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The characteristics of homeless people in Europe are almost unknown. The
aim of this study was to describe the lifetime and 12-month prevalence of
DSM-III-R/CIDI mental disorders among the homeless population of

Madrid. A total of 261 homeless subjects, sampled from different sites,

participated in the study. In terms of DSM-III-R lifetime rates, 50% of the
sample had substance-related disorders and 35% had non-substance-related
disorders. In total, 67% of the study subjects had some type of disorder. The
lifetime prevalence of schizophrenia (4% ) was lower than reported in most

international public health research are discussed.

Introduction

Until now, the majority of the research on home-
lessness has been conducted in the USA. However,
the problem appears to be increasing in many
industrialized societies, and is reaching epidemic
proportions (1).

Unfortunately, the condition of the homeless in
Europe is far from well understood. No common
standards have been set to define homelessness on
an operational level. Each country reports data
obtained using different methods and counting
procedures (2). According to the most frequently
employed indicators, which are based on the per-
centage of monthly net income, there are 53 million
people below the poverty line in the European
Union (EU). It is estimated that 1.8 million people
per year are either dependent on public and vol-
untary services for temporary shelter and housing,
or else sleep rough (2). Broader definitions might
also include those homeless people who stay with
friends or relatives, increasing this estimate to 2.7
million people over a 1-year period. However, it is

previous studies. Although the mental illness pattern is similar to that
observed in studies using the same diagnostic methods, the results reported
here show a lower prevalence of drug abuse and schizophrenic disorders.
The reasons for these cultural differences and their implications for
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apparent that the problem of homelessness does
not affect all European countries, or similar cul-
tural and geographical areas, to the same extent.
In Spain, statistics based on the number of people
using services for the homeless suggest that, out of
the total population of 40 million, only 11000
people could be described as literally homeless (3).
However, this figure could be higher if those
individuals who live in poor housing conditions are
also taken into account.

Little is known about possible cross-cultural
differences, despite the fact that some experts have
suggested that studies of this aspect should be a
high priority (4). It would be very worthwhile to
determine exactly the differentiating characteristics
and causes of homelessness in different countries.
Existing European studies, mainly from the UK,
on mental health among the homeless population
show very elevated rates of severe mental dis-
orders, especially psychoses (5). However, these
studies tend to have sampling biases, because their
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samples are typically drawn from emergency rooms
or special accommodation (such as low-cost hostels),
L.e. places which are associated with higher rates of
psychiatric disorders (6). Furthermore, the European
studies have not used valid, standardized pro-
cedures for reaching psychiatric diagnoses (7).

Briefly, then, these are some of the main prob-
lems encountered in studying psychiatric morbidity
among the homeless (8, 9). One exception at this
stage is a study conducted in the UK on a large
sample of homeless people (n=1100), using the
Clinical Interview Schedule-Revised (CIS-R) and a
screening test for psychosis, after which subjects who
tested positive were interviewed with the Schedules
for Clinical Assessment in Neuropsychiatry (SCAN)
several days later (10).

The available data on the mental health of
the homeless are relatively heterogeneous (8, 9)
because the various studies have differed in sam-
pling procedures used, the selection of subjects, and
even in the definition of mental illness (9, 11-13).
Early studies reported extraordinarily high rates of
mental illness among the homeless population.
Needless to say, these rates were likely to be biased
due to sampling problems, among other factors
(11). In recent years, studies using more satisfac-
tory sampling and diagnostic procedures, mainly
conducted in the USA, have in most cases con-
cluded that between 25-35% of the homeless are
seriously mentally ill (9, 14-17). It is estimated that
30-50% of cases of homelessness are linked to
alcohol and drug abuse (14, 16, 17). Taking into
account diagnostic overlap and comorbidity rates,
it would appear that 50-60% of the homeless show
some kind of mental illness and/or substance abuse
(11).

