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ENGAGING PERSONS WITH SUBSTANCE
USE DISORDERS: LESSONS FROM
HOMELESS OUTREACH

Michael Rowe, Deborah Fisk, Jennifer Frey,
and Larry Davidson

Assertive mental health outreach individuals to choose between eating at a

soup kitchen and keeping an appointmentemerged in the early 1980s as clinicians

and researchers learned that many individ- with a clinician (Dennis, Buckner, Lip-

ton, & Levine, 1991; Koegel, 1992).uals who are homeless and have a mental

illness shun community mental health cen- Assertive mental health outreach (out-

reach) is an effective method of engagingters for a number of reasons, including (1)

the requirement of the centers that the mentally ill homeless persons into treat-

ment and case management (Lam & Ro-homeless acknowledge having a mental ill-

ness before receiving help (Segal, Bau- senheck, 1999) and is associated with good

client outcomes in several domains (Ro-mohl, & Johnson, 1977), (2) the drawbacks

of stigma and medication side effects that senheck, 2000). Outreach is not an inex-

pensive practice, however (Rosenheck,can come with treatment, and (3) the exi-

gencies of homeless life, which may force Gallup, & Frisman, 1995; Rosenheck,

2000), since its practice spans the process

of trust building, gradual engagement,

and the individual’s acceptance of mental

health and other social services (Swayze,

Michael Rowe, Ph.D., is Associate Clinical Pro- 1992; Brickner, 1992; Susser, Gold-
fessor of Sociology in the Department of Psychi- finger, & White 1990; Morse et al., 1996).
atry at the Yale School of Medicine in New Ha- Policy makers and researchers will con-
ven, Connecticut. Deborah Fisk, M.S.W., is

tinue to evaluate the place and worth ofClinical Director of Case Management, Con-
outreach-based work in public mentalnecticut Mental Health Center, Department of

Psychiatry, Yale School of Medicine. Jennifer health care when other individuals with se-
Frey, Ph.D., is Adjunct Professor in the Depart- rious mental illness are willing to come
ment of Psychiatry at the Yale School of Medi-

into clinics for treatment. However, our
cine. Larry Davidson, Ph.D., is Associate Profes-

interest in this article is to examine twosor of Psychology in the Department of
Psychiatry at the Yale School of Medicine. related questions. First, how can assertive
Address for correspondence: Michael Rowe, mental health outreach be adapted to

Ph.D., Program on Poverty, Disability, and Ur- work effectively with persons who have
ban Health; 205 Whitney Avenue, Suite 306;

“only” substance addictions? Second, howNew Haven, CT 06511. E-mail: michael.
can outreach teams make a successfulrowe@yale.edu.

 2002 Human Sciences Press, Inc.263



264 Administration and Policy in Mental Health

transition from working with one categori- spark of life in one who has been worn

down from years on the streets, the satis-cal group to inclusion of another group

without losing focus or helping one group faction the workers feel is even greater be-

cause they know about that individual’sat the expense of the other?

In addressing these questions, we begin double affliction of homelessness and

mental illness. The notion of the individ-with an overview of assertive outreach and

some lessons learned over the past two de- ual “story” and of workers “crossing a

bridge” with homeless individuals whencades of outreach experience. We use our

own experience in developing and manag- they tell the workers their story is strongly

associated with the suffering of mental ill-ing an outreach team to discuss the chal-

lenges that face such teams as they expand ness, which is simultaneously the mask

that hides the story and the wound thattheir target population to include those

with addictions. We then discuss emerging imbues it with richer meaning.

The encounters between homeless peo-practice issues that are primarily responsi-

ble for bringing individuals with substance ple and outreach workers take place at a

physical border of homeless and houseduse disorders into the foreground of pub-

lic policy and social service debates regard- worlds and at a border of cultural knowl-

edge. These encounters are invested withing the most efficient use of limited pro-

gram resources. We end with a discussion a mutual and collective charisma for

homeless persons and outreach workers,of the challenges inherent in expanding

outreach and some strategies that appear in the sense of a gift of grace or a quality

that gives a person special influence overto be useful in this regard.

others. They are “homeless,” not only in

the sense that homeless persons are a

party to these encounters, but also in theASSERTIVE MENTAL
sense that they lack a foothold in the well-HEALTH OUTREACH
trod office-based meetings of patients and

clinicians.One of the most important lessons

learned from outreach is that it requires The dangers of outreach are physical.

