been shown to be a 

useful measure of resident performance. 

One possible problem with performing 54 analyses on 

the same data bases (with an N of only 52) is that seven or 

eight of these analyses would be expected to produce signi

ficant results (using a liberal significance level of .15 

as we did here) simply due to capitalization on chance. 

Indeed, ten of the 51 analyses reported here had results 

significant at the .15 level or better. However, results 

from at least two of the ten significant analyses--having 

GENDER and SI_MMPII as independent variables--were signifi-

cant at better than the .05 level and appear to further 

confirm the results of earlier analyses. The results of the 

54 GLMs are presented in Table 11, and all results signifi-



Table 11. Results of ancillary exploratory analyses with COMPPROG as dependent 
variable (54 general linear model analyses, all with N = 52). 

Analysis Number IV DF SS F-ratio p 

1. Gender 1 0.9702 5.00 0.0298*** 
2. Age 1 0.0355 0.17 0.6845 

3. Ethnicity 3 0.9090 1.49 0.2293 

4. Marital status 3 0.5096 0.80 0.4988 

5. Education 1 0.0028 0.01 0.9086 

Where did you sleep { 6. Your house 1 0.9231 4.73 0.0343*** 

while homeless? 7. Another's house 1 0.0342 0.16 0.6902 

8. Street/park 1 0.0708 0.33 0.5660 

9. Auto 1 0.9231 4.73 0.0343*** 
10. Camp 1 0.0848 0.40 0.5296 
11. Hotel 1 0.0848 0.40 0.5296 

12. Other where sleep 1 0.0224 0.10 0.7473 

13. Homeless time 1 0.0039 0.02 0.8932 

Where did you get ~ 14. 
Full-time job 1 0.0016 0.01 0.9303 

money while homeless? 15. Part-time job 1 0.2564 1.23 0.2726 

16. Public assistance 1 0.3035 1.46 0.2321 
17. Disability 1 0.0848 0.40 0.5296 

I-' 
0'1 
~ 



Table 11--Continued 

Analysis Number IV DF SS F-ratio p 

18. SSI 1 0.0931 0.44 0.5102 
19. Blood bank 1 0.1006 0.48 0.4935 
20. Food stamps 1 0.3840 1.87 0.1780 

21. Odd jobs 1 0.0478 0.22 0.6375 

22. Do you take meds? 1 0.0337 0.16 0.6924 
23. Meds prescribed? 1 0.0479 0.23 0.6370 

Reason for taking \ 24. High blood pressure 1 0.1939 0.93 0.3407 
medications? 25. Heart problems 0 0.0000 

26. Diabetes 1 0.5162 2.54 0.1172* 

27. Other 1 0.0064 0.03 0.8631 
28. Nervous/mental 1 0.1540 0.73 0.3963 

problems? 

29. EVERMENT 1 0.1914 0.91 0.3439 

30. MENTTIME 1 0.2176 0.88 0.3613 
31. Current medical 1 0.0342 0.16 0.6902 

problems? 
I-' 
0'1 
OJ 



Table 11--Continued 

Analysis Number IV DF SS F-ratio p 

32. FOLSTEI1 1 0.4455 2.18 0.1463* 

33. Self-Esteem Scalel 1 0.3167 1.53 0.2220 

34. LOC-Internality1 1 0.0258 0.12 0.7292 

35. LOC-Chance1 1 0.1443 0.69 0.4117 

36. LOC-Powerful 1 0.0386 0.18 0.6721 
Others1 

37. KAHN CURRENT 1 0.0044 0.02 0.8863 

38. KAHN PAST 1 0.1405 0.67 0.4180 

39. L MMPI1 1 0.6317 3.15 0.0822** 

40. F MMPI1 1 0.4939 2.43 0.1257* 

41. K MMPI1 1 0.4956 2.43 0.1250* 

42. BS MMPI1 1 0.2152 1.03 0.3153 

43. D MMPI1 1 0.3747 1.82 0.1835 

44. BY MMPI1 1 0.1829 0.87 0.3550 

45. PD MMPI1 1 0.1031 0.49 0.4882 

46. MF MMPI1 1 0.1311 0.62 0.4341 

47. PA MMPI1 1 0.0002 0.00 0.9745 

48. PT MMPI1 1 0.2957 1.42 0.2382 

49. SC MMPI1 1 0.1153 0.55 0.4633 
I-' 
en 
en 



Table 11--Continued 

Analysis Number IV 

50. 

51. 
52. 

53. 
54. 

IV = Independent variable 
DF = Degrees of freedom 
SS = Sum of squares 

* p < .15 
** P < .10 

*** P < .05 

MA MMPI1 

SI MMPI1 

ES MMPI1 
MC MMPI1 

RE MMPI1 

DF 

1 

1 

1 

1 

1 

SS F-ratio 

0.1041 0.49 

0.8087 4.10 

0.5277 2.60 

0.2591 1.24 

0.1231 0.58 

p 

0.4862 

0.0483*** 
0.1131* 

0.2700 

0.4486 

I-' 
0'\ 
-....I 
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cant at the .15 level or better are also described in detail 

below. 

In analysis #1, there was a significant positive 

relationship between GENDER and COMPPROG (p = 0.0298); as 

was found in earlier analyses, females were on the average 

more likely to complete 120 days or more in residence than 

were males (67% and 24%, respectively). 

Two independent variables from the set of IVs 

describing where individuals slept while homeless had a 

significant positive relationship with the dependent vari

able. In analysis #6, those who slept in their own house 

before entering the program (four individuals out of 52) 

were more likely to complete (3 of the 4 completed) than 

were those who did not (p = 0.0343). similarly, in analysis 

#9, three of the four, or 75%, of those residents who slept 

in an auto before entering the program completed, while only 

25% of those who slept elsewhere completed. In analysis 

#26, the only resident who indicated that he or she took 

medications for diabetes completed at least 120 days in 

residence, while only 27% of those not taking such medica

tions completed. In analysis #32, there was a marginally 

significant negative relationship between scores on the 

Fo1stein and COMPPROG (p = 0.1463); those who obtained 

relatively lower scores on the Fo1stein were more likely to 

complete. 



In analysis #39, there was a significant negative 

relationship between MMPI1 L scale scores and COMPPROG 
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(p = 0.0822); the mean L scale score for completers was 

49.6, while that for noncompleters was 55.5. Thus, higher 

L scores were associated with a lesser likelihood of 

completing. In analysis #40, there was a marginally 

significant positive relationship between F scale scores and 

COMPPROG (p = 0.1257)--completers had a mean F score of 

77.6, versus 67.8 for noncompleters. Thus, relatively 

higher F scores were associated with completion rather than 

noncompletion. There was a marginally significant negative 

relationship between K scale scores and COMPPROG in analysis 

#41 (p = 0.1250)--completers had a mean K score of 40.4 on 

MMPI1 versus 45.8 for noncompleters. That is, relatively 

higher K scores were associated with a decreased likelihood 

of completing. 

In analysis #51, as in earlier analyses, there was a 

significant positive relationship between SI_MMPI1 and 

COMPPROG (p = 0.0483); persons with higher scores on the 

Social Introversion scale were more likely to complete. 

Finally, there was a marginally significant negative rela

tionship in analysis #52 between ES_MMPI1 and COMPPROG (p = 

0.1131); those individuals scoring relatively lower on the 

Ego strength scale on MMPI1 were more likely to complete. 



Exploratory Analyses of Dependent Variables G2 
(Completers vs. Voluntary Exiters) and G3 

(Completers vs. Involuntary Exiters), with 
All MMPI1 Validity and Clinical Scales as 

Independent Variables (Two Sets of 16 
General Linear Model Analyses) 
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Results of the 16 GLMs analyzing G2 with all MMPI1 

independent variables are presented in Table 12, and the 

results of the corresponding set of 16 GLMs for G3 are 

presented in Table 13. As before, results of analyses 

significant at .15 or better are starred in Tables 12 and 

13 and will be described below. 

From the set of sixteen analyses using G2 as the 

dependent variable, there were only two significant results. 

In analysis #2, there was a significant positive relation-

ship between MMPI1 mean F scale scores and G2 (p = O.0370)~ 

completers tended to report more unusual experiences than 

did voluntary exiters. (Mean F scores for completers and 

voluntary exiters were 77.6 and 65.2, respectively). In 

analysis #13, there was a significant positive relationship 

between SI scale scores and G2 (p = O.0331)~ completers 

tended to score higher on Social Introversion than did 

voluntary exiters. (Means for completers and voluntary 

exiters were 62.8 and 52.1, respectively.) 

For the set of sixteen analyses using G3 as dependent 

variable, there were five significant results. There was a 

significant negative relationship between MMPI1 L scale 

scores and G3 (p = O.0365)~ thus, completers tended to score 
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Table 12. Results of exploratory analyses using G2 
(completers vs. voluntary exiters) as dependent 
variable and all MMPI1 scales as independent 
variables (16 general linear model analyses; 
N = 28). 

Analysis Independent OF Sum of F-Ratio p 
Number Variables Squares 

1. L_MMPI1 1 0.1773 0.68 0.4174 

2. F_MMPI1 1 1. 0917 4.83 0.0370*** 

3. K_MMPI1 1 0.2068 0.80 0.3806 

4. HS_MMPI1 1 0.0434 0.16 0.6898 

5. O_MMPI1 1 0.4294 1.71 0.2026 

6. HY_MMPI1 1 0.0266 0.10 0.7549 

7. PO_MMPI1 1 0.0259 0.10 0.7579 

8. MF_MMMPI1 1 0.0281 0.11 0.7480 

9. PA_MMPI1 1 0.0009 0.00 0.9530 

10. PT_MMPI1 1 0.4163 1.65 0.2099 

11. SC_MMPI1 1 0.3037 1.19 0.2863 

12. MA_MMPI1 1 0.2170 0.84 0.3689 

13. SI_MMPI1 1 1. 3487 5.06 0.0331*** 

14. ES_MMPI1 1 0.4541 1.81 0.1897 

15. MC_MMPI1 1 0.1747 0.67 0.4208 

16. RE_MMPI1 1 0.0292 0.11 0.7436 

* P ~ .15 
** P ~ .10 

*** P ~ .05 
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Table 13. Results of exploratory analyses using G3 
(Completers vs. Involuntary Exiters) as dependent 
variable and all MMPI1 scales as independent 
variables (16 general linear model analyses; 
N = 39). 

Analysis Independent DF Sum of F-Ratio p 
Number Variables Squares 

1. L_MMPII 1 1. 0423 4.71 0.0365*** 

2. F_MMPI1 1 1.0031 4.51 0.0404*** 

3. K_MMPI1 1 0.5306 2.26 0.1416* 

4. HS_MMPI1 1 0.3309 1.38 0.2483 

5. D_MMPI1 1 0.3047 1.26 0.2683 

6. HY_MMPI1 1 0.2996 1.24 0.2724 

7. PD_MMPI1 1 0.1584 0.65 0.4267 

8. MF_MMPI1 1 0.1995 0.82 0.3718 

9. PA_MMPI1 1 0.0000 0.00 0.9975 

10. PT_MMPI1 1 0.1908 0.78 0.3825 

11. SC_MMPI1 1 0.0300 0.12 0.7305 

12. MA_MMPI1 1 0.0666 0.27 0.6071 

13. SI_MMPI1 1 0.5601 2.39 0.1306* 

14. ES_MMPI1 1 0.5672 2.42 0.1281* 

15. MC_MMPI1 1 0.2687 1.11 0.2991 

16. RE_MMPI1 1 0.1807 0.74 0.3955 

* P ~ .15 
** P ~ .10 

*** P ~ .05 
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lower on the Lie scale than did involuntary exiters (L scale 

means were 49.6 and 57.6, respectively). There was, as in 

the analysis using G2 reported above, a significant positive 

relationship between F scale scores and G3 (p = 0.0404); 

completers scored higher on the F (unusual experiences) 

scale than did involuntary exiters. (F scale means were 

77.6 and 69.2, respectively.) There was a marginally 

significant negative relationship between K scale scores and 

G3 (p = 0.1416); completers scored lower on the K scale than 

did involuntary exiters. (K scale means were 40.4 and 46.8, 

respectively.) Again, as in the G2 analyses reported above, 

there was a marginally significant positive relationship 

between SI scale scores and G3 (p = 0.1306); completers had 

higher social Introversion scores than did involuntary 

exiters. (SI scale means were 62.8 and 56.1, respectively.) 

Finally, there was a marginally significant negative 

relationship between ES scale scores and G3 (p = 0.1281); 

completers scored lower on Ego strength than did involuntary 

exiters on MMPI1. (ES scale means were 35.3 and 40.9, 

respectively.) It should be noted that a similar set of 16 

GLMs was performed using EXITTYPE (voluntary vs. involun

tary) as dependent variable and all MMPI1 scales as 

independent variables: no significant results were found, 

supporting the notion that the two exit types/residential 

outcome types did not differ on the initial MMPI as a whole. 



MMPI1 Descriptive statistics for All Subjects, for 
Completers, and for Noncompleters; for Completers, 

Voluntary Exiters, and Involuntary Exiters; 
and MMPI1 and MMPI3 Descriptive statistics 

for Completers Only 

All MMPI scale scores reported are K-corrected 
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T-scores, with a mean of 50 and a standard deviation of 10. 

Clinical scale scores of 65 and over are suggestive of 

psychopathological levels of the relevant scale variable. 

Mean MMPI1 validity and clinical scale scores 

(rounded to the nearest integer) for all subjects, for 

completers, and for noncompleters are presented in Table 14 

and the respective "profiles" are graphed in Figure 1. It 

should be noted that the results for the "all subjects" 

means showed elevated scores on F (71), Psychopathic Deviate 

(69), Paranoia (66), and Schizophrenia (65). For complet-

ers, there were elevated scores on F (78), Psychopathic 

Deviate (67), Paranoia (65), Psychasthenia (66), and Schizo-

phrenia (67). For noncompleters, there were elevated scores 

on F (68), Psychopathic Deviate (69), and Paranoia (66). 

with regard to the elevated scale scores reported 

above, high F scale scores are an indication that individu-

als are reporting a large number of unusual thoughts and/or 

experiences. High PD scores suggest individuals that are 

more likely than average to disregard social rules and 

customs. High PA scores suggest pathological levels of 

paranoid ideation. Elevated PT scores indicate that these 

individuals are experiencing a relatively high degree of 



Table 14. Mean MMPI1 validity and clinical scale scores for all subjects, for 
completers, and for noncompleters (T-scores are K-corrected and rounded to 
the nearest integer) . 

* * * * All subjects 54 71 44 55 60 55 69 53 66 62 65 58 57 40 61 
(N = 52) L F K HS D HY PD MF PA PT SC MA SI ES MC 

* * * * * * * * Completers 50 78 40 57 64 58 67 54 65 66 67 60 63 35 58 
(N = 15) L F K HS D HY PD MF PA PT SC MA SI ES MC 

* * * * Noncompleters 55 68 46 53 58 54 69 52 66 60 63 57 55 41 62 
(N = 37) L F K HS D HY PD MF PA PT SC MA SI ES MC 

Note: * Indicates "elevated" or "nearly elevated" scale scores of 63 or greater, 
or 35 or below. 
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psychological distress. Finally, high SC scores suggest a 

greater than average likelihood that individuals are 

suffering from schizophrenia or other thought disorder. 

Mean MMPI1 scores and profiles for completers 

compared with the two subtypes of noncompleters--voluntary 

exiters and involuntary exiters--are presented in Table 15 

and Figure 2, respectively. Voluntary exiters had elevated 

scores on F (65), PD (68), and PA (66). Involuntaryexiters 

had elevated scores on F (69), PD (70), PA (65), and SC 

(65). 

Mean MMPI1 and MMPI3 Validity and Clinical 
Scale Scores. and Analysis of HMPI1 Minus 
MHPI3 Difference Scores for 12 Completers 
Only, on All Validity and Clinical Scales 

Mean MMPI1 and MMPI3 validity and clinical scale 

scores and profiles for completers only are presented in 

Table 16 and Figure 3, respectively. Although, as mentioned 

above, completers had elevated scales on F (78), PD (67), PA 

(65), PT (66), and SC (67) on MMPI1, their MMPI3 results 

showed elevated scores only on F (76) and SC (66). 

Results of 16 T-tests analyzing difference scores 

between MMPI1 and MMPI3 (MMPI1 score minus MMPI3 score) for 

the 12 completers who performed both MMPI1 and MMPI3 on all 

validity and clinical scales are presented in Table 17. 

Note that negative T-values indicate that the MMPI3 scale 

score was higher than the corresponding score on MMPI1. 



Table 15. Mean MMPI1 validity and clinical scale scores for completers, voluntary 
exiters, and involuntary exiters (T-scores are K-corrected and rounded to 
the nearest integer) . 

* * * * * * * * 
Completers 50 78 40 57 64 58 67 54 65 66 67 60 63 35 58 38 
(N = 15) L F K BS D BY PD MF PA PT SC MA SI ES MC RE 

* * * Voluntary Exiters 52 65 44 55 57 56 68 53 66 58 60 57 52 42 62 39 
(N = 13) L F K BS D BY PD MF PA PT SC MA SI ES MC RE 

* * * * * 
Involuntary 57 69 47 53 59 53 70 51 65 62 65 58 56 41 63 41 
Exiters L F K BS D BY PD MF PA PT SC MA SI' ES MC RE 
(N = 24) 

Note: * Indicates elevated or "nearly elevated" scale scores of 63 or above, or 
or 35 or below. 

I-' 
....:J 
00 



80 

75 

MEAN SCORE 
r 

o 

70 
-I- *: A ___ Q 

I :. ~ fA _____ 8--- ;Ie', 
65 I :' -/1 \ 1 I / ( - , -.t;l. 

* 

60 * .. 

:~ ~ \ J/ * '" If, '!, 

,GJ 

.;/* * *' .. . . 

45 

40 tl 

35I-+-+-t-+-+-+-+-+-+-~~~~~~~ 30 
L F K HS D HY PD MF PA PT SC MA SI 

MMPI SUBSCALES 
ES Me RE 

--8-- COMPLETERS(N-15) -- VOL EXITTERS(N"13) 

* INVOL EXITTERS(N .. 24) 

Figure 2 .. Mean MMPI profiles for Completers, Voluntary Exiters, and Involun
tary Exiters. 

I-' 
-...) 

I.D 



Table 16. Mean validity and clinical scale scores for completers on MMPI1 and MMPI3 
(T-scores are K-corrected and rounded to the nearest integer) . 

MMPI1 
(N = 15) 

MMPI3 
(N = 12) 

50 78 40 
L F K 

51 76 42 
L F K 

57 64 58 67 54 65 66 67 60 63 35 58 38 
BS D BY PD MF PA PT SC MA SI ES MC RE 

58 57 57 63 57 64 62 66 59 59 38 56 41 
BS D BY PD MF PA PT SC MA SI ES MC RE 
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Table 17. Results of analyses of MMPI1 minus MMPI3 
difference scores for 12 completers only, on all 
validity and clinical scales (16 T-tests). 

Analysis 
Number 

1. L 

2. F 

3. K 

variable 
Name 

4. Hypochondri-
asis 

5. Depression 

6. Hysteria 

7. Psychopathic 
Deviate 

8. Masculinity/ 
Femininity 

9. Paranoia 

10. Psychasthenia 

11. Schizophrenia 

12. Hypomania 

13. Social Intro
version 

MMPI1 
Mean 
Score 

49.3 

77.6 

40.7 

58.5 

64.4 

60.9 

67.1 

56.4 

66.0 

68.2 

70.9 

61.1 

62.2 

14. Ego Strength 34.6 

15. McAndrews 56.3 
Alcoholism 

16. Social Respon- 39.2 
sibility 

* p ~ .15 
** P ~ .10 

*** P ~ .05 

MMPI3 
Mean 
Score 

50.8 

76.3 

41.8 

57.8 

56.8 

56.8 

62.5 

56.9 

64.2 

61.7 

65.6 

59.2 

59.3 

38.3 

55.8 

40.8 

T-Value 

-0.8947 

0.2723 

-0.5688 

0.2326 

2.4156 

1. 3509 

1. 9068 

-0.1689 

0.4373 

1. 9498 

1.4653 

0.7089 

1.2468 

-1.6642 

0.1759 

-0.7439 

p 

0.3901 

0.7904 

0.5810 

0.8203 

0.0343*** 

0.2038 

0.0830** 

0.8690 

0.6703 

0.0771** 

0.1708 

0.4931 

0.2384 

0.1243* 

0.8636 

0.4726 

Note: Negative T-values indicate that the indicated scale 
. score increased between MMPI1 and MMPI3. 
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There were no MMPII-MMPI3 significant differences on 

the L, F, and K scales. significant differences are 

reported in detail below. 

The scale score on Depression was 7.6 points lower on 

MMPI3 than on MMPII (p = 0.0343), suggesting that completers 

became significantly less depressed near the end of their 

120 or more days in residence than they were upon entry. 

The Psychopathic Deviate score decreased by 4.6 points 

between MMPII and MMPI3 (p = 0.0830), suggesting that 

completers may have become slightly but significantly more 

conforming to social norms over this time period. The 

Psychasthenia score also decreased significantly, by 6.5 

points, between the administration of MMPII and MMPI3 

(p = 0.0771), suggesting that completers were feeling some

what less psychological distress after approximately 120 

days in residence. Finally, there was a marginally signi

ficant increase in the Ego Strength score (3.7 points) for 

completers between MMPII and MMPI3 (p = 0.1243). 

18. 

Mean IVB 1 and 2 Scores for Noncompleters 
and IVB I. 2. and 3 Scores for Completers 

on the Folstein. Self-Esteem Scale. 
LOC INT. LOC PO. and LOC CHA 

The mean scores listed above are presented in Table 

It should be noted here that all FOLSTEI means were 

in the vicinity· of 28, out of a possible 30, well above the 

cutoff score of 24, below which some degree of cognitive 



Table 18. Mean Independent Variable Battery scores on the Folstein, Self-Esteem 
Scale, Locus-of-Control/Internality, Locus-of-Control/Powerful Others, and 
Locus-of-Control/Chance: IVB1 and 2 means for noncompleters* and IVB1, 2, 
and 3 means for completers. 