Reliable data for countries other than the USA
are almost non-existent. The aim of the present
study was to provide an estimation of the preva-
lence of mental disorders among the homeless
population of Madrid. To our knowledge, this is the
first European study to date that has used a
relatively large sample and has employed struc-
tured diagnostic interviews which have already
been used on the homeless population of the USA
(9) and in other non-European countries (6). ‘

Material and methods

Madrid, the capital of Spain, has a population of
about 4 million. Estimates of the number of home-
less people, based on field samples and service
centre statistics, range from 900 to 2000 (3). The
most reliable data concerning the homeless in
Madrid come from three different sources: the total
capacity of the shelters (n=991); the studies con-
ducted by the Unidades Mdviles de Emergencia
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Social (UMES) (Mobile Social Emergency Units),
which provide a 24-hour service for homeless
people found literally ‘in the street’ (n=200); and
the Social Integration Services, which help home-
less people to find work and housing. The latter
group includes those individuals who have prob-
lems with living arrangements and who live mainly
in bedsit hotels or else stay with relatives or friends
(n=250). In total, the number of homeless people
in Madrid can be estimated to be approximately
1500 to 2000.

Sample

In order to determine the criteria for inclusion in
the sample, the operational definition of the Stuart
B. McKinney Homeless Assistance Act, 1987 was
used with the following sampling criteria: Spanish
nationality; over 18 years of age; and sleeping
primarily in one or more locations such as the
street, shelters, abandoned houses, parks, or other
places normally unfit for human habitation (e.g.
subways or tunnels) during the last month.

A list of all of the centres and existing social
resources for the homeless in Madrid was com-
piled. Several centres were then selected to be used
in a stratified sample depending on the nature of
the service. The subjects were drawn from two
shelters (355 beds), two soup kitchens (300 meals
daily), one social integration service (attended by
100 individuals) and people living on the street,
located by the UMES service (which assists 200
homeless people annually).

Using a random sample drawn from each of
these selected centres, the aim was to collect data
from approximately 15% of the target population.
The randomization procedures included, in all
cases except the emergency shelter, the use of a
table of random numbers corresponding to the
alphabetical subject lists that had been compiled
on the day when data collection in each centre
began. Substitutions were made according to the
same random procedure. In the cited exception it
was impossible to know who would use the services
on any determined night. In this case, a combined
time/reason sample was used, by selecting every
third person who arrived at the centre after 22.00
hours at 10-min intervals until the daily quota was
reached.

The most complex sampling procedure was the
one used on the street. The UMES had completed
a census of all individuals who had been attended
to during the previous trimester, and from that
census a sample was selected using a table of
random numbers. First, subjects were selected for
daily contact using the random numbers and the
trimester reference index. The Mobile Unit then



located the subjects one by one in the street. This
unit was followed by some of the interviewers who,
once they had been introduced to the selected
subject, conducted the interview. These procedures
were continued until the daily quota was reached.
If, for some reason, after the Mobile Unit had gone
it was necessary to make a substitution, the investi-
gators conducted an immediate search of the arca
to find another homeless person. All sampling was
completed between November 1993 and April
1994. In order to minimize the risk of seasonal
biases, the sample was obtained during the two
most important seasons for this population. The
sociodemographic characteristics of the sample are
shown in Table 1.

Instruments

Version 1.1 of the Composite International Diagnostic
Interview (CIDI) was used in its official Spanish
adaptation (18). The CIDI is a structured interview
that employs the diagnostic criteria of the DSM-
ITII-R (19) and the ICD-10 (20), with high validity
indices (21). It has recently been introduced into
large-scale epidemiological studies (22). The CIDI
includes the entire Diagnostic Interview Schedule
(DIS) (23) and the Mini-Mental State Examination
(24). Therefore, the data can be directly compared
with those obtained in studies using the DIS (see
Table 3). As is customary in studies of the homeless,
the entire CIDI was not used, and only those
modules pertaining to the following disorders were
administered: major depressive disorder (single or
recurrent episodes), dysthymic disorder, cognitive
impairment, schizophrenia, schizophreniform dis-
orders and disorders related to the consumption of
alcohol or psychotropic substances.

Procedure

The interviews were conducted by pairs of inter-
viewers from a team of 12 individuals who had been
trained both by the World Health Organization
(WHO) group for the Spanish CIDI (a group from
the University of Puerto Rico, under the direction
of Dr M. Rubio-Stipec) and by the authors of the
present study.