They include entering abandoned parkingmore than a method. Outreach involves

delicacies, dangers both physical and garages or buildings, although much out-

reach work takes place in soup kitchens,moral, intricacies, and contradictions

which, taken together, compel outreach emergency shelters, and other such insti-

tutional way stations for the homeless andworkers (clinicians, case managers, and

other specialists) to become artists of very poor. Its dangers are also moral, cul-

tural and, implicitly, political. The lack ofsorts, as well.

The delicacies of outreach are found in structure in boundary encounters suggests

the possibility of transformation on bothits insistence that the park bench is the

homeless person’s living room and that sides of the worker-client transaction, and

even the possibility of partnerships to ad-the ledge under the highway bridge is his

bedroom. The delicacy of a certain aura vocate for social change (although institu-

tional and professional influences shapeclings to the encounters of homeless per-

sons and outreach workers too—a delicacy outreach work to blunt its more radical

tendencies).that is flavored in part by physical danger

and in part by a loosening of traditional The intricacies of outreach work involve

the process of helping homeless personsboundaries between clinician and patient.

The delicacy of humanistic values in out- gain access to both tangible resources

such as housing and income, and access toreach work is linked to workers’ convic-

tion that persons with serious mental ill- affective resources such as belonging and

socially valued roles. With the importantness are the most vulnerable of the

homeless. When outreach workers see a qualification that homelessness can be a



265Michael Rowe, Deborah Fisk, Jennifer Frey, and Larry Davidson

“sometimes” thing, alternating with sub- tal illness, or were dually diagnosed with

mental illness and substance abuse, andstandard housing, psychiatric hospitaliza-

tion, and incarceration (Hopper, Jost, were not engaged in treatment at the time

that outreach workers made contact withHay, Welber, & Haugland, 1997), we can

say that when homeless persons contem- them. From May 1994 though November

1999, New Haven ACCESS provided out-plate workers’ offers of tangible services

and help in finding housing, they weigh reach and case management services to

more than 500 individuals. Outcome datathe reality of giving up the non-citizenship

of homelessness against a package that showed that clients reported fewer psychi-

atric symptoms, reduced drug and alcoholmay give them the second-class citizenship

of the barely housed (Rowe, 1999). use, improved quality of housing and qual-

ity of life, and increased income from pub-The contradictions of outreach work in-

volve what we call the “outreach worker’s lic sources at 3 and 12 months after base-

line interviews (Kloos, 2000).dilemma.” Outreach workers are advo-

cates, but they are also gatekeepers who In 1999, at the close of the federal

ACCESS Project, the Connecticut Depart-operate under the aegis of institutional

rules and processes geared toward ration- ment of Mental Health and Addiction Ser-

vices provided funds for a newly titleding limited services (Lipsky, 1980). In addi-

tion, encounters with the homeless involve Outreach and Engagement Project (Out-

reach Project). The new name reflected aloosening strict staff-client boundaries, yet

the actors have unequal power—there are charge of expanding the ACCESS target

population to include individuals whoworkers who can dispense services and

homeless individuals who can accept were homeless and had “only” substance

use disorders; that is, they did not have athem. Finally, workers talk about slowly

“persuading” persons with mental illness co-occurring major mental illness. The de-

cision to fund the Outreach Project was,to accept the services they offer, yet per-

suasion can verge on coercion, since out- in turn, part of that state agency’s attempt

to move public behavioral health carereach teams have the power of the state—a

psychiatrist who can commit individuals to toward greater integration of what, histori-

cally, had been administratively and cultur-involuntary hospitalization.

ally separate mental health and substance

abuse fiefdoms. At the service-system level,

key administrators looked to the OutreachSHIFTING THE FRAME FROM
Project as a locus of new efforts to reachMENTAL ILLNESS TO ADDICTION
out to homeless and at-risk persons with

substance use disorders who refused, orSince we draw on our experience with

an assertive mental health outreach and were seen as unmotivated for, traditional

substance abuse treatment. New local ini-case management project to identify key

issues and strategies in the discussion sec- tiatives included a “sober” or “safe” house

and a vocational program that proposedtion that follows, we offer a brief history

to begin this section. The New Haven use of the slow engagement and motiva-

tional techniques of assertive mentalhomeless outreach team was formed

around its members’ prior participation in health outreach. While the local system of

behavioral health care looked to outreachthe ACCESS (Access to Community Care

and Effective Services and Supports) na- as the service-system “glue” for work with

substance-using individuals, the Outreachtional research demonstration of direct

services and systems integration strategies Project administrators and staff were

themselves struggling to incorporate theirfor the care of mentally ill homeless per-

sons (Randolph, 1995; Randolph, Blasin- new mission. Some of that struggle is re-

flected in the discussion section below.sky, Leginski, Parker, & Goldman, 1997).

