Shelter Health:
Essentials of Care foe@ple Living in Shelte

Mental lliness and Substance Use
Disorders

Learning Goal:
» To understandhe symptomsf mentalilinessand substanc
usedisorderaindconstructivavayso interactwith mentallyill
and substance using shelter residents.

Peoplewho havebecomenomelessremuchmorelikelythanhousedpopulationgo suffer

from mentalhealthproblemsandsubstancasedisorders.Whetheronebecome$fiomeless
dueto naturaldisastenossof jobs,lackof socialsupport prohibitivehousingcostsor any

otherreasontraumais everpresent. Somehomelessndividualshavehad mentalhealth

problemsthat precededhe loss of housing,while otherssuffer from mentalhealth

problemghatresultfrom thetraumaof grief,lossandlife on the streetsandin the shelters.
And certainlychildrenandfamilieshaveparticularemotionalnd mentalhealthneedghat

result from the traumas of homelessness and lack of stability.

Drug andalcoholusecanbe a destabilizindgactorfor manypeopleandcanbe a causeof
homelessnes®rug andalcoholusecanalsobe a copingmechanisnfior peopleafterthey
havebecomehomelessFor peoplewho areattemptingo reduceor stopsubstancasethe
stresoof life on the streetsandin the shelterscanmakerecoverynearlyimpossible.lt is
difficult enoughto dealwith addictionin the bestof circumstancebut whencompounded
with uncertaintyabout meetingbasicneedsthe ever-presentear of violenceandthe
hopelessnedhat candevelopfrom losingeverythingit becomegxceedingldifficult for
people to change destructive patterns of behavior.

ManysheltersNbothdisasterelatedsheltersand pre-existingnomelessheltersNarevery
sensitiveo the need=f peoplewrestlingwith mentalillnessandsubstancese. But some
arenot. Effectivesheltersystemshouldnot only createpoliciesthat balancehe overall
safetyof all shelteresidentsvith the speciaheedf thosewith behaviorahealthproblems,
but they shouldalsowork activelyto provide servicedor the most difficult to serve
residents.

This sectionwill examineeommonmanifestationsf mentalillnessandsubstanceseand
offer concretesuggestionfor how to work effectivelywith thesepopulations. A later
sectionof this guide(OTakingare:Copingwith Grief andLossOWill specificalladdress
effectivewaysof dealingwith traumaandloss,for shelterresidentaswell asstaff and
volunteers.
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The Tool Kits

At the beginningof eachsectionof this Guide,readerswill find lists that outline the
contentsf the Tool Kits thatcanbefoundin electronidorm on the CD thataccompanies
this Guide. Whilesomeof the toolsandhandoutsarefound both in the Guideandin the
Tool Kits, mostof the itemslistedbelowareonly foundin the Tool Kits. Theyareto be
usedto supplementhe materiain the Guideandto providesheltemproviderswith dayto-
day tools for use in the shelters.

ToolKit D: Mentallllnessand Substandése Disorders

D-1 Mental llilness and HomelessnessNHealing Hands

D-2 Mental lliness and HomelessnesssF

D-3 Borderline &sonality DisordersNHealing Hands

D-4 ORelating to @iBon with Mental lllnessO

D-5 Substance Abuse and HomelessnessNHealing Hands
D-6 Addiction Disorders and Homelessnass$sF

D-7 OBlueprint for Change: Ending Chronic HomelessnesseO
D-8 Olnteracting with IntoxicategrsdonsO

D-9 Suicide Myths anddts
D-10 Signs ofdasible Suicide Risks
D-11 OPAID PALSO
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Effective Approaches

Thereis a greatdealof evidenceboutwhatpracticesvork wellto servepeoplesuffering
from severendpersistenmentalilinessor wrestlingwvith substancasedisorders Thelist
thatfollows providesa verybrief overviewof a numberof effectiveapproachesEachof

theseapproachest exploredn anydepth,wouldeasilymeritavolumeat leastthe sizeof

this one.

It is thereforenot our intentionto educateeadersully of the detailsof theseapproaches,
but merelyto provideexposureand spurthinkingabouthow shelterscanimplementor
adaptelementsof thesepracticedo betterservetheir mentallyill and substancesing
residents.

Shelteprovidersoften feelunder-equippetb work wellwith thosesufferingfrom mental
illnessandaddiction. Our goalhereis to presentsomebroadconceptsandto encourage
shelter providers to seek morel@pth training for staff and volunteers.
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What Works

Listed below are selected approaches and practices that have been shown to be effective in
addressing the needs of homeless people with serious mental iliness and/or substance use
disorders. Many of these approaches and practices are applicable to working with all people
experiencing homelessness.

Belief in recovery

People can and do recover from problems related to substance use disorders, mental illness,
and homelessness b recovery of hope, meaningful activities and relationships, and self-
esteem and sefferth.

Person-cenered values

The personOs own needs and preferences are the primary focus of attention. The helping
relationship is collaborative and invitational. Support, information, and options are offered.
Services are tailored to the individual.

Outreach and engagement

This approach involves going out into the community and meeting homeless people where
they are D on the streets, under bridges, in shelters amdceraprs. Workers seek to

develop trust with individuals and to provide or connect them with needed services.

Flexible, low -demand services

Services are provided in an individualized manner, varying in frequency, duration, and scope
depending on oneOs changing needs and vastiepaion in treatment is not required as

a condition for continuing to receive services such as accessing entitlements or housing.

Housing with appropriate suppors

Emphasis is on placing people as early as possible into permanent housing units with
appropriate supportive services offered by an interdisciplinary team of health, behavioral
health, and social service providers. Housing itself is seen as a form of treatment.

Interdisciplinary care eams

Teams are composed of various health, behavioral health, and social service providers who
work together to ensure that a homeless personOs needs are being addressed in an
appropriate and coordinated manner.

Integrated treatment for co-occurring mentl iliness and subsince use disorders

This is an approach which implies concurrent, coordinated clinical treatment of both mental
illnesses and substance use disorders provided by the same clinician or treatment team.
Integrated treatment has been shown to be more effective than a parallel or sequential
treatment approach.

Continued on next page.
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Motivational intervenions/st ages of change

This approach to communication includes of persotered, directive clinical strategies

that seek to help people resolve ambivalence and move in the direction of change. Make
ample use of open questions, affirmations, and reflective listening.

Self-help programs

Programs are typically based on the Astd@2-method. d€us is on developing personal
responsibility within the context of peer suppaattiddpation has been shown to decrease
substance use and inpatient treatment, and improestsetft and community adjustment.

Involvement of consumers and recovering persons

Consumers can play an important role in outreach, supporting peers in recovery, staffing
agency programs, contributing as active members of planning councils, advisory boards, and
community advocacy groups.

Long-term follow-up support

The recovery process is neither a linear nor atstrarprocess for most people. Relapse is
not uncommon. Individuals require long term follow up support from an interdisciplinary
team of care providers.

Preventon services

Examples of prevention include appropriate discharge planning from institutions/hospitals/
treatment programs, shoetim intensive support uponeaetry into the community, and
provision of subsidized housing and adequate income support.

Adapted frddfueprint for Change: Ending Chronic Homelessnessrfsoiz with
Serious Mental lllnesses and/or@aeurring Substance Use Disorders
DHHS Pub. No. SMA-04-3870. Printed 2003
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Suggesions for Relatng to a
Person Experiencing Menal lliness

= Treat the person with respect, as directly and naturally as possible.

= Speak softly, slowly and clearly, communicating only one thought at a time.

= Be as consistent and predictable as you can.

= Set clear and realistic rules, limits and expectations.

= Set simple, shor@rm goals based on current abilities.

= Criticize as little as possible; praise what you can.

= Remember the personOs perceptions may be different from yours.

= DonOt try to argue against voices or delusions; they are symptoms of the illness.

= Allow the person a Ocomfort zoneO B donOt stare at, hover over, or press the person.
Allow him/her an easy exit.

= DonOt take the individualOs unreasonable attitudes and behavior personally.
= DonOt blame the person or others for the illness.

= Accept the reality of the iliness, while appreciating the person as he/she is in the
present.

= Maintain your own mental health and well being: seek counseling, join a support

group, educate yourself and advocate for positive change, maintain contact beyond
your work with friends and enjoyable activities.

Washington Advocates for the Mentally IlI
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Suggestions for Interacting with a PFerson who is

Int oxicated

Approach with care; respect the individualOs personal space.

Use a gentle, safpoken voice and body language that communicates to the
person Oyou are safe.O

Make clear, brief statementsecus on the here and now.

Always respect the person; donOt belittle or Oput downO the individual; use
humor, but not at the personOs expense.

Take care with responses to provocative statements; stay calm; avoid getting
into a confrontation or caught up in the personOs Onegative energy.O

Avoid labeling the person as an OalcoholicO or Odrug addictO or causing the
person to feel guilty or Obad.O

Empathize with the pers,onf)s pain, anger or fear; work to disarm the fear and
calm the Ofight or flightO responses.

Give the person time to process; repeat yourself if necessary.

Check on the personOs immediate physical health and safety; an intoxicated
person may be physically ill or injured but unaware of it.

Offer immmediate, concrete help, e.g. detox, safe spaceffstaegical
attention.

If a person is intoxicated and talking about suicide, do not leave him or her
alone. Call or send someone for help, e.g. crisis team, police.

Be aware and cautious of how you are affecting the person; leave the
situation if the person is becoming increasingly agitated or behaviorally
inappropriate.

Validate the person; recognize with them what is going on, what the person
is going through; hear the person out; listen for the motive the individual has
to take a healthy or appropriate step.

If possible, followtp with the person in the near future when they are not
under the influence of alcohol or drugs.

Adapted from conversations with Health Care for the Homeless outreach workers.
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Understanding Addiction

Most scientists now consider addiction a brain disease: a condition caused by persistent
changes to brain structure and function. Using drugs repeatedly over time changes brain
structure and function in fundamental and long lasting ways that can persist long after the
individual stops using them. After a certain amount of a drug is consumed, and that amount
is different for everyone, it is as if a switch in the brain is flipped from normal to addict.

Addiction is defined as uncontrollable, compulsive drug craving, seeking and use, even in the
face of negative health and social consequences. Very few people are able to return to
occasional use after becoming addicted. But, as we know, not everyone who uses drugs
becomes addicted. Some people can become addicted more easily and quickly than others.
Estimates are that 50 to 70 percent of these differences in susceptibility to addiction are
genetic. Still, genes do not doom one to become an addict.