Folstein S-E Scale Locus-of- Locus-of Locus-of 
Control/ Control/ Control/ 

Internality Powerful Chance 
Others 

Possible Possible Possible Possible Possible 
range: range: range: range: range: 
0-30 10-40 0-48 0-48 0-48 

IVB1 28.68 29.22 33.27 16.32 15.51 
(N = 37) 

Noncompleters 
IVB2 28.57 33.29 36.00 10.43 9.29 
(N = 7) 

IVB1 27.93 27.20 34.00 17.40 17.80 
(N = 15) 

Completers IVB2 27.93 30.21 35.14 18.21 18.50 
(N = 14) 

IVB3 28.33 30.58 37.17 16.25 15.25 
(N = 12) 

* Note that no noncompleters performed IVB3. 
t-' 
co 
~ 
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impairment is assumed. Thus, even though FOLSTEI had a 

significant relationship to the dependent variable in some 

analyses reported earlier, it appears as though almost all 

subjects scored very near the "ceiling" on this variable. 

Indeed, on FOLSTEI1, SO.S% of the 52 subjects scored either 

2S, 29, or 30, with only 3.S% scoring under 25, and none 

below 23. In fact, among the 54 ancillary analyses of IVB1 

variables, with COMPPROG as DV, FOLSTEI1 had a marginally 

significant negative relationship with COMPPROGi higher 

FOLSTEI1 scores were associated with noncompletion. None of 

the four other independent variables displayed in Table lS 

had a significant relationship with COMPPROG when comparing 

IVB1 resultsi and in addition, IVB2 differences were 

relatively small for FOLSTEI, SES, and LOC_ INTERNALITY. 

However, inspection of IVB2 means for completers vs. non

completers reveals some apparently rather large differences 

between means for LOC_ POWERFUL OTHERS and LOC_ CHANCE. 

Noncompleters had a mean "Powerful others" score of 10.43 on 

IVB2, while completers scored lS.21. Similarly, the 

"Chance" score for noncompleters on IVB2 was 9.29 compared 

to lS.50 for completers. As a result, five GLMs were subse

quently performed using COMPPROG as dependent variable and 

IVB2 means for FOLSTEI, SES, LOC_INT, LOC_PO, and LOC_CHA as 

independent variables. These are reported in the following 

sUbsection. 



Results of Ancillary. Exploratory General Linear 
Model Analyses using COMPPROG (Completers vs. 

Noncompleters) as Dependent variable and 
IVB2 Means for FOLSTEI. SES. LOC INT. LOC PO. 

and LOC CHA as Independent Variables 
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As mentioned above, ~ means for the five indepen-

dent variables listed above had already been analyzed using 

COMPPROG as dependent variable in a previous analysis. 

Results of comparisons of IVB2 means--incorporating data 

recorded after about 60 days of residence--on these five 

variables vs. COMPPROG are reported in Table 19 and are 

described in detail in the following paragraph. 

As suspected, there were significant relationships 

between LOC_P02 and LOC_CHA2 and COMPPROG. There was a 

significant positive relationship between LOC_P02 scores and 

COMPPROG (p = 0.1007); higher scores on the "Powerful 

others" Locus-of-control scale in IVB2 were associated with 

a higher likelihood of being a completer. Means for 

completers and Noncompleters were 18.21 and 10.43, respect

ively. similarly, there was a significant positive rela-

tionship between LOC_CHA2 and COMPPROG (p = 0.0381); much 

higher scores on "Chance" were made by those who completed 

120 or more days in residence. Means for completers and 

noncompleters were 18.50 and 9.29, respectively. There were 

no significant associations between FOLSTEI2, SES2, 

LOC_INT2, and the completion status. 
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Table 19. Ancillary analyses using COMPPROG as dependent 
variable and IVB2 means for FOLSTEI, SES, 
LOC_INT, LOC_PO, and LOC_CHA as independent 
variables (five general linear model analyses). 

Independent 
variable 

1. FOLSTEI2 

2. SES2 

3. LOC_INT2 

4. LOC_P02 

5. LOC_CHA2 

* p .$. .15 
** P .$. .10 

*** P .$. .05 

OF 

1 

1 

1 

1 

1 

Sum of 
Squares 

0.0877 

0.3820 

0.0133 

0.6319 

0.9675 

F-Ratio 

0.36 

1.69 

0.05 

2.98 

4.97 

p 

0.5534 

0.2086 

0.8176 

0.1007* 

0.0381*** 



Results of t-Tests comparing Differences 
Between IVB 1 and 2. IVB 1 and 3. and 

IVB 2 and 3 for Completers Only. on Folstein. 
Self-Esteem Scale. LOC/lnternality. 

LOC/Powerful Others. and LOC/Chance Scores 

The results of the t-tests described above are 
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presented in Table 20. Note that the means for completers 

presented in Table 20 are not quite the same as those pre

sented in Table 18. This is because in order to calculate 

IVBI - IVB2 differences for completers, only data from those 

completers who had performed IVB2 (N = 14) could be used in 

this within-subjects comparison even though there were 15 

completers who performed IVB1. The argument is similar for 

IVB1 - 3 (N = 12) and IVB2 - 3 (N = 12) differences. 

Results of the 15 t-tests presented in Table 20 

showed four with significant differences. Completers scored 

significantly higher on SES between IVB1 and 2 (p = 0.0076) 

and between IVB1 1 and 3 (p = 0.0061). Thus they appeared 

to undergo a significant increase in self-esteem over these 

two intervals. (Mean SES scores for IVB1, 2, and 3 were 

27.5, 28.1, and 28.3, respectively.) Completers' 

LOC_INTERNALITY scores also increased significantly between 

IVB1 and 3 (p = 0.0658), suggesting perhaps that they felt 

an increase in internally generated aspects of control over 

their lives during this interval. (IVB1 and 3 means for 

INTERNALITY were 33.9 and 37.2, respectively. Finally, 

there was a marginally significant decrease in LOC_Powerful 

Others score between IVB2 and 3 (p = 0.1053), suggesting 



Table 20. Results of T-tests on difference scores for completers on IVBl-2, IVBl-3, 
and IVB2-3 for the independent variables FOLSTEI, SES, LOC_INT, LOC_PO, and 
LOC CHA. 

Means Independent Difference T-value p 
Variable Score 

IVB1 IVB2 IVB3 
(N - 14) (N = 12) (N = 12) 

27.9 28.1 28.3 FOLSTEI IVBl-2 -0.1196 0.9066 
FOLSTEI IVBl-3 -0.5607 0.5863 
FOLSTEI IVB2-3 -0.6089 0.5549 

27.5 29.8 30.6 SES IVBl-2 -3.1532 0.0076*** 
SES IVBl-3 -3.3865 0.0061*** 
SES IVB2-3 -1.2954 0.2217 

33.9 35.3 37.2 LOC INT IVBl-2 -0.7782 0.4504 
LOC-INT IVBl-3 -2.0424 0.0658** 
LOC-INT IVB2-3 1.2570 0.2348 

17.2 18.8 16.3 LOC PO IVBl-2 -0.4241 0.6784 
LOC-PO IVBl-3 -0.1296 0.8992 
LOC-PO IVB2-3 1.7646 0.1053* 

...... 
co 
\0 



Table 20--Continued 

Means 

IVBl IVB2 
(N - 14) (N = 12) 

17.6 17.4 

* p < .15 
** P < .10 

*** P < .05 

IVB3 
(N = 12) 

15.3 

Independent Difference T-value p 
Variable Score 

LOC CHA IVBl-2 -0.3857 0.7060 
LOC-CHA IVBl-3 0.2199 0.8300 
LOC-CRA IVB2-3 0.8950 0.3900 

Note: Negative T-values indicate that the mean score increased between IVB pairs 
indicated. 

I-' 
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that the 12 completers represented felt on average a 

decrease in attribution of control over their lives by 

powerful others over this interval (IVB2 and 3 Powerful 

others means were 18.8 and 16.3, respectively). 

Results of Correlations Between 
KAHCURR1, KAHPAST1, and MC MMPI1 
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In order to ascertain whether the two subdivisions of 

the Kahn drug and alcohol patterns questionnaire--KAHN 

CURRENT and KAHN PAST--and the MMPI1 MacAndrews Alcoholism 

Scale-Revised were measuring similar subject character is-

tics, a correlation matrix involving these three variables 

was generated. The results are presented in Table 21. 

As can be seen in Table 21, KAHCURR1, KANPAST1, and 

MC_MMPI1 are all highly correlated, and with an extremely 

high significance level. This suggests, as is done in the 

analyses reported in the next subsection, that KAHCURR and 

KAHPAST can be combined, using KAHNTOTAL as a variable, with 

little or no loss of information. 

Descriptive statistics for KAHTOT 
and SUBSPROB for All Subjects 

To obtain a more accurate estimate of the number of 

subjects participating in the research project who had 

substance abuse problems, first those with a KAHNTOTAL score 

of 22 or above were identified. (The cutoff score of 22 and 

above was a conservative method used by Kahn & Gingras, 

1983, to identify persons with relatively severe substance 
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Table 21. Correlation matrix for KAHN CURRENT1, KAHNPAST1, 
and McAndrews Alcoholism Scale_MMPl1. 

KAHCURR1 KAHPAST1 

KAHCURR1 Correlation 1.0000 0.6687 0.5915 

P 0.0 0.0001 0.0001 

KAHPAST1 Correlation 0.6687 1.0000 0.4580 

P 0.0001 0.0 0.0006 

MC_MMPII Correlation 0.5915 0.4580 1. 0000 

P 0.0001 0.0006 0.0 



abuse problems.) It was found that 37 of 52 subjects, or 

71.1%, had relatively severe sUbstance abuse problems by 

using only the KAHTOT score as a criterion. In order to 

include all substance abuse information, the independent 
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variable SUBSPROB (whether or not a subject had a substance 

abuse problem) was created: all those subjects who had 

either a KAHTOT score of 22 or above, or had stated in their 

demographic social history that they had been treated for 

alcohol or sUbstance abuse immediately before entering the 

Five Points program, or both, were given a score of "yes" on 

SUBSPROB. It was found by this criterion that 41 of 52 sub-

jects, or 78.8% of all participating subjects, had a current 

alcohol or other substance abuse problem. Among these 41 

subjects, 10, or 24.3%, were completers; 12, or 29.1%, made 

a voluntary exit; and 19, or 46.3%, made an involuntary 

exit. The corresponding percentages for all subjects were 

28.8%, 25.0%, and 46.1%. 

Results of Exploratory General Linear 
Model Analyses using KAHTOT and 

SUBSPROB as separate Independent 
Variables and COMPPROG, DIP, EXITTYPE, 

and INV04 as Dependent Variables 

In the eight GLM analyses described above (four using 

KAHTOT as independent variable and four using SUBSPROB), no 

results even approaching a significance level of .15 were 

found in comparisons with the four dependent variables 

COMPPROG, DIP, EXITTYPE, AND INV04. 



Descriptive statistics for the Variable 
MENTPROB for All Subjects 

To obtain an estimate of the number of subjects 

currently suffering from mental or emotional problems, a 

final dichotomous ("yes" or "no") variable, MENTPROB, was 

created. Subjects identified as having a "yes" score on 

MENTPROB either had an MMPl1 T-score equal to or greater 
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than 75 on one or more of the following scales: Depression, 

Paranoia, Schizophrenia, or Hypomania, or had a MENTTIME 

score of zero, indicating that they were currently being 

treated for mental or emotional problems; or both. Twenty

three subjects were identified as having current mental or 

emotional problems by the criterion of a T-score of 75 or 

above· on one or more of the scales D, PA, SC, and MA. Two 

more subjects were added to the "yes" category by virtue of 

having a MENTTIME score of zero, even though they did not 

have highly elevated scores on the indicated MMPl1 scales. 

Thus, 25 of the total of 52 subjects, or 48.1%, were appar-

ently suffering from mental illness. Among the 25 subjects 

identified as having current mental illness, 8, or 32.0%, 

were completers; 6, or 24.0%, exited voluntarily; and 11, or 

44.0%, made an involuntary exit. The corresponding 

• A "cutting" score of 75 or above on the indicated 
scales was assumed to be a conservative criterion for 
identifying a subject as currently suffering from mental 
illness. This is one standard deviation above 65--the score 
above which some degree of psychopathology would be expected 
on the indicated scales. 
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percentages for completion, voluntary exit, and involuntary 

exit among all subjects were 28.8%, 25.0%, and 46.1%, repec-

tively. 

Among the 25 subjects identified by the above pro-

cedure as being currently mentally ill, 20, or 80%, also ·had 

an alcohol or substance abuse problem (compared to 78.8% for 

all subjects), by the criteria of having a KAHN TOTAL of 22 

or greater, or having been treated for alcohol or substance 

abuse problems immediately before entry into the Program. 

Thus, 20 of 52 total subjects, or 38.5%, carried a "Dual-

Diagnosis" of both current substance abuse problems and 

mental illness. Among these 20, 6, or 30%, were completers; 

30% made voluntary exits; and 8, or 40%, made involuntary 

exits. 

Results of Exploratory GLM Analyses 
using MENTPROB as Independent variable, 

and COMPPROG, DIP, EXITTYPE, INV04, 
SUBST1, SELR1, SOCR1, and RESU1 as 

Dependent Variables 

The results of the eight analyses described above all 

failed to reach significance at the .15 level. 

Descriptive statistics Relating to 
the 10 Subjects Who Were Currently 

Being Treated for Mental or 
Emotional Problems Upon Entry 
into the Five Points Program 

Only descriptive statistics are given for the above

described subjects as it was felt that an N of only 10 would 



not give enough statistical power to make inferential 

statistics meaningful. 
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Data were available on the type of mental/emotional 

problems for which the ten subjects with a MENTTIME equal to 

_ zero (currently being treated) were being treated. Seven of 

the ten stated that they were currently being treated for 

depression, one for depression with psychotic features, one 

for bipolar disorder, and one was being treated for a psy

chotic episode. Thus, nine of the ten were being treated 

for some form of affective disorder, and only one was 

classified as psychotic. This is consonant with the Five 

Points program policy mentioned in the Introduction that 

mentally ill patients currently being medicated for depres

sion or bipolar disorder only would be admitted. (The one 

subject with a psychotic episode became ill shortly after 

entry. ) 

Among the 10 subjects currently being treated, four 

were completers (40%), four were Voluntary Exiters (40%), 

and two (20%) were Involuntary Exiters--one for alcohol 

abuse and one for "other" reasons. This compares with 28.8% 

Completers, 25.0% Voluntary Exiters, and 46.1% Involuntary 

Exiters when all subjects were considered. 

Nine of the ten subjects currently being treated for 

mental/emotional problems also had a substance abuse problem 

by the criteria given above for a "yes" on SUBSPROB. 



DISCUSSION 

A Few Remarks on the Exploratory and 
Nearly Atheoretical Nature of this 

Study. and of the Discussion that Follows 

In addition to particular validity problems with 
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various test instruments and other potential weaknesses of 

this study discussed elsewhere, there appear to be three 

general factors which tend to limit both the statistical 

power and generalizability of the results and thus the 

logical rigor or "strength" of the findings discussed: 

(1) a relatively small sample size, which tends to limit 

generalizability of results and is also relatively 

insensitive to small differences between groups; (2) the 

near-complete lack of a body of theoretical knowledge and 

related concepts regarding homeless persons; and (3) partly 

as a result of (1) and (2), a highly exploratory attitude 

has been taken toward the data set which has included the 

reporting of many results having relatively lax significance 

levels (.10 and .15) to maximize the possibility of detec-

tion of potentially important relationships in the data, 

given the relatively small sample size. The major drawback 

to this latter strategy is, of course, that the likelihood 

that such results occurred by chance is increased. 

The significant lack of theory regarding the 

homeless has resulted in relatively few citations of the 
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scholarly literature in the following attempt to give 

meaning to the results of this study. In place of this lack 

of reference to empirically based theory; ad hoc and post 

hoc "theoretical" and hypothetical formulations based 

largely on intuition, speculation, and informed common sense 

have frequently been used to explain the results, while 

hopefully staying within the bounds of contemporary practice 

in scientific explanation. In addition, chains of specula

tive and intuitively based hypotheses have also been used at 

times in attempts to explain particular findings. This 

practice, although having the advantage of furnishing a 

possible explanation of the data where none was at first 

apparent, also has the disadvantage of often being so 

logically tenuous that explanations generated by such means 

might likely be considered logically invalid. 

In light of the above remarks, explanations of re

sults found in this discussion should be seen as suggestive 

or provisional rather than conclusive. 

Defining Individual "Success" in 
the Five Points Program 

Finding valid, useful empirical/hypothetical 

measures of individual "success" in the Five Points program 

proved to be a difficult problem. Solving it was nonethe

less of critical importance to the central purpose of this 

study: to find meaningful relationships between select 



demographic and psychological variables and (measures of) 

"success" in the program. 
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After much deliberation, it was decided to define 

the three possible "Residence Outcome Types"--Completion, 

Voluntary Exit, and Involuntary Exit--as the principal and 

presumably most salient measures of subjects' "level of 

success" in the Five-Points Program, and simultaneously to 

use these types as focal points for organization and 

discussion of the major results. 

Ideas that were considered but rejected by this 

writer as relatively uninformative and not as useful as were 

residence outcome types for organizing the results were: 

(1) to organize the results primarily in terms of confir

mation of or failure to confirm the lOa-plus initial, 

exploratory and provisional hypotheses stated earlier in the 

Introduction, and (2) to organize the results primarily in 

terms of the subjects' level of performance or "success" on 

the Monthly Functional Assessments numbers 1, 2, 3, and 4-

which evaluated subjects' performance level on substance 

abuse, self-responsibility, social responsibility, and use 

of community resources variables over the first two weeks in 

residence, and over each of the three succeeding 30-day 

periods of their time in residence that they remained in the 

program. This latter option was rejected due to possibly 

serious validity problems with the MFA instrument and 

results--excepting only MFA #1. These problems are 
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discussed in the final subsection at the end of this 

discussion. MFA1 results are discussed in a separate 

sUbsection to follow, with principal emphasis on the self

responsibility and social responsibility variables (SELR and 

SOCR) • 

The definition of the three residence outcome types 

as indicative of three different levels of "success" is 

further expanded here. 

completion of at least 120 days in residence was an 

empirical definition/criterion of "completion"· of the 

Program imposed by this investigator. 

It was originally conceived of as a simple though 

also somewhat arbitrary measure of "success" in the Program. 

Of course, this was only one of numerous possible 

measures/definitions of "success," and certainly not 

intended to indicate success in any absolute sense, but 

merely to provide a simple, and hopefully useful working 

definition. Had it been possible for this investigator to 

obtain more complete, more telling information regarding the 

performance of Program residents during an extended follow-

up period--say a monthly "postcard" report as to living 

arrangements, financial support/work and drug use status 

• The official time-in-residence considered by the 
Five-Points Program to represent "completion" was 180 days. 
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from each subject for each of the 12 months following exit-

our measure of success may have been more satisfying and 

more relevant to the issue of whether or not rehabilitation 

had occurred during program residence. However, logistical, 

and time and energy constraints made-this impossible to 

achieve. Thus, although somewhat arbitrarily chosen, 

completion is here defined as the "most successful" of the 

three residence outcome types and will be so discussed in 

what follows. 

Voluntary Exit is also here defined as the "next 

most successful" outcome after completion. It should be 

noted here, before suggesting a few simple reasons in 

support of the face validity of the above two definitions, 

that there appears no truly compelling reason for 

considering completion any more successful an outcome than 

Voluntary Exit. Indeed, it could be argued that voluntary 

exit was a more successful outcome than completion because 

those individual presumably gained whatever benefits they 

were going to receive from the program and then went on to a 

more independent level of living arrangement, while 

Completers spent twice as long or more in what could be seen 

as a relationship of dependency on the Program, rather than 

becoming "rehabilitated"/more independent during their 

residence. Nonetheless, especially considering that 

completion was chosen before data analysis as the only 
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successful outcome,· the following discussion will continue 

to use completion and Voluntary Exit as the first and second 

"levels" of success, respectively, and Involuntary Exit--

actually a "failure" in Program performance--as the third, 

or lowest "level." 

Finally, a few remarks in support of the above 

"levels." completion appears to be an outcome that one 

could deem successful simply due to the persistence 

demonstrated by such individuals--thus showing a relatively 

higher level of a personality characteristic that, in the 

folklore of personal adjustment, has been associated with 

relatively greater success in coping with the stresses of 

everyday life. In addition, Completion was easy to measure 

with complete reliability and validity. 

Voluntary Exit, on the other hand, was easy to 

measure also, but almost completely lacking empirical data 

in support of the notion that it represents any kind of a 

successful outcome. That is, there are no formal data on 

where the Voluntary Exiters were exiting to, except for a 

few anecdotal reports by staff that many of these indivi

duals either: (1) moved in with parents, (2) moved in with 

a significant other, or (3) got a better job and went to 

live independently. Part of the reason for defining 

• This was done long prior to our conceiving of the 
results in terms of three distinct levels/outcomes and of 
voluntary exit as the "second" level. 
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Voluntary Exit as a successful outcome lies also in the idea 

that it is difficult to imagine that a resident would volun

tarily decide to leave the shelter of the Program without 

believing that he/she was exiting to a more desirable 

situation. 

It should be clear that Involuntary Exit represented 

failure rather than success in a program designed for and 

composed only of individuals who could maintain drug-free 

and in compliance with major program rules regarding limita

tions on physical or verbal aggressiveness, and regarding 

timely payment of debts to the Program and others and the 

corollary requirement of maintaining gainful employment. 

As an afterword to the above discussion defining 

"successful," it should be clear that the general Discussion 

that follows may be understood equally well whether one 

prefers to think that completion was more of a "success" 

than Voluntary Exit, or whether one would rather see both of 

them as at least superficially "successful" outcomes with 

little to choose between them in terms of their level of 

ecological validity. 