Eligible clients were homeless, had a men- Assertive mental health outreach has
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commonly included individuals with co-oc- conventional care. This argument be-

comes particularly persuasive from a pol-curring psychiatric and substance use dis-

orders as part of its target population, and icy point of view when one considers the

health care, productivity, and broader so-research supports its effectiveness with

this subgroup (Blankertz, Cnaan, White, cial costs that can be attributed to un-

treated substance use disorders, includingFox, & Messinger, 1990; Meisler, Blank-

ertz, Santos, & McKay, 1997). Some writ- repeated hospital emergency room visits,

multiple inpatient and detoxification ad-ers discuss outreach methods generically,

without making distinctions between its ef- missions, treatment of associated medical

conditions, criminality and incarceration,ficacy for those with mental illness and

those with substance abuse disorders (Er- increased family burden, and lost work

productivity.ickson & Paige, 1999). One contemporary

study reported on the specific application Broadening the scope of outreach

teams to include individuals with sub-of assertive outreach to primary substance

users (Tommasello, Myers, Gillis, Treherne, stance use disorders would eliminate the

need, for purposes of program eligibility,& Plumhoff, 1999). In addition, we should

note that outreach to substance users has to sort out on the street whether individu-

als’ substance use is their primary behav-been practiced in various guises for many

years, from Victorian-era alcoholics who ioral health problem or one that masks an

underlying mental illness. Teams that areroamed urban slums and police courts

looking for men who could benefit from already deployed to conduct outreach to

shelters, hospital emergency rooms, detox-their message of salvation and the re-

sources of jobs and housing at their dis- ification centers, day labor agencies, soup

kitchens, and other sites presumablyposal (Boyer, 1978), to Alcoholics Anony-

mous, needle exchange programs, and could, with proper resources and addi-

tional training, expand their efforts to in-other contemporary forms of outreach

work (Thompson et al., 1998). However, clude individuals with primary substance

use disorders whom they routinely en-in this article, the form of outreach of con-

cern to us has not yet taken hold in the counter on their rounds. The legacy of

success of outreach teams, then, includingcontemporary addiction-treatment com-

munity, where the philosophy that individ- a basic humanistic imperative to offer peo-

ple alternatives to life on the streets, whichuals must “hit bottom” and “choose” absti-

nence before treatment can begin remains its practitioners have fought for and mod-

eled, is likely to lead to increased pressurea powerful paradigm.

Despite the continuing influence of the on those teams to expand their admission

criteria.“bottoming out” model, however, the use

of assertive outreach for persons who have Some recent innovations in substance

abuse treatment bear a strong family re-substance use disorders and who are not

benefiting from conventional services ap- semblance to outreach. The “motivational

interviewing” approach, for example, rec-pears to be a logical next step in substance

abuse treatment and practice. There is no ognizes that people with substance use dis-

orders often are ambivalent about treat-a priori justification for limiting outreach

work to homeless persons with mental ill- ment, and thus need to be persuaded to

change their behavior through a gradualness. The argument that mental illness

among homeless persons is a social prob- process that includes the phases of pre-

contemplation, contemplation, determina-lem that involves not only treatment but

attention to systems of care, which en- tion, action, and maintenance (Miller &

Rollnick, 1991; Prochaska, DiClemente, &hance or impede individual recovery (Gold-

man & Morrissey, 1985), applies equally Norcross, 1992). This treatment frame-

work shares kinship with the phases ofwell to individuals with primary substance

use disorders who do not gain access to brief but repeated contact, trust building,



267Michael Rowe, Deborah Fisk, Jennifer Frey, and Larry Davidson

acceptance of treatment, and on-going components of the addiction treatment

community that do not focus on co-occur-clinical stability employed in outreach.