What undersianding addiction as a brain disease means

Many people believe that drug addiction is a failure of will. Research contradicts this.
However, this does not mean the addict is simply a hapless victim, nor does it absolve the
addict of responsibility for his or her behavior. But it does explain why an addict cannot stop
using by sheer force of will alone.

Some parallels can be drawn between addiction and other chronic reoccurring illnesses such
as asthma, diabetes and hypertension given that voluntary behaviors (here the decision to try
drugs) are involved. Hypertension, cardiovascular disease, diabetes and some forms of
cancer are heavily influenced by the personQOs eating, exercise, smoking and other behaviors.

How do you treat addiction?

Research finds that the best forms of treatment heal the entire individual, combining
medication, behavioral therapy, social services and rehabilitation. Another crucial finding on
drug treatment is that it does not need to be completely voluntary to work. In fact, studies
suggest that increased pressure to stay in treatment  whether from the legal system, or from
family members or employers D increases the amount of time patients remain in treatment
and improves their treatment outcomes.

What you can do b help a person wih drug addiction

1.!Understand that while a person who is addicted to drugs made the choice to try the drug,
they did not choose to become addicted. An addicted personOs brain is functioning
abnormally and their drug use is out of their control. They need and deserve the same
medical treatment as anyone else with a chronic illness would receive.

2.'And them a treatment program that treats all of their individual problems together, such
as drug addiction, behavioral issues, mental illness and/or life skills.

3.!Since treatment does not have to be voluntary to work, consider involving other systems
to pressure the individual to go into and stay in treatment.

Adapted summary of theAsigietion is a Brain DiseasgeDr. Alan Leshner, former Director
of the National Institute on Drug Abuse (2001).!See full report at http://www.issues.org/17.3/leshner.ht
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Principles of Effectve Drug Addiction Treatment

1. No single treatment is appropriate for all individuals. Matching treatment
settings, interventions, and services to each individual's particular problems and
needs is critical to his or her ultimate success in returning to productive functioning
in the family, workplace, and society.

2. Treatment needs b be readily availableBecause individuals who are addicted to
drugs may be uncertain about entering treatment, taking advantage of opportunities
when they are ready for treatment is cruci@ntal treatment applicants can be
lost if treatment is not immediately available or is not readily accessible.

3. Effective treatment attends © multiple needs of he individual, not just his or
her drug use.To be effective, treatment must address the individual's drug use and
any associated medical, psychological, social, vocational, and legal problems.

4. Anindividual's treatment and services plan musbe assessed comtually and
modified as necessarya ensure hat the plan mees the person's changing
needs.A patient may require varying combinations of services and treatment
components during the course of treatment and recovery. In addition to counseling
or psychotherapy, a patient at times may require medication, other medical services,
family therapy, parenting instruction, vocational rehabilitation, and social and legal
services. It is critical that the treatment approach be appropriate to the individual's
age, gender, ethnicity, and culture.

5. Remaining in treatment for an adequag period of ime is critical for treatment
effectiveness.The appropriate duration for an individual depends on his or her
problems and needs. Research indicates that for most patients, the threshold of
significant improvement is reached at about 3 months in treatment. After this
threshold is reached, additional treatment can produce further progress toward
recovery. Because people often leave treatment prematurely, programs should
include strategies to engage and keep patients in treatment.

6. Counseling (individual and/or group) and other behavioral herapies are
critical component of effectve treatment for addiction. In therapy, patients
address issues of motivation, build skills to resist drug use, replasmgrug-
activities with constructive and rewarding nonasungy activities, and improve
problemsolving abilities. Behavioral therapy also facilitates interpersonal
relationships and the individual's ability to function in the family and community.

7. Medications are an imporant elementof treatment for many patents,
especially when combined wh counseling and oher behavioral herapies.
Methadone and lexaphaacetylmethadol (LAAM) are very effective in helping
individuals addicted to heroin or other opiates stabilize their lives and reduce their
illicit drug use. Naltrexone is also an effective medication for some opiate addicts
and some patients with goeurring alcohol dependencer. persons addicted to
nicotine, a nicotine replacement product (such as patches or gum) or an oral
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medication (such as bupropion) can be an effective component of treament. F
patients with mental disorders, both behavioral treatments and medications can be
critically important.

8. Addicted or drug-abusing individuals wih coexising mental disorders should
have boh disorders teated in an integrated way.Because addictive disorders
and mental disorders often occur in the same individual, patients presenting for
either condition should be assessed and treated forateucence of the other
type of disorder.

9. Medical detoxification is only the first stage of addicton treatment and by
itself does litle to change long-erm drug use.Medical detoxification safely
manages the acute physical symptoms of withdrawal associated with stopping drug
use. While detoxification alone is rarely sufficient to help addicts achiwrenlong-
abstinence, for some individuals it is a strongly indicated precursor to effective drug
addiction treatment

10. Treatment does notneed b be volunary to be effecive. Strong motivation can
facilitate the treatment process. Sanctions or enticements in the family, employment
setting, or criminal justice system can increase significantly both treatment entry and
retention rates and the success of drug treatment interventions.

