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Abstract

This paper describes a project set up to treat four homeless men using cognitive behavioural therapy (CBT).  The referral criteria were that individuals had alcohol and / or substance misuse problems, were roofless (i.e. sleeping rough) immediately before the intervention began and found it difficult or impossible to access hostel places in Southampton.  Excessive alcohol use, violence (against self, others and property) and prison sentences were all features of their presentation. The project involved three levels of CBT intervention provided by the clinical psychologist: 1) training for the staff to enable them to work within this model; 2) continued supervision within model to ensure consistency and sustainability and 3) individual formulation (description of the problem within the CBT framework) and psychotherapy.  The house itself was also run on a collaborative basis. A number of measures including mental health and social functioning constructs were used to evaluate the project, in addition to some qualitative data. All residents reduced incidents of theft, violence and alcohol consumption.  Risk to self and others was also reduced for all residents.  Perceived self-efficacy increased slightly for all residents, and staff perceived that they could be more effective, less hopeless, and therefore possibly less stressed as a result of training.  More data will be gathered over time.
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Introduction

Cognitive behavioural therapy (CBT) is a well researched psychological intervention designed to enable clients to deal effectively with a range of mental health problems, e.g. anxiety and depression (Beck et al, 1979; Beck & Emery, 1985), post-traumatic stress disorder (Horowitz, 1986), psychosis (Rector & Beck, 2001) and personality disorder (Young, 1991; Linehan, 1993), alcohol abuse (in combination with pharmacotherapy; Anton et al, 1999).  

There is a paucity of literature detailing the treatment of homelessness within a psychological perspective, and none specifically related to the use of CBT.  The limited research there is in this area focuses on homelessness and substance abuse within a population of war veterans, looking at a combined CBT and therapeutic  community (Burling, Seidner, Salvio & Marshall, 1994).  An important advantage of a CBT intervention is that the psychological, emotional and behavioural issues implicated in the factors leading to homelessness can be described and integrated, or ‘formulated’, which then informs an intervention (Persons, 1989).  Briefly, an individual’s negative beliefs about their world and their place in it can be described, and behavioural experiments generated in order to provide evidence which may confound those beliefs.  

Much of the literature concerned with the treatment of addictions acknowledges the cyclical nature of addiction and motivation to change, which can of course affect behaviour (e.g. Prochaska & DiClemente, 1982).  The repeated relapses associated with these cycles can have a profound effect on staff members.  Anecdotal evidence indicates that repeated relapse can be perceived by staff as being due to their own failure and inefficacy as workers.  This can lead to hopelessness and burnout.  CBT interventions are designed to enable the client to set achievable, realistic goals, in order to ensure success, which can in turn be reinforcing for staff.  A staff group working with a consistent formulation of the problems also maximises chances of success.

The effect of CBT on target behaviours associated with homelessness has not yet been the target of research.  This is a pilot study to investigate the effects of a CBT intervention within the context of a dedicated rehabilitation house on these targets in a small population.  The main aims are:

1. To formulate target behaviours within a CBT and developmental perspectives.  These target behaviours are:

a. Sleeping rough

b. Theft

c. Violence

d. Self-harm

e. Problematic alcohol use

2. To provide CBT interventions to treat the underlying factors implicated in those target behaviours

3. To enable staff working in this setting to use CBT techniques to help address target behaviours and underlying factors, with the use of the formulations generated and supervision

4. To train staff to operate within a CBT perspective, thereby increasing perceived ability to enable change in clients and reduce hopelessness.

As secondary outcome measures, anxiety and depression (data presented), well-being and other problems and symptoms (data omitted for brevity) are also assessed.  These would not be expected to change in the short-term.  Independent living will also be a goal for those of the residents who aspire to this.

This is a pilot study to investigate the effects of a CBT intervention within the context of a small rehabilitation house.  The homeless population tends to be marginalised from health care services for many reasons associated with a chaotic lifestyle.  This paper is therefore also intended to highlight the possibilities of enabling such a marginalised group to access CBT.  The data is presented in the form of four case studies over three initial time points. 
Method

Four residents with alcohol dependence problems were identified from the homeless population in Southampton on the basis of need and repeated tenancy breakdown.  Rough Sleepers Initiative staff (RSI; a government-funded local initiative set up to provide outreach services to rough sleepers) recruited the participants.  There were two therapeutic components to the intervention.  The first was a physiological alcohol detoxification, to minimise the effects of physical addiction.  They were then placed in a house obtained specifically for the purpose of providing a therapeutic environment.  As well as providing a place of safety and structure, it also provided a place in which the psychological components of the intervention concerned with the residents could take place.  The first priority of the project, therefore, was to engage the residents in a structured environment in which their drinking, medical, health and social needs could be addressed.  Support workers working eight hours a day, seven days a week staff the house.