For each interview the following protocol was
used. First, the subjects were selected according
to the procedures described above. The technical
personnel from each service then contacted each
individual, explained the nature of the study and
asked for their voluntary co-operation. When consent
had been obtained (from 88% of all subjects initially
approached), each subject was introduced to the pair
of interviewers. The duration of each interview was
approximately 60 min (range 30-120 min). All of the
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Table 1. Selected demographic characteristics of the total sample {n=261} accord-
ing to gender, with data expressed as percentage values

Sample
Male Female
Total subjects subjects
Characteristics (n=261} (n=205) (n="58)
Male (%} 79
Age (years)
18-30 24 26 14
31-45 38 39 44
46-60 28 29 24
>60 10 8 18*

Mean value +SD 4194127 4124125 4474131

Years of education

Mean +SD 77+45 78+43 75452
Marital status
Married 7 6 9
Widowed 5 2 12
Separated or divorced 24 23 30
Single 64 68 48
Total unmarried 93 94 91
Previous psychiatric hospitalization 25 23 36™
Previous jail or prison sentence 28 31 17
Employment in the last year
Unemployed 59 55 2"
Employed 0—6 months 30 33 18*
Employed 7-12 months 1 12 9
Currently unemployed 97 97 97
Where living homeless during the past
month
Shelters 57 54 73*
Streets 21 25 8**
Bedsit hotels " 10 10
Shared housing 4 4 4
Other 5 5 5
Combination of places 2 2 0
Living alone 95 94 96
Duration of homelessness {years)
<1 20 25 18
1-5 39 39 31
5-10 16 13 23
>10 25 23 28

* P<005, ** P<001.

interviews were tape-recorded. The CIDI scoring
was completed using its computer algorithm.

Data analysis

The data presented here are expressed as percent-
age values. Dichotomous variables were compared
using Chi-square tests. If the expected value of the
cells was <5, Fisher’s exact test was used. Con-
tinuous variables were compared by means of ¢-
tests. In contrast to some of the other studies on
homelessness (14, 25), the data here show final
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Table 2. Major DSM-III-R diagnoses for 261 homeless people (205 men and 56 women) in Madrid, with data expressed as percentage values

Lifetime prevalence 12-month prevalence

Disorder Total

Male subjects  Female subjects  Total Male subjects  Female subjects

Mood disorders

Major depression {single episode) 12

Major depression (recurrent) 8

Dysthymia 17

Any major depression 20

Any mood disorder 27
Psychotic disorders

Schizophrenia 4

Schizophreniform disorder 0
Current cognitive impairment {Mini-Mental State Examination)

Mild _

Severe —

Substance-related disorders

Alcohol abuse or dependence A
Substance abuse or dependence 17
Opioids 5
Cannabis 7
Hypnotics and sedatives 6
Cocaine 4
Anphetamines 5
Hallucinogens 1
Inhalants 0
Other substances 0
Mono/polyaddiction ratio 22

Any non-substance-related disorder {excluding OMD) 30
Any non-substance-related disorder 35
Any substance-related-disorder 50
Any mental disorder {excluding OMD) 62
Any disorder 67

n 16 9 7 14
7 " 5 4 9
17 18 13 " 18
18 27 13 11 23*
25 34 19 17 30%
4 5 2 2 2
0 0 0 0 0
— — 19 17 27
— — 6 9
48 18** 28 32 12*
17 16 10 10 n
6 4 4 5 2
8 5 3 3 2
4 n 5 3 9
4 4 2 2 2
5 4 2 2 0
1 0 1 1 0
0 0 0 0 0
0 0 0 0 0
19 35 28 25 49
28 38 22 18 32"
33 43 26 23 38"
56 27 34 38 20
66 50* 47 48 4
70 55* 51 52 46

* P<0.05, ** P<0.01; significant gender differences.
OMD, organic mental disorder.

diagnoses with exclusion criteria, so the prevalence
rates could be somewhat lower. However, the use
of exclusion criteria is normal procedure in stand-
ard epidemiological surveys (22, 26).

Resuits
Demographic characteristics

Table 1 shows the demographic characteristics of
the sample. In total, 79% of the sample was male,
a value close to the estimates of the actual popu-
lation given by various sources (2, 4). The mean
age (£SD) was 41.9+12.7 years, and the proportion
of subjects over 60 years of age was significantly
higher for men than for women (18% vs. 8%)
(x*=4.95, df=1, n=261; P<0.03).