11.Possible drug use duringreatment must be monitored coninuously. Lapses
to drug use can occur during treatment. The objective monitoring of a patient's drug
and alcohol use during treatment, such as through urinalysis or other tests, can help
the patient withstand urges to use drugs. Such monitoring also can provide early
evidence of drug use so that the individual's treatment plan can be adjusted.
Feedback to patients who test positive for illicit drug use is an important element of
monitoring.

12.Treatment programs should provide assessmefr HIV/AIDS, hepat itis B
and C, uberculosis and oher infectious diseases, and counselingthelp
patients modify or change behaviorsnat place hemselves or dters atrisk of
infection. Counseling can help patients avoid hglhbehavior. Counseling also
can help people who are already infected manage their illness.

13.Recovery from drug addiabn can be a long-erm process and frequeity
requires muliple episodes of teatment. As with other chronic illnesses, relapses
to drug use can occur during or after successful treatment episodes. Addicted
individuals may require prolonged treatment and multiple episodes of treatment to
achieve longerm abstinence and fully restored functioniagicipation in selfielp
support programs during and following treatment often is helpful in maintaining
abstinence.

FronPrinciples of Drug Addiction Treatment: A ReseBaged GuideNational Institute on
Drug Abuse (NIDA) http://www.nida.nih.gov/PODAT/PODATIndex.html
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Suicide

Peopleliving in sheltethaveincreasedatesof depressionDepressiorcanbe oneof the
cause®f homelessnesandit canbe aresultof homelessnes§hosewho havesuffered
griefandloss,experiencettaumapr survivedhaturaldisasteareparticularlysusceptibléo

depression and suicidal thoughts or actions.

In the weeksfollowing HurricaneKatrina, severaprominentresidentsof New Orleans
committedsuicideNmostnotably severalpolice officers and at leasttwo wellknown
physicians.

Thosewho providesheltermustconstantlybe awareof the risk of suicideamongshelter
resident@ndbe equippedo interveneandpreventsuicidefrom occurring. The following
pages give some concrete suggestions for recognizing and responding to suicide risks.
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Suicide Myths and Facs

Myth: Suicidal people are fully intent on dying. Nothing others do or say can I

Fact: Suicide is preverdable. Mostsuicidal people desperaly wantto live; they
are justunable 1 see alernatves  their problems.

Myth: Suicide happens without warning.

Fact: There are almostlways warning signs, bubthers are ofen unaware of lhe
significance of the warnings or unsure aboutvhat to do.

Myth: Reople who talk about suicide do not commit suicide.

Fact: Most people who commitsuicide have alked aboutor given definite
warning signs of tieir suicidal intentions.

Myth: Improvement in a suicidal person means the danger is over.

Fact: Many suicides occur several mohs after the beginning of improvement
when a person has energytacton suicidal thoughts.

Myth: Suicide is more common in lower sec@omic groups.

Fact: Suicide cut across social and economic boundaries.

Myth: All suicidal individuals are depressed.

Fact: Depression is ofén associag¢d with suicidal feelings butnot all persons
who atempt or commit suicide are depressed. A number ofleér emotional
factors may be involved.

Myth: Young people are more likely than old people to commit suicide.

Fact: People 65 and older killiemselves at higher rae than those aged 15-24.
Myth: Asking OAre you thinking about committing suicide?O may trigger a pet
make a suicide attempt.

Fact Asking direct caring questons aboutsuicide will often minimize a
personOs anxigtand actas a de¢rrentto suicidal behavior.
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Signs of Depression & Possible Suicide Risk

Talking About Dying B any mention of dying, disappearing, jumping, shooting oneself, or
other types of self harm

RecentLoss b through death, divorce, separation, broken relationship, loss of job, money,
status, selfonfidence, setisteem, loss of religious faith, loss of interest in friends, sex,
hobbies, activities previously enjoyed

Change in Personaly b sad, withdrawn, irritable, anxious, tired, indecisive, apathetic
Change in Behavio® can't concentrate on routine tasks, school, work

Change in Sleep Paernsb insomnia, often with early waking or oversleeping, nightmares
Change in Eatng Habits B loss of appetite and weight, or overeating

Diminished Sexual Interestb impotence, menstrual abnormalities (often missed periods)

Fear of Losing Contol b going crazy, harming self or others

Low Self Eseem®b feeling worthless, shame, overwhelming guitiaseld; "everyone
would be better off without me"

No Hope for the Future B believing things will never get better; that nothing will ever
change

REMEMBER: T he risk of suicide may be greastas the depression lifs.

Adapted from San Francisco Suicide_Prevention http://www.sfsuicide.org/html/warning.htn
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P.L.A.l.LD. P.A.L.S.

Thingsto watchfor whenassessimpgptentiabuicideisk...

Plan b Do they have one?

L ethality B Is it lethal? Can they die?

AvailabilityD Do they have the means to carry it out?
I llnessb Do they have a mental or physical illness?

D epressionb Chronic or specific incident(s)?

Previous atempts B How many? How recent?

AIoneD Are they alone? Do they have a support system? A partne
they alone right now?

L ossb Have they suffered a loss? Death, job, relationship, self est

Sjbstance abuse (or usel Drugs, alcohol, medicif@@#rent, chronic?

San Francisco Suicide Prevention http://www.sfsuicide.org/html/
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Glossary of Common Mendl Health Terms

Affective disorder(also called mood disorder)
A category of mental health problems that include a disturbance in mood, usually profound
sadness or apathy, euphoria or irritability, such as the disorder depression.