It should also be inferred from the foregoing that 

these three "levels of success" are defined to be at the 

ordinal level of information, and to contain little or no 

meaning regarding the size of the intervals between them. 



Three Decisions Affecting the Scope and 
Meaning of This Discussion 
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As a result of the exploratory and provisional 

nature of the initial hypotheses, it has been decided that 

the significant results of both the exploratory and the 

confirmatory analyses chosen for discussion will be 

considered of equal weight in discussing the meaning of the 

findings. Second, due to their problematic nature and 

questionable validity,· significant results of the second 

phases of the Confirmatory/Exploratory analyses (Table 9)--

the exploratory, stepwise multiple regression phase--were 

seen to be eligible to be discussed only if the significant 

differences were at least one-half of one standard deviation 

in size. In addition, even these results were interpreted 

with extreme caution. 

Furthermore, results describing failures to confirm 

any of the initial hypotheses embodied in the confirmatory 

analyses will not be systematically discussed here, although 

selected failures to confirm initial hypotheses will be 

examined when appropriate in discussing other more salient 

groups of findings. Again, it is due to the provisional and 

tentative nature of the initial hypotheses, and their great 

number, that it appears to this investigator that failures 

• This problem is discussed further in the final 
sUbsection of this discussion. 



to confirm them in this study will generally have little 

clear meaning or importance for this discussion. 

Overview and Recapitulation of Demographic and 
Psychological Characteristics of the Group of 
All Five Points Project Subjects--Comparisons 

with Normal and with Other Homeless Populations· 

205 

Our subject sample consisted of 46 men and 6 women. 

Males represented 88.5 percent of the total, producing a 

male:female ratio of about 8:1), with a mean age of 36.8 

years and a range from 19-52. This compares with a male: 

female ratio of about 4:1 and an average age of about 34 

years in nationwide homeless studies cited by Bassuk (1985). 

Increasing age was associated with decreased base-

line (on entrance) Self-Responsibility, which was measured 

over the first two weeks of residence. Considering that 

nearly 80 percent of all subjects were sUbstance abusers, 

the factor of increasing age correlated with a presumably 

lengthy duration of substance abuse may have been instru-

mental in a significant erosion of self-responsibility for 

older subjects. 

The ethnicity of our sample was 75 percent Cauca-

sian, 9.6 percent Hispanic, 9.6 percent Black, 3.8 percent 

Native American, and 1.9 Other, with Hispanics perhaps 

• See Table 22 for a brief listing of abbreviations, 
names, and descriptions of test batteries, test instruments, 
and demographic, psychological, and performance variables 
frequently mentioned in this discussion. 
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Table 22. Listing of abbreviations, names, and descriptions 
of frequently mentioned test batteries, test 
instruments, and demographic, psychological, and 
performance variables. 

Abbreviation 

A. Test Batteries 

IVB1, 2, or 3 

MFA1, 2, 3, or 4 

Name/Description 

Independent Variable Battery #1, 2, or 
3: Administered upon entry into resi
dence, and at 60 and 120 days after 
entry) 

Monthly Functional Assessment #1, 2, 3, 
or 4: Administered after 15, 45, 75, 
and 105 days in residence) 

B. Test Instruments 

KAHCURR 

KAHPAST 

MMPI1 or 3 

Kahn Current: Subdivision of the Kahn 
Alcohol and Drug Patterns Instrument 
(measuring current level of drug and/or 
alcohol use) 

Kahn Past: Subdivision of the Kahn 
Alcohol and Drug Patterns Instrument, 
measuring extent of alcohol or drug use 
in the past) 

Minnesota Multiphasic Personality Inven
tory: Administered in IVB #1 and 3 
(note that this test was not admini
stered in IVB #2) 

C. Demographic and Psychological variables 

GENDER Gender 

ETHNICITY caucasian vs. non-Caucasian 

AGE Age 

EDUCATION Years of formal education completed 



Table 22--Continued 

Abbreviation 

EVERMENT 

HMLSTIME 

SES1, 2, or 3 

LOC_INT1, 2, or 3 

LOC_CHA1, 2, or 3 

Name/Description 

Ever treated for mental/emotional 
problems? Yes or no 

Duration of homelessness before Five 
Points, in months 
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Rosenberg Self-Esteem Scale (measured in 
IVB #1, 2, and 3) 

Locus-of-Control Internality (strength 
of belief that one can control events in 
his/her life by using his/her internal 
abilities and strengths, measured in IVB 
#1, 2, and 3) 

Locus-of-Control/Powerful Others 
(strength of belief that powerful others 
control events in one's life) 

Locus-of-Control/Chance (strength of 
belief that random or "chance" factors 
control events in one's life) 

MMPI Validity Scale (measuring a sub
ject's tendency to falsify his/her test 
responses in order to "look good" or 
minimize psychopathology; measured in 
IVB #1 and 3) 

MMPI Validity Scale (measuring frequency 
and extent of strange or unusual experi
ences) 

Psychopathic Deviate (MMPI clinical 
scale measuring degree of psychopathic 
deviance) 

Paranoia (MMPI clinical scale measuring 
level of paranoia and associated 
symptoms such as ideas of reference) 

Psychasthenia (MMPI clinical scale meas
uring level of psychological distress) 



Table 22--Continued 

Abbreviation 
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Name/Description 

Schizophrenia (MMPI clinical scale 
assessing likelihood of a subject's 
being schizophrenic or having some other 
formal thought disorder) 

Social Introversion (MMPI clinical scale 
measuring level of social isolativeness) 

Ego Strength (MMPI supplementary scale 
measuring ego strength) 

MacAndrews Alcoholism Scale--Revised 
(MMPI supplementary scale assessing the 
likelihood of a subject's being an 
alcohol abuser) 

D. Performance/Criterion variables 

COMPPROG Completion status (completion vs. non
completion of at least 120 days in 
residence) 

G2 Completion vs. Voluntary Exit 

G3 Completion vs. Involuntary Exit 

EXITTYPE Voluntary vs. Involuntary Exit 

SUBST1, 2, 3, or 4 MFA Program Performance variable 
(assessing level of alcohol or drug 
abuse during the time interval covered 
by MFA #1, 2, 3, or 4 

SELR1, 2, 3, or 4 MFA Program Performance Variable 
(measuring assessing level of Self
Responsibility) 

SOCR1, 2, 3, or 4 MFA Program Performance Measure (assess
ing level of Social Responsibility and 
cooperation) 



Table 22--Continued 

Abbreviation 

RESUl, 2, 3, or 4 

Name/Description 

MFA Program Performance Variable 
(assessing level of use of community 
resources) 
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Note: See Appendix C for an exhaustive listing and 
description of all variables used in the analysis of 
Five Points Project data. 
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underrepresented according to their prevalence of about 24 

percent in the population of Tucson, and African Americans, 

3 percent of Tucson residents, perhaps somewhat overrepre

sented. (Native Americans were also approximately 3 percent 

of the population.) Our sample thus is disproportionately 

Caucasian, compared with recent studies in the inner cities 

of several large metropolitan areas, which show a strong 

trend toward overrepresentation of minorities (see Koegel, 

Burnam, & Farr, 1988; crystal, 1986 for studies of the 

homeless in Los Angeles and New York City, respectively). 

However, other studies of Tucson-area homeless have found 

Caucasian ethnicity to be at 65-70 percent (Bachrach et al., 

1988; Bachrach, santiago, & Berren, 1990), predictably close 

to that of the present study. 

Five Points Project subjects completed an average of 

12.5 years of education, with a range from 6-18 years. Only 

19 percent had not completed grade 12, with about 44 percent 

having at least one year of college. Again, compared to 

findings from many inner-city studies (e.g., Crystal, 1986), 

our sample appeared to be atypically well-educated. 

Unfortunately, this apparent advantage in intellectual 

skills resulted in only two significant relationships with 

performance variables in our study: increased education was 

associated with higher scores on the MFA1 variables Self

Responsibility and Social Responsibility, assessing behavior 

and attitudes over the first two weeks of residence. One 
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might speculate that these relationships carne about due to 

the presumably higher degree of self-motivation, indepen

dence, and social skills that are required as years of 

education increase. However, contrary to what might have 

been expected, increased education was not associated with 

an increased likelihood of completion, suggesting that 

amount of education (the mean was 12.5 years for all three 

residence outcome types) did not distinguish those subjects 

achieving this higher level of "success" in the program from 

those achieving the presumably lower level of success 

exemplified by Voluntary Exit, or, for that matter, also did 

not distinguish Completers from Involuntary Exiters. 

Time spent homeless (HMLSTIME) before entering the 

Five Points Program ranged from 0-120 months, with a mean of 

8 months and a standard deviation of 18.4 months. (Due to 

the fact that 10 subjects reported a HMLSTIME of zero 

months, and one reported the extreme value of 120 months, 

the mean was probably not a good indication of typical 

HMLSTIME.) A more representative estimate was probably that 

provided by data from the 23 subjects who reported a 

homeless time between 2.5 and 9 months. Thus, it appears 

that the Five Points sample was not composed of chronic, or 

long-term homeless, but largely of those who had been 

homeless less than a year. Furthermore, according to the 

homeless typology of Belcher, Scholler, Jaquish, and 

Drummond (1991), these relatively new "marginal" or "recent" 
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homeless might have been expected to have had a greater 

ability to make positive personality and lifestyle changes 

while in the program compared to the much greater difficulty 

in making positive personality changes apparently experi-

enced by those homeless for one year or longer ("chronic"). 

By the criteria used in the present study, 48.1 

percent of subjects (N = 25 of 52) were either currently 

being treated for mental/emotional problems (N = 10, 9 of 

which were for affective disorders), or scored similarly to 

individuals evidencing psychopathology on one or more 

critical MMPI scales, or both (N = 15).* This is at the 

high end of the estimate cited by Bassuk (1985) that 25-50 

percent of homeless suffer from chronic mental illness. 

Using similar criteria to those in the present study, Kahn 

et al. (1987) found that about 33 percent of recipients in a 

free meal line in Tucson were likely to be sUffering from 

severe psychopathology. considering this fact, the 

• Eight of the ten subjects currently being treated 
also had at least one elevated MMPI scale, and three of the 
seven who had been treated within the past three years had 
an elevated scale as well. Thus, twelve of the 25 subjects 
presumed to be at risk for mental/emotional problems were 
identified only by their having at least one elevated 
critical MMPI scale. Should our original criterion for 
presuming a subject likely to have mental/emotional problems 
appear too "liberal," resulting in classifying 48 percent of 
subjects as likely to be impaired, a more "conservative" one 
limiting the presumption of mental problems to, say, those 
who were currently in treatment or had completed treatment 
within the past month is suggested. This criterion results 
in identifying 23.7 percent of subjects as probably psycho
logically impaired. 
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relatively high percentage of Five Points subjects appearing 

likely to be mentally ill is surprising when one considers 

also that Five Points Program admissions criteria specifi-

cally excluded the floridly mentally ill, allowing entrance 

only to persons suffering from depression or bipolar 

disorder who were stabilized on medications. 

Nearly 79 percent of subjects in this study appeared 

to be suffering from severe alcohol or other substance abuse 

problems. This level of sUbstance abuse, although high, was 

not atypical of those found in many of the homeless studies 

reviewed earlier (for example, Lamb & Lamb, 1990; Seidner 

et al., 1990) and did result in 54 percent (13 of 24) of the 

Involuntary Exits from the Five Points Program. In the Kahn 

et al. (1987) study of Tucson homeless, it was found that 

about 33 percent of their sample had alcohol abuse problems, 

with about 25 percent having an abuse problem with "street" 

drugs (58 percent for overall sUbstance abuse level). 

Finally, results showed that 20 subjects, or 38.5 

percent, had a "dual diagnosis"" of both mental/emotional 

and substance abuse problems. This figure is at the upper 

end of the range for other studies reported in the introduc-

tion. In a study of homeless veterans, Seidner et al . 

.. "Dual diagnosis" is used here informally in the 
sense that other homeless researchers apparently intended-
to indicate that some homeless persons appear to have both 
drug and mental health problems, but not purported to be 
clinically diagnosed as such. 
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(1990) found that about 67 percent of their sample had been 

treated for sUbstance abuse, 42 percent had a history of 

psychiatric treatment, but only 26 percent had been treated 

for both. In a large study of homeless persons in 20 large 

u.s. cities, Cohen and Burt (1990) found that only 9 percent 

of the homeless population had a history of both hospital i-

zation for mental illness and treatment for sUbstance abuse. 

However, their criteria of hospitalization for mental 

illness and treatment for substance abuse were clearly 

somewhat more conservative than the criteria for defining 

probable mental illness (MENTPROB) and substance abuse 

(SUBSPROB) used in this study. In fact, Cohen and Burt 

(1990) also report that of those who had been hospitalized 

for mental illness, about 50 percent were sUbstance abusers, 

while of those who had had sUbstance abuse treatment, about 

25 percent had also been hospitalized for mental illness. 

In their conclusions, Koegel, Burnam, and Farr 

(1990) make statements which would lead one to expect that 

the mentally-iII-only homeless would perform similarly to 

those without mental problems, while expecting those with a 

dual diagnosis to be significantly more impaired: 

. . . at least with reference to their shel
ter, food, clothing, and hygiene patterns, 
homeless chronically mentally ill adults 
closely resemble the homeless population with 
no chronic disorder. . . . Instead, it is 
those who suffer from chronic substance 
abuse, particularly those who have a combi
nation of substance abuse and chronic mental 



illness, who appear most distinctive and most 
unable to meet sUbsistence needs. (p. 105) 
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Another possible reason for the thus-paradoxically--

similar level of residence outcome performance of both the 

substance abuse and dual diagnosis groups, to that of all 

our subjects taken together, is that they were living in a 

highly structured and protected environment which also 

strictly enforced sobriety. This protected, sober, suppor-

tive environment may have enabled Five Points subjects to 

perform better than did otherwise similar groups of frankly 

homeless individuals studied by Koegel, Burnam, and Farr 

(1990) and others. 

Remembering that scores of 24 and above on the 

Folstein Mini Mental-state Exam suggest that the respondent 

is not brain damaged/cognitively impaired; it will be seen 

that forty-six, or 88.5 percent, of all subjects scored 

between 27 and 30, the maximum possible score. The one 

subject who scored below 24 (his score was 23) had recently 

returned from hospitalization for a psychotic episode, and 

may still have been exhibiting some confusion of a func-

tional nature. The Folstein was originally included in IVB1 

in order to detect subjects with possible brain dysfunction 

secondary to severe alcohol or other substance abuse. The 

results cited above suggest that only one of our 52 subjects 

may have been suffering from brain dysfunction or cognitive 

impairment. It should be borne in mind, however, that the 



Folstein is only a rough screening instrument and may not 

have detected subtle degrees of impairment. Validity 

questions regarding the Folstein are addressed in a later 

sUbsection. 
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The Rosenberg Self-Esteem Scale (SES) has a possible 

score range from 10 (low self-esteem) to 40 (high self

esteem). The mean SES score for all subjects on IVBl was 

28.6, or slightly above the middle of the range. Although 

no adult norms for this instrument could be found in the 

literature, this score could be seen to indicate a moderate 

level of self-esteem. 

The means for all subjects on the Locus-of-Control 

scales--Internality, Powerful Others, and Chance--were 33.5, 

16.6, and 16.2 out of a possible 48, respectively. As with 

the SES results, the lack of published adult norms for these 

three scales makes it difficult to compare the scores 

obtained in this study with those of a reference group of 

normal sUbjects. Crudely, one might say that our subjects' 

scores on internality were roughly double those for powerful 

others and chance, perhaps suggesting that they had some 

belief that factors internal to themselves had the major 

share of control over their lives. To speculate further, it 

seems intuitively likely that healthy normals would not have 

a chance score equal to that for powerful others. It is 

here posited, although with no empirical foundation, that 

mentally "healthy" adults would have a relatively high 



internality score, perhaps a moderate but significantly 

lower powerful others score, and a very low chance score. 
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MMPI1 results for all subjects allow us to compare 

the Five Points homeless subjects to psychologically normal 

populations. For the ten MMPI clinical scales, normal 

subjects score a mean of 50 with a standard deviation of 10. 

Scores approaching, and especially those exceeding, 65 are 

suggestive of pathological or "abnormal" levels of the 

relevant scale. It is also to be noted that among the three 

supplementary MMPI scales used in this project, two--Ego 

Strength (ES) and social Responsibility (RE)--indicate 

psychopathology if the scores are abnormally low (35 or 

below) . 

MMPI1 results for all subjects are presented in 

Table 14 and Figure 1. They show that the subjects as a 

whole were well within normal limits on the Lie scale (L 

54). Further results reveal the following abnormally high 

validity and clinical scales: the mean F scale score was 

71, indicating that Five Points subjects reported many more 

unusual experiences than do normal subjects from the general 

population. This was likely due to the vicissitudes of 

living on the streets. Although not a formally "elevated" 

(by arbitrary criteria used here) score of 63 or more, the 

mean Depression scale score of 60 suggests that many of the 

Five Points subjects may have been experiencing depressed 

mood. Indeed, of the ten subjects currently being treated 



Table 14. Mean MMPII validity and clinical scale scores for all subjects, for 
completers, and for noncompleters (T-scores are K-corrected and rounded to 
the nearest integer) . 

* * * * All subjects 54 71 44 55 60 55 69 53 66 62 65 58 57 40 61 
(N = 52) L F K BS D BY PD MF PA PT SC MA SI ES MC 

* * * * * * * * Completers 50 78 40 57 64 58 67 54 65 66 67 60 63 35 58 
(N = 15) L F K BS D BY PD MF PA PT SC MA SI ES MC 

* * * * Noncompleters 55 68 46 53 58 54 69 52 66 60 63 57 55 41 62 
(N = 37) L F K BS D BY PD MF PA PT SC MA SI ES MC 

Note: * Indicates "elevated" or "nearly elevated" scale scores of 63 or greater, 
or 35 or below. 
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for mental problems, eight were for depression and one was 

for bipolar disorder. 

All subjects had a mean PD (Psychopathic Deviate) 

score of 69, suggesting that this population had signifi

cantly less regard for social rules, norms, and customs than 

do normals. The mean PA (Paranoia) score was 66, suggesting 

that as a group, Five Points subjects were likely to be, for 

example, entertaining ideas of reference, felt that people 

were "out to get them," and in general had substantially 

higher levels of paranoid ideation and mistrust of others 

than normals. The PT (Psychasthenia, or level of psycho

logical distress) scale score was 62, thus near the 65 

cutoff point for suggestion of pathological levels of this 

variable. It appears likely that these elevated Psycho

pathic Deviate, Paranoia, and Psychasthenia scales were at 

least partly due to realistically high levels of rule

breaking, lack of trust in others, and psychological 

distress resulting from living in "survival mode" on the 

street. The mean SC (Schizophrenia) score was 65, which 

would suggest that some Five Points subjects may have been 

schizophrenic, borderline schizophrenic, or suffering from 

some other form of thought disorder. In fact, this scale 

was very likely elevated partly due to extremely high SC 

scores (101, 105, and 106) by three sUbjects. One of these 

subjects was hospitalized for a psychotic episode shortly 



after entering the program, and another was suspected of 

suffering from borderline schizophrenia. 

221 

However, the fact that these two were also 

completers indicates that at least some highly impaired 

residents were able to complete 120 days or more in 

residence. In addition, completers and noncompleters were 

not different in their PA and SC scores. These two facts 

suggest that, contrary to what might have been expected from 

high PA and SC scores, many individuals with such scores did 

have the personal strengths and at least minimal social 

skills necessary to live in a cooperative, structured 

environment. It thus appears that the Five Points policy of 

attempting to exclude the floridly mentally ill succeeded, 

at least in admitting only two residents thought to be 

psychotic out of a total of 52 consecutive volunteers over a 

one-year period, and also in choosing even those two care

fully enough that they were functioning well enough to be 

able to "complete" despite their impairments. 

The fact that 15 of 52 subjects completed 120 days 

in residence, and both 13 Voluntary Exiters and 24 Invol

untary Exiters spent approximately 60 days in residence on 

average, testifies to the fact that presumably impaired 

persons can indeed live together cooperatively. In fact, 

such psychologically impaired subjects have been found to 

participate adequately in a group living situation and also 

to be able to learn new social and economic skills or 
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relearn old ones (see Anthony, Cohen, & Cohen, 1983; Rogers, 

Anthony, & Jansen, 1988 for indications that the mentally 

ill can learn relevant skills (e.g., social skills) even 

while continuing to display psychiatric symptoms). 

Another indication that our subjects may not have 

been as severely impaired as their high PA and SC scores 

would suggest is that all residents were required to be 

gainfully employed, either upon or shortly after entry into 

the program. It seems unlikely that residents who were 

severely mentally ill would have been able to secure and 

hold a job, as did virtually all of those in our study. 

This speculation leads one to the possibility that the per

centage of Five Points subjects determined to be suffering 

from mental/emotional problems (48 percent, N 25) may have 

been estimated too high by including those with only 

elevated MMPI1 scores (above 75) on D, PA, SC, or ~~ (N = 

14), and those with time since treated for mental illness 

greater than one month (N = 6). A more conservative means 

of estimating the percentage of mentally ill in our sample 

might have been to include only those who stated they had 

been treated for mental problems either currently or within 

the past month. Using this criterion, 12 subjects, or 23.1 

percent of the total, may have had mental/emotional 

problems. 



Integrative Recapitulation and 
Discussion of the Maior Results 

organized by Residence Outcome Type 

This sUbsection will review, and hopefully extend, 
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what are seen by this writer to be the results of greatest 

importance for comparing and contrasting the psychological 

and demographic characteristics of each of the three groups 

comprising Cornpleters, Voluntary Exiters, and Involuntary 

Exiters. 