The recognition that legal problems, fam- ring disorders, or to be unprepared for a

sudden expansion of their target popula-ily needs, physical health, threats from

drug dealers, or an abrupt loss of custom- tion.

ary income, rather than the wish to turn

away from drug abuse, are often what

send people to treatment, is akin to the DISCUSSION
recognition that homeless individuals with

We have asked two related questions inmental illness may use treatment and an-
this article: First, how can assertive mentalcillary services for refuge and recupera-
health outreach be adapted to serve per-tion rather than for improvement in life-
sons with primary substance abuse? Sec-style (Segal & Baumohl, 1985). The
ond, what are the key issues that adminis-recognition that most individuals with sub-
trators and staff of outreach programsstance use disorders rarely achieve absti-
face when they take on this task? Our re-nence in the first round of treatment (Pol-
sponse to these questions, which we con-lack, Otto, & Rosenbaum, 1996) is similar
sider together in this section because theyto outreach workers’ understanding that
overlap, involves assessments of both indi-their mentally ill clients may have periodic
vidual client characteristics and service-sys-relapses on the way to, or even after
tem issues. In the first category, we con-achieving, clinical stability. Finally, the
sider the sub-topics of early contacts and“contingency management” approach to
treatment trajectories. In the second, wesubstance abuse treatment, in which cli-
consider outreach team capacity and ser-ents receive immediate rewards for achiev-
vice-system readiness. In addition to our 7-ing behavioral targets and no rewards for
year experience with the New Haven Out-faltering (Higgins & Silverman, 1999), re-
reach Project, we draw on our review ofsembles outreach workers’ use of housing
100 consecutive “first contacts” with indi-and access to entitlements to entice per-
viduals on whom outreach workers in Newsons with mental illness into treatment
Haven reported in the team outreach logand other services.
for a 9-month period (December 1999Despite these similarities, however,
through August 2000). For each individ-there are reasons to hesitate before cast-
ual, we reviewed both the service needsing a wider outreach net. Categorical ser-
they or their outreach workers identifiedvices and practices not only ration limited
and what, if any, referrals or direct ser-resources, but they also focus the efforts
vices they received from the Outreachand skills of practitioners and shield them
Project.from being overwhelmed by the demands

of yet another desperately needy popula- Individual Characteristics and
tion. In addition, the traditional wisdom Responses to Outreach Efforts
that people need to hit bottom before be-

ing able to use treatment effectively, com- Early Contacts. Our analysis of initial
bined with the difficulties of placing peo- outreach contacts confirmed a rule of
ple in stand-alone treatment programs thumb, formulated during our experience
that demand a high level of motivation or with the ACCESS Project, about a distinc-
“clean time,” can make outreach workers tion between outreach to individuals with
and teams shy away from people with sub- primary mental illness and outreach to in-
stance use disorders even when funding dividuals with primary substance abuse.
agencies are shifting to accommodate This rule states that severely mentally ill
them. Finally, outreach workers are likely persons often are reluctant to ask for, or
to lack rigorous training in substance entertain workers’ offers of help, while in-
abuse treatment, to be unfamiliar with dividuals with primary substance abuse
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disorders often will approach workers for following successful treatment, outreach

workers should also consider job traininghelp in obtaining housing, work, or treat-

ment. With the latter group, then, out- and placement programs as outreach

tools. Even when individuals reject the of-reach workers frequently find themselves

the objects of pursuit and may feel over- fers, workers give the message that they

take them seriously, even when they willwhelmed by the urgency of the requests

they receive. We were astonished, for ex- not comply with their requests. In this way

they can begin to build trust with individu-ample, to find that of the 100 individuals

contacted during the 9-month period als and negotiate with them around their

short- and long-term goals while assessingnoted above, when the Outreach Project

was only tentatively beginning to work where they stand on the motivational con-

tinuum.with its new target group, 54 individuals

were identified as having primary sub-

stance use disorders. Treatment Trajectories. When out-

reach workers identify a goal (referral toThe eagerness of these individuals

raises a special set of difficulties for out- substance abuse treatment, access to medi-

cal insurance, job training, or other needs)reach workers because either complying

with or denying their requests is problem- with the client, they have an opportunity

to use motivational interviewing to thor-atic. Small items that workers may be able