Agoraphobia

A Greek word that literally means "fear of the marketplace." This anxiety disorder is
characterized by a fear of open, public places or of being in crowds. Agoraphobics often
experience panic attacks in a place or situation from which escape may be difficult or
embarrassing.

Alzheimer's disease
A progressive, irreversible disease, most prevalent late in life, characterized by deterioration
of the brain cells and leading to impaired mental functioning.

Anger
The experience of intense annoyance that inspires hostile and aggressive thoughts and
actions.

Anorexia nervosgalso called anorexia)
An eating disorder in which people intentionally starve themselves.

Antidepressans
Medications that treat depression, as well as other psychiatric disorders.

Antisocial personaliy disorder

A disorder characterized by a disregard for the feelings, property, authority and respect of
others, for an individual's own personal gain. This may include violent or aggressive
destructive actions toward other people, without a sense or remorse or guilt.

Anxiety

A feeling of unease and fear of impending danger characterized by physical symptoms such
as rapid heart rate, sweating, trembling and feelings of stress. In contrast to fear, the danger
or threat in anxiety is imagined, not real.

Anxiety disorders

Conditions characterized by high levels of anxiety. Currently five different anxiety disorders
are recognized: generalized anxiety disorder, obsesgusive disorder, panic disorder,

post traumatic stress disorder and social phobia.

Attention-deficit disorder (ADD) & attention-deficit/hyperactivity disorder (ADHD)
A behavior disorder, usually first diagnosed in childhood, that is characterized by inattention,
impulsivity and, in some cases, hyperactivity.

Continued on next page.
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Autistic disorder (also called autism)

A neurological and developmental disorder that usually appears during the first three years

of life. A child with autism appears to live in his/her own world, demonstrating little

interest in others and a lack of social awareness. The focus of an autistic child is a consistent
routine and includes an interest in repeating odd and peculiar behaviors. Autistic children
often have problems in communication, avoid eye contact and show limited attachment to
others.

Bingeing
A destructive pattern of excessive overeating.

Bipolar disorder
A mood disorder, formerly called matepressive disorder, characterized by episodes of
major depression and mania.

Borderline personaliyy disorder

A serious mental illness characterized by pervasive instability in moods, interpersonal
relationships, salhhage, and behavior. This instability often disrupts family and work life,
longterm planning, and the individual's sense dtiselity.

Bulimia nervosa(also called bulimia)
A condition characterized by binge eating followed by extreme measures to undo the binge
(often vomiting).

Compulsion

An uncontrollable, repetitive and unwanted urge to perform an act. A compulsive act is a
defense against unacceptable ideas and desires, and failure to perform the act leads to
anxiety.

Delirium
A condition in which changes in cognition, including a disturbance in consciousness, occur
over a relatively short period of time.

Delusions

Beliefs such as delusions of grandeur that are thought to be true by the person having them,
but these beliefs are wrongeople with delusions cannot be convinced that their beliefs are
incorrect.

Dementia

A disorder in which there is loss or impairment of mental powers due to organic causes
(physical disease) and severe enough to interfere with work or social functioning. Memory
disturbance is the most prominent symptom. Other symptoms include personality change
and impairment of abstract thinking, judgment and control of impulses. Dementia may be
progressive, static or reversible, depending on the particular conditions of the disease and its
treatment.

Continued on next page.
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Denial
The refusal to accept reality and to act as if a painful event, thought or feeling did not exist.

Depression
A mood disturbance characterized by feelings of sadness, loneliness, despair, low self-
esteem, worthlessness, withdrawal from social interaction, and sleep and eating disturbances.

Dyslexia
A reading disorder. A child with dyslexia reads below the expected level given his/her age,
school grade and intelligence.

Epilepsy

A disorder characterized by periodic motor or sensory seizures, or their equivalents, resulting
from abnormal electrical discharge generated within the brain; sometimes accompanied by a
loss of consciousness. Some cases of epilepsy have a known organic cause, while others are

a result of organic injury.

Hallucinations
A strong perception of an event or object when no such situation is present; may occur in
any of the senses (i.e., visual, auditory, gustatory, olfactory or tactile).

Hostility
The disposition to inflict harm on another person and/or the actual infliction of harm, either
physically or emotionally.

Hypomania

An episode of iliness that resembles mania, but is less intense and less disabling. Hypomania
is characterized by a euphoric mood, unrealistic optimism, increased speech and activity, and
a decreased need for sleep.

Impulse-control disorders
Disorders characterized by the inability to inhibit impulses that might be harmful to oneself
or others.

Learning disorder
When a child's academic ability is below what is expected for the child's age, schooling and
level of intelligence. A learning difficulty is usually identified in reading, math or writing.

Major depressive disordefalso known as clinical depression)
A major mood disorder characterized by one or more (recurrent) episodes of major
depression, with or without full recovery between episodes.

Mania
An episode usually seen in the course of bipolar disorder characterized by a marked increase
in energy, extreme elation, impulsivity, irritability, rapid speech, nervousness, distractibility
and/or poor judgment. During manic episodes, some people also experience hallucinations
or delusions.

Continued on next page.
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Manic depression(also known as bipolar disorder)

Classified as a type of affective disorder (or mood disorder) that goes beyond the day's
ordinary ups and downs. Manic depression is characterized by periodic episodes of extreme
elation, elevated mood, or irritability (also called mania) countered by periodic, classic
depressive symptoms.