To begin with, there were two important constraints 

on the homeless persons studied here that distinguish them 

from other homeless groups reviewed in the Introduction: 

(1) rules of the Five Points Program selected their resi-

dents not to be flagrantly mentally ill, via the interview 

process, and (2) all residents were expected to be gainfully 

employed, or to become employed soon after entering the 

program. These two criteria--as well as the fact that the 

homeless subjects in this study were atypically well 

educated, with a mean of 12.5 years of formal schooling--

would appear to bias the homeless sample studied here in the 

direction of higher social functioning and coping ability 

than that of most other homeless samples reviewed earlier in 

this paper. 

Nonetheless, as was discussed in the previous sub-

section, they appeared somewhat impaired--by criteria used 

in this study to determine high substance abuse potential, 

possible mental illness; or both. Although substance abuse 
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problems were at 79 percent, this is not far from high 

estimates by other homeless researchers (e.g., Lamb & Lamb, 

1990). However, the estimates of prevalence of possible 

mental illness that were made earlier were not seen to be as 

valid or as unique as was that for substance abuse problems: 

our "liberal" estimate of likely mental illness among 

subjects was 48 percent, and our "conservative" one was 

23 percent, a range so wide as to make meaningful interpre

tation problematic. 

Results involving the three groups of subjects 

comprising each of the possible residence outcome types-

Completion (N = 15), Voluntary Exit (N = 13), and 

Involuntary Exit (N = 24)--will be discussed next, with the 

principal objective of describing each Residence Outcome 

Type in terms of a "personality type" or as having a 

particular set of personality attributes and styles. (See 

Table 23 for a listing of major significant associations 

between IVB #1 independent variables and residence outcome 

type. 

Mean Days-in-Program (DIP) for completers was, of 

course, 120 plus, while for Voluntary Exiters it was 65, and 

for Involuntary Exiters it was 58. Thus, Completers 

persisted in residence at least twice as long as either 

voluntary or involuntary exiters. 

There is a suggestion, discussed earlier, that 

Voluntary Exiters as a whole may have had a more independent 



Table 23. Synopsis of major significant relationships between Residence Outcome Types 
and select demographic and psychological variables arising from IVB #1 and 
MFA #1 data. 

Dependent Variables Comparing Residence Outcome Types 

Completion vs. 
Noncompletion 

t Female = 
t Completion 

Completion vs. 
Voluntary Exit 

t Non-Caucasian 
= t Completion 

t SES = 
i Completion 

Completion vs. 
Involuntary Exit 

t Female = 
t Completion 

Voluntary vs. 
Involuntary Exit 

t Non-Caucasian 
= + Voluntary 

Exit 

t EVERMENT = 
t Vol. Exit 

Independent 
Variables 

A. Demo
graphic 

GENDER 

ETHNICITY 

EVERMENT 

B. Psycho
logical 

SES 

~ 
~ 
U1 



Table 23--Continued '. 

Dependent VariablesCo~ari_nq Resi4~nce Outcome Types 

Completion vs. 
NoncoIt1lletion 

t L = 
~ COIt1lletion 

Completion vs. 
Voluntary Exit 

t LOC PO = 
t Completion 

t F = t COIt1lle- t F = t Comple-
tion tion 

CoIt1lletion vs. 
Involuntary Exit 

t L = 
+ CoIt1lletion 

t F = t Comple
tion 

t SI = t Comple- t SI = t Comple- t SI = t Comple-
tion tion tion 

t ES = + Comple- t ES = + Comple-
tion tion 

Voluntary vs. 
Involuntary Exit 

t Loe INT = 
t Vol-:- Exit 

t LOC PO = 
t Invol. Exit 

Independent 
Variables 

Loe INT 

LOC PO 

L 

F 

SI 

ES 

N 
N 
m 



Table 23--Continued 

Dependent Variables Comparing Residence outcome Types 

Completion vs. 
Noncompletion 

Completion vs. 
Voluntary Exit 

Completion vs. 
Involuntary Exit 

Note: 

t soeR = 
t Completion 

t = "Higher score on . . ." or 
"Increased likelihood of . 

'" = "Lower score on. ." or 

" 

"Decreased likelihood of. " 

= = "Was significantly associated with 

Voluntary vs. 
Involuntary Exit 

t SELR = 
t Vol. Exit 

t soeR = 
'" Vol. Exit 

" 

Independent 
Variables 

SELR 

soeR 

f\J 
f\J 
...J 
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personality style than Completers. There is also some 

evidence, discussed below, that Voluntary Exiters were not 

as psychologically impaired in several respects as were 

Completers. Results showing that Voluntary Exiters had 

essentially normal Social Introversion scores and higher Ego 

strength scores than Completers suggest that Voluntary 

Exiters were generally higher functioning and had better 

coping and social skills than Completers. Completers, on 

the other hand, due to their pathologically high social 

Introversion scores, which were significantly higher than 

that for both Voluntary and Involuntary Exiters, as well as 

low Self-Esteem scores and abnormally low Ego strength 

scores, might be seen as shy, timid, relatively dependent 

persons who were "overly accepting of authority." Graham's 

(1992) descriptions of high SI" and low ES scorers inform 

" A few remarks regarding higher social Introversion 
scorers may be appropriate here. significant associations 
of various dependent variables with higher SI scores are 
among the most often repeated results in this study. In 
addition to the fact that higher SI scores were associated 
with an increased likelihood of completion rather than 
noncompletion, they are also associated with higher Days-in
Program, which would be expected due simply to the high 
correlation between COMPPROG and DIP. More important is the 
result that higher SI scores were also associated with 
higher scores on MFA1 variables Self-Responsibility (SELR) 
and Social Responsibility (SOeR). These multiple associa
tions of high SI scores with higher scores on dependent 
variables measuring different types of performance in the 
first two weeks of the program are difficult to explain in 
light of the bleak picture of high SI scorers given by 
Graham (1992) in the discussion immediately following. A 
possible explanation for the higher SIlmore likely to 
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these speculations: (1) high 8I scorers "are very insecure 

and uncomfortable in social situations . . . tend to be shy 

. timid, and retiring . . . they do not participate in 

many social activities ... lack self-confidence. 

They are submissive and compliant in interpersonal 

relationships, and they are overly accepting of authority" 

(pp. 83-84); (2) low ES scorers "tend to be less well 

adjusted psychologically than high ES scorers, and they are 

not well equipped to deal with problems and stresses . . . 

low scorers are likely to show less positive personality 

change during treatment ... are withdrawn and seclusive, 

are inhibited and unadaptive . . . show a stereotyped and 

unoriginal approach to problems . . . exaggerate problems as 

'a cry for help'" (pp. 150-151). Perhaps Completers display 

complete association may be that, as suggested by Graham 
(1992, p. 84), higher SI scorers may have been "submissive 
and compliant in interpersonal relationships" and thus more 
vulnerable than average to being victimized while living on 
the street. Awareness of this vulnerability could have 
resulted in stronger-than-average motivation for high SI 
scorers to persist in residence in the relative safety and 
security of the Five Points Program. Another possibility is 
that high-SI scorers may have been isolated personally from 
others in a way that made them less vulnerable to peer 
pressure from other residents to use drugs or break other 
program rules. No such immediately apparent explanations 
come to mind when attempting to explain the higher SI/higher 
SELR and SOCR relationships. Perhaps the suggestion that 
high SI scorers are also "overly accepting of authority" 
(Graham, 1992, p. 84) could be seen as a reason for their 
also achieving a relatively high Social Responsibility 
score, a result indicating perhaps more of a tendency toward 
dependent compliance upon authority figures and rules than 
toward a relatively independent and freely chosen higher 
level of social responsibility and cooperation. 
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personality characteristics common among those who cope 

fairly well in sheltered, more structured, and supportive 

institutional settings--where their presumed submissiveness, 

compliance, and relatively uncritical acceptance of author

ity might be assets rather than liabilities--but perform 

poorly in less structured situations which require greater 

independence, social skills, and problem-solving abilities. 

The fact, mentioned above, that Voluntary Exiters did not 

have elevated SI scores nor elevated SC scores, and had 

somewhat low mean ES scores (42) that were nonetheless 

within normal limits--compared to very low ES scores (35) 

for completers--does appear to argue for the existence of 

greater independence, cognitive and coping skills, and 

social skills among Voluntary Exiters than among Completers. 

These results tend to reinforce the notion that Completion 

and Voluntary Exit were both "successful" outcomes, but in 

different ways. 

Informal inspection of Table 15 and Figure 2 (MMPI1 

means and profiles for Completers, Voluntary Exiters, and 

Involuntary Exiters) reveals other differences between 

Completers and Voluntary Exiters: Upon entry into the 

program, Voluntary Exiters appeared to be less depressed, 

were apparently experiencing less psychological distress, 

and appeared less likely to be suffering from schizophrenia. 

Completers and Voluntary Exiters also differed in that 

Completers had relatively lower Self-Esteem scores than 



Table 15. Mean MMPI1 validity and clinical scale scores for completers, voluntary 
exiters, and involuntary exiters (T-scores are K-corrected and rounded to 
the nearest integer) . 

* * * * * * * * Completers 50 78 40 57 64 58 67 54 65 66 67 60 63 35 58 38 
(N = 15) L F K BS D BY PD MF PA PT SC MA SI ES MC RE 

* * * Voluntary Exiters 52 65 44 55 57 56 68 53 66 58 60 57 52 42 62 39 
(N = 13) L F K BS D BY PD MF PA PT SC MA SI ES MC RE 

* * * * * Involuntary 57 69 47 53 59 53 70 51 65 62 65 58 56 41 63 41 
Exiters L F K BS D BY PD MF PA PT SC MA SI ES MC RE 
(N = 24) 

Note: * Indicates elevated or "nearly elevated" scale scores of 63 or above, or 
or 35 or below. 
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those who exited voluntarily. This finding further tends to 

validate the notion that Completers were isolative and 

socially inept, and somewhat dependent; while Voluntary 

Exiters were more gregarious and more socially skilled, more 

confident, and significantly more independent in personality 

style. Voluntary Exiters were found to have significantly 

higher Internality scores than Involuntary Exiters, further 

validating the notion that Voluntary Exiters had the most 

independent personality style of the three outcome types. 

(Mean Internality scores for Completers, Voluntary Exiters, 

and Involuntary Exiters were 34.0, 35.5, and 32.1, respec-

tively. ) 

Completers had two apparent personal strengths other 

than their already-mentioned superior persistence in 

residence.· (1) They appeared to be more honest and candid 

than other subjects (L = 50), when compared with Involuntary 

Exiters (L = 57). Completers' very high F/unusual experi-

ences scores, as well as their very low ego strength scores, 

compared to both all Noncompleters and to Involuntary 

Exiters, tend to confirm this presumed tendency to be more 

• Although Completers' relatively greater persis
tence in residence has been equated with "success" in the 
Program, another interpretation is possible: perhaps 
encouraging long-term residence in the program was simply a 
way of maintaining/encouraging our relatively shy, "depen
dent" completers to remain dependent. That is, residence 
maintenance beyond some unknown minimum time (say 60 days) 
may have been counter-rehabilitative for persons apparently 
as "institutionalized" as were Completers. 
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candid in revealing what very likely was a truly high level 

of unusual and unpleasant experiences, and in revealing 

personal weaknesses. (These abnormal scores may have been 

partly the result of a "plea for help" bias that could also 

have helped to produce completers' high F and low ES 

scores.) And (2) they appeared to have a relatively strong 

belief (suggested by relatively high Locus-of-Controll 

Internality) in their ability to control important events in 

their lives. 

As mentioned earlier, the Five Points subject sample 

as a whole appeared somewhat psychologically impaired on the 

initial "baseline" MMPI1, having elevated (65 or above) or 

"nearly elevated" (63-64) scores on the Psychopathic 

Deviate, Paranoia, and Schizophrenia scales (see Table 14). 

The three residence outcome groups which comprise the total 

subject sample are also each separately seen as likely to 

appear psychologically impaired on several MMPI1 scales 

compared to normal subjects (see Table 15). It will be 

argued here, in addition to the above-discussed hypothesis 

that Voluntary Exiters were more socially skilled and had a 

more independent personality style than Completers, that 

Voluntary Exiters also appeared the least likely to be 

psychologically impaired of the three outcome groups: 

Voluntary Exiters had three MMPI1 validity, clinical or 

supplementary scale scores of 63 or above: F (65), PD (68), 

and PA (66), while Involuntary Exiters had elevated or near-
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elevated (63 or above) scores on five of these scales: 

F (69), PD (70), PA (65), SC (65), and MC (63). Finally, 

using number of MMPIl clinical or supplementary scale scores 

of 63 or above, and those of 35 or below, as a criterion-

Completers appeared to be the most-impaired residence 

outcome group, with eight such scale scores: F (78), D 

(64), PD (67), PA (65), PT (66), SC (67), SI (63), and ES 

(35). Thus, by the above-described criterion, Voluntary 

Exiters were the least impaired group, with three pathologi

cally elevated MMPI clinical scale scores; Involuntary 

Exiters were next in order with five clinical or supple

mentary scales in the pathological or "abnormal" range; and 

Completers were apparently the most psychologically 

impaired, with eight elevated scales. 

There were three scales (F, PD, and PA) which were 

elevated for all three residential outcome groups: F scores 

were 78 for Completers, 65 for Voluntary Exiters, and 69 for 

Involuntary Exiters. PD scores for Completers, Voluntary 

Exiters, and Involuntary Exiters, respectively, were 67, 68, 

and 70 (this latter score was significantly though perhaps 

not meaningfully higher than the 67 of Completers), while 

the corresponding PA scores were virtually identical at 65, 

66, and 65. Elevations on these three scales for all out

come groups suggest the possibility of a common causal 

factor: having spent time homeless and under survival 

conditions on the street. Habitual and probably costly 
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illicit substances abuse would also be likely to be associ

ated with high PO scores due to its frequently attendant 

petty or serious criminal behavior related to supporting a 

drug habit. Certainly, life on the streets can be fraught 

with harsh and unusual experienc~s, often requires breaking 

ordinary social rules and norms in order to survive (high 

PO); and high PA scores may have been due to subjects having 

become "street-wise" and learned to mistrust others 

(especially those who might prey on them), also in order to 

survive. It is also quite possible that illicit substance 

use, especially use of hallucinogenics, such as LSD, PCP, 

peyote, and marijuana, contributed to high mean PA scores 

across all residential outcome groups (66), especially in 

the case of that 48 percent--or 23 percent--of the total of 

all subjects who were identified as likely to have mental/ 

emotional problems. 

To briefly recapitulate, our "pictures"/characteri

zations of Completers, Voluntary Exiters, and Involuntary 

Exiters are now roughly as follows: Completers, although 

apparently the most psychologically impaired of the three 

groups, displayed two principal personal strengths--relative 

honesty and a relatively strong tendency to persist in a 

course of action they had chosen (remaining in the program). 

It was also hypothesized earlier that Completers may have 

had personal characteristics which allowed them to function 

relatively successfully in highly structured and supportive 
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institutional situations, but lacked the ability to function 

well in less structured and supportive living situations 

which required greater independence, social skills, and 

coping abilities. 

Voluntary Exiters, on the other hand, were appar

ently the least psychologically impaired of the three 

groups. Their strengths appeared to be (1) a relatively 

independent personality style, (2) higher social skills than 

Completers, (3) relatively higher Internality scores 

compared to Involuntary Exiters, (4) higher Self-Esteem 

Scale scores than Completers (and nearly identical to that 

of Involuntary Exiters), and (5) unlike both Completers and 

Involuntary Exiters, did not have an elevated Schizophrenia 

scale. Unlike the definition of "success" for completers, 

which was simply equated with completing 120 or more days in 

residence, the definition used here of voluntary exits as 

"successful" outcomes is based on a less obvious criterion-

the assumption that Voluntary Exiters believed that they 

were leaving the program for a more desirable living situa

tion. That is, it is virtually impossible to believe that 

an individual would voluntarily leave the program without 

believing that he or she was choosing a more desirable 

alternative. As there were no formal, systematic follow-up 

data collected on any of the exiters, the foregoing 

assumption remains purely speculative and without empirical 

support. Thus it may be that some voluntary exiters found 



themselves in less-desirable situations after leaving the 

program. 
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Although the following differences have not been 

tested for significance, it is tempting to speculate as 

follows: Voluntary Exiters, who had a mean of 65 days in 

residence, were the youngest (33.3 years) of the three 

residence outcome types, being nearly 5 years younger than 

were Completers (37.5 years) or Involuntary Exiters (38.2 

years). Voluntary Exiters also had less mean time homeless 

(5.5 months) than Completers (7.4 months) or Involuntary 

Exiters (9.6 months). That they were younger, and had been 

"on the streets" for only about five months, rather than 

nearly ten for Involuntary Exiters, suggests again that 

Voluntary Exiters were a relatively less impaired group than 

Involuntary Exiters, and reinforces the notion that they may 

have been cognitively more flexible and skilled and appar

ently had had, due to their relative youth, less time in 

their lives in which to erode their mainstream social and 

coping skills through substance abuse and/or living on the 

streets. 

Involuntary Exiters were intermediate in level of 

presumed psychological impairment between the more-impaired 

Completers and less-impaired Voluntary Exiters. Involuntary 

Exiters, besides sharing elevated F, PD, and PA scores with 

both other groups (they had marginally the highest PD score 

(70) of the three outcome types), were also elevated on SC, 
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and on the MC scale (McAndrews Alcoholism Scale--Revised). 

They thus, on average, appeared more likely to suffer from 

some form of paranoid or other psychosis (as did Complet

ers), to fail to respect many social rules and customs, and 

to be prone to alcohol abuse. (Twelve of the total of 24 

Involuntary Exits were for alcohol abuse and twelve of the 

thirteen substance abuse Involuntary Exits were for alcohol 

abuse. There was only one other for street drug abuse; and 

the remainder were for "other" failures to observe program 

rUles.) The fact that they scored significantly lower than 

Voluntary Exiters, and also lower than completers, though 

not significantly, on LOC/Internality, suggests that 

Involuntary Exiters had a relatively weak belief in their 

own abilities to control events in their lives. The 

LOC/Internality variable is perhaps also the only variable 

which allows us to distinguish clearly between "successful" 

(Completion and Voluntary Exit) and lIunsuccessful" 

(Involuntary Exit) residence outcomes. Another possibly 

interesting result was that Involuntary Exiters had a signi

ficantly higher L scale score than completers (L = 57 and 

50, respectively). (This did appear to be a relatively weak 

result, however, as the mean L scale score of 57 for 

involuntary exiters is decidedly within normal limits.) 

Nonetheless, there is at least a suggestion in this evidence 

that Involuntary Exiters were more likely to IIfake-good ll on 
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their MMPI1 performance (and, by extension, on their SES 

performance) than were Completers. 

Our "picture" of Involuntary Exiters has so far 

included no relative personal strengths for this group. 

Their relatively normal Ego strength score (41) and lack of 

elevation of the Social Introversion scale would, however, 

make Involuntary Exiters look at least slightly stronger 

psychologically than Completers. 

Baseline MFA1 Measures of Early-Residence 
Substance Abuse, Self-Responsibility, 

and Social Responsibility--Discussion of 
Possible Problems in Measuring SELR and 

SOCR, and of Their Relationships with 
Select Psychological Variables and with 

the Three Residence Outcome Types 

This discussion of largely MFA #1 results is limited 

to that initial MFA because of significant validity 

problems, both within some of the subscales and across 

subsequent administrations of this instrument. These 

problems are assessed in part below, and in the last 

sUbsection of this discussion. 

Limited Substance Abuse results will be briefly dis-

cussed first, followed by discussion of MFA items subsumed 

under Self-Responsibility (SELR), Social Responsibility 

(SOCR), and their possible contributions to the validity of 

the measurement of these two concepts. Finally, similari-

ties and differences between SELR and SOCR results (for MFA! 

only) will be discussed. Due to the paucity of results and 
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relative weakness of the subscale, RESU results will not be 

discussed. 

Although apparently meaningful results relating to 

SUBST were scarce, there was one of some interest: Of 18 

subjects who stated that they had been treated for mental! 

emotional problems, either currently or in the past, only 

one (5.6 percent) exited due to substance abuse, while 12 of 

the 34 EVERMENT = NO subjects, or 35.3 percent, made 

involuntary exits due to sUbstance abuse over their entire 

period of residence. That is, these "results" arise from 

examination of SUBSTl, 2, 3, and 4 records, showing that 

only one EVERMENT = YES subject dropped out (during the time 

period covering his MFA #2) due to sUbstance abuse and the 

remainder either maintained in residence through 120 days 

(N 6), or made Voluntary (N = 7) or "other" Involuntary 

(N = 4) Exits. This six-fold difference in percentage of 

substance abuse exits between subjects who had and had not 

ever been treated for mental illness appears to this 

investigator to be a "real" difference, even though no 

inferential statistics were performed. 

There were two minor results involving EVERMENT that 

were tested: (1) higher EVERMENT scores (indicating a 

greater likelihood of ever having been treated for mental 

illness) were associated with decreased likelihood of 

substance abuse during the first two weeks of residence, and 

(2) higher EVERMENT scores were also associated with greater 
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likelihood of Voluntary Exit compared with Involuntary Exit. 

The first of these results appears was not surprising, as 

there were no exits due to sUbstance abuse for the 18 

EVERMENT = YES subjects over the first of two weeks to 

residence. The association between treatment for mental 

illness and voluntary Exit rather than Involuntary is more 

difficult to explain, although a part of this difference may 

be due to the fact that EVERMENT YES subjects accounted 

for only 5 of 24 Involuntary Exit, while accounting for 7 of 

13 Voluntary Exits. 

The large difference between EVERMENT = YES or NO 

subjects may be partially explained by the fact that 9 of 10 

of those currently being treated for mental illness were 

included among the 17 EVERMENT = YES subjects who did not 

exit due to substance abuse. These currently treated 

subjects were very likely being educated against the use of 

alcohol and other sUbstances as part of their treatment. 