to offer (backpack or sleeping bag) can be oughly assess their clients’ strengths, inter-

ests, and needs, and to begin negotiatingsold for drugs. Complying with individu-

al’s requests for large items such as hous- an individual treatment plan with them. In

motivational interviewing (Miller & Roll-ing, before addressing their substance use,

if only at an early motivational stage, may nick, 1991; Prochaska et al., 1992), which

is an empathic, supportive, and directiveresult in their loss of housing due to drug

use and failure to pay rent, and loss of counseling style, clinicians see their rela-

tionship with the client as a working alli-housing for others when landlords feel

that outreach workers and their drug-us- ance to which both parties bring expertise.

They see their clients’ ambivalence abouting clients have “burned” them. Yet a flat-

out rejection of these individuals’ requests treatment as normal, an obstacle to recov-

ery that can be overcome by working withwill not accomplish the outreach goal ei-

ther, because they are likely to conclude their intrinsic motivations and values.

It is important to note, however, that inthat, once again, service providers,

whether sitting in their office or out on spite of the kinship between motivational

enhancement and interviewing techniquesthe streets, have no intention of helping

them. and the engagement techniques of out-

reach workers, substance abuse assess-Engagement into treatment for this

population may involve offering small ment and treatment represent a distinct

discipline and expertise. Outreach work-items such as coffee or small food vouch-

ers that are not likely to be converted into ers often are paraprofessionals who lack

the training, experience, or confidence tocash. Some individuals’ interest will flag

quickly when workers do not immediately conduct a thorough substance abuse as-

sessment. Even trained clinicians on out-offer to house them, but workers should

continue to be available to these individu- reach teams generally have expertise in

mental health assessment and treatmentals, offering assistance with placement in

emergency shelters, encouraging them to and, when they address their clients’ sub-

stance use, do so within the context ofattend 12-step meetings, or making refer-

rals to substance abuse detoxification or their primary mental illness. However,

when outreach workers are given thetreatment. Drawing on the principle that

work may be a motivator to start or stay training they need, it is possible for them

to develop relationships with substance-us-in treatment, rather than a long-term goal
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ing clients who live on the streets or in than many of their counterparts among

the severely mentally ill. By contrast, per-shelters. Issues, such as how money can

trigger a relapse if the client returns to sons with schizophrenia will grieve a loss

of friends or housing due to substancework, can be addressed in the context of

this ongoing relationship. Outreach work- use; yet, with clean time under their belts,

they may continue to grieve the loss of aers can support individuals’ progress, be

involved in ongoing treatment planning, sense of self that they had (or that others

attributed to them) before the onset ofmonitor compliance with treatment, and

nurture the development of sober social schizophrenia. Such differences have im-

portant consequences for the worker-cli-supports and internal changes in self-per-

ception that support sobriety as the cli- ent relationship and the negotiated vision

of what help, progress, and recovery meanent’s motivation to maintain these gains

ebbs and flows. for individuals in each group.

Our third assumption was that the en-Before moving on to program- and sys-

tems-level considerations, we will conclude gagement aspect of the outreach worker-

homeless person relationship, which em-this section with some reflections on the

ways in which our experience with individ- phasizes the worker’s relationship with the

person rather than the patient, is betteruals with primary substance use disorders

has modified our initial assumptions and suited to work with persons who have se-

vere mental illness than those with sub-beliefs. First, before we had worked exten-

sively with this population, we reasoned stance addiction who might be relatively

more focused on the practical issues ofthat the stigma of mental illness carried a

more lasting and deeply ingrained sense housing, jobs, and treatment on the way

to their reintegration into mainstream so-of otherness, for those who hold the label,

than for those with substance addictions. ciety. Given this, we expected that workers

would tend to engage in relatively earlyThe addict can become an ex-junkie or re-

covering alcoholic at worst and a model negotiation with their primary substance-

using clients about entering treatment,citizen at best, we thought; but the person

with mental illness is often seen as being compared with longer periods of trust

building with clients who have primarystuck with it. His illness carries a special

shame and a more indelible otherness mental illness, before bringing up the is-

sue of treatment. Our outreach data partly(Rowe, 1999). Second, we thought that

many recovering substance users were in confirmed this assumption and the hy-

pothesis that flowed from it. Of the 25 (ofa better position to reintegrate into main-

stream society, regaining jobs and social 54) individuals with whom outreach work-

ers had enough contact to make formal re-and romantic relationships, than individu-

als in recovery from mental illness who ferrals to substance abuse treatment, they

made 23 of those referrals within 3 out-continue to exhibit symptoms that inter-

fere with their economic and social reinte- reach contacts or fewer. Only 8 of the 25

clients had ongoing contact with outreachgration.