Mood disorder (also known as affective disorder)
A category of mental health problems including a disturbance in mood, usually profound
sadness or apathy, euphoria or irritability, such as the disorder major depression.

Neurotransmitters
Chemicals in the brain that regulate other chemicals in the brain.

Obsessive-compulsive disordefOCD)

An anxiety disorder in which a person has an unreasonable thought, fear or worry that
he/she tries to manage through ritualized activigquently occurring disturbing thoughts

or images are called obsessions, and the rituals performed to try to prevent or dispel them
are called compulsionsedple with OCD often become uncomfortable in situations that

are beyond their control and have difficulty maintaining positive, healthy interpersonal
relationships as a result.

Panic disorder(also called panic attacks)

An anxiety disorder characterized by chronic, repeated and unexpected intense periods of
fear when there is no specific cause for the fear. In between panic attacks, people with panic
disorder worry excessively about when and where the next attack maoiccdisoRler

may be accompanied by agoraphobia.

Paranoia

Symptoms of paranoia include feelings of persecution and an exaggerated sense of self-
importance. &anoia is present in many mental disorders and it is rare as an isolated mental
iliness.

Personalily Disorder

A deeply ingrained, inflexible, maladaptive pattern of relating, perceiving and thinking,
serious enough to cause distress or impaired functioamsgnd®ity disorders are usually
recognizable by adolescence or earlier, continue throughout adulthood and become less
obvious in middle or old age. Examples of formally identified personality disorders are
antisocial, borderline, compulsive, histrionic, dependent, narcissistic, paranoid, passive-
aggressive, schizoid and schizotypal.

Phobia
An uncontrollable, irrational and persistent fear of a specific object, situation or activity.

Continued on next page.
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Posttraumatc stress disorder(PTSD)

A debilitating condition that is related to a past terrifying physical or emotional experience
causing the person who survived the event to have persistent, frightening thoughts and
memories or flashbacks, of the ordeabp with PSD often feel chronically emotionally
numb.

Purging

People with bulimia engage in a destructive pattern of ridding their bodies of the excess
calories (to control their weight) by vomiting, abusing laxatives or diuretics, taking enemas
and/or exercising obsessively B a process called purging.

Relapse
The recurrence of a disease after apparent recovery, or the return of symptoms after
remission.

Schizoid personaliy disorder

People with this disorder are often cold, distant, introverted and have an intense fear of
intimacy and closeness. They are often so absorbed in their own thinking and daydreaming
that they stay detached from others and reality.

Schizophrenia
A complex mental health disorder involving a severe, chronic and disabling disturbance of
the brain. The symptoms may include hallucinations, delusions and disorganized thinking.

Selectve serobnin reuptake inhibitors (SSRIs)

A commonly prescribed class of drugs for treating depression. SSRIs work by stopping the
reuptake of serotonin, an action that allows more serotonin to be available to be taken up by
other nerves.

Somatzation disorder
A chronic disorder characterized by multiple, ofterstamgling physical complaints such
as aches

Suicidal behavior
Actions taken by one who is considering or preparing to cause their own death.

Suicidal ideaton
Thoughts of suicide or wanting to take one's life.

Suicide
The intentional taking of one's life.

Suicide atempt
An act focused on taking one's life that is unsuccessful in causing death.

Tourette's syndrome
A tic disorder characterized by repeated involuntary movements and uncontrollable vocal
sounds. This disorder usually begins during childhood or early adolescence.
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Glossary of Seleetd Terms Relaed to Subsaince Use
Disorders, Treatment, and Recovery

Abstinence: The act of refraining from the use of the substance(s) on which a person has
become dependent.

Addiction: Uncontrollable, compulsive drug craving, seeking, and use b even in the face of
negative health and social consequences. Very few people are able to return to occasional use
after becoming addicted.

Al-Anon: A selfhelp organization for individuals whose lives are affecteddolyitteon
of a family member or friend.

Alcoholics Anonymous (AA)/Narcotics Anonymous (N/A): A voluntary, anonymous

selfhelp organization of individuals who have recognized their chemical de@entaree
committed to living a life of abstinence. Abstinence is achieved by e&StepelRagram

and members of AA/NA support each other by sharing their own struggles, experiences and
hopes.

Alcoholism: A disease characterized by excessive and habitual drinking of alcoholic
beverages that causes the individual physical, psychological, and social harm.

Amphetamines:Potent psychomotor stimulants that induce exhilarating feelings of power,
strength, energy, sabsertion, focus and enhanced motivation. The need to sleep or eat is
diminished. A sense of aroused euphoria may last several hours but is then followed by an
intense mental depression and fatigue. Amphetamines may be sniffed, swallowed, snorted or
injected. More than any other illegal drug, speed is associated with violencsarad anti-
behavior.

Antabuse (disulfiram) A drug which alters the way in which the body breaks down

alcohol. Someone who is takitrgabuse and consuming alcohol will have a violent physical
reaction to the alcohohausea, vomiting and rapid changes in blood pressure occur.
Antabuse is sometimes prescribed as a part of treatment after detoxification is complete to
reduce the possibility of relapse.