Procedure

The psychological intervention was designed to operate on several levels, addressing the needs of the residents in a number of different ways:
1. Staff training

Two groups of staff were trained by a chartered clinical psychologist in the basics of the cognitive model and formulating clients’ difficulties within the CBT framework for four hours per week for three weeks.  This enabled the support workers involved in the house to perceive what the residents would be doing, and support them in setting behavioural experiments, gathering data and monitoring results.  This is done in both individual sessions and group meetings.
2. Individual formulation and treatment

The psychologist works individually with the residents, initially assessing with a view to a comprehensive formulation, which is drawn up collaboratively with the resident.  Weekly sessions then follow, designed to address the goals drawn up in the assessment phase, according to the CBT framework.
3. Supervision sessions

The support workers receive weekly supervision from the clinical psychologist.  This enabled continual adherence to the CBT framework and reflective practice.
4. Individual sessions with support workers

Each resident receives weekly sessions with the support worker to set up and monitor behavioural experiments, as well as monitor emotional issues and crises.
5. Group meetings

Weekly group meetings facilitated by the support workers enabled the residents to set their own house rules and systems, and discuss any important issues as they arise.

As well as the CBT framework, some of the principal models of transactional analysis (Berne, Steiner & Dusay, 1996) were found to be useful to communicate the collaborative attitude taken within the house.  This is detailed further below.

Outcome Measures

Quantitative and qualitative data on residents’ experiences was gathered. In terms of quantitative data, two forms were gathered, the first using recognised normative measures, the second self report data of idiosyncratic constructs.  

The primary measures were chosen to tap constructs that would be expected to change as a direct result of a CBT intervention.  These were:

· Alcohol dependence (Short Alcohol Dependence Data; Raistrick, Dunbar & Davidson, 1983)

· Self-efficacy (Generalised Self-Efficacy Scale; Schwarzer and Jerusalem, 1993)
· Functioning and Risk subscales of the CORE, in addition to the Total score (Clinical Outcomes in Routine Evaluation; CORE Systems Group, 1998)

Functioning is an indication of social activity and ability to draw on personal resources.  Risk is indicative of risk to self and/or others, and is an important measure.  The Total score gives an indication of overall psychopathology.

The following self-report data were gathered as primary outcomes, which would be expected to change as a result of the stable residential nature of the project and CBT intervention, which is explicitly collaborative in style:

· Nights spent sleeping rough

· Violent incidents involving harm to others or property

· Shop-lifting and other theft
· Alcohol consumption (in units)

The following normative data were gathered as secondary data, as they would be expected to change in the long term, but probably not within the short term.  These changes would be expected to be concomitant with a longer-term formal psychotherapeutic intervention.

· Anxiety and depression (Hospital Anxiety and Depression Scale; Zigmond & Snaith, 1983)

In addition, a novel questionnaire was developed to investigate any change in perceptions of working with the client group due to training.  The CBT training is designed to enable the staff to look at their own and clients’ beliefs around difficult incidents, and increase their perceived hopefulness and self-efficacy when enabling clients to change.  In this way hopelessness and therefore stress levels can be reduced.  The questionnaire therefore focussed on perceived ability to enable change and perceived stress levels.  The questionnaire therefore focussed on perceived ability to enable change and perceived stress levels, e.g. ‘How confident do you feel about enabling clients to improve strategies or ideas to help them cope in the future?’, and ‘How often do you become stressed as a result of difficult interactions with individual clients?’.  Each question was scored on a five point Likert Scale with descriptors. The questionnaire was administered before and after the three weeks of training, the responses being anonymised to minimise response bias (i.e. the possibility that respondents bias their scores according to what they think the trainer may want).  Complete responses were received from 15 participants, two were incomplete.
Results

Quantitative

Graphical representations and interpretations of the normative and self-report data are presented below.  Gaps in the graphs are due to missing data at certain time points in cases JG and MP.  For all graphs time point one is at assessment, time point two when the individuals entered the project, and time point three being around 10 weeks into the project.