There is partial truth to these observa- workers, compared with more than 60%

each for dually diagnosed and mentally illtions, and that part can bear practical con-

sequences for members of both the client outreach clients who were referred for on-

going treatment and other services. How-group and for the outreach workers who

must modify their approaches with each ever, from the data available for our retro-

spective analysis, we cannot tell how muchclient. Individuals with primary substance

use disorders may need to grieve the loss the referral of substance users to other

services reflects outreach workers’ lack ofof a marriage or the loss of children of

their relationship; but with clean time they training in working with primary sub-

stance-using clients at an early stage of tar-may have more potential to recoup other

losses such as jobs and self-sufficiency, get population expansion, nor how much
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the relative lack of ongoing contact re- resist change in various ways, including a

retreat from outreach. In New Haven, theflects their lack of knowledge about how

to track individuals’ movement through Outreach and Engagement Project’s tran-

sition to work with homeless substancerelatively unfamiliar programs and sys-

tems of care. abusers was complicated by the fact that

the team was also asked to begin servingOverall, we do not find that the partial

truths contained in our assumptions hold individuals who were not literally home-

less, but at risk of it. Over time, one clini-up as obstacles to broadening the target

population of outreach projects to include cal supervisor noted that outreach work-

ers seemed “paralyzed” in rounds becausepersons with primary substance use disor-

ders. In the early stages of outreach and almost anyone they encountered was eligi-

ble for their help. Workers’ tentativenessengagement, the “citizenship” potential of

these individuals is largely theoretical and, in working with substance-using individu-

als, while exacerbated by the “non-home-as a group, they appear to be about as

marginalized and disenfranchised as those less” addition to the target group, ap-

peared also to reflect their sense that theirwith primary mental illness. In addition,

our own experience with this population outreach and engagement tools did not

quite match the needs and responses ofhas taught us that most individuals do not

come to us with substantially better histo- substance using individuals who did not

have a primary mental illness.ries of functional competence and skills

than their counterparts with primary men- Service-system pressures may also push

workers to move substance-using clientstal illness. Moving to the practice level, the

model of motivational interviewing and as- out of shelters and into treatment or hous-

ing. After they have accomplished thissessment, along with other recent innova-

tions in substance abuse treatment, make task, workers may be under pressure to

move on to the next client, rather than fol-a good fit with the values and practice of

assertive outreach to homeless persons. low through with the one just referred for

treatment. In New Haven, the municipalThe fault in expanding outreach, it seems,

lies more squarely in our expectations, the government awarded funds to the Out-

reach Project for a special “treatment ac-resources we supply to our community-

based teams, and our systems of care, than cess” program geared toward placing

substance using “guests” of city-fundedit does in an inherent “better fit” with per-

sons with severe and persistent mental ill- shelters in detoxification centers; but, in

the City’s plans for the program, little at-ness.

tention was given to the need for placing

these individuals in residential treatmentService-Level and Systems-Level Issues
or follow-up case management. Outreach

Outreach Team Capacity and Readi- workers, then, may find themselves jug-
ness. Much as the mentally ill and sub- gling many requests for assistance from
stance-using populations have in common, clients as well as systems pressures to en-
and much as current innovations in men- gage in bureaucratic “people processing”
tal health and substance abuse treatment (Lipsky, 1980). The outreach values of de-
resonate with each other, expansion of veloping relationships with clients, con-
outreach teams is no simple matter. Out- ducting thorough needs assessments, and
reach workers and teams that are trained staying with clients until they are ready to
to work with mentally ill and dually diag- move on may not be priorities under such
nosed homeless persons will be ill- systemic pressures. (We should note that
equipped to add substance abuse treat- such pressures may well apply to work
ment to their repertoires without a with homeless individuals with primary
thoughtful process of project planning mental illness, unless outreach projects
and staff training. Absent this, staff may have established a strong tradition, with
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service-system acceptance, of extended stances, had missed too many appoint-