Indeed, current mental illness may have itself motivated 

such subjects to remain abstinent in order not to exacerbate 

their symptoms. This latter reason may also have motivated 

those additional eight subjects who had been treated for 

mental illness in the past. Although these provisional 

explanations of the relative success of those ever treated 

for mental illness compared to those never-treated are far 

from exhaustive, it appears to this writer that those who 

were being or had been treated had gained some personal 



attributes or strengths which aided them in maintaining 

abstinence while in residence. 
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Before discussing results involving SELR and soeR, a 

rough evaluation of the MFA items subsumed under each (N = 

16 and 9, respectively) will be presented (see Tables 24 and 

25 for SELR and soeR items, respectively). 

Although the SELR variable contained scores from 

16 items, compared to 9 for SOeR, the first eight SELR items 

all assessed only various aspects of personal hygiene. 

Thus, employing fully half of the SELR items simply to 

assess hygiene--at best thought to be a relatively weak 

indicator of Self-Responsibility--and leaving only the 

remaining eight different items to assess behavior and 

attitudes thought to be more important for defining SELR, 

was probably a large mistake. As mentioned in the final 

subsection, not only was the apparent validity of the SELR 

concept "diluted" by having so many redundant measures of 

hygiene, but in addition was made "noisy" by the well

observed, common staff practice of giving a score of 3 on an 

integral scale ranging from 0-4 on all of the hygiene items 

for a large proportion of MFAs performed. The eight remain

ing SELR items were numbers 14, 16, 18, 24, 30, 31, 32, and 

33 on the MFA instrument and constituted the essential 

"core" of behaviors and attitudes now deemed most important 

in assessing Self-Responsibility. Although an item analysis 

was not performed, two items, numbers 31 and 32, were 
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Table 24. MFA item content of the SELR (Self-Responsibil-
ity) variable. 

Item Item 
Number 

l. Show good nutritional habits 0 1 2 3 4 

2. Bathe regularly 0 1 2 3 4 

3. Clean teeth adequately 0 1 2 3 4 

4. Care for hair as needed (comb, 0 1 2 3 4 
brush) 

5. Dress appropriately and neatly 0 1 2 3 4 

6. Keep room/apartment clean 0 1 2 3 4 

7. Take responsibility for own 0 1 2 3 4 
laundry 

B. Use household appliances safely 0 1 2 3 4 
and appropriately 

* 14. Exercise good judgment in making 0 1 2 3 4 
decisions 

16. Manage own money 0 1 2 3 4 

* lB. Devote appropriate effort and 0 1 2 3 4 
time to various activities and 
tasks 

24. Keep appointments for therapy or 0 1 2 3 4 
other services 

30. Progress on case plan objectives 0 1 2 3 4 
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Table 24--Continued 

Item Item 
Number 

X 3l. Acceptance of responsibility for 0 1 2 3 4 
his/her own actions 

X 32. Degree of willingness to change 0 1 2 3 4 
lifestyle 

* 33. Rate this person's overall 0 1 2 3 4 
performance in the program 
this month 

Note: X = Definitive/"core" items partially making up this 
SELR variable 

* = Items now thought to assess both SELR and SOCR. 



Table 25. MFA item content of the seeR (Social Responsi-
bility) variable. 

Item Item 
Number 

* 11- Act assertively when appropriate 0 1 2 3 4 

* 13. Interact properly with others 0 1 2 3 4 

* 25. Reliability and promptness of 0 1 2 3 4 
rent payment 

X 26. Attendance at community meetings 0 1 2 3 4 

X 27. Degree of cooperation with 0 1 2 3 4 
community activities 

* 28. Attendance at meetings with case 0 1 2 3 4 
manager 

X 29. Performance in doing assigned 0 1 2 3 4 
chores 

34. Days of work missed this month 0 1 2 3 4 
due to illness 

35. Days of work missed this month 0 1 2 3 4 
due to other reasons 

Note: X = Definitive/"core" items partially making up the 
seeR variable. 

* = Items now thought to assess both SELR and seeR. 
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originally felt by this investigator to be most important in 

assessing/defining SELR*: "Degree of acceptance of 

responsibility for his/her own actions," and "Degree of 

willingness to change lifestyle." 

The remaining six SELR items assessed behaviors 

and/or attitudes related to managing one's money, quality of 

judgment in decision-making, appropriateness of distribution 

of time and effort during work and recreation, progress and 

performance in the Program, and reliability in keeping 

essential appointments for services. 

As for soeR, there were 9 items, two of which (34 

and 35) are now felt to be invalid measures of the social 

Responsibility concept and thus responses to them presumably 

constitute a further source of "noise" in the data. This 

leaves seven items remaining which are now considered to 

have been of some efficacy in measuring the concept/variable 

soeR. Three of these, 26, 27 and 29, were originally 

considered to be most important in defining qualities into 

soeR that the present researchers felt were essential. 

These items were ratings of level of: Attendance at 

community meetings, Degree of cooperation with community 

* Unfortunately, however, due to lack of foresight 
by this investigator, these items were not given any 
increased "weight" in the construction of the SELR variable. 
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(the Five Points community) activities, and Performance in 

doing assigned chores. The remaining four items, 11, 13, 25 

and 28, measured behaviors including reliability of rent 

payment, assertiveness and appropriateness in social inter

actions, and regularity of meetings with case manager. 

It follows from the above that there were eight 

items which now appear to have adequately measured SELR, and 

seven which essentially constituted the variable SOCR; 

however, all is not yet well with our "idealization" of 

these variables in the foregoing remarks. Although, on the 

positive side, there appears to be a "core" group of seven 

or eight items doing a fair job of measuring each concept, 

there is also a further validity problem beyond simply that 

of "noise" added by redundant or empty items. After data 

collection, close inspection of the items comprising SELR 

and SOCR revealed that there were three SELR items which 

also appeared to assess performance relating to SOCR (14, 

18, and 33) and four SOCR items which also appeared to 

measure SELR (11, 13, 25, and 28) (see Tables 24 and 25). 

If this assessment of the situation was correct, the 

two variables are compounded/partly correlated to the extent 

three of eight important SELR items, and four of seven SOCR 

items all appear to be measuring the same "thing"/concept. 

Indeed, the major results involving SELR and SOCR discussed 

below seem to mirror this in some way--with either SELR or 



SOCR as DVs, there were five IVs which all had important 

relationships of the same sign with both of them. 
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Thus we come finally to a discussion of the major 

SELR and SOCR results (see Table 26), beginning with the 

similarities between them, and following with the perhaps 

more informative differences between them. (These differ

ences will be seen to be germane to the issue of whether or 

not SCLR and SOCR were measuring different "concepts" at any 

level.) 

Higher scores on Social Introversion (SI), Years of 

Education (EDUC), and KAHNPAST were associated with higher 

scores on both SELR and SOCR (as DVs) , while lower scores on 

Paranoia (PA) and KAHNCURRENT were also associated with 

higher scores on both SELR and SOCR. These multiple 

identical results may be partly due to the inclusion of the 

items discussed above, which appeared to measure/assess both 

SELR and SOCR. It is, however, beyond the scope of this 

discussion to treat this problem further, other than to 

emphasize that SELR and SOCR now appear to this investigator 

to be substantially correlated in some way that makes them 

seem to have been measuring the same concept, at least 

judging by the multiple identical results cited above; and 

yet appeared to be measuring very different (virtually 

opposite) "concepts" judging by the results involving SELR 

and SOCR as IVs (to be discussed below). 



Table 26. Digest of major significant relationships between MFA #1 performance 
measures SUBST, SELR, and SOCR for all subjects and select demographic and 
psychological independent variables; "baseline" performance evaluated over 
the first two weeks of residence. 

SUBST* 

t NON-CAUCASIAN = 
'" SUBST 

t EVERMENT = 
t SUBST 

Dependent Variables 

SELR SOCR 

t EDUC. = t SELR t EDUC = t SOCR 

t KAHCURR = '" SELR t KAHCURR = '" SOCR 

t KAHPAST = t SELR t KAHPAST = t SOCR 

Independent 
Variables 

A. Demographic 

ETBNICITY 

EDUCATION 

EVERMENT 

KAHCURR 

KAHPAST 

~ 
U1 
o 



Table 26--Continued 

SUBST* SELR 

Dependent Variables 

soeR 
Independent 
Variables 

B. Psychological 

t PD = t soeR PD 

t PA = "" SELR t PA = "" soeR PA 

t SI = t SlELR t SI = t soeR SI 

* "t SUBST" refers to higher substance abuse scores, which indicate lesser use of 
substances. 

Notes: t = " . higher scores .on. ." or 
"increased likelihood of. " 

"" = "lower scores on. ." or 
"decreased likelihood of " 

= = "was associated with. " 
~ 
U1 
I-' 
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The fact that both higher SELR and SOCR scores were 

associated with more years of education suggests that the 

self-responsibility and social skills which were presumably 

learned as one progressed through the educational system 

were applied by those residents to the problems of coping 

with life in general (Self-Responsibility), and communal 

living in particular (Social Responsibility). It is to be 

remembered that the mean years of education were identical 

at 12.5 for all three residence outcome types--no differ

ences whatsoever--while it has been shown that those with 

more years of education did score higher on both SELR and 

SOCR. It would thus appear the higher EDUC scorers referred 

to had very likely one year or more of college or university 

training behind them--an advantage that was somehow manifest 

in higher performance on measures assessing level of 

responsible behavior--whether self-Responsibility, social 

Responsibility, or some amalgam of both concepts. 

Persons reporting severe sUbstance abuse problems 

(most likely alcohol) within the last six months prior to 

entry into the Program (higher KAHNCURRENT scores) were 

impaired in their self-Responsibility and Social Responsi

bility performance compared to those with lower scores. It 

seems likely that a high level of recent substance abuse 

would lead to Self-Responsibility deficits arising from the 

irresponsibility/impulsiveness/dependency problems charac

teristic of active sUbstance abusers, and would lead to 
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deficits in Social Responsibility as well, both through such 

substance-induced erosion of self and social responsibility 

overall, and also through the social isolativeness so common 

among substance abusers. Higher KAHNPAST scores (indicating 

a history of severe substance abuse at. any time prior to six 

months before entering residence), however, were associated 

with higher SELR and SOCR performance. Severe past sub

stance abuse, then, may have resulted in these individuals 

having learned some painful survival lessons which would 

stand them in good stead in acting in their own behalf and 

in their ability to act cooperatively in a communal living 

situation. This is in addition to the presumed beneficial 

effects on these individuals self- and social responsibility 

from having been in remission of their substance problems 

for at least six months. 

Thus, KAHNCURRENT and KAHN PAST appeared to be 

virtually independent (orthogonal?) measures associated with 

virtually opposite outcomes: those individuals scoring 

lower on KAHN CURRENT and higher on KAHNPAST tended to be 

those individuals who scored higher on both SELR and SOCR. 

The fact that high PA scores were associated with 

both low SELR and low SOCR might be partly a result of the 

presumed affective and cognitive distortions often displayed 

by individuals with such scores. These would clearly have a 

negative effect on one's ability to act effectively in one's 

own behalf/be Self-Responsible. As well, the pervasive 
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mistrust and suspiciousness of others characteristic of 

those experiencing paranoid ideation would very likely lead 

to deficits in behaviors related to social Responsibility. 

For the foregoing discussion of common results 

between SELR and SOeR, the explanations offered of the 

associations between various IVs and these DVs were usually 

very similar for any of the pairs of findings for the four 

IVs mentioned so far. However, the fifth and last of the 

"identical" findings, that high Social Introversion (SI) was 

associated with both high SELR and high SOeR, does not 

appear to allow a single explanation which applies to both. 

In fact, there appears to this writer to be no convincing 

explanation of the high SI-higher SELR association. No easy 

way to understand how more socially isolated, timid indivi

duals were found more likely to display a higher degree of 

self-responsibility/self-interest than those who were sub

stantially less socially introverted occurs to this writer. 

It further appears that these two concepts/variables are 

intrinsically unrelated/orthogonal to each other. If true, 

this notion would make the demonstrated statistical 

association between them appear to be meaningless. The high 

SI-high soeR association appears on the surface to be 

paradoxical and thus also difficult to explain. Although 

the finding that those individuals who appeared most 

socially isolated, introverted, and timid also displayed the 

highest levels of Social Responsibility and cooperation 
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appears unlikely, Graham's (1992, pp. 83-84) assertion that 

high SI scorers tend to be "overly accepting of authority" 

may be an aid in escaping this apparent paradox. Perhaps 

due to their overacceptance of authority, high SI scorers 

[who tended to be Completers in each of three separate 

comparisons with noncompleters, Voluntary Exiters, and 

Involuntary Exiters] became "model citizens" and made high 

Social Responsibility scores as the result of a tendency to 

passively conform in social situations. Assuming that high 

SI scorers tended to be Completers, the associated high SOCR 

scores may also have been the act of a multiply impaired, 

psychologically distressed group (with low Ego strength, low 

Self-Esteem, and a relatively higher likelihood of being 

schizophrenic) who were nonetheless highly determined to 

remain in the relative safety and comfort of the Program, 

and thus found themselves forced into a high level of social 

cooperation and interaction against their assessed tendency 

to be socially isolative. One final result, involving SOCR 

only, was that higher PD scores were associated with higher 

SOCR scores. This result will be discussed below in connec

tion with other results using SELR and SOCR as IVs. 

The five pairs of identical findings involving SELR 

and SOCR discussed above appeared to be individually 

explainable to some extent, but unfortunately also suggest 

that "SELR" and "SOCR" may have been measuring the same 

"concept"/aspect of reality rather than two clearly 
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distinguishable concepts, as was originally intended. In 

fact, major results which were different for SELR and SOCR, 

and thus suggested that they assessed/distinguished 

different concepts, were scanty. They were also, however, 

of some interest: in two comparisons involving EXITTYPE 

(Voluntary vs. Involuntary Exit), a higher likelihood of 

Voluntary Exit was associated both with higher SELR scores 

and with lower SOCR scores. In addition, Completers, as 

well as Involuntary Exiters, were found to have higher SOCR 

scores compared with Voluntary Exiters. 

It thus appears that Completers and Involuntary 

Exiters were similar in being apparently more socially 

compliant and cooperative than Voluntary Exiters. The 

additional fact that higher PD scorers also had higher SOCR 

scores suggests the possibility that many of them may have 

been highly complaint socially as the result of a desire to 

be perceived as complaint in order to enjoy the benefits of 

Program residence. Another, perhaps more sUbstantial reason 

for higher SOCR scores by Involuntary Exiters compared with 

Voluntary Exiters, is that the former had significantly 

higher "Powerful Others" scores than the latter, suggesting 

that Involuntary Exiters may have acted more socially 

responsible and cooperative in order to enjoy the favor of 

the "Powerful Others" in their environment--i.e., Five 

Points staff and other residents who were partially respon

sible for their well-being. In addition, the fact that 



257 

Voluntary Exiters had higher "Internality" than Involuntary 

Exiters, and thus were presumably more self-directed and 

socially independent. 

High SOCR scores by Completers, on the other hand, 

may have been partially due to their presumed higher social 

compliance and overacceptance of authority (high SIlo The 

patently stronger motivation of Completers to persist in 

residence--perhaps a result of their very high level of 

stressful experiences "on the street," likely psychological 

vulnerability, and thus greater need--may also have been 

partly responsible for their higher Social Responsibility 

scores. 

The one significant finding relating SELR and 

residence outcome type--that Voluntary Exiters had higher 

SELR scores than did Involuntary Exiters--points up the 

uniqueness of the Voluntary Exit group among the three 

outcome types. Several related findings suggest probable 

personal/psychological characteristics of Voluntary Exiters 

that are consonant with their significantly higher Self

Responsibility scores (compared with Involuntary Exiters·) 

in particular, and with their generally higher-functioning 

• There was no significant difference between Volun
tary Exiters and Completers in SELR scores. Considering the 
presumed greater independence and psychological intactness 
of Voluntary Exiters, it would have been expected that they 
had higher Self-Responsibility than Completers; however, 
this may have been offset by the presumed greater "need" of 
Completers. 
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appearance compared with both Completers and Involuntary 

exiters in general: (1) they had the fewest MMPI1 scales in 

the pathological range among the three outcome types, thus 

appearing overall less psychologically impaired than either 

Completers or Involuntary Exitersi (2) their Schizophrenia 

scale was not elevated, while those for both Completers and 

Involuntary Exiters were, (3) they had significantly higher 

LaC/Internality scores and lower LaC/Powerful Others scores 

than Involuntary Exiters (and also lower LaC/po scores than 

Completers), (4) their Self-Esteem scale scores were signi

ficantly higher and their F or unusual experiences was lower 

than those for Completers, and their Social Introversion and 

Psychological distress (PT) scales were within normal limits 

compared with pathologically high scores on both by Complet

ers, and (5) they did not use alcohol or other drugs or 

violate any other major rules and/or policies of the Program 

during their tenure in residence, as did Involuntary 

Exiters. 

Thus, in final summation, Voluntary Exiters appeared 

to be the highest-functioning, most self-directed and 

independent, least psychologically impaired overall, least 

invested in the idea that powerful others controlled their 

lives, and least socially responsible/compliant of the three 

Residence outcome types. This profile of Voluntary Exiters 

also appears to strengthen the earlier-discussed argument 

that they may have constituted a more "successful" outcome 
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group than Completers. Completers and Involuntary Exiters, 

although similar in being apparently more dependent, less 

self-directed, more socially responsible/cooperative/com-

pliant, and more likely to be schizophrenic than Voluntary 

Exiters, we~e different in that Completers remained in 

residence more than twice as long, were highly socially 

introverted, had had significantly more unusual/difficult 

experiences--presumably in their prior life "on the street" 

--and did not use alcohol or drugs or break other important 

Program rules during their time in residence. 

The above final summation of the psychological char-

acteristics of the three Residence Outcome types depended 

largely upon findings discussed in the previous sUbsection 

regarding residence outcomes and also, to a lesser extent, 

on the limited SELR and SOCR findings discussed in this 

sUbsection. However, due to the problematic status of the 

SELR and SOCR concepts--whether or not they actually 

measured different "things"/aspects of reality--the validity 

of that part of the above discussion of results involving 

them is in question. 

MMPII-MMPI3 Differences for Cornpleters. 
Indicating possible Improvements in 

Psychological status Oyer the 
4-Month IVBI-IVB3 Interval 

There were several significant improvements in MMPII 

scores for completers over the MMPII-MMPI3 interval (see 

Table 16 and Figure 3). The Depression scale score 



Table 16. Mean validity and clinical scale scores for completers on MMPl1 and MMPI3 
(T-scores are K-corrected and rounded to the nearest integer) . 

MMPl1 
(N = 15) 

MMPI3 
(N = 12) 
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51 76 42 
L F K 
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decreased significantly from a relatively high 64.4 to 56.8 

--well within normal limits--suggesting that completers felt 

significantly less depressed after approximately 100 days in 

residence. Psychopathic Deviate scores fell significantly 

from 67.1 to 62.5, suggesting that completers may have 

become slightly more conforming to social rules and customs 

than they were upon entry. Psychasthenia scale scores fell 

from 68.2 to 61.7, suggesting a significant decrease in 

psychological distress over the test interval. Finally, 

there was a modest but marginally significant increase in 

Ego strength score from 34.6 to 38.3. It is tempting to 

speculate here that the presumably salutary effects of 

residence in the Five Points Program for 100-plus days may 

have been responsible for the MMPI scale score improvements 

noted above. Depression and Psychasthenia scores might have 

been expected to decrease, presumably due partly to the 

shelter from the vicissitudes of living on the street 

provided by residence in the program. with regard to the 

decrease in PD score, living in a predictable, supportive, 

highly structured program may have reduced completers' 

perceived need to violate social norms, which need had 

apparently been a result of the socially marginal 

constraints of street life. Despite having an initial MMPI 

Ego strength score lower than that for noncompleters, 

completers showed a modest increase in ES score (from 35 to 

38) over the 110-day test interval. This increase could be 
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seen as a result, as mentioned for other variables above, of 

the shelter and asylum provided to residents by the Five 

Points Program. Completers did not fit well with the 

description of low ES scorers provide~ by Graham (1990). 

Low ES scorers were seen by Graham as poorly adjusted and 

poorly equipped to deal with the stresses of life, as well 

as being less likely to show positive personality change 

during treatment. In fact, our completers apparently dealt 

well with the stresses of life in the highly structured Five 

Points Program, as well as showing some positive personality 

changes during their residence period. This level of 

performance was achieved even though completers displayed 

low Ego strength, high F (unusual experiences), high Social 

Introversion, high Depression, high Psychasthenia, and high 

Schizophrenia scores compared to noncompleters, as well as 

the high PA and PD shown by all residence outcome types. 

The fact that all significant MMPII-MMPI3 differ

ences were in the direction of a presumed increase in 

psychological health suggests that completers received some 

tangible psychological benefits from their program tenure of 

about 110 days at the time they received the MMPI3. Unfor

tunately, there were no comparable data for noncompleters by 

which their psychological "progress" might be compared with 

that of Completers. 



Potential Validity Problems with 
Test Instruments or Due to Abnor
malities in Five Points Project 

Data or statistical Analyses 

Discussion of Possible Validity 
Problems with the MFA Instrument 
and Data, Including Variables COMPOS, 
SUBST, SELR, SOCR. and RESU 
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Although the above-listed MFA variables were origin

ally intended to be the primary measures of residents' level 

of performance in the program, several possible validity 

problems with these variables argue for the view that the 

MFA was not a highly valid or potent measure of performance. 

To begin with, the part-whole correlations that were calcu

lated between the composite MFAl measure, COMPOSl, and the 

four subsidiary MFA variables revealed highly significant 

correlations with SELRl, SOCRl, and RESUl, but a much lower 

and nonsignificant correlation between COMPOSl and SUBSTl. 

Thus, COMPOS was not a valid overall sUbstitute for the four 

sUbsidiary MFA variables. As a result, the few significant 

results involving COMPOS will not be discussed. 

There were also validity problems with the MFA 

variables SUBST, SELR, SOCR, and RESU. First, as briefly 

discussed in the Results section, SUBST was not free to vary 

between 0 and 8 due to the fact that only one alcohol or 

drug "slip" (a SUBST score of 7) resulted in an individual 

being asked to leave the program. Thus, almost all SUBST 

scores were a "perfect" 8, with only a few as low as 7, 

indicating one drug or alcohol "slip.11 Second, the first 
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8 of the 16 items comprising the variables SELR (Self-

responsibility) measured principally grooming and hygiene, 

leaving only the remaining 8 items for measuring other 

presumably more essential self-responsibility behaviors and 

attitudes. In addition, this writer has observed that very 

often staff scored all of these first 8 items as a "3," thus 

artificially reducing score variability on this variable. 

The combined result of these two facts would appear to make 

SELR a less potent measure of Self-Responsibility behaviors 

and attitudes than had been intended. The next MFA 

variable, SOCR (Social Responsibility), appears to be the 

best of the four in terms of potential validity. SOCR 

subsumes 9 items, tapping a variety of social behaviors. In 

addition, this writer has observed no staff-induced artifi-

cially limited variability in these results, contrary to 

what was found with SELR." The last MFA variable, RESU (Use 

of Community Resources), suffers from one of the same 

problems as does SUBST: too few items--only three--are 

subsumed under this variable, thus limiting potential 

variability on this measure. 

Two further problems potentially affecting validity 

of MFA results are those of staff memory limitations and 

missing data. First, MFA results depended on the intactness 

" See also the more extended discussion of SELR and 
SOCR validity problems on pages 243-249 of this Discussion. 
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of the memories of staff members in remembering residents' 

behaviors that had occurred one to five weeks previously. 

staff members commented during MFA sessions that their 

memories were not completely accurate regarding each 

indicated 30-day MFA period. Thus, memory inaccuracies 

undoubtedly added "noise" to the MFA data. Finally, as 

discussed in the Results section, MFA items which had ~ 20 

percent missing values were excluded from the analysis, 

while several others with fewer than 20 percent missing 

values had the mean score for all individuals on that 

particular MFA (#1, 2, 3, or 4) entered for that item. To 

sum up, the MFA measures were of suspect validity from 

several sources: MFA variables that had too few items or 

were not free to vary, redundancy in MFA items subsumed 

under SELR, staff memory limitations in reporting of MFA 

items, and "noisy" data due to items with missing values. 

One final significant problem with using the Monthly 

Functional Assessment variables to measure residents' per

formance is that there was a steadily increasing percentage 

of completers data included in each successive MFA (#1, 2, 

3, and 4), thus confounding the results for MFAs other than 

#l--remember that the Ns for MFA #1, 2, 3, and 4 were 52, 

40, 26, and 15, while there were data from the 15 completers 

included in each one. Thus, the usefulness of the results 

from all MFAs following #1 was suspect, and they were 

discussed only in a very limited way. Despite possible 
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validity problems with SELR and SOCR, results involving 

MFA #1 can be seen as "baseline" data of some value in 

describing behavior occurring during the first two weeks of 

residence, and were discussed above, with particular 

emphasis on SELR and SOCR results. 

By comparison with the MFA variables, COMPPROG and 

related variables (e.g., Days-in-Program, EXITTYPE) appear 

to have been the better measures of performance in the 

program: they were relatively easy to measure (nominal or 

ratio variables), did not depend on accuracy of memory, had 

no missing values, and measured behavior occurring over an 

extended period of time. 

Discussion of possible Validity Problems 
with the Folstein. SES. Kahn Current. 
Kahn Past. Kahn Total. LOC Scales. 
and MMPI1 and 3 

Possible ceiling effects with the Folstein were 

discussed earlier. Another potential problem with the 

Folstein is that it may be so simple as to not be sensitive 

enough to detect minimal levels of brain dysfunction. 

However, a more sensitive test would very likely require 

more time to administer, and thus have its own disadvantage. 

The Folstein does appear to have sufficient validity and 

discriminative power to detect moderate-to-severe brain 

dysfunction and may still be the most useful choice when 

time is a consideration in assessing homeless populations. 
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The Rosenberg Self-Esteem Scale had few significant 

relationships with outcome variables, possibly due to its 

apparently very high face validity. The relatively obvious 

nature of the items used to assess higher or lower levels of 

self-esteem could have tempted those so inclined to manipu

late their answers either in the "fake-good" (minimization 

of psychopathology) or "fake-bad" (exaggeration of psycho

pathology) directions. Since by chance one would expect 

attempts to "fake-good" or "fake-bad" to be of equal 

frequency, the net result of some subjects' manipulating of 

this test might be that of introducing "noise" into the 

data, rather than introducing any systematic "fake-good" or 

"fake-bad" bias. An obvious solution to this problem would 

have been to use a self-esteem instrument that has less 

easily "fakeable" items while still being relatively quick 

and simple to use. Finally, another problem with this 

instrument is the unavailability of normative scores for 

various kinds of groups. 

The Locus of Control scales appear to have the fol

lowing two problems: (1) again, no available norms could be 

found for this instrument, and (2) as with the SES instru

ment, relatively high face validity/obviousness of items may 

make this instrument relatively easy to manipulate in a 

"fake-good" or "fake-bad" direction, with "fake-good" the 

more likely direction for the reason that, from inspection 
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of the items, it would seem less difficult to "fake-good" on 

this instrument than to perceive how to "fake-bad." 

The Kahn Alcohol and Drugs Patterns and Effects 

Questionnaire (KAHN) (Kahn & Gingras, 1983), although 

producing no significant results in its complete form (Kahn 

Total) in our analyses, was useful in its divided form (Kahn 

Current and Kahn Past) in that, in this form, relationships 

were found with several dependent variables. (High KAHCURR 

scores "predicted," or were associated with greater chance 

of involuntary exit due to alcohol rather than drug user and 

were also associated with lower self-responsibility and 

social responsibility scores on MFA1. In addition, higher 

Kahn Past scores were associated with higher self-responsi

bility and social responsibility scores on MFA1. From these 

latter results, it can be seen that Kahn Current and K~hn 

Past must be measuring very different constructs, perhaps 

opposite in sign. Thus, it is problematic whether Kahn 

Total is measuring only one construct, as would be desir

able. However, it should be remembered that this complete 

form of the instrument has been successfully used to 

identify persons with severe substance abuse problems and 

thus has some significant utility. A further problem with 

the Kahn Total is that, by inspection, it can be seen to be 

heavily weighted toward assessment/detection of alcohol 

abuse and relatively weak in detecting street drug abuse 

when this is not coupled with alcohol abuse. It seems 



270 

likely that the KAHN could be modified to better assess 

street drug abuse, but perhaps not without significantly 

increasing its length and thus also its time to administer. 

Perhaps the most potentially serious validity 

problem with the results lies in the MMPI1 and MMPI3 data. 

Inspection of the validity scales (L, F, and K) for indivi

dual subjects revealed many very high or very low scores, 

suggesting that the associated clinical and supplementary 

scale profiles and associated interpretations of them may be 

invalid. Greene (1980) suggests roughly the following 

interpretations of abnormally high or low validity scales: 

1. If L ~ 70, the subject is probably making an 

unsophisticated attempt to minimize psychopathologyj 

"f ake-good " ( FG) ; 

2. If L ~ 45, the sUbject is probably trying to 

maximize the impression of psychopathologyj"fake

bad" (FB); 

3. F ~ 70 (F ~ 90 was used as a criterion here as home

less persons have been found to have highly elevated 

F scores (Kahn et al., 1987)), suggests a history of 

many unusual experiences plus a possible FB bias; 

4. F ~ 45 indicates possible FG; 

5. K ~ 70 indicates probable FG; 

6. K ~ 35 indicates probable FB and possible psychosis. 
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Summarizing the results of Table 27: 20 of 52 MMPI1 

subjects, and 4 of 12 MMPI3 subjects, had at least one of 

the indicated abnormally high or low validity scores. Limit

ing our discussion of type of bias in the presumably invalid 

results to either "Fake-good" or "Fake-bad," we find that 

for MMPI1 subjects (from which the vast majority of statis

tics involving the MMPI were calculated), six subjects had 

validity scale abnormalities suggesting "fake-good," one had 

abnormalities suggesting both "fake-good" and "fake-bad," 

and 14 had validity scale abnormalities suggesting "fake

bad." It would thus appear that a fake-good bias occurred 

in 6 MMPI1 subjects, with an opposite, or "fake-bad," bias 

occurring in another 14 MMPI1 subjects, suggesting an 

overall "Fake-bad" bias in the data. However, it should be 

emphasized here that many homeless persons have very likely 

undergone a great number of unusual and psychologically 

painful experiences on the street, suggesting that what 

looks like a "Fake-bad" bias by Greene's (1980) criteria may 

be only an honest reporting of the truth. If this argument 

can be accepted, it will be seen that there may well have 

been very little systematic bias (either "fake-good" or 

"fake-bad") influencing the results. It would be expected, 

however, that possible unsystematic biases within the 

results also suggested by abnormal validity scales may still 

have contributed "noise" to the MMPI data. 
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Table 27. Schematic summary of possible abnormal MMPI 
validity scale scores. 

Number of Subjects 
Abnormal Validity Interpretation 

MMPIl MMPI3 Scale Type 

4 0 L ? 70 FG 

1 0 L ? 70, F ? 90 FG, DIS, and/or FB 

1 0 L ? 70, F ~ 45 FG, FG 

1 1 L ~ 45, K ~ 35 FB, FB 

1 0 L ~ 45, F ? 90 Fb, DIS, and FB 

2 0 L ~ 45, F ?. 90, FB, DIS & FB, FB 
K ~ 35 

3 2 F ? 90 DIS and FB 

2 1 F ? 90, K ~ 35 DIS and FB, FB 

1 0 K ? 70 FG 

4 0 K ~ 35 FB and/or DIS 

Notes: FG = Probable "fake-good" 

FB = Probable "fake-bad" 

DIS = Probable disorganized personality 



Possible Validity Problems 
with Results of the Exploratory
stepwise Second Phase of the 
confirmatory/Exploratory Analyses· 

Finally, interpretation of any of the exploratory 
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results from the Exploratory/confirmatory analyses appears 

to be quite problematic due both to likely capitalization on 

chance and attendant possibly spurious results resulting 

from such unorthodox two-phase analyses, as well as possible 

suppressor effects from the MFA variables forced into the 

first phase of these analyses. 

suggestions for Future Research 

Although somewhat suggestive, for the reasons 

addressed above, many explanations of major results offered 

in this discussion appear to this investigator be rigorous 

enough to be useful in informing future research on the 

homeless. In this section, an attempt will first be made to 

suggest independent variables and associated test instru-

ments which this writer believes would be essential in a 

well-constructed homeless study. This attempt will, 

however, almost necessarily be biased in favor of studies 

which resemble the present one. Next, the need for valid, 

reliable dependent measures of outcome or performance, 

preferably carried out on a sample of behavior (whether that 

• These results are in Table 9 in the Results 
section. 
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of coping with a group living situation, or one obtained 

from shelter residents, or elsewhere) which extends over a 

number of days at least, will be discussed. The following 

discussion will be informed by the notion that we must 

discover which and how psychological and demographic charac

teristics of the homeless are related to successful or 

unsuccessful coping styles in order to intelligently plan 

future rehabilitative interventions for this population. 

One of the most pivotal variables in distinguishing 

successful from unsuccessful outcomes in this study was 

LOC/Internality. In separate analyses, both Completers and 

Voluntary Exiters had higher Internality scores (although 

the difference between Completers and Involuntary Exiters 

was not of sufficient size to be significant) than the 

unsuccessful Involuntary Exit group. The fact that Intern

ality scores distinguished between the similarly impaired 

(by the criterion of number of abnormal MMPI scale values) 

Completers and Involuntary Exiters, argues that this 

variable may be assessing the level of a personal belief-

that one can control events in one's life by one's own 

efforts--higher levels of which are, presumably, highly 

associated with the motivation to succeed, even in the face 

of severe handicaps. Thus it appears that a measure of 

LOC/Internality (as well as, for a complete picture, 

LOC/Powerful Others and LOC/Chance) would be a valuable part 

of test batteries in future homeless ~·tudies. Similarly, 
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the relatively large number of MMPI1 variables which had 

important associations with performance variables in the 

present study, also argues for inclusion of MMPI data 

(including select supplementary scales) in future test 

batteries. In fact, it is somewhat surprising that so few 

homeless studies to date have utilized the MMPI, Kahn et ale 

(1987) being a notable exception. In cases where assessment 

time might be limited, one of the shorter forms of the MMPI 

could be used. 

The high prevalence of substance abuse among the 

homeless also argues for inclusion in future studies of an 

instrument measuring current and past substance use/abuse. 

Hopefully, a relatively simple instrument could be found or 

developed which would be more nearly equal in detecting 

alcohol abusers co~pared with other drug abusers than the 

one used here (the Kahn) which appears to be significantly 

more powerful in detecting alcohol abusers than in detecting 

abusers of other "street" drugs. 

Inclusion of the Folstein or other short cognitive 

status exam in future test batteries might be considered 

optional, depending upon whether or not a significant frac

tion of the group under study was presumed to have undergone 

relatively severe substance abuse of long duration or very 

high intensity. 

Sufficient demographic information (including at 

least measurement of the variables gender, ethnicity, age, 
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number of years completed in school, homeless time in 

months, and history of treatment for mental illness and/or 

sUbstance abuse) is also considered by this writer to be a 

necessity in future studies. Discovery of relationships 

between these kinds of variables .and dependent or perform

ance variables will presumably increase our ability to plan 

rehabilitative strategies and programs for the homeless. 

The relatively robust finding of gender differences in the 

present study (women were more likely to complete and had a 

higher DIP than men) suggests that such differences may well 

become very important in characterizing the strengths and 

weaknesses of homeless populations. other evidence support

ing the importance of discovering and understanding gender 

differences among the homeless are the facts that the number 

of homeless women is increasing at a faster rate than that 

of men, and the finding of gender differences in earlier 

homeless studies (i.e., Bachrach et al., 1988; Bachrach, 

Santiago, & Berren, 1990). 

Although purely descriptive and/or anecdotal, home

less studies are still common in the literature, it appears 

to be the time to encourage a shift to a greater number of 

studies which allow the possibility of discovering relation

ships between the kinds of independent variables mentioned 

above and well-constructed dependent/performance/outcome 

variables. Measurements of performance/relative success or 

failure on real-life tasks which require at least a modest 
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level of coping skills and which are preferably carried out 

over a period of at least several days are considered by 

this writer to be essential if we are to discover the psy

chological/personal strengths and weaknesses of various 

subgroups of homeless persons. The value of measuring 

"real-life" performance, i.e., performance on tasks which 

employ many of the coping skills necessary for maintaining 

oneself independently in society, is presumably that the 

coping skills and deficits of individuals under study will 

be revealed and found to be associated with select 

demographic and psychological variables. Similarly, the 

value of measuring performance over at least a moderate 

length of time (e.g., several days) is seen by this writer 

to be one of obtaining a relatively realistic, ecologically 

valid sample of social and other coping skills. As was well 

documented in the introduction, the demographic and psycho

logical characteristics of the homeless are so varied and 

their rehabilitation needs so different that a global 

theory, including all types of homeless persons and 

attendant generalizations regarding them, may never be 

tenable. What can be done is to attempt to identify sub

groups/categories of homeless persons which will hopefully 

be consistent enough in their characteristics to eventually 

allow prediction of their performance levels via selected 

"microtheories." Using the presumably more consistent 

characteristics and more circumscribed theories regarding 
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selected subgroups of the homeless populations to evolve 

"tailored" rehabilitation strategies and programs, would 

presumably be an improvement over current methods of 

planning interventions for the homeless, which are presently 

necessarily lacking in anything but the most simplistic, 

overgeneralized theoretical foundations. 
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APPLICATION DATE __ 1 __ 1 __ 
REFERRING AGENCY ______________ __ 
CASEWORKER ___________________ __ 
CASEWORKER PHONE ______ __ ______ _ 

FIVE POINTS APARTMENTS APPLICATION 

LAST NAME ____________ __ FIRST NAME _____________ M.I. 

DATE OF BIRTH _____ 1 _____ 1 ____ _ AGE __________ __ 

SOCIAL SECURITY NUMBER _____________ _ 

CURRENT LIVING SITUATION _______________________________ ___ 

CURRENT LIVING ADDRESS 

TELEPHONE NUMBER IS THIS A MESSAGE PHONE? 

EMERGENCY CONTACT: NAME ________________________________ __ 

ADDRESS ________________________________ __ 

PHONE ( ____ _ 

TUCSON AGENCIES YOU HAVE RECEIVED SERVICES FROM: 

AGENCY __________________ _ SERVICES 

AGENCY SERVICES _______________ __ 

AGENCY SERVICES ________________ __ 
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Application (page 2) 

PLEASE LIST WHERE YOU HAVE LIVED OVER THE PAST 3 YEARS 

STREET ADDRESS __________________________________________ ___ 

CITY __________ __ STATE __________ __ HOW LONG ______ __ 

WHY DID YOU LEAVE? 

STREET ADDRESS 

CITY __________ __ STATE ____________ _ HOW LONG ______ __ 

WHY DID YOU LEAVE? 

STREET ADDRESS __________________________________________ ___ 

CITY __________ __ STATE ____________ _ HOW LONG ______ __ 

WHY DID YOU LEAVE? ______________________________________ ___ 

STREET ADDRESS __________________________________________ ___ 

CITY __________ __ STATE __________ __ HOW LONG ______ __ 

WHY DID YOU LEAVE? ______________________________________ ___ 

STREET ADDRESS __________________________________________ ___ 

CITY __________ __ STATE ____________ _ HOW LONG ______ __ 

WHY DID YOU LEAVE? ______________________________________ ___ 
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Application (page 3) 

WHY DO YOU FEEL YOU BECAME HOMELESS? 

WHAT IS YOUR EDUCATIONAL BACKGROUND? 

WHAT IS YOUR MILITARY BACKGROUND? 

HOW DO YOU GET TO WORK/JOB TRAINING? 

DO YOU HAVE A VEHICLE? __________ _ TYPE OF VEHICLE 

MAKE MODEL ______________ _ YEAR __________ _ 

LICENSE __________ __ STATE ______________ _ YEAR __________ _ 

INSURANCE COMPANY ____________ _ IS INSURANCE CURRENT? 

DRIVER'S LICENSE NUMBER __________________________________ __ 

STATE EXPIRATION DATE ----/----/----



Application (page 4) 

ARE YOU CURRENTLY UNDER A DOCTOR'S CARE? 

FOR WHAT? 

283 

HAVE YOU BEEN UNDER A DOCTOR'S CARE DURING THE PAST YEAR? 

FOR WHAT? 

NAME OF DOCTOR ____________________ __ 

ADDRESS PHONE ________ _ 

WHAT ARE YOU BEING TREATED FOR? 

ARE YOU/SHOULD YOU BE TAKING ANY PRESCRIBED MEDICATION? 

WHAT KIND? 

FOR WHAT? 

HOW OFTEN? 

DO YOU HAVE LONG-TERM/CHRONIC ILLNESSES OR CONDITIONS? ____ _ 

DESCRIBE ________________________________________________ _ 
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Application (page 5) 

DO YOU HAVE MEDICAL INSURANCE? ________ WHAT KIND? 

WHAT IS YOUR HOSPITAL PREFERENCE? 

HAVE YOU EVER BEEN IN ALCOHOL/DRUG TREATMENT? 

WHERE? ________ __ WHEN? FOR HOW LONG? 

HAVE YOU EVER BEEN IN A COUNSELING PROGRAM? ______________ __ 

WHERE? WHEN? FOR HOW LONG? ________ _ 

HAVE YOU EVER BEEN CONVICTED OF A FELONY? 

FOR WHAT? 

ARE YOU CURRENTLY ON PROBATION/PAROLE? 

OUT OF WHERE? HOW LONG? 

NAME OF PAROLE/PROBATION OFFICER ________________________ ___ 

HOW DO YOU CONTACT HIM/HER? ______________________________ __ 

THE FIVE POINTS TRANSITIONAL APARTMENT PROGRAM IS DESIGNED 
TO HELP PERSONS WHO HAVE MADE A COMMITMENT TO CHANGE THEIR 
LIVES. IN WHAT WAYS HAVE YOU SHOWN THAT YOU HAVE MADE THAT 
COMMITMENT? 
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The purpose of Five Points is to provide you with a decent, affordable and safe place to 
live while you work positively to identify and effect needed lifestyle changes. To ensure 
that an atmosphere of trust and confidence is maintained, you should be aware of your 
rights, responsibilities and privileges as a participant of the program. 

Any information we have concerning you will be kept confidential and will not be 
released to anyone without your knowledge and consent, unless necessary because of a 
medical emergency or court order. 

You have a right to receive services according to your individual needs in a drug and 
alcohol free environment. 

You will only be able to take over-the-counter medications while enrolled in the 
program unless the medication has been prescribed by a physician and has been 
checked in with your case manager prior to your using it. 

Your rent provides you with your basic room. Program fees provide meals and services. 
Personal necessities are your own responSibility. 

You have the right to receive and send uncensored mail. 

You are expected to treat everyone involved with Five Points with respect. 

You are expected to comply with the terms of your contract, the Program Rules and the 
Rules of Five Points as a whole. 

As a responsible adult, you will not be expected to be in bed at a specific time. However, 
you are expected to be considerate of other program participants and staff. 

Efforts have been made to provide you with a safe environment. Please advise a staff 
member immediately of. any condition which may pose a safety risk to you or others. 

You are responsible to follow all rules and guidelines established for the program. 
Failure to do so will result in disciplinary action. 

Your right to remain in the program may be terminated for cause as outlined in the 
Rules and Standards of Disciplinary Action. This process is listed in the next section. 

Participants who have been asked to leave the program, or leave on their own, due to 
drinking or drugging are not allowed on the premises. 
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You are to report any visitor' on the premises during non-visiting hours to the staff 
member on duty. You are also to report anyone on premises, participant or visitor, who 
has been drinking or drugging or who is in possession of alcohol or drugs. 

Program participants are free to express their opinions concerning the program in an 
appropriate way. If you have an issue regarding your treatment, the operation of the 
program, or with another participant you should express your concern at the Weekly 
Community Meeting. If you feel that your issue has not been adequately addressed, 
there is a grievance procedure that outlines further steps you can follow. Any questions 
about this procedure or other program operations should be directed to your case 
manager or another staff member. 

Five Points cannot be responsible for your belongings. 

From tifue to time individuals and groups visit Five Points. These visits benefit Five 
Points by helping to maintain good public relations. If, to protect your privacy, you 
wish to be advised in advance of visits by persons not connected with Five Points please 
advise you case manager. 

Participant Disciplinary Action 

The procedure for disciplinary action against a participant other than for situations 
allowing for immediate termination are: 

1. Verbal Warning 

Participant is verbally warned that his! her conduct is other than that which is expected 
by the program. Program staff shall enter this fact in the participant'S case record stating 
the reasons and timelines for improvement. 

2. Writtetl Reprimand 

[f improvement does not occur within the timelines specified in the Verbal Warning, the 
staff member shall document reasons for continued concern and timelines for 
i.mprovement prior to the participant being placed on probation. A copy of the 
Reprimand shall be signed by the participant and included in the case file of the 
participant involved. The participant shall receive a copy of the Written Reprimand. 

3. Probation 

If improvement does not occur within the timelines specified in the Written Reprimand, 
the staff member shall document reasons for continued concern and timelines for 
improvement necessary to avoid termination from the program. A copy of the Notice of 
Probation shall be signed by the participant and forwarded to the Program Director for 
inclusion in the participant'S case file. The participant shall receive a copy of the Notice 
of Probation. 
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4. Termination 

If improvement does not occur within the specified time period, the Program Director 
shall terminate the participant from the Program and place a copy of the termination 
notice in the participant'S case file. The participant shall receive a copy of the 
termination notice. Notification will also be made to the referring agency in writing. 

Standards of Disciplinary Action 

See the attached copy of this document for specific actions in addition to rules violations 
that could result in disciplinary action. This list is not intended to cover all behaviors 
which could result in termination or disciplinary action being taken. 

Probationary Period 

The first 30 days of each participant's time at Five Points is a mutual probationary 
period. Either you or the program may choose to terminate your relationship with the 
program at the end of this period. If you leave the program during or at the end of this 
period, your deposit will be returned to you provided there is no damage or missing 
articles in your room. After this period is over your deposit is not refundable until you 
successfully complete the program. 

Managing the Program 

Each participant who continues in the program after the fourth week is required to have 
an individualized case plan and an identified case manager who is iesponsible for 
monitoring the plan. 

The case plan is a document that is developed by you and your case manager with the 
input of others who are involved with you at Five Points. The plan is designed to be a 
roadmap that you will follow to reach the goals that you and your case manager have 
identified as being important to you. 

The focus of the case plan is your re-integration into fulfilling community life. 

The case plan is designed to coordinate the available program services to meet your 
needs. 

The case plan will be reviewed weekly, if possible, to assure it remains appropriate to 
where you are at that time. 

Payment of Fees 

You will be assessed 30% of your adjusted gross income per month as payment for rent 
in accordance with section 3a of the United States Housing Act of 1937 and normal 
utilities. You will be assessed 550.00 per month as payment for meals and the program 
of services. 
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Participant rent and fees are due and owing on the 1st regular business day of each 
month. However, we realize that different employers pay on different pay schedules. 
Therefore, each participant is required to develop a budget and payment schedule at 
entry. This payment schedule will be based upon your income and expenses and will be 
designed to ensure regular payment that will keep you current in rent and fees at the 
end of each month. If rent and/or fees are late and are not received within five (5) 
working days after the payment due date, you will be termed delinquent and may face 
termination from the program and loss of any deposits made. 

You are required to reimburse the Primavera Foundation for all costs necessary to 
repair damages that may be caused through your actions or negligence. 

When the Five Points fee schedule or your individual fee is changed for reasons other 
than an increase/decrease in your income, you will be notified as far in advance as 
possiblei In this case, you will not have to pay the new fee until the next billing 
following the notification. 

A security/damage deposits of 550.00 is required at move in. rf you lose or damage 
your room keys a 510.00 key charge per key is assessed. 

Transitional Dollars Program 

As an incentive to upgrade employment and to provide individuals who complete the 
Program monies that will assist them when establishing a new residence in the 
community, the Program has established the Transitional Dollars program. The 
Transitional Dollars Program is voluntary and all Five Points participants whose 
monthly rent payments are in excess of 5175.00 and who are current in those payments 
and in their monthly fees payments are eligible. The funding for this program comes 
from rent monies paid to the Foundation by participants of the Five Points Program. 

Follow Up 

You are also encourage to continue your participation in Five Points activities even after 
completion of your program. 

All participants are required to assist Five Points to determine the effectiveness of the 
program through their participation in our follow-up process. This process is to enable 
the Program to change those things that are not working and to identify those areas 
where more emphasis is needed. 

To the extent possible, follow-up contacts with former program participants will take 
place at 30,75, and 180 days post-discharge. 

Times and methods of follow-up contacts will be agreed upon at the time of discharge. 

Arrangements for persons leaving the local area will be made prior to discharge. 

To extent possible, follow-up will determine to what degree your program has been 
sL:ccessful. 

On at least an annual basis, follow-up information will be utilized in evaluating the 
effectiveness of the program of services. 
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Rules 

The primary rule of Five Points is as follows: 

THIS IS AN HONEST PROGRAM. 

This is an alcohol and drug free environment. In keeping with that following rules must 
be adhered to: 

ALCOHOL OR RECREATIONAL NON-PRESCRIPTION DRUGS ARE 
NOT ALLOWED ON THE PREMISES. 

NON-PRESCRIPTION DRUG USE IS NOT PERMITTED WHILE 
ENROLLED IN THE PROGRAM WITHOUT KNOWLEDGE OF AND 
AUTHORIZATION FROM YOUR CASE MANAGER. 

PRESCRIPTION DRUGS MUST BE CHECKED IN THROUGH THE 
ASSIGNED CASE MANAGER 

INTOXICATION WHILE ENROLLED IN THE PROGRAM IS 
PROHIBITED. 

We are striving to develop a sense of community at Five Points. Therefore, we all must 
respect the other persons involved in the program. The following rules have been 
developed with this in mind: 

EACH P ARTICIP AJ.'\1T MUST WORK WITHIN THE TEAM STRUCTURE 
TO SATISFACTORILY MAINTAIN THE CLEANLINESS AND 
APPEARANCE OF THE GROUNDS AND BUILDINGS. 

VISITORS ARE ALLOWED ONLY DUR!J.'\IG AUTHORIZED HOURS. 
VISITOR HOURS ARE 9 AM TO 11 PM SUNDAY THROUGH 
THURSDAY,9 AM TO 1 AM ON FRIDAY AJ.'\1D SATURDAY. 

RESIDENCES MUST BE CLEANED SATISFACTORILY FOR EACH 
OPEN HOUSE OR PUBLIC VISIT. 

LAUNDRY MUST NOT BE STARTED AFTER 10:30 PM OR BEFORE 6:00 
AM. 

VISITING BETWEEN ROOMS IS NOT PERMITTED AFTER 11 PM 
SUNDA Y THROUGH THURSDAY OR AFTER 1 AM ON FRIDAY AND 
SA TURD A Y OR BEFORE 6:00 AM DAILY. 

RADIOS AND STEREOS, ETC., MUST BE USED SO AS TO NOT 
DISTURB OTHERS. 
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Experience tells us that certain behaviors tend to cause problems between people. 
Therefore, in the interest of your personal program and that of the other participants, 
the following rules must be maintained: 

:. 

OVERNIGHT GUESTS ARE NOT PERlVfITTED. 

SEX ON PREMISES IS NOT PERMITTED. 

BUYING OR SELLING OF ANYTI-llNG ON PREMISES IS PROHIBITED. 

VIOLENCE OR THREATS OF VIOLENCE TOWARDS PROPERTY OR 
OTIIERS IS NOT PERMITTED. 

PROBLEMS AND ISSUES BETWEEN PARTICIPANTS MUST BE 
SETTLED BETWEEN PARTICIP ANTS. STAFF IS A V AILABLE TO 
MEDIATE IN TIIESE SITUATIONS, BUT PRIMARY RESPONSIBILITY 
RESTS WITH THE PERSONS INVOL VED. 

In the interest of safety, sanitation and to keep the costs of maintenance down, the 
following rules are in effect: 

W ALL HANGINGS, POSTERS, ETC. MUST BE PUT UP USING 
APPROVED MATERIAL. 

SMOKING IN BED IS NOT PERMITTED. 

COOKING APPLV\i'J'CES ARE NOT PERlvHTTED IN RESIDENCES. 

TELEVISIONS ARE NOT PERMITTED IN RESIDENCES. 

Additional rules designed to help the program work for each participant: 

MINIMUM PROGRAM GUIDELINES MUST BE MET. 

CASE PLAi'l' OBJECTIVES MUST BE MET. 

WEAPONS ARE NOT PERlV1ITTED ON PREMISES (POCKET KNIVES 
wrrn BLADES LESS THAN 3" EXCEPTED). 

THE STANDARDS OF DISCIPLINARY ACTION FURTHER DEFINES 
BEHAVIOR THAT IS UNACCEPTABLE A.T FIVE POINTS. YOU ARE 
EXPECTED TO READ AND UNDERSTAND THESE STANDARDS AS 
YOU ARE BEING HELD ACCOUNTABLE FOR THEM. 
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I have read the Participant Orientation Manu"a!. I understand its content and have had 
the opportunity to ask questions. 

Signature Date 
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FP-6 CONTRACT 

THE PRIMA VERA FOUNDATION 

Five Points Transitional Aparbnents Participant Contract 

As a participant in the Five Points Transitional Apartment Participant Contract, I agree 
to the following regulations: 

1 

1. I will abide by the House Rules which include prohibitions on the use of alcohol, 
non-prescription drugs. violence or abusive behavior and the possession of 
weapons. 

2. I-.will pay Primavera Foundation rent in accordance with section 3a of the United 
States Housing Act of 1937. This amount is 30% of my gross income. Utilities are 
included in my rent amount. 

3. I will pay Primavera Foundation a service fee of $50.00 per month as a fee for 
additional services. This fee includes meals and the program of services. 

4. Participant rent and fees are due and owing according to the Resident Payment 
Schedule agreed upon with each individual resident. Rent and fees are due and 
owing in advance of services received. If my rent and fees are not received within 
.3 working days after the payment due date, I will be termed delinquent and may 
face termination from the Program and the loss of any deposits ~ have made. 

5. r agree to reimburse the Primavera Foundation for all costs necessary to repair 
damages that r may cause through my actions or negligence. 

6. r agree to pay a fee of ten dollars for each lost or broken key. 

7. r will attend all required meals, activities, classes and workshops. 

8. I agree to abide by the established Program Guidelines. 

9. I will assist in developing my individual Case Plan and a timeline for achieving 
its goals and objectives. I agree to attain the goals and objectives in the required 
timelines established by the Case Plan. I further agree to keep my scheduled 
appointments with the Program Director, Staff and Case Manager. 

10. After completion of the Program, I agree to participate in the established follow
up procedure by reporting to the Program Director at 30, 7S and 180 days post
discharge. 

11. I understand and agree that Program Staff have the right to enter my unit for 
purposes of routine maintenance checks, maintenance, and to determine if rules 
have been violated. 
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12. This term of this contract will commence on and terminate on 
-....,...----:---"7--:-. The first 30 days of this period is a mutual probationary period 
at the end of which either party to this contract may exercise its right to terminate 
my participation in the Program. If my involvement in the program terminates at 
the end of this period, I understand that I will receive any security deposits I 
have made, less deductions for damage, cleaning or items missing from my unit. 
The contract term listed above may be extended up to a total period of 6 months, 
at the discretion of the Program director. 

13. I understand that my participation may be terminated at any time at Primavera's 
sole discretion, in which case Primavera's only responsibility is to refund any 
advance payment of program fees on a daily prorated basis. If terminated, I agree 
to vacate the dwelling unit upon notice. 
!, 

14. I understand that this contract is not covered by the Arizona Landlord and 
Tenant Act, or any State or local law, ordinance or regulation to the extent that it 
prohibits, or has the effect of prohibiting the Primavera Foundation from 
discharging me at the end of the stated period. 

Participant Signature Date 

Program Director Signature Date 
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STANDARDS OF DISCIPLINARY ACTION 

OFFENSES AND 
PERFORHANCE DISCREPA~CIES FIRST OFFENSE SECOND OFFENSE THIRD OFFENSE FOURTH OFFENSE 

Unsatisfactory performance Verbal -Warning Repriland Probation ierlination 
or lad of appliCltion/effort 

E~cessiye tardiness or fail- Verbal ~3rnin9 Repr iGand Probation Teraination 
u~e to seet agreed upon 
program obligations 

Willful violation of progra~ Repriiand ?roba tion Teraination 
rules, -regulations or policies 

Absence fro1 progr~ for one ~r Probation :0 ierlination 
Gore days Hilhout getting Ter,ination 
authorization 

Failure to aainhin satisfac- Verbal ~arning Repriaand Probation T~r-)ination 

tory or, harloni~us relanon-
ships Hith other residents 

Providing of false inforlation Proba tion :0 ieraination 
on Program- Application Termination 

Willfully falsifying records Repri.and to Proba tion to Ter.ination 
ier.ination ier.ination 

R'porting to progru activi ty ?roba t ion :0 Terlination 
'Jr.der the influence of alcoho I T~rlin:ltli)n 

Use of unauthorized prescripti~n Probation to Ter.ination 
ledication Terlination 

Drinking alcohol or using Ter.ination 
illegal drug~ on progral 
pre.ises,_ 

~aying unauthori:ed visitors Verbal Warning Repriland to Probation to Ter,ination 
~n the prel i ses, Probation Terl inat ion 

Unauthori zed use of agency Repr i~and :0 Proba tion to Terlination 
or resident equip~ent or Ter!ination ier.ination 
proper ty 

Stealing or :h~ft of agency Ter.inalion 
or resident property 

Willful destrucHon of Tenination 
property or equip.ent 
belonging to the progru 
or other residents 



OFFENSES AND 
PERFORMANCE DISCREPANCIES 

L~wd. conduct towards staff 
or another resident 

Halltious use of profane 
or abus i ve hnguage towards 
staif or other residents 

Fighting! inappropriace 
physical con~act ) 

POHession of fireall'S, 
dr.gs or a lcoho 1 on progral 
pre,ises 

Indichent or conviction 
proqriift 

Engaging in an~ unlaHiul 
activi ties on progral 
prelises 

Any accululation of three (3) 
offenses where the 1st or 2nd 
offense calls for Repriland 

Any accululation of three (3) 
'fenses where the 1st or 2nd 

. 'fense calls for Probation 

STANDARDS OF DISCIPLINARV ACTION 

FIRST OFFENSE 

Proba t ion 

Verbal Warning 

Pr~ba t ion 

?roDation to 
Ter.inatio" 

Probation to 

Tenination 

?roba t ion to 
Terlination 

ierlinat ion 

SECOND OFFENSE THIRD OFFENSE 

Tersination 

Repr iund Probation 

rer~ination 

Terlination lethal Heapons, illegal 

Terlination of a felony while in the 

Other such offenses shall be as deterained by the Progral Director. 
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FOURTH OFFENSE 

Termination 

Terainatiol' 
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1. THE MONTHLYL FUNCTIONAL ASSESMENT 
2. DEMOGRAPHIC SOCIAL HISTORY 
3. KAHN DRUG AND ALCOHOL PATTERNS AND EFFECTS 

QUESTIONNAIRE 
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5-POINTS PROJECT 
RESIDENT'S 1'10NTHLY FUNCTIONAL ASSESSHENT 

Case Manager's Initials 

Date Resident Entered Program 

Today's Date 

Subject Number 

Age 

Sex 

I. F~nctional Assessment 

Does this person ... (circle most appropriate number) 

>, >- >, .IJ 
..-l 1'0"-; 'O..-l <1l 

l-I.IJ Q)e::.!J 1 e::.!J l-I 
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0 Q) >,.IJ >,.!J .::: >,.IJ o l-I 
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0 <:: C!Jo.-j ..-l Q)OM >, CJ o.-j oW o...-l 
e::..-l .IJ til Q).lJtIl .-l.!JtIl U ::J Q) 
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CUo.-j 0 ::J 0 cu ::J 0 ::J ::J 0 ::J Q) 
u3:: z U'U co ti' u e:... ::J1 CJ t:..<1l...:l 

1 • Show ':lood nutritional habits 0 2 3 4 

2. Bathe regularly 0 2 3 4 

3. Clean teeth ade~uately 0 2 3 4 

4. Care for hair as needed 0 2 3 4 
(comb, brush) 

5. Dress appropriately and nea tly 0 2 3 4 

6. Keep room/apartment clean 0 2 3 4 

7. Take responsibility for own 0 1 0 2 3 4 
laundry 

8. Use household appliances safely 0 2 3 4 
and af?f?ropriately 

9. plan and i?urchase food and 0 2 3 4 
household items 

10. Apologize when appropriate 0 2 3 4 

11 • Act assertively when appropriate 0 2 3 4 



12. Resolve conflicts appropriately 

13. Interact properly with others 

14. Exercise good judgment in 
making decisions 

15. Plan in cooperation with others 
(e.g., recreation, sho~9ing) 

!" 
16. Manage own money 

17. Use social service agencies 
appropriately 

18. Devote appropriate effort and 
time to various activities and 
tasks 

19. Engage in individual leisure 
time activities 

20. Use community recreation 
resources 

21. Use library, restaurants, 
banks, etc. 

22. Obtain help for physical 
problems 

._23. Follow through on advice of 
doctor 

24. Keep appointments for therapy 
or other services 
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o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

>0 
r-l 

J.l+l o C 
I OJ 

OJ >0 +l 
'Or-lU: 
.:t: OJ·~ 

+l Ul 
+lttlC 
o ::10 
Z O'U 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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J.l 
Ul 0 
C·~ 
o J.l 
.~ OJ 
+l a. r-l 
U ::I OJ 
C U) :> 
::I OJ 
~ttI...:I 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4: 

II. Behavioral Assessment 
Poor Fair Good Very Excel

Good lent 

Please rate this person on (circle most appropriate number) 

25. Reliability and promptness 0 2 3 4 
of rent payment 

26. Attendance at community meetings 0 2 3 4 
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Poor Fair Good Very Excel-
Good lent 

27. Degree of cooperation with 0 2 3 4 
community activities 

28. Attendance at meetings with 0 2 3 4 
case manager 

29. Performance in doing assigned 0 2 3 4 
chores 

30. Progress on case plan obj ec ti ves 0 2 3 4 

31 . Acceptance of responsibility 0 2 3 4 
~pr his/her own actions 

32. Degree of willingness to change 0 2 3 4 
1ifesty 1e 

33. Rate this person's overall 0 2 3 4 
performance in the program 
this month 

~jore 

Than 
Zero One Two Three Three 

34. Days of work missed this mont.h 0 2 3 4 
due to illness 

35. Days of work missed this mont.h 0 2 3 4 
due to other reasons 

36. *Nurnber of alcohol "slips" 0 2 3 4 
in past month 

37. *Number of illicit drug "slips" 0 2 3 4 
in past month 

* Definition of a "slip": 

A. If the person has a known drug and/or alcohol problem, ~ 
use of drugs or alcohol constitutes a "slip." (This includes 
problems with other residents, police, etc. due to alcohol or 
drug use.) 

B. If the person does not have a drug or alcohol problem, a 
"sli!?" is defined as any drug 0 alcohol use which results in 
a social problem (e.g., missed work, problems with police, 
other resident~, friends, etc.). 



DEMOGRAPHIC SOCIAL HISTORY 

Field Interview Schedule 
File No. 

r am going to ask you some questions about your current situation and 
background. Please answer as accurately as you can. 

Sex = male, 2 = female 

Wha t is your: 

1. Age 

2. rate of Birth 

Code 0 for Not Applicable or 
No response. 
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~. Ethnicity: 1 = White, 1 = Hispanic, 3 
5 Oriental, 6 = Other 

Black, 4 American Indian, 

4. Marital Status: 
4 

Single, 2 Married, 3 Separated, 
Divorced, 5 = Widowed, 6 = Living together 

5. Education: What is the highest grade you finished in school? 

5. How lon~ have you been in Tucson? 1 = less than a week, 2 = one week 
to one month, 3 2 - 6 months, 
;1 = 6 months to a ye'3r, 5 = Ye::3.r 
or morc 

7. Why did you com~ to Tucson? 

8. How long do you plan on staying in Tucson? 1 = less than a week, 2 
one week to one month, 
3 = 2 - 5 months, 4 6 
~onths to a year, 5 = 
year or more 

9. Where did you sleep last night? 1 = your house, 2 = another's house, 
3 = shelter, 4 = street/park, 5 = 
automobile, 6 = camp, 7 = hotel, 8 = 
other 

10. Where do you usually sleep? 1 = your house, 2 = another's house, 3 
shelter, 4 = street/park, 5 = 
automobile, 6 = camp, 7 = hotel, 8 = 
other 

11. Who do you live with? = alone, 2 = boyfriend/girlfriend, 3 = 1 
friend, 4 = more th3. n 1 friend, 5 = re la ti ve 

12. How long have you know them? (record in days) 

13. How well are you sleeping? = excellently, 2 
Poor, 5 terrible 

14. Have you been beaten up in the last 6 months? 
1 

Good, '5 Fair, 4 

Yes, 2 No 
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__ 15. Have you been s!:!xually assaulted in the last 6 months? 1 = Yes, 
2 No 

16. Have you been robb!:!d in the last 6 months? 1 = Yes, 2 No 

17. How many times in th!:! last 6 months have you been beaten up? 
1 = no times, 2 1 time, 3 = 2-5 times, 4 = more than 5 

18. Sex Assaulted 1 no times, 2 = 1 time, 3 = 2-5 times, 4 more 
than 5 

19. Robbed 1 no times, 2 = 1 tim!:!, 3 = 2-5 times, 4 more th:1n 5 

IV. Duration of Homelessness 
:-. 
20. If you ~re homeless, how long r3Ve you been so? 

months, 2 = 6 months to 1 year, 3 = 1-3 years, 4 
10+ years 

= less than 6 
3-10 years, 5 = 

21. Have you been homeless before? 1 = yes, 2 = no 

22. If yes, previous duration? 1 l!:!ss than 5 months, 2 6 months to 1 
year, 3 = 1-3 years, 4 = 3-10 years, 5 = 10+ years 

V. Support 

23. How do 
apply. 

you get money to support yourself these days? List all that 
1 = full time job, 2 = part time job, 3 = nublic assistance 
(welfare, GA), 4 = disability pension (ssr: VA), 5 = 
self-sufficient (newspapers, cans), 6 = blood bank. 7 = food 
stamps, 8 = other, 9 = odd jobs 

2d. If you are receiving money from the government, what is the reason? 
List all that apply. 1 = physical reason, 2 = mental reason, 
3 = retired, 4 = children in family (dependents), 5 = not enough 
income 

25. How long has this been a source of income? 1 = less than 5 months, 
2 = 6 months to 1 year, 3 = 1-3 years, 4 = 3-10 years, 5 = 10+ years 

VI. Food 

20. I·There do you get food to eat? List all that apply. 
1 = buy it, 2 = food stamps, 3 meal lines (St. Martin's), d food 
banks, 5 = scavage/handouts, 6 = cheese. 7 = other 

VIr. Health and Medical History 

27. How is your health? 1 = excellent, 2 = good, 3 
terrible, 6 = pregn~ncy 

28. Are you taking any medication at the present time? 

2 

fair, 4 poor, 5 

= yes, 2 no 
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____ 29. Should you be taking any medication at the present time? 1 yes, 
2 no 

'30. Woo t is the medication for? List all tM t apply. 
1 = heart problems, 2 = liver problem, 3 = hypertension (high blood 
pressure), 4 = diabetes, 5 = nervous problems, 6 drug/alcohol 
problem, 7 = arthritis/bone problem, 8 = muscle, 9 = other 

31. Have you been in the hospital in the last 3 years? 1 = yes, 2 no 

32. If yes, what for? 1 = heart problem, 2 = liver problem, 3 = 
hypertension (high blood pressure), 4 = diabetes, 
5 = nervous problem, 6 = drug/alcohol problem, 
7 = arthritis/bone problem, 8 = muscle, 9 = other 

~\ 

33. Have you ever been in a mental hospital? 1 = yes, 2 = no 

34. If yes, how long were you in? 
to 1 year, 3 = 1-3 years, 4 

1 = less than 5 months, 2 
3-10 years, 5 = 10+ years. 

= 6 months 

35. If yes, how many times were you in? 

'36. If yes, what was the reason: 

37. Are you currently working? full time, 2 part time, 3 odd 
jobs, 4 = no 

38. What kind of work are you now doing? 

Employer ________________________________________ __ 

39. 'flha.t is the best job you ever h9.d? 

XI. Family 

40. Who is in your family? 1 = no family, 2 = spouse or equivalent, 3 
1-3 children, 4 = 4 or more kids, 5 = extended (2 
parents/brothers/sisters, 6 = other 

41. Where does your family live? 1 = Tucson, 2 
other U.S., 5 

Arizona, 3 
foreign 

42. How often do you see members of your close family? 

West, 4 

1 = daily. 2 weekly, 3 = ~onthly, 4 = yearly, 5 = every few years 
or less, 6 = I don't know where they now live 

3 
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XII. Attitudes 

43. What is the major reason(s) for your being homeless or out on the 
streets? List all that apply. 
1 = own choice, 2 = lost job, 3 = recession victim, 4 = eviction, 5 = 
no family, 6 = government cut-off my checks, 7 drugs, 8 = alcohol, 
9 = physical illness, 10 = mental problems, 11 = military release, 
12 = state hospital release, 13 = other 

44. Do you want to get off the streets or out of your current situation? 
1 = yes, 2 = no 

45. If yes, what would you need in order to do this? 

~6. What do you think you'll be doing 5 years from now? 

4 
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FIVE POINTS PROJECT DRUG AND ALCOHOL QUESTIONNAIRE 

Date Subj. No. 

ouestions on Drlnk:i.ng arx:i Drug Patterns arx:i Effects: (REV. ll-87) M.W.K. - U.of A. 

We would appreciate your cooperation jn ~ these questions about ~ and 
drug usage arx:i its effects. We hope that the fin::1in; will be helpful to people who 
have drinking or drug problems. It is not necessary.to give your nane. Your answers 
will not be used to cause ynu trouble. 

--_ ....... Age 
Sex 

----Education 

Ethnic Group 
----OCx::upation 
Marital status: 

__ S~le 
__ Married 
__ Separated 

Divorced 
Widowed 

____ Where from? 
____ How lcrq jn 'I\lCSOn? 

************ 

1. - If you have not used alo:Jhol or street drugs jn the past two years, 
CHECK HERE: __ 

- If you have ~ used alcohol or street drugs, a.:MPI.EI'E ALL I'TIMS. 
- If you have never used ala:lhol or street drugs, ANSWER ONU' I'TIMS 38 AND 

39. 

__ 2. How often do you drink? 
l. __ less than one day a week (0) 
2. __ one or two days a week (1) 
3. __ three or four days a week (2) 
4. __ a.1nost every day (3) 

__ 3. How often do you use drugs? 
l. __ less than one day a week (0) 
2. __ one or two days a week (1) 
3. __ three or four days a week (2) 
4. __ a.1nost every day (3) 

__ 4. When you drink, how much do you drink (number of cunc::es) : * __ 

__ 5. What type of alcohol do you drink? 
1. __ beer (a) 
2. __ w:ine (b) 
3. __ hard liquor (c) 
4._other (d) 

__ 6. What drugs do you use? 
l. __ marijuana 
2. __ narcotics 
3. __ uppers 
4. __ dc7.rmers 
S. __ halluc:incgenics 
6. __ ccx::aine 
7. __ other 

How much? 
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__ 7. Has c:b:inld..ng or drugs e:l/er caused you trouble with your family? 
1. __ Yes(l) 2. __ No(0) 

__ 8 • Have you e:l/er had trouble gettin;)" or holding a job, becasue of drinking or 
cb:ug use? 
1. __ Yes(l) .2. __ No(0) 

__ 9. Have you e:l/er lost a job because of c:b:inld..ng or drug use? 
l. __ Yes(l) 2. __ No(0) 

__ 10. Were you ever refused a job becasue of drinJd.n;r or drug use? 
1. __ Yes(l) 2. __ No(0) 

__ 11. Have you ever been in trouble with the Police becasue of c:b:inld..ng or drug 
use? 
1. __ Yes(l) 2. __ No(O) 

:, 
__ 12. HeM many tiJnes has d.rink.ing or dnlg been involved in your beir:g arrested? 

__ 0-1 ~ (0) 
__ 2-4 ~ (1) 
__ 5+~ (2) 

__ 13. P.cM many times have you been convicted ani served time for action while 
urxIer the influence? 

o times (0) 
__ 1 tilDe (1) 
__ 2+ tiJnes (2) 

Has c:b:inld..ng or drug use e:l/er caused you to: 

__ 14. 'Ibrow up or vanit 
__ 15. Be hurx;r over 
__ Hi. F.ave stcmach aches or c::::::.:mps 
__ 17. Have c:lian:hea or leese l:cMels 
__ 18. Lose your temper or get into fights 
__ 19. Feel sad. ani depresse::l 
__ 20. Be canfused ani mixed up 
__ 21. lose your m:!1IX:II:y for a time 
__ 22. F.ave the shakes 
_·7_23. See or hear thin;rs 
__ 24. Caused the D.T.s 
__ 25. Caused trcuble with your liver 

__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (2) __ No (0) 
__ Yes (2) __ No (0) 
__ Yes (2) __ No (0) 
__ Yes (2) __ No (0) 
__ Yes (2) __ No (0) 

__ 26. F.ave you lost your frierrls because of drinJd.n;r or drug use? 
1. __ Yes (1) 2._No (0) 

Which of these do you enj cry about drinkin;J or drug use? 
__ 27. 'I!le taste __ Yes (l) __ No (0) 
__ 28. 'The way it IIIalces you feel __ Yes (l) __ No (0) 

Coes it make you feel: 
__ 29. F.appy 
__ 30. Forgct problems 
__ 31. More relaxed 

__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 
__ Yes (l) __ No (0) 



Does it make it easier: 
32. Easier to makS frierxis 

==33. Easier to get ~ 
__ 34. Be part of the group 

'IDrAL SCORE ___ _ 

_Yes (l)_No (0) 
_Yes (l) __ No (0) 
_Yes (l)_No (0) 

__ 35. At what age did you start drink:in;J or ta.k:irx1 drugs? 

__ 36. Do you feel drinJd.n:;J or taki.n;r drugs is a problem for you? 
l. __ Yes(A) 2. __ No(B) 
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__ 37. Do you want to be able to better ccnt::rol or stop dr:i.nk:i.n:J or tak:i.ng drugs? 
1. __ Yes(A) 2. __ No(B) 

__ 38. Does any member of your family have an alcohol or drug problem? 
1. __ Yes(A) 2. __ No(B) 

If so, who? 
1) Mother 
2) Father 
3) Brother or sister 
4) Spouse 
5) Child 
6) Allnt-uncle 
7) other 

* 1-5 oz. = 0 
6-10 oz. = 1 
ll+ oz. = 2 

Convert all dr:i.nks to alcohol 
equivalent if hard liquor. 

1 shot hard liquor = 1 1/2 oz. 
12 oz. can beer = 1 1/2 oz. 
5 oz. glasss of wine = 1 1/2 oz. 

pt. = 16 oz. 
5th = 25 oz. 
Qt. == 32 oz. 
1/2 Gal. == 64 oz. 



APPENDIX C 

EXHAUSTIVE LIST OF NAMES, ABBREVIATIONS, 
AND DESCRIPTIONS OF ALL INDEPENDENT AND 

DEPENDENT VARIABLES USED IN THE DATA ANALYSES 
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Appendix C 
Master list of all variables used in the analysis of Five Points project data. 

Variable Name/Description Abbrevi
ation 

Measurement 
Type 

I. INDEPENDENT VARIABLES 

A. Independent Variable Battery #1 (IVB1; N = 52) 

1. Demographic Social History Questionnaire 

Gender 

Age (in years) 

Ethnicity 

Education completed (years) 

Amount of time homeless before 
entering Five Points program 
(in months) 

Ever treated for mental/ 
emotional problems? 

GENDER Nominal 

AGE Ratio 

ETHNIC Nominal 

EDUC Ratio 

HMLSTIME Ratio 

EVE RMEN T Nominal 

Possible Range of 
Values/Levels 

1. Male 
2. Female 

0-100 

1. Caucasian 
2. Hispanic 
3. Black 
4. Native American 
5. Other 

0-25 

0-120 

1. Yes 
2. No w 

o 
00 



Appendix C--Continued 

Variable Name/Description 

Time since treatment for mental/ 
emotional problems ended (in 
months) 

Abbrevi
ation 

MENTTIME 

Measurement 
Type 

Ratio 

Possible Range of 
Values/Levels 

0-300 

2. Kahn Questionnaire on Drinking and Drug Patterns and Effects 

KAHN CURRENT: A subdivision of KAHCURR 
the Kahn Questionnaire assessing 
Current Alcohol/Drug Use; total 
of scores from Questions 1-6 

KAHN PAST: A subdivision of the KAHPAST 
Kahn Questionnaire assessing Past 
Alcohol/Drug Use Effects; total 
of scores from Questions 7-34 

KAHN TOTAL: Total score for KAHTOT 
Questions 1-34 

3. Miscellaneous Test Instruments 

Folstein Mini-Mental State Exam FOLSTEI1 

Rosenberg Self-Esteem Scale SES1 

Ratio 0-8 

Ratio 0-35 

Ratio 0-43 

Ratio 0-30 

Interval 10-40 

LV 
o 
I.D 



Appendix C--Continued 

Variable Name/Description 

Levenson Locus-of-Control Scales: 
1. Internality 
2. Powerful Others 
3. Chance 

Abbrevi
ation 

LaC INT1 
Lac-pol 
LOC-CHA1 

Measurement 
Type 

Ratio 
Ratio 
Ratio 

Possible Range of 
Values/Levels 

0-48 
0-48 
0-48 

4. Minnesota Multiphasic Personality Inventory (MMPI) Scales (T-scores) 

LIE Scale L MMPI1 Interval 30-120 

F Scale F MMPI1 Internal 30-120 

K Scale K MMPI1 Interval 30-120 

Hypochondriasis HS MMPI1 Interval 30-120 

Depression D MMPI1 Interval 30-120 

Hysteria HY MMPI1 Interval 30-120 

Psychopathic Deviate PD MMPI1 Interval 30-120 

Masculinity-Femininity MF MMPI1 Interval 30-120 

Paranoia PA MMPI1 Interval 30-120 

Psychasthenia PT MMPI1 Interval 30-120 

Schizophrenia SC MMPI1 Interval 30-120 

W 
I-' 
o 



Appendix C--Continued 

Variable Name/Description Abbrevi- Measurement 
ation Type 

Hypomania MA MMPI1 Interval 

Social Introversion SI-MMPI1 Interval 

Ego-Strength ES MMPI1 Interval 

MacAndrews Alcoholism--Revised MC MMPI1 Interval 

Social Responsibility RE MMPI1 Interval 

B. Independent Variable Battery #2 (IVB2) (N = 21) 

1. Miscellaneous Test Instruments 

Folstein Mini-Mental State Exam 

Rosenberg Self-Esteem Scale 

Levenson Locus-of-Control Scales: 
1. Internality 
2. Powerful Others 
3. Chance 

FOLSTEI2 

SES2 

LOC INT2 
LOC-P02 
LOC-CHA2 

Ratio 

Interval 

Ratio 
Ratio 
Ratio 

Possible Range of 
Values/Levels 

30-120 

30-120 

30-120 

30-120 

30-120 

0-30 

10-40 

0-48 
0-48 
0-48 

W 
f-' 
f-' 



Appendix C--Continued 

Variable Name/Description Abbrevi
ation 

Measurement 
Type 

C. Independent Variable Battery #3 (IVB3) (N = 12) 

1. Miscellaneous Test Instruments 

Folstein Mini-Mental State Exam 

Rosenberg Self-Esteem Scale 

Levenson Locus-of-Control Scales: 
1. Internality 
2. Powerful Others 
3. Chance 

FOLSTEI3 

SES3 

LOC INT3 
LOC-P03 
LOC-CHA3 

Ratio 

Interval 

Ratio 
Ratio 
Ratio 

Possible Range of 
Values/Levels 

0-30 

10-40 

0-48 
0-48 
0-48 

2. Minnesota Multiphasic Personality Inventory (MMPI) Scales (T-scores) 

Lie Scale L MMPI3 Interval 30-120 

F Scale F MMPI3 Interval 30-120 

K Scale K MMPI3 Interval 30-120 

Hypochondriasis HS MMPI3 Interval 30-120 

Depression D MMPI3 Interval 30-120 

Hysteria HY-MMPI3 Interval 30-120 W 
I-' 
~ 



Appendix C--Continued 

Variable Name/Description Abbrevi-
ation 

Psychopathic Deviate PD MMPI3 

Masculinity-Femininity MF MMPI3 

Paranoia PA MMPI3 

Psychasthenia PT MMPI3 

Schizophrenia SC MMPI3 

Hypomania MA MMPI3 

Social Introversion SI MMPI3 

Ego-Strength ES MMPI3 

MacAndrews Alcoholism--Revised MC MMPI3 

Social Responsibility RE MMPI3 

D. Miscellaneous Independent Variables 

Participation: Whether or not 
a resident entering during the 
project year participated in 
the research project 

PART 

Measurement 
Type 

Interval 

Interval 

Interval 

Interval 

Interval 

Interval 

Interval 

Interval 

Interval 

Interval 

Nominal 

Possible Range of 
Values/Levels 

30-120 

30-120 

30-120 

30-120 

30-120 

30-120 

30-120 

30-120 

30-120 

30-120 

1. Participators 
2. Nonparticipators 

W 
f-J 
W 



Appendix C--Continued 

Variable Name/Description Abbrevi
ation 

Measurement 
Type 

II. DEPENDENT VARIABLES 

Possible Range of 
Values/Levels 

A. Variables Derived From the Monthly Functional Assessment (MFA) Questionnaire 

1. Monthly Functional Assessment #1 (MFA1) (N = 52) 

MFA Composite Score: Mean of 
the scores on each of the four 
subsidiary variables (SUBST, 
SELR, SOCR, and RESU, listed 
below) 

Substance Abuse: A subsidiary 
variable consisting of the 
total of scores on Questions 
36 and 37 on the MFA 

Self-Responsibility: A subsidi
ary variable consisting of the 
total of scores on Questions 
1, 2, 3, 4, 5, 6, 7, 8, 14, 16, 
18, 24, 30, 31, 32, and 33 on 
the MFA 

COMPOS1 Ratio 

SUBST1 Ratio 

SELR1 Ratio 

0-4 

0-8 

0-64 

w 
....... 
.t::>. 



Appendix C--Continued 

Variable Name/Description 

Social Responsibility: A subsid
iary variable consisting of the 
total of scores on Questions 
#11, 13, 25, 26, 27, 28, 29, 34, 
and 35 on the MFA 

Use of Community Resources: A 
subsidiary variable consisting 
of the total of scores on 
Questions #17, 19, and 20 on 
the MFA 

Abbrevi
ation 

SOCR1 

RESU1 

Measurement 
Type 

Ratio 

Ratio 

2. Monthly Functional Assessment #2 (MFA2) (N = 40) 

MFA Composite Score COMPOS2 Ratio 

Substance Abuse SUBST2 Ratio 

Self-Responsibility SELR2 Ratio 

Social Responsibility SOCR2 Ratio 

Use of Community Resources RESU2 Ratio 

Possible Range of 
Values/Levels 

0-36 

0-12 

0-4 

0-8 

0-64 

0-36 

0-12 

w 
J--o 
U1 



Appendix C--Continued 

Variable Name/Description Abbrevi
ation 

Measurement 
Type 

3. Monthly Functional Assessment #3 (MFA3) (N = 26) 

MFA Composite Score COMPOs3 Ratio 

Substance Abuse SUBST3 Ratio 

Self-Responsibility SELR3 Ratio 

Social Responsibility SOCR3 Ratio 

Use of Community Resources RESU3 Ratio 

4. Monthly Functional Assessment #4 (MFA4) (N = 15) 

MFA Composite Score COMPOS4 Ratio 

Substance Abuse SUBST4 Ratio 

Self-Responsibility SELR4 Ratio 

Social Responsibility SOCR4 Ratio 

Use of Community Resources RESU4 Ratio 

Possible Range of 
Values/Levels 

0-4 

0-8 

0-64 

0-36 

0-12 

0-4 

0-8 

0-64 

0-36 

0-12 

W 
I-' 
0'1 



Appendix C--Continued 

Variable Name/Description Abbrevi
ation 

B. Miscellaneous Dependent Variables 

1. Program Completion status: 
Whether or not a subject 
completed at least 120 days 
in residence in the Five Points 
program 

2. Days in Program: Number of 
days spent in residence in the 
Five Points program--up to 120 

3. Type of Exit: Voluntary or 
involuntary exit from program 
before completing 120 days in 
residence 

4. Type of Involuntary Exit: 
Involuntary exit due to either 
alcohol abuse, illicit drug 
abuse, or other failure to 
comply with program rules 

5. Comparison of Involuntary Exit 
Types: 

a. Alcohol vs. drugs 

COMPPROG 

DIP 

EXITTYPE 

INVOTYPE 

INV01 

Measurement 
Type 

Nominal 

Interval 

Nominal 

Nominal 

Nominal 

Possible Range of 
Values/Levels 

1. Completers 
2. Noncompleters 

7-120 

1. Voluntary 
2. Involuntary 

1. Alcohol 
2. Drugs 
3. Other 

1. Alcohol 
2. Drugs 

w 
I--' 
~ 



Appendix C--Continued 

Variable Name/Description Abbrevi-
ation 

b. Alcohol vs. other INV02 

c. Drugs vs. other INV03 

d. Alcohol or drugs vs. other INV04 

6. Comparison of Completers and 
Voluntary or Involuntary Exit 
Types: 

a. Completers v. voluntary G2 
exiters 

b. Completers v. involuntary G3 
exiters 

Measurement 
Type 

Nominal 

Nominal 

Nominal 

Nominal 

Nominal 

Possible Range of 
Values/Levels 

1. Alcohol 
2. Other 

1. Drugs 
2. Other 

1. Alcohol or drugs 
2. Other 

1. Completer 
2. Voluntary exit 

1. Completer 
2. Involuntary exit 

w 
I--' 
00 



Appendix C--Continued 

Variable Name/Description Abbrevi
ation 

Mental/Emotional Problems: MENTPROB 
Whether or not a subject had 
current mental or emotional 
problems. A "yes" value for 
this variable is indicated if 
the subject had scores on any 
of the MMPI1 scales D, PA, SC, 
and MA in excess of 75, or had 
a MENTTIME score of 0, indi-
cating current treatment for 
mental illness 

Alcohol or other substance abuse SUBSPROB 
problems: whether or not a 
subject had current substance 
abuse problems. A yes value for 
this variable is indicated if the 
subject had a KAHTOT score of 22 
or above, or stated that he or 
she had been in treatment for 
substance abuse problems immedi-
ately prior to entering the 
program 

Measurement 
Type 

NOMINAL 

NOMINAL 

Possible Range of 
Values/Levels 

1. Yes 
2. No 

1. Yes 
2. No 

w 
f-o 
1.0 
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