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� Hurricane Katrina
� Destruction of Social 

Networks
� Explosion of 

Homeless 
Encampments

� Re-evaluation of 
outreach



� Decimation of Housing 
Stock

� 80% of New Orleans 
flooded

� 134,00 Number of 
Housing Units Destroyed
� 70% of all occupied units

� 47,738: Number of vacant 
houses (2010)
� #1 in U.S.

� 110,000 people continue to 
be displaced.

gnocdc.com, Katrina Pain Index, 2011



� Historical Rates of Poverty
� Second Highest Concentration of poor families in 

extremely poor neighborhoods in the country
� 19.6% live in poverty vs. U.S. Average 12.4

� 34% of children live in poverty in New Orleans
� 52% increase in rent 

Potash, July 2008



� Psychiatrists
� Pre-Katrina: 196
� Post-Katrina: 22

� Metro Area: 42 of 208 
remained

� In-Patient Beds
� Pre-Katrina: 487
� Post-Katrina 190 (Most 

Filled by 
institutionalized 
mentally ill)

� Only 17 Acute mental 
health beds



� 49.1% had anxiety-mood disorder
� 30.3% PTSD

� “The high prevalence of DSM-IV anxiety-mood
disorders, the strong associations of hurricane-
related stressors with these outcomes, and the 
independence of socio-demographics from stressors 
argue that the practical problems associated with 
ongoing stressors are widespread and must be 
addressed to reduce the prevalence of mental 
disorders in this population.”

Exposure to Hurricane Related 
Stressors and Mental Illness After 

Hurricane Katrina, Dec. 2007



� Populations of 
Encampments not 
static

� 64% of residents 
report staying in AB’s

� 86% of camp residents 
in New Orleans 
before Katrina







� Dedicated to the Sickest of the Sick
� Recognizing that these are finite resources that 

need to go to the most vulnerable
� Tri-Morbid (SA, MI, specific physical illnesses
� Empirically Validated

� Specific focus on the Non-Service Seeking
� Outreach,  Not In-Reach



� Lack of resources
� Formal
� Informal

� Symptomatic/Untreat
ed MI

� Untreated, Active SA
� Medical Conditions
� Insufficient Shelter 

Facilities



FORMAL INFORMAL

� Inadequate Shelter 
Resources

� Poor variety of shelter 
options

� Destruction of Mental 
Health System

� Destruction of medical 
infrastructure

� Dislocated Familial 
Housing Supports

� Destruction of “poor”, 
destitute housing

� Dislocation of Familial 
Mental Health Supports



� Some medical 
conditions preclude 
shelter dwelling

� Shelters not equipped 
for certain medical 
conditions.

“I’m an old man.  I can’t 
be getting up all night 
to piss in there.”





Mr. Hammond owned 
his own home 
outright, but due to a 
Road Home 
technicality, he did 
not receive enough 
recovery aide to 
rebuild.

His plan was to gather 
and recycle enough 
aluminum cans to pay 
the cost of rebuilding.



� Higher rates of MI
� Higher rates of Physical Disabilities
� Higher Rates of SA
� Older
� More likely to be from N.O.
� Conclusion: more vulnerable than shelter and 

street dwelling homeless.





�34%:  tri-morbid as percentage of 
encampment at Canal/Claiborne

�78% of Tri-Morbid have slept in 
Abandoned Buildings/Blighted Houses

�58% of non-Tri-Morbid slept in 
Abandoned Houses



In addition to inhabiting abandoned and blighted buildings, ABD tend to 
be seriously disabled, ill and/or elderly.

Based upon UNITY Welcome Home Vulnerability Index Assessments of 
those ABD who have agreed to opening cases with UNITY:

High Rates of Disability, Illness and old age among ABD
� 75.3% report or show signs of psychiatric disorders*

� 74.2% report or show signs of alcohol or substance dependence

� 48.4% report or show signs of disabling Medical illnesses and problems 
(cancer, COPD, Lou Gehrig’s Disease, history of stroke, heart attack, etc.)

� Average age is 47 years, 6 months.  Youngest was 14, oldest was 90.  

*It is not yet evident how much psychiatric illness contributes to taking 
residence in abandoned building buildings; it is clear that abandoned 
building dwelling exacerbates existing psychiatric illness and can 
induce inorganic psychiatric illnesses (i.e. Depression, PTSD, Psychosis 
NOS, etc.)



Abandoned buildings have proved preferable even to those who do not have direct 
familial connection to the buildings they inhabit for various reasons.

� Clients with psychiatric disorders and their features – such as paranoia, response to 
internal stimuli, etc. – often do poorly in congregate living settings, and such settings can 
lead to an immediate exacerbation of symptoms.

� Older and/or weaker clients often feel safer on their own.  For example, a pair of elderly 
(70+ yrs) clients said they received harassment from fellow shelter dwellers due to 
having to use the bathroom too often at night.

� Clients with active substance abuse disorders are rarely admitted to shelters, and when 
admitted do poorly with following structure.

� There is very little emergency shelter space available for women in New Orleans.

In short, abandoned building dwellers have medical conditions and disabilities that 
make the isolation or small-group environment of squatting preferable to congregate 
settings with strangers.



� Housing Resources
� Congregate Settings
� Safe Havens
� Group Homes
� SRO
� PSH

� Congregate PSH
� Scattered Site PSH



� Identify areas of concentrated homelessness 
correlated with high concentrations of 
opportunistic blight and abandoned houses

� Outreach
� Canvas blighted housing during daylight hours 

recording signs of occupation
� Return at hours more conducive to client 

engagement (i.e. Nighttime hours)
� Assess Vulnerability using Vulnerability Index









� Holes in Ceilings, 
floor, walls

� Mold
� Insects and vermin
� Dirt, dust and 

ventilation
� SA Discards-syringes, 

crack pipes, etc.
� Nails, broken glass, 

etc.



� New Orleans is the 
most violent city in 
America

� Squatting is trespassing
� Historical distrust of 

NOPD
� Neighbors do not know 

you are there
� Already 

symptomatically 
paranoid population, 
active SA



� Clinicians should be on the street instead of the 
office
� First Point of Contact for Homeless Services

� Historical Mis-Application of Outreach
� Constructing Outreach Capital

� Longevity
� Presence
� Accountability





� Temporally Flexible
� Case Aggressive
� Mission Focused on 

Sickest of the Sick
� Clinically Directed
� Globally Conscious
� Outreach should not 

be an entry level job.



� Is your continuum 
dedicated to serving 
and housing the most 
vulnerable?
� Why and why not?

� Who’s accountable and 
why?
� From outreach to 

administration
� Forward looking

� Resource development 
and reallocation









� http://www.time.com/time/nation/article/0,
8599,2075008,00.html

� http://www.msnbc.msn.com/id/41554935/ns
/us_news-life/t/katrinas-ruins-home-
thousands-homeless/

� http://www.npr.org/templates/story/story.p
hp?storyId=112294967