Graphs

Figure 1 about here

Graph 1: CORE data for all residents at time 1

This graph shows Functioning, Risk and Total subscales for the four residents, in addition to published clinical (Clin.) and non-clinical (NClin.) population scores.  The risk subscale is particularly important in that it reflects risk of harm to self or others.  All residents score above the clinical and non-clinical levels in risk terms, and all except JG significantly so.  Functioning and Totals are also extremely poor.  Taken together, this data presents a picture of significant mental health problems and risk across all four residents.

Figure 2 about here

These graphs provide the most striking and possibly important data.  Crime and violence has been at least halved for all residents, and extinguished for some.  There were no incidents of sleeping rough in the first ten weeks of the project for any of the residents, compared to between two and seven before entry into the project.  These results are obviously important in terms of continued residence, stability and reduction in criminal behaviour and therefore the possibility of prison.

Figure 3 about here

As can be seen from these graphs, all residents appeared to marginally decrease their alcohol dependence, although for three clients this did not translate into a reduction in consumption, which tended to vary with funds available, and showed no reliable pattern at these time points.  One client became completely abstinent.  All clients appeared to slightly increase their sense of self-efficacy in the project.  Perceived self-efficacy, or how effective an individual is in achieving goals is a target for CBT interventions.  This is a predicted positive outcome.

Figure 4 about here

These graphs show the change in primary CORE data over time.  As can be seen, all residents reduce their risk, three of them quite significantly.  For three residents, some improvements are also made in functioning and total scores.  MP, however, worsens in this respect, possibly associated with increased mental health symptomatology.   Case JG shows most improvement, which was mirrored in his move to an independent flat three months into the project.  The risk improvements are the most important and significant finding here.

Figure 5 about here

Again, the picture is complex, with small changes over 10 weeks, indicating some improvements and some deterioration.  No explanation is available for the worsening of anxiety and depression in MH and MP.  Although no improvement would be expected at this time, case JG again shows a significant improvement over his time in the project.

CBT Training

The results of the staff training were analysed by comparing the scores from the novel questionnaire before the training with those after using a repeated measures t-test (parametric assumptions of were satisfied).  A highly significant difference was noted between the two administrations (t = -6.089; df = 14; p<0.001).  Briefly, this indicates that with regard to the primary aims of increasing staff’s perceived hopefulness and ability to support change as well as reduction in anticipated stress as measured by the novel questionnaire, the training was successful.

Qualitative Data

The residents described the collaborative and empowering factors that they perceived had been important in their continued engagement in the project.  

Three of the residents described the choice about drinking as being extremely important.  They felt that the traditional ‘dry’ house added extra pressure, and paradoxically, meant that they were more likely to drink to great excess, especially if they had just started.  The extra anxiety of knowing that they would not be able to get back into their rooms if drunk would possibly mean that they would continue to drink, exacerbating their negative view of themselves and increasing the perceived gulf between themselves and the services.

The residents also reported that the ‘adult-adult’ (Berne, Steiner & Dusay, 1996), collaborative style interactions adopted in the house were positive.  This involved all decisions being negotiated at weekly meetings, and avoiding a paternalistic stance whenever possible.  It was made explicit to the residents that such a collaborative style would be the norm, unless issues of risk presented, in which case the service would have to react accordingly, exercising a degree of control.  Thus the expectations were made clear, so that even if some power were lost, the collaborative aspects of the project would be maintained

Two residents were concerned about taking their medication.  They believed that the medication and alcohol would interact to cause them some kind of harm.  The structured environment of the house meant not only that medication could be monitored, but also that such beliefs could be challenged with advice from a psychiatrist.

Discussion

This paper indicates that an extremely challenging and under-served population can be engaged using cognitive-behavioural techniques.  The short-term results appear to indicate some positive trends in functioning, risk, alcohol dependence (although this result is unlikely to be significant in the short-term, and for three clients did not result in a reliable reduction in units consumed), self-efficacy, rough sleeping, theft and violent incidents.  The results may be due to a number of factors, but the stability of the house, the regular input from support staff and the CBT framework and interventions are all implicated.

These results are important as they provide some limited evidence that CBT techniques within this setting can have some impact on tenancy sustainment.  Future research should gather baseline data on average length of tenancy in residences with no treatment value, to ascertain the added value of a CBT intervention.  They are only limited data, however, and should be regarded only as an indication to research the area further.
The training provided for staff produced a statistically significant increase in their beliefs about being effective with this client group, reducing hopelessness and decreasing anticipated stress.  However, whether the perceived changes remain stable over time and further exposure to a challenging client group is a further empirical question.

In the long term, the aim will also be to treat mental health problems such as depression, anxiety, psychotic symptoms and unmanageable arousal, and enable the individuals to fulfil meaningful (for the individual) practical goals.  Further data will be gathered over time to monitor results.

References

Anton, R.F., Moak, D.H., Waid, R., Latham, P.K., Malcolm, R.J. & Dias, J.K. (1999) Naltrexone and cognitive behavioural therapy for the treatment of outpatient alcoholics: Results of a placebo-controlled trial.  American Journal of Psychiatry, 156, 11, 1758 – 1764.

Beck, A.T. & Emery, G. (1985) Anxiety Disorders and Phobias: A Cognitive Perspective.  New York: Basic Books.

Beck, A.T., Rush, A.J., Shaw, B.F. & Emery, G. (1979) Cognitive Therapy of Depression.  New York: Guildford Press. 

Berne, E., Steiner, C.M. & Dusay, J.M. (1996) Transactional Analysis.  In J.E. Groves (Ed.), Essential Papers on Short-Term Dynamic Therapy.  New York: New York University Press.

Burling, T.A., Seidner, A.L., Salvio, M. & Marshall, G.D. (1994) A cognitive behavioral therapeutic community for substance abusing dependent and homeless veterans: Treatment outcome.  Addictive Behaviors, 19, 6, 621-629.
CORE Systems Group (1998) Clinical Outcomes in Routine Evaluation.  Leeds: Author.

Horowitz, M.J. (1986) Stress-response syndromes: A review of posttraumatic and adjustment disorders.  Hospital and Community Psychiatry, 37, 241 – 249.

Linehan, M.M. (1993) Cognitive-Behavioural Treatment of Borderline Personality Disorder.  London: Guildford.

Persons, J.B. (1989) Cognitive Therapy in Practice: A Case Formulation Approach.  New York: Norton & Co.

Prochaska, J.O., & DiClemente, C.C. (1982) Transtheoretical therapy: Toward a more integrative model of change.  Psychotherapy: Research and Practice, 19, 3, 276 – 288.

Raistrick, D., Dunbar, G. and Davidson, R. (1983) The development o f a questionnaire to measure alcohol dependence.  British Journal of Addiction, 78, 89 – 95.

Rector, N.A. & Beck, A.T. (2001) Cognitive behavioral therapy for schizophrenia: An empirical review.  Journal of Nervous and Mental Disease, 189, 278 – 287.

Schwarzer, R. & Jerusalem, M (1993) Generalized Self-Efficacy Scale.  In R. Schwarzer, (Ed.) ‘Measurement of Perceived Self-Efficacy: Psychometric Scales for Cross Cultural Research.  Berlin: Freie Universität.

Young, J.E. (1994) Cognitive Therapy for Personality Disorders: A Schema-Focused Approach (Revised).  Sarasota, Fl.: Professional Resource Press.

Zigmond, A.S. & Snaith, R.P. (1983) The Hospital Anxiety and Depression Scale.  Acta Psychiatrica Scandinavica, 67, 361 - 370.


[image: image1.wmf]Case

NClin.

Clin.

MP

RY

JG

MH

Score

4.0

3.5

3.0

2.5

2.0

1.5

1.0

.5

0.0

CORE Subscales

 Functioning

 Risk

 Total


Figure 1: Comparative Clinical Outcomes in Routine Evaluation (CORE) data at time 1
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Figure 2: Theft, Violent Incidents and Rough Sleeping for all participants

	
[image: image6.wmf]PERSON:  JG

Time

3

2

1

Score

60

50

40

30

20

10

0

Self efficacy

Alcohol use


	
[image: image7.wmf]PERSON: MH

Time

3

2

1

Score

60

50

40

30

20

10

0

Self efficacy

Alcohol use



	
[image: image8.wmf]PERSON:  MP

Time

3

2

1

Score

60

50

40

30

20

10

0

Self efficacy

Alcohol use


	
[image: image9.wmf]PERSON:  RY

Time

3

2

1

Score

60

50

40

30

20

10

0

Self efficacy

Alcohol use




Figure 3: Self-efficacy and alcohol dependence for all participants
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Figure 4: CORE data for all participants: Functioning, Risk and Total subscales
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Figure 5: Hospital Anxiety and Depression Scale (HADS) data for all participants
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� The other CORE subscales, i.e. Wellbeing and Problems & Symptoms were not ignored, but would not be expected to change in the time scale of this initial report.
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