ments in the past, or had kept appoint-outreach, engagement, and follow-

through with individuals until they make a ments for an extended period of time and

therefore could receive a lower level ofcomfortable transition to ongoing treat-

ment.) care than the clinic provided.” Such diffi-

culties in gaining access to care will be ex-Assertive mental health outreach teams

that aim to expand their target population acerbated if substance abuse and mental

health treatment systems are under theto include primary substance abusers must

address at least four key issues that involve auspices of separate state authorities, or if

these local systems operate under a de factoassessing, timing, training, and specializ-

ing: They must assess the team’s overall ca- segregation of philosophy and practice. In

Connecticut, mental health and substancepacity, the local homeless populations’

need for outreach and case management abuse authority has been integrated at the

state level for several years, but only re-for substance abusers, and the resulting

capacity of the team to include individuals cent efforts by the local mental health au-

thority and an emerging regional author-from the new target group. They must

then address the issue of timing, gradually ity for substance abuse services has begun

to move the behavioral health care systemexpanding their capacity to serve the pri-

mary substance-using population and ad- toward greater coordination of, and access

to, care in New Haven. These efforts werejusting that timetable as the circumstances

of implementation warrant. Next, they fueled in part by the example of the

ACCESS Project and the belief that its suc-must implement systematic and ongoing

training programs for direct care staff and cessor, the Outreach Project, could serve

as a linking mechanism, or glue, for inte-supervisors. Such training will also help to

guide decisions about how to modify out- grating behavioral health services at the

street level for homeless and other poorreach and engagement techniques to meet

the needs and characteristics of the new and marginalized persons.

Systemic and practice barriers, then,group and of the agencies that cater to it.

Finally, supervisors must make decisions may impede the integration of substance

abuse services into assertive mental healthabout when or whether to specialize, devel-

oping sub-teams to provided outreach, outreach teams, but we are struck by the

similarity between the mental health sys-case management, and referral to sub-

stance users based on staff training, inter- tem of care in place at the time that the

ACCESS Project was implemented in ourest, and skill.

service area 8 years ago, and the behav-

ioral health system (or non-system) of careLocal and State Service-System Charac-
that is in place now. Then, homeless per-teristics and Resources. Local outpatient
sons with mental illness were considered asubstance abuse treatment clinics may re-
doubtful investment of service-system re-quire a higher degree of motivation than
sources when many of them had alreadymany homeless persons possess as they
proven themselves to be “treatment fail-contemplate the possibility of treatment
ures,” and when others with more motiva-and recovery. Clinic requirements may at
tion were queued up at the public mentaltimes appear to present “catch-22” barri-
health center for treatment. Now, theers to homeless persons. One supervisor
treatment system as a whole is divided be-with the New Haven Outreach Project re-
tween the hope that homeless and at-riskported her frustration with outpatient
persons with substance abuse disorderstreatment programs that variously denied
can be outreached, engaged, and per-services to individuals whom she referred
suaded to accept treatment and becomebecause they were “too motivated, not
contributing members of society, and themotivated enough, not clean from sub-
skepticism that any program approach canstances, clean for too long from sub-
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help these individuals before they hit bot- an essential function as points of entry

into local systems of treatment and reha-tom and reach the point of solid motiva-

tion for treatment. Then, the outreach bilitation, and as integrating mechanisms

to bridge gaps in those systems. Problemsteam confronted a mental health system

that was hostile to the team’s clientele; but of training and provision of adequate re-

sources must be addressed, and some dif-the team discovered its capacity to effect

change and greater integration of services ferences in client characteristics and treat-

ment trajectories must be taken intofrom the bottom up, pushing the local sys-

tem of care to accept their clients through consideration. Ultimately, this transition

represents a challenge that appears noadvocacy and education (Rowe, Hoge, &

Fisk, 1998). Now, the Outreach Project greater to us than that involved in address-

ing the unmet needs of mentally ill home-finds a local system of care divided be-

tween mental health and substance abuse less persons; but it is one, like work with

that population, which requires as muchservice camps that are slowly and un-

certainly moving toward integration. We political will as it does training and pro-

gram modification.anticipate that current efforts at the ser-

vice level and systems level will lead to ac-

ceptance of this new target population as

part of service-as-usual, as is now the case
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