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ABSTRACT 

Grounded theory methodology was used to describe the health 

promoting and health damaging adaptive responses of homeless women to 

the way homelessness affects their health attainment and healing. 

Elizabeth Pesznecker's Adaptational Model of Poverty (Modified) was 

used to depict the interrelationships among the environment factors and 

individual/group factors, mediating factors, and their effect on homeless 

women's adaptive responses and health behaviors. The model postulates 

that one develops health promoting or health damaging responses due to the 

stress of poverty. 

The study in conjunction with the model suggests to nursing ways to 

assist homeless women with their struggle in obtaining health care and 

adapting to the demands of the health care system. 

The research represents initial work in an area with limited previous 

knowledge in the discovery of the process used by homeless women in 

adapting, when they were trying to access the health care system while in 

the state of homelessness. 
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CHAPTER 1 

INTRODUCTION 

The purpose of this study is to describe the health promoting and 

health damaging adaptive responses of homeless women. How do homeless 

women respond when they or their children develop a health problem? 

Much has been written on the reasons people become homeless, the type of 

illnesses they have, but little on the alternative adaptive responses needed to 

meet their health needs and those of their children. Coping with the myriad 

of problems associated with being homeless is difficult. One wonders how 

homeless women cope and adapt to the demands of health care, public 

policy and social pressures when health care is unattainable for themselves 

or their children. Obtaining health care is especially difficulty, since 

homeless women often have no significant other, no doctor, no 

transportation available and no money to assisting them in seeking help. 

Who are the homeless women? 

Homeless women have been portrayed in our society as derelict 

eccentrics who voluntarily choose a life-style that is repugnant to a civilized 

society (Thorman, 1988). Until recently most Americans would not accept 

the existence of women as homeless, living on the street. Yet, thousands of 

homeless women are found in every major metropolitan area. The 

demographic characteristics of homeless persons are difficult to define 
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because there is no generally recognized definition of homelessness, and 

various studies have focused on different subgