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Abstract Severa studies have shown a high prevalence
of mental disorders among homeless people. Data from
developing countries, like Brazil, are conspicuously lack-
ing, making it difficult to plan interventions targeted to
this group’s mental health. The sample was selected from
street dwellersin Juiz de Fora, a city with 424479 inhab-
itants in the Southeast of Brazil. People of 18 years of age
or more who had been living outdoors for at least 12
months were eligible for the study. The psychophathol ogy
was assessed by using SCAN (Schedule for Clinical As-
sessment in Neuropsychiatry). After 3 months, it was pos-
sible to assess 83 persons. All but one had at least one
psychiatric diagnosis according to ICD-10. The most fre-
quent diagnoses were alcohol abuse/dependence (82%),
mood disorders (32.5%), drug abuse/dependence (31.3%),
and schizophreniform psychosis (9.6%), with a high rate
of comorbidity (78.3%). The occurrence of mental disor-
ders was present in almost the entire sample. The authors
link this to sampling framing and weakness of the home-
less care network system, due to economic constrain and
social inequality within the country.

Key words Homeless mentally ill - Psychiatric
epidemiology

Introduction

Nowadays every large city has its homeless population,
but in developing countries such as Brazil, the situation is
even more serious, as 40 million people, around one-third
of the total population, livein misery (IBGE 19973a). The
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situation is getting worse due to the globalization of the
economy in recent years, the increased lack of jobs, and
the high migration rate of people from poor rural areas to
richer urban regions. The lack of specific public health
and social policiesin our country does not even allow this
population’s suffering to be alleviated.

Previous studies carried out in Brazil shed light on the
interplay between miserable living conditions and mental
health. Martins (1979) studied the influence of poverty as
a subculture condition that determines the presentation of
symptoms and complaints of people seeking treatment in
psychiatric services. Santana (1982), studying the low in-
come population of Salvador, Bahia, found a point preva-
lence of mental disorder of 20%, with a higher rate among
women, the elderly, lower literacy and lower social classes.
In areview of Latin-American psychiatric epidemiologi-
cal studies, Almeida-Filho (1987) emphasized Brody’'s
(1973) finding of a predominance of illiterate, migrant,
unemployed, poor, mulatto males in psychiatric admissions
in Rio de Janeiro. Other authors, quoted by Almeida-Filho
(1987) highlighted the positive association of poverty and
mental disordersin Latin-America. However, there are no
specific studies regarding mental disorders in the home-
less.

Koegel et al. (1988), comparing a homeless sample
from the inner city of Los Angeles with a LA household
sample of the ECA study, found that the homeless have
higher prevalence rates of mental disorders, with empha-
sis on the relative risk of schizophrenia, 27.4 times higher
in the homeless. Alcohol and drug abuse/dependence had
lifetime prevalences of 69% and 31%, respectively. North
and Smith (1993), studying a sample of 900 homeless in
St. Louis, found lifetime prevalence of 37% for alcohol
abuse/dependence, 17% for unipolar major depression,
15.5% for drug abuse/dependence, 7% for GAD, 5% for
schizophrenias, 4% for panic disorder, 2.2% for bipolar
disorder. Antisocial personality disorder appeared in 16%
of the sample.

The OPCS Survey of Psychiatric Morbidity in Great
Britain provides prevalence rates among homeless people
(Gill et al. 1996). Considering the two groups that closely



resemble the profile of the Brazilian homeless population,
the most prevalent disorders were alcohol dependence
(50%) and drug dependence (46% and 37%). Nearly 60%
of the sample had scores at or above the threshold of psy-
chiatric case status according to GHQ12 (in the week
prior to the interview).

Castro (1995) mentions high rates of mental disorders
among homeless in France, mainly psychosis. In a survey
on the prevalence of psychotic symptoms and substance
abuse among Barcelona's homeless people, Lucas and
Batista (1995) found 50% of the sample with alcohol
abuse/dependence and 30% with other drug abuse/depen-
dence. Psychotic symptoms were identified in 28% of to-
tal sample. Those interviewed outdoors yielded rates
dlightly higher than those evaluated in shelters.

Fichter et al. (1996), conducting a similar survey in
Munich found a somewhat higher rate of alcohol abuse/
dependence (74%). Their sample included only long-term
homeless (average of 9 years), middle-age males, with
80% of interviews made outdoors. Nearly 30% of the
sample had had previous psychiatric admissions.

Acorn (1993) studying night-shelter users in Vancou-
ver, Canada, found a rate of 70% of habitual acohol use,
44% of other psychoactive drug use, and 20% of other
mental disorders. In Melbourne, Australia, Herrman (1990)
using a structured interview (SCID-DSMIII-R) found a
rate of 70% of lifetime mental disorder in a sample of 382
homeless people.

The homeless population is, in fact, prone to psy-
chopathology due to a multitude of factors. In general
these people are seen as outsiders, misfits, degenerates,
vagabonds; a point of view in agreement with the popular
view of the mentally ill. Thisis enough reason for thisre-
search.

Methods

The homeless population of the city of Juiz de Fora, a city with
424479 inhabitants in the Southeast of Brazil (IBGE 1997b) was
surveyed. Outdoors settings, religious and public institutions and
hospitals devoted to the homeless were regularly and systemati-
cally visited. From February 24 to March 10t, 1997, 111 individ-
uals were identified as eligible according to the criteria designed
for the study. A homeless person was defined as one that spends 24
hours a day in the streets, for consecutive days, where they satisfy
their basic needs. The definition alowed for those who availed
themselves of overnight shelters, drop-in centers, and other facili-
tiesaimed at them. Those of 18 years of age or more, living on the
streets for at least 12 months, were selected to enter the study.

Face-to-face interviews were done in the following three
months, in sections that ranged from 1 to 2 hours. Twenty-eight
persons from the original sample could not be contacted. A total of
83 persons were assessed (acceptance rate: 74.7% of the total ini-
tial sample). All the sections of the SCAN version 1.0 (WHO 1992
a) were used to assess psychopathology. The SCAN/CATEGO
program permits, besides diagnoses according to ICD10, quan-
tification of psychopathology through total and partial scores. The
partial scores reflect subcategories of clinically related symptoms.
Demographic and biographic information were gathered through a
special form designed for the study. All the instruments were ap-
plied by the head researcher (U.H.), a senior psychiatrist who was
trained for the use of the Portuguese version of SCAN 1.0 at the
Brazilian SCAN training centre.
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The research protocol was approved by Council Authorities
and Ethic Committee of Universidade Federal de Juiz de Fora. Par-
ticipation in the survey was voluntary and all persons gave their in-
formed consent prior to their inclusion. Special care was taken to
keep privacy. Fifty-seven interviews took place in institutions
(69%) and 26 on the streets (31%). There was only one formal re-
fusal to participate.

EPI INFO package, version 6 (Dean et al. 1994) was used to
enter and analyze the data. The Catego program generated lifetime
diagnosis according to ICD10 (WHO 1992b), using item level in-
formation of SCAN. Between group averages were compared by
means of parametric tests (T test and analysis of variance) when-
ever their criteria were met (normality, homocedasticity). Other-
wise, Kruskal-Wallis tests were used. The Chi-square test was
used for categorical data analysis. Statistical significance was set at
95%. The data were not weighted, as we had no information about
the characteristics of the homeless population in Juiz de Fora.

None of the disorders listed in the prevalence table are mutu-
aly exclusive.

Results

The sample demographic characteristics are shown in
Table 1. It is composed mainly of males (85.5%) and non-
whites (31.3% of mulattos and 36.2% of blacks). 78.3%
of the sample were less than 48 years of age (mean age of
39.6 years, sd = 12.7), and came from small cities or rural
areas of Minas Gerais State (64%). 17% were illiterates
and 75% had less than 8 years of education (mean years of
education = 5.3; sd = 3.1). 77% had no partner and nearly
85% were committed to areligion.

Table 1 Demographic data of Juiz de Fora homeless population,
1997

Variable N %
Sex Male 71 85.5
Female 12 145
Race White 27 325
Mulatto 26 313
Black 30 36.2
Age ranges 18 to 27 15 18.1
2810 37 22 26.5
38to 47 28 337
48 to 57 9 10.8
58 to 67 7 84
68 and + 2 24
City of birth Juiz de Fora 29 34.9
Other cities 53 63.9
No answer 1 12
Literacy Illiterate/Semi-illiterate 14 16.9
1st grade 62 4.7
2nd grade 4 4.8
Further education 2 24
No answer 1 1.2
Marital status Single 30 36.1
With a partner 17 20.4
Ex-married 34 41.0
No answer 2 2.4
Religion Catholic 48 57.8
Evangelical 10 12.0
Spiritualist 1 12
Non-defined 11 133
No religion 3 3.6
No answer 10 12.0
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Regarding marital status, 20% of the sample had a
partner at the time of the survey. The magority of the
women had a partner, only 2 did not. 36% had never been
married and 41% had had a family at some time in their
lives. Forty-three respondents (53.1%) reported having
children still living. Most of them had 1 or 2, but seven
subjects had 5 or more. Women reported 2.1 more chil-
dren on average than men (p = 0.001).

Regarding employment, no respondent was currently
doing any regular job. This does not mean that they were
inactive; 72.3% participated in informal activites, such as
refuse collection and menial tasks. For those with previ-
ous participation in the forma market force (20.4%), 9
were retired, 6 were unemployed, and 2 were drawing a
state sick benefit. Five respondents reported prostitution
as an income generation activity (4 women, 1 man).
Money coming from amsgiving and donations, consid-
ered as passive income, was present in 53% of the sample.
These participants were more likely to have drug addic-
tion (OR = 2.03; 95% CI = 1.02—4.02; p = 0.03).

The age at which the people selected in this study had
become homeless was very varied. 10% of the sample
were on the streets before the age of 10. Around 20% en-
tered the streetsin their third decade of life. The mean age
of onset of street life was 34.1 years (sd = 13.5). The
mean age for entering the streets was higher for women
(mean = 41.2; sd = 17.7; t test = 1.9, p = 0.05) and for
whites (mean = 39.8; sd = 13.8; F = 4.1, p = 0.01).

Regarding the length of homel essness, the median was
3 years, with arange of 1 (entrance criteria) to 27 years.
The correlation coefficient between age and length of
homelessness was not statistically significant (r = 0.06;
95% Cl = -0.21-0.22). As expected, those who had more
time of homelessness were more prone to see the situation
as permanent, as shown by the correlation between seeing
the situation as permanent and duration of homelessness
(p = 0.02). The median of length of homelessness in the
group that saw the situation as permanent was 9.5 years,
much higher than the length of homelessness for those
who saw the situation as temporary (2.0 years). People
who had more family contact were more likely to expect
to leave the streets (p = 0.03).

Regarding reasons claimed for homelessness, family
problems (death of a close relative, family quarrels, failed
love affair) or socio-economic disruptions (unemploy-
ment, insufficient income to afford proper housing) were
guoted most of the time. Nine respondents expressed pref-
erence for living on the streets. Parental alcohol abuse/de-
pendence was associated to physical abuse (OR = 3.5;
95% Cl = 1.4-8.6; p = 0.001). Nevertheless, severe men-
tal illness in family and physical violence were not asso-
ciated (OR = 0.9; 95% CI 0.7-1.1; p = 0.3).

Nearly 24% (20 respondents) had spend their child-
hood in ingtitutions, foster families, or on the streets. This
group was more likely to have personality disorders
(OR =4.2; 95% Cl = 1.03-17.2; p = 0.05) and substance
abuse other than alcohol (OR = 2; 95% Cl = 1.1-3.6; p=
0.03). No diagnosis of schizophrenia or mental retardation
was made in this group.

Table 2 Lifetime prevalence rates for mental disorders according
to ICD-10 in homeless adults of Juiz de Fora (n = 83), 1997

Diagnoses No. of Affected %
diagnoses persons
Cognitive impairment 8 8 9.6
Alcohol-related disorders: 68 81.9
Harmful use 2
Dependence 66
Psychatic disorders 12
Dementia 16
Drug-related disorders: 26 313
Dependence 26
Psychatic disorders 7
Dementia 1
Schizophrenia and related disorders 8 8 9.6
Mood disorders: 27 325
Bipolar disorder 2
Major depression 14
Disthymia 9
Recurrent transient depression 4
Neurotic disorders: 7 84
Phobias 2
Generalized anxiety disorder 3
Dissociative disorder 3
Personality and behavior disorders 7 7 84
Mental retardation 5 5 6.0
Any diagnosis 82 98.8

Note: The data are overlapping

Only one respondent did not receive any psychiatric
diagnosis (Table 2). Alcohol and drug abuse/dependence
were predominant, with 70 of the respondents (84.3%)
with at least one of these diagnoses (just 2 subjects with
drug problem did not have alcohol abuse/dependence).
Sixty-eight (82%) of the respondents had one or more di-
agnoses related to alcohol. Several of these showed severe
psychiatric complications; 12 with psychotic disorders
(17.6%) and 16 with dementia (23.5%). Those who had
never been married (chi-square = 13.5; 3 df; p = 0.003)
and whites (chi-square = 6.32; 2 df; p = 0.04) were less
likely to have acohol related problems. These people had
less education (chi-square = 13.94; 7 df; p = 0.05) and
were less likely to seek outpatient mental health services
than those without alcohol related problems (chi-square =
11.78; 2 df; p = 0.002), but took advantage of community
services (shelters, charity soup) more frequently (chi-
square = 7.67; 2 df; p = 0.02).

Twenty-six respondents (31.3%) had psychoactive
substance abuse/dependence. The most common drug was
marijuana, followed by cocaine. The latter was mostly in-
haled with instances of venous injection. Crack use was
also reported. Other drugs identified, according to their
frequency of use, were as follows: volatile solvents, seda-
tives, hallucinogens, stimulants, opioids, and others (e.g.,
biperiden). Once the drugs were consumed according to
availability and opportunity, multiple drug use was fre-
guent. Among drug addicts statistically significant differ-
ences regarding sex and age were found: predominance
among males (OR = 1.2; 95% CI: 1.03-1.4; p = 0.05) and
people in the 18-27 years age group (chi-square = 25.25;



5 df; p = 0.0001). This group became homeless a a
younger age than the respondents without drug problems
(Kruskal-Wallis H = 20.8; 1 df; p < 0.0005).

Lifetime depressive disorders were found in 25 respon-
dents (30.1%). Neurotic disorders were diagnosed in 7
subjects, being strongly related to depression disorders
(OR =5.8; 95% Cl: 1.2-27.9; p = 0.02). Two respondents
had had maniac episodes, one of them was currently with
maniac symptoms, which masked the assessment of de-
pressive symptoms.

Organic disorders not etiologic related to abuse/depen-
dence of substances were found in 8 respondents (9.6%).
The following organic disorders were found: multi-infarct
dementia, HIV dementia, organic personality disorder, or-
ganic dissociative disorder, organic delusional disorder,
and one person had mild cognitive deficit. These subjects
al had a concomitant diagnosis related to acohol
abuse/dependence, entering street life 9 years older than
the rest of the sample (Kruskal-Wallis H = 3.706; df = 1;
p = 0.05), but tending to stay a shorter period on the
streets. Considering al persons with moderate or severe
cognitive deficit (those with and without alcohol and
other drugs related problems), we found they represented
27.7% of the total sample. Mental retardation was found
in 5 respondents (6%6).

Nearly 10% of the sample had schizophrenia and re-
lated psychosis (8 subjects). The data point to a possible
homeless subgroup: longer time of homelessness (chi-
square = 10.26; 4 df; p = 0.03), no hope of status change
(chi-square = 11.41; 3 df; p = 0.009), less contact with rel-
atives (chi-square = 14.81; 4 df; p = 0.005), predomi-
nantly single (chi-square = 13.21; 5 df; p = 0.02), lower
literacy (chi square = 15.5; 4 df; p = 0.003), more inter-
ested in religious issues (chi-square = 15.01; 3 df; p =
0.001), lower attendance at community services (chi-
square = 20.9; 2 df; p < 0.002), higher attendance at men-
tal health outpatient facilities (chi-square = 11.7; 2 df; p =
0.002) but less psychiatric admission rates (chi-square =
11.2; 2 df; p = 0.003). None in this group had a cohol-re-
lated diagnoses.

Although non-specific diagnostic tools had been used,
7 respondents received diagnoses of personality or behav-
ior disorders. The majority of them (6) had acohol
abuse/dependence, 4 of them also had drug problems.

Smoking dependence was recorded in 59 respondents
(71%). It was however, not included in the statistical
analysis, on grounds of the severity of the findings and the
complexity of other diagnoses found.

Comorbidity was acommon finding (78.3%). Thiswas
mostly the combination of alcohol dependence with other
alcohol-related diagnoses, psychoactive substance use,
and mood disorders (Table 3). The association of other
substance use with alcohol was high: out of 26 subjects
identified as drug addicts, 24 also received alcohol use re-
lated diagnoses (3 of them were not using other drugs al-
beit in regular alcohal intake; only two were found to be
totally abstinent, inclusive for alcohol).

The average SCAN total score for the sample was
89.8. Among the partial scores obtained for each symp-
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Table 3 Chief comorbidities found in homeless adults of Juiz de
Fora, 1997

Reference diagnoses Comorbidities N

Alcohol dependence Alcohol-related psychotic disorder 12
Alcohol-related dementia 16
Other substance dependence 24
Mood disorder:

Magjor depression 12

Disthymia

Recurrent transient depression
Organic disorder
Neurotic disorder:

Phobias

Generalized anxiety disorder

Dissociative disorder
Personality and behavior disorder
Mental retardation

Substance-related psychotic disorder
Substance-related dementia
Mood disorder:
Major depression
Recurrent transient depression
Organic disorder
Schizophrenia
Neurotic disorder
Other mood disorder (*)
Neurotic disorder:
Phobias
Generalized anxiety disorder
Dissociative disorder
Organic disorder
Personality and behavior disorder

Mental retardation

Other substance
dependence

RP~NDNONNN [elE> RN

Mood disorder

P RPWOFRWN NPFPFRPRWFRLO®

Schizophrenia

(*) Major depression + Disthymia

tom group, substance misuse was the highest one, averag-
ing 45.5 points. Cognitive impairment is the second sub-
group with more ratings (mean score of 11.3). This was
testimony to the advanced degree of mental deterioration
in the sample, mostly linked to long-lasting and excessive
substance use.

The lifetime diagnoses were mostly present at the time
(last 28 days before the interview). Actually the popula-
tion in study was chronically and severely ill, following at
least 12 months of exposure to the dire homeless situa-
tion. Therefore, the psychiatric diagnoses herein are
meant to refer to a lifetime condition.

Discussion

Our sampling strategy was to identify all persons that met
the inclusion criteria of 18 years of age or more, at least
one year living on the streets. The 111 subjects contacted
in the first selection procedure were amost all the home-
less people found in a period of 15 days of searching. We
could reach, in a period of 3 months, 75% of the subjects
contacted in the first sample procedure, which considering
the nomadic characteristic of these people, is a relatively
small attrition, for a second assessment. Although we can-
not say that the 83 individuals interviewed are representa-
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tive of other homeless populations, we can say that the
survey reflects the current status of these people in the
city of Juiz de Fora, taking into account the exclusion of
children and adolescents. However, a sample of 83 per-
sons may not be large enough to provide stable estimates.
Regarding the size of the sample, it was possible to use
such a robust tool as SCAN in the totality of subjects to
assess current and lifetime psychopathol ogy.

Similar to other studies in the homeless population
(Koegel et al. 1988; Gill et al. 1996), there is a predomi-
nance of males, mullatos and blacks (67.5%) in our sam-
ple, showing that whites and women are less vulnerable to
become homeless. This may be indicated by the higher
age of onset in street life for women and whites compared
to men and non-whites.

Most of the sample came from small cities or rural ar-
eas around Juiz de Fora, the biggest city in the Southeast
of Minas Gerais State. This social phenomenon is hap-
pening all around the country as a result of an increase in
poverty and the deterioration of life conditionsin rural ar-
eas. We only selected persons over 18, excluding a signif-
icant proportion of children and adolescents that are be-
coming street children in developing countries. So, our
sample is formed mainly by people around 3040 years
old, that entered life on the streets recently (median length
of homeless of 3 years), which indicates that there is often
change in this population. The exposure to homelessness
is not so long which suggests that many either succeed in
following another walk of life or succumb early. In fact,
two subjects identified in the first stage of sampling died
before the interview.

The lack of formal education (only 7% has more than
8 years of formal education) and the fact that only a few
reported a previous formal job may point to an impair-
ment to the respondents’ skills and social insertion. Early
alcohol and other drug misuse must be an important factor
associated to such disability.

Among the conditions favoring homelessness, family
disruption was quoted the most. 20% of the respondents
grew up without a family reference, not knowing one or
both parents. Alcohol related problems and family violence
were the most important factors aleged to lead to familial
rupture. Our data confirm previous findings that the home-
less population mostly consists of men living alone (Fichter
et a. 1996; Gill et a. 1996; North and Smith 1993).

The findings confirm the high prevalence of mental
disorders in the homeless population, with rates higher
than those reported in studies of the homeless in devel-
oped countries. Our data match international literature to
a certain extent, as problems related to alcohol and drugs
are the most prevalent disorders. Alcohol use disorder
rates among the homeless are aways high: 74% in Mu-
nich (Fichter et al. 1996); 69.2% in Los Angeles (Koegel
et al. 1988); 69% in Vancouver (Acorn 1993); 50% in
Barcelone (Lucas and Batista 1995) and also 50% in a
survey in the whole of Great Britain (Gill et al. 1996). For
other substance abuse/dependence we found convergence
to be around 30-45% of prevalence rates found in litera-
ture. Considering all substance abuse/dependence, our
sample’s prevalence reaches 84.3%, arate only surpassed

by the 92% found by Edwards et al. (1966) surveying
homeless persons sleeping rough in London.

The prevalence of psychoses is aways high among the
homeless. Our rate surpasses that of North and Smith
(1993), who found 4.7% and that of Reed et a. (1992)
who found 8.0%. The other studies have always found
higher rates than ours. Everything points to the existence
of a homeless population segment composed of “strict
sense” mentally ill persons, with schizophrenics making
up a subgroup which deserves special approaches by health
programs. Schizophrenics aso unveil drawbacks in the
health system once they present lower psychiatric admis-
sion rates than alcoholics and those with other diagnoses.

Referring to cognitive deficits, our rates are also higher
than those in the general population of Brazil. Although
cognitive impairment in SCAN is assessed mainly through
the Folstein-McHugh Mini-Mental State Examination, the
presence of related symptoms such as other than personal -
ity deterioration is also taken into account, and a low
score may reflect intoxication, mental retardation, or se-
vere educational deficts.

There are two recent population-based studies about
mental health in Brazil. The Brazilian Multicentric Study
of Psychiatric Morbidity ((Almeida-Filho et a. 1997),
based on a low stability screening questionnaire, pointed
to global prevalence rates of mental disordersfrom 31.0%
to 50.5%. Anxieties and phobias were the main findings
yielded (prevalences up to 18%). Female non-psychotic
depression (up to 10%) and male acoholism (around
8.0%) came second. With the exclusion of those related to
mood disorders and substance abuse, psychoses reached a
maximum prevalence of 2.4%. Learning disability rate
was around 3.0%. The authors stated that “the global
prevalences found are probably overestimates’. A recent
catchment area study (Andrade et a., in preparation)
based on CIDI 1.1 (Robins et al. 1988) found that around
46% of the total sample have at least one lifetime diagno-
sis of mental disorder according to ICD10. The most life-
time prevelant disorders, after excluding tobacco depen-
dence, was major depression (16.6%), followed by anxi-
ety disorders (12.5%). Alcohol abuse/dependence was
found in 5.5% of the sample; nonorganic psychosis in
1.5% of the sample. Current cognitive deficit was present
in 1.2% of the subjects.

Our rates are obviously higher compared to the popu-
lation-based rates, except for anxiety-related disorders.
The evaluation of minor symptoms may have been
masked by the more severe symptoms present in our sam-
ple. In several instances we were forced to resource to
nonroutine options of SCAN, which resulted in lower ac-
curacy in the assessment of data which might have
pointed to a secondary diagnosis. For mood disorders, our
findings are closer to those in the general population, not
differing greatly from those in other surveys of the home-
less. Their detection arouses expectations of a possible
benefit from treatment.

We opted for not using an initial screening tool antici-
pating a not-so-large sample. So the main diagnostic tool
was deemed feasible to be directly used. The complexity
of each individual’s situation made it difficult to locate re-



spondents more than once, thus giving enough reason for
such decision. The choice of SCAN as the assessment tool
was based on its comprehensiveness and acknowledged
accuracy. In spite of being extensive we relied on its ver-
satility. Actually, being a semi-structured interview, it al-
lows for and even demands clinical judgement at all times,
making its use flexible and adequate to specific situations.
Nonroutine options and cut-off points were invaluable in
this particular sample. Thus, clinical judgement was para-
mount for evaluation of adequacy of data, which is ac-
ceptable and does not jeopardize the validity of diagnosis.
As for the symptom group scores we consider that they
are a true reflection of the group’s profile. They point to
extensive involvement with alcohol and other substance
abuse, leading to considerable cognitive impairment and
expressive presence of psychotic and depressive symp-
toms. All thisisin accordance with the expected findings
in such miserably-living and marginalized populations. The
poor standard of health care in our country, making living
conditions even worse, must also be taken into account.
The analysis of the results must consider the peculiari-
ties of the homeless subculture. The very high prevalence
of substance abuse testifies to the importance of this ele-
ment to group behavior that plays arole as an instrument
for insertion and acceptance, a stimulus for edge attitudes
and relief from dire conditions. The limited value of psy-
chiatric diagnosis, not always indicating the need for
treatment (at least along the lines of conventional treat-
ment), must be borne in mind. We value the recommenda-
tion of Hamid et al. (1993) that: “Diagnosis is not in any
case necessarily a reliable measure of disability or need
for psychiatric services, especialy in community surveys’.
We think that the homeless are in priority need of care
and social support (Lovisi et al. 1996). Mental health care
is certainly a neccessity, as long as this social segment’s
features, civil rights and freedom are respected. We echo
North and Smith (1993) when they suggest that: “Mental
health professionals serving mentally ill homeless popula-
tion would best serve them by focusing on creative and in-
novative ways to improve the availability and attractive-
ness of ambulatory care services’. Others, out of creativ-
ity, have already demonstrated the feasibility of therapeu-
tic interventions on the streets themselves (Broide 1993).
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