With regard to the total duration of homeless-
ness, 80% of the subjects in our sample had
remained in the same housing situation for more
than 1 year. This was in marked contrast to patterns
reported in the USA where, as recent meta-analyses
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of the literature have shown, 73% of the sample
had been homeless for less than 1 year (4). Thus
it would appear that our sample is characterized
by a higher level of chronicity than that of US
samples.

CIDI/DSM-III-R prevalence rates

The lifetime and 12-month CIDI/DSM-III-R diag-
noses are shown in Table 2, where the data are
presented both for the total sample and according
to gender. Unfortunately, as there have been no
Spanish household population studies of mental
disorders using highly structured interviews, these
data for the homeless could not be compared with
the general population data as has been done in
other published studies (14, 25).

Lifetime rates

The overall lifetime prevalence of mental illness
was very high, 67% of the total sample displaying
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some of the above-mentioned DSM-III-R dis-
orders. The prevalence rates were significantly
higher in men than in women (70% vs. 55%)
(x"=4.10, df=1, n=261; P<0.04). However, this
difference was reversed when only disorders other
than substance abuse were considered. In fact,
although the difference did not reach the level of
statistical significance, women tended to have more
non-substance-related mental disorders than men
(43% vs. 33%) (x*=1.80, df=1, n=261; P<0.18).
This reversed pattern appears to be due to the fact
that men show disproportionately higher rates of
alcohol abuse or dependence compared to women
(48% vs. 18%) (x*=16.26, df=1, n=261; P<0.0001).
Substance abuse or dependence (excluding alcohol)
affected 17% of the sample, but there were no
significant differences between the sexes. An ana-
lysis of each of the specific substance abuse or
dependence disorders assessed in the CIDI also
revealed no significant gender differences (see
Table 2).

Non-substance-related mental disorders affected
35% of the total sample. Most of the diagnoses
were related to mood disorders, and 27% of
the homeless subjects had experienced at least
one mood disorder. Women showed higher rates
than men (34% vs. 25%), although the difference
was not significant (x?=0.17, df=1, n=261; non-
significant). Major depression (single or recurrent
episodes) and dysthymia showed similar overall
rates (20% and 17% of the total sample, respec-
tively).

As mentioned earlier, compared to other pub-
lished studies, the prevalence of schizophrenia was
not particularly high. Only 4% of the total sample
fulfilled the criteria for this diagnosis (4% for men
and 5% for women). There were no cases of
schizophreniform disorder.

12-month rates

Although the 12-month prevalence estimates were
lower, the pattern of results obtained was very
similar to that of the lifetime results. The rates for
the total sample were as follows: 19% for mood
disorders, 2% for schizophrenia, 6% for severe
cognitive impairment, 26% for all of the non-
substance-related mental disorders studied.

With regard to substance abuse or dependence,
28% of the sample displayed alcohol-related dis-
orders and 10% displayed substance abuse dis-
orders. In total, 34% of the total sample showed
some type of substance-abuse-related disorder.
Finally, 51% of the sample displayed some of the
disorders studied over the 12-month period.

The differences between the sexes showed a
similar trend to that observed in the lifetime rates.
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However, the prevalence of current mood dis-
orders was significantly higher in women than in
men (30% vs. 17%) (x*=5.30, df=1, n=261;
P<0.02). This discrepancy helped to explain the
significant difference in the prevalence of non-
substance-related disorders: women showed higher
rates than men (38% vs. 23%) (x*=4.48, df=1,
n=261; P<0.03).

Discussion

Examination of the demographic data for the
sample (see Table 1) reveals some noteworthy
differences between the pattern of homelessness in
Spain and the patterns reported in studies from the
USA (4) and UK (5). Perhaps the most interesting
difference is that, compared to the US data (4),
homelessness tends to be a more chronic condition
in Spain. No other major differences in any of the
comparable variables (gender ratio, marital status
or previous psychiatric hospitalization) were found.

The data for psychiatric hospitalization are very
similar to the results reported from US studies (4,
15). Although some authors have stated that an
inadequate deinstitutionalization policy has led to
a spectacular increase in the homeless population
in the USA, there are no scientific data to support
this commonly held view (8). Our data also appear
to support the notion that deinstitutionalization
does not play a major role in the homeless situation
in Spain. First, the 12-month prevalence rates of
schizophrenia-related disorders in our sample are
low (2%). Secondly, the reforms of the psychiatric
institutionalization policy in Spain began in the
mid-1980s and, according to most experts, there has
been no notable increase in the homeless popu-
lation in Spain in recent years (3).

In Table 3 our data are compared with the results
obtained from previous studies on homelessness
which also used structured diagnostic interviews.
With regard to mental disorders, both lifetime and
12-month prevalence rates of schizophrenia in the
present study were lower than those reported in
previous studies with similar sample sizes. This
suggests that, in countries other than the USA, the
prevalence rates of functional psychoses in the
homeless population are lower (6). However, these
data should be interpreted with caution, since
structured interviews such as the CIDI have been
shown to have a rather low reliability and validity
in diagnosing psychotic disorders (22).

Affective disorders appear to be a major problem
among the homeless population of Madrid. Although
previous studies have reported lower rates of mood
disorders (15), more recent studies have shown that
depression could be the most frequent single prob-
lem (27). Depression has been a rather ‘silent



disorder’, and this may prevent homeless people
from seeking help and may also interfere with the
use of effective coping strategies (13, 27). In terms
of prevalence rates using reliable psychiatric diag-
noses, the lifetime prevalence of mood disorders in
the present study (27 %) was higher than the values
reported in other studies using similar criteria.
Despite this, the prevalence of major depression
was similar to the prevalence rates cited in other
studies (Table 3). The reason for the discrepancy
in the prevalence of mood disorders may be due
to the high prevalence of dysthymia among Spanish
homeless people. This could be partially explained
by the fact that some of the other studies (6, 14)
have coded only current dysthymia, ignoring the
lifetime rates of that disorder (see Table 3).

The prevalence of current cognitive impairment
(6%) was very similar to the values obtained in
other studies. However, this figure must be inter-
preted with caution, since the diagnostic tool (the
Mini-Mental State Examination) is a very broad,
unspecific test (22).

As in all of the previously published studies,
substance-related disorders, and specifically alcohol
abuse, were the most prevalent disorders in the
present sample. In total, 50% of the subjects had
a drug-related lifetime disorder (abuse or depen-
dence). With regard to alcohol-related problems, the
prevalence rates were very similar across different
studies and cultures (Table 3), which would appear
to support the view that alcohol may play a more
important role in the condition of homelessness
than was previously thought (14, 16). Health prob-
lems, lack of social and family support, problems
with the legal system and even higher death rates
have been associated with alcohol consumption
among the homeless population (28, 29).

The drug abuse rates for this sample were about
50% of those reported in most previous studies
(see Table 3). This seems striking in view of the
fact that Spain is claimed to be one of the European
countries with the highest rates of drug consump-
tion (30). One possible reason for this discrepancy
could be that the homeless population of Madrid
does not appear to belong to the so-called ‘new
homelessness’ (31). It is likely that younger, heavy
drug users are not disproportionately incorporated
into the homeless population, since most of them
live with their families. Thus the family support
network again seems to be an important structural
factor that may help to explain these cross-cultural
differences (3).

The literature on gender differences in mental
health and homelessness is scarce, and the evidence
that is available is contradictory (12, 32). In gen-
eral, the results presented here indicate that, dis-
regarding alcohol abuse, women have a poorer

Mental illness and homelessness in Madrid

current mental health status than men (9). This is
consistent with the fact that, in this sample as in
many other studies (33), women had been hospi-
talized more often. These results also reveal that
alcohol abuse is a more frequent problem among
men than in women, whereas mood disorders
display the opposite tendency.

A final word of warning should be given about
the CIDI. Studies using the CIDI (18) usually tend
to report higher prevalence rates of mental dis-
orders than those obtained in comparable studies
that have employed diagnostic interviews such as
the DIS (26). It is still unclear whether these
differences are due to methodological biases,
rather than representing true differences in preva-
lence.

As already stated, this study has attempted to
clarify the characteristics of the homeless. Given
the complexity of the problem and the multitude
of intervening factors (4), it would be useful to
conduct not only within-country but also between-
country studies in order to shed further light on the
homeless condition (7). Undoubtedly, concerted
international action is needed to increase our gen-
eral knowledge of a social issue which extends
beyond national boundaries.
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