Benzodiazepines:Among the most commonly prescribed depressant medications in the
United States today. Drug actions include: anxiety relief, hypnotic, muscle relaxant, anti-
convulsant, or an amnesiatic (mild meross/inducer). Due to their sedative properties,
benzodiazepines have a high potential for abuse, especially when used with other
depressants such as alcohol or opiates.

Binge drinking: Drinking to intoxication. Drinking five or more drinks at a time is
considered binge drinking.

Continued on next page.
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Blackout: Loss of memory while drinking alcohol. The person does not remember events
that occurred even if he or she appeared to others to be alert and functioning. Repeated
blackouts are a sign of alcohol use disorder.

Buprenophine: A drug used to treat opiate addiction by preventing symptoms of
withdrawal from heroin and other opiates.

Chemical Dependency A physical and psychological habituation to a moadnd-
altering drug, such as alcohol or cocaine.

Cocaine: A colorless or white crystalline alkaloid, extracted from coca leaves, sometimes
used in medicine as a local anesthetic especially for the eyes, nose, or throat and widely used
as an lllicit drug for its euphoric and stimulating effects. There are many street names for
cocaine, including coke, C, toot, flake, blow, and snow.

Co-dependencyThe condition in which people allow the behavior or sickness of another
to affect them to the extent that they lose their own sense of identity and their own life
becomes unmanageable. dépendency is characterized by trying to control the behavior of
another and having unrealistic expectations about the power of that control.

Crack cocaine:"Crack" is the name given to cocaine that has been processed with baking
soda or ammonia, and transformed into a more potent, smokable, "rock" form. The name
refers to the crackling sound heard when the rock is heated and smoked. Cocaine is a
stimulant that has been abused for ages; however, crack cocaine is the most potent form in
which the drug has ever appeared.

Craving: A powerful, often uncontrollable desire for drugdoohol.

Cutting back or cuting down: A strategy to considerably reduce the amount and/or
frequency of alcohol and/or other drug use. If a person can make and maintain a change
without any exceptions for several weeks or months, then cutting back may be a good long-
term plan to manage substance use. If the person cannot cut back, or cannot do so for a
prolonged period, the problem may require additional help.

Denial: Not recognizing or refusing to admit the relationship between substance use and life
problems (such as heath, relationships, or employment issues.) Denial occurs when facing a
painful reality is too much for a person to bear. Accepting the truth would turn upside down
the person's entire way of viewing themselves, the world and the future. A person is Oin
denialO when the facts of a situation are apparent but the person is unable to admit the truth
to himself/herself.

Dependence This term is often used to mean the same thing as addiction. It can be

thought of in two ways: (1) psychological feelings of discomfort when the drug is not
available (psychological dependence), or (2) a state where the body requires the regular use
of alcohol or other drugs in order to continue to function (physical dependence).

Continued on next page.
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Detoxification: The process of allowing the body to rid itself of a large amount of alcohol
and/or other drugs. The person who is going through this process, which can last for several
days, feels ill and has trouble eating, sleeping and concentrating. This process is medically
dangerous, especially when the person is detoxifying from alcohol or sleeping pills and
should occur in a hospital or detoxification center under medical supervision.

Drug Courts: Designed to help addicted individuals facing criminal charges get through
treatment. Their basic premise is to leverage the authority of the ratnteadystem to

keep defendants in treatment, recognizing that the recovery process may well include lapses
and relapses, but the longer an addict stays in treatment, the greater chance he/she has for
sustained recovery.

Dual Diagnosis/Co-Occurring Disorders: The presence of a substance abuse or
chemical dependency diagnosis with a coexisting psychiatric disorder.

Enabling: Any behavior or action that assists the person in the continuation of their
addiction. Enabling is either intentional or unintentional, and is usually done out of love and
misguided concern. Enabling allows the addict to continue their destructive behavior.

Fetal Alcohol SyndromeA disorder seen in a small number of the children born of
mothers who drink heavily during pregnancy. A child with fetal alcohol syndrome usually
has low intelligence and learning problems.

Hallucinogen: A drug that produces hallucinations D distortion in perception of sights and
sounds B and disturbances in emotion, judgment, and memory.

Harm reduction: Strategies designed to diminish the individual and social harms associated
with drug use, including the risk of HIV infection, without requiring the cessation of drug
use. In practice, harm reduction programs include syringe exchange, replacement therapy
using substances such as methadone, health and drug education, HIV and sexually
transmitted disease screening, psychological counseling, and medical care.

Heroin: A highly addictive drug derived from the opium poppy. It is a "downer" that affects

the brain's pleasure systems and interferes with its ability to perceive pain. Heroin can be
injected into a vein (mainlining) or a muscle; smoked through a water pipe or standard pipe;
mixed in a marijuana joint or regular cigarette; inhaled as smoke through a straw (chasing the
dragon) or as powder through the nose. Also known as smack, brown, horse, gear, H, steps,
junk, skag and jack.

Inhalants: Chemical vapors that, when inhaled, cut off the brain's supply of oxygen,
producing psychoactive (mialiering) effects. These effects can greatly vary; some have
depressant effects while others can be stimulants. Inhalants include solvents found in
household cleaning products, aerosols, gases such as nitrous oxide (Olaughing gasO), and
nitrites (OpoppersO, OsnappersO).

Continued on next page.
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Marijuana: The most commonly used illicit drug in the United States. Taken from the
leaves and flowering tops of the Cannabis sativa plant. It also comes in a more concentrated,
resinous form, called hashish, and as a sticky black liquid called hash oil.

Methadone Maintnance Therapy. A type otreatment for individuals who are addicted

to heroin or other opiate drugs (suchasdtlan or OxyContin). Methadone is a safe and
effective medication that acts as a stabilizer so people can return to daily life. Methadone
does not make people high and does not replace one drug addiction with another -
methadone's effects are very different from opiates. Most people receive methadone daily
from a clinic, where counseling and group meetings are also available.

Methamphetamine: A highly addictive and very potent central nervous stimulant, also

known as "meth," "crystal meth," "ice," and "gl#ss.found in powder, pill, and capsule

forms and can be inhaled, swallowed and injected. The effects are alertness, euphoria, loss of
appetite, dilated pupils, elevated heart rate, increased breathing and elevated body
temperature. (See Amphetamines)

Motivational Interviewing: A nonconfrontational approach to eliciting recogegking

behaviors. The approach emphasizes relatidnslidmg (expressions of empathy),

heightening discrepancy between an individual's personal goals and present circumstances,
rolling with resistance (emphasizing respect for the individual experiencing the problem and
their necessity and ability to solve the problem), and supportafficeely- (expressing

confidence in the person's ability to recover and expressing confidence in recovery).

Nicotine: The main active ingredient of tobacco. Extremely toxic and causes irritation of
lung tissues, constriction of blood vessels, increased blood pressure and heart rate, and, in
general, central nervous system stimulation.

Opiate: Any substance, natural or synthetic, that is related in action to morphine. Term is
often used just to mean opium, morphine, codeine, and hbimatural ingredients of
the poppy and their derivatives, excluding the synthetic narcotic analgesics.

Opiate replacementtherapy: Themedical procedure of replacingllegal opiate drug
such as heroin with a longer acting but less euphoric opiate such as methadone or
buprenorphine.

Opioids: Controlled drugs or narcotics most often prescribed for the management of pain;
natural or synthetic chemicals based on &pagtive componentrorphine that work by
mimicking the actions of pailieving chemicals produced in the body.

Overdose:Too great a dosa lethal or toxic amount.

OxyContin: Contain®xycodone, a strong narcotic pain reliever similar to morphine.
Intended to help relieve pain that is moderate to severe in intensity, when that pain is
present all the time, and expected to continue for a long time. Has a widespread problem of
abuse and misuse.

Continued on next page.

National Health Care for the Homeless Council 117
www.nhchc.org



Shelter Health:
Essentials of Care foe@ple Living in Shelte

Physical DependenceWhen a person requires the regular use of atzastber drugs to
continue to function, and develops withdrawal symptoms without the substance.

Psychological DependencePsychological feelings of discomfort when the drug is not
available.

Recovery:A lifelong process of change to abstain from alcohol/drug usage. A whole range
of changes in behavior and outlook made by the individual to abstain permanently from
drinking and drug use, to improve emotionalbeell, to relate to others in a more

positive way, to find new ways of spending leisure time, and to develop alternative ways of
coping with stress. A person who is an alcoholic or addict has to Owork on recoveryQ in
order to achieve it. Recovery is much more than simply abstaining fronaattotiur

drugs D it involves active, continually evolving behavior changes.

Relapse:When referring to alcoholissnd other drug abyghis term means that a person

who has not been using any drugs or alcohol, and is committed to continuing this pattern,
returns to using alcohol or other drugs again. In Motivational Interviewing terms, relapse is
viewed as a temporary loss of motivation.

Social Model:A modality of treatment known as the recovery process characterized by
lifelong commitment to life style changes to enable an individual to develop a constructive,
productive and meaningful sober way of life that fulfills their potential; generally
accomplished in a community based program.

Stages of ChangeA model that describes the main stages that individuals go through in
the change process (in this case, to address their substance dependentanetion,
contemplation, preparation, action, and maintenance.

Substince abuseA pattern of harmful use of any chemical substance to alter states of
body or mind for other than medically warranted purposes.

Tolerance A condition in which higher doses of a drug are required to produce the same
effect as experienced initially; often leads to physical dependence

Tranquilizers: Drugs prescribed to promote sleep or reduce anxiety; also known as
benzodiazepines, a class of central nervous system depressants.

Treatment: Hanned activities designed to change some pattern of behavior(s) which has led
to substance use problems, and medications that help with withdrawal symptoms, craving,
and preventing relapsSgypical activities for the treatment of alcoholism and/or drug
dependence includetoxification, individual or group counseling for the addicted person,
education and counseling for the family, and a structured residential program for those who
have been unsuccessful in abstinence in less structured settings.

Continued on next page.
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Twelve Sep Programs:The 12 Steps are the philosophical basis of Alcoholics Anonymous
and all Anonymous sélélp groups. They are the means by which one can get into recovery
and achieve an abstinent life. The first step is to acknowledge one's powerlessness over the
substance and that one's life has become unmanageable.

Withdrawal: The symptoms experienced by substance abusers when they stop using the
drug upon which they have become dependent. These symptoms are usually unpleasant and
uncomfortable; they may include nausea, insomnia, anxiety, weakness, trembling, sweating,
dizziness, convulsions, and dementia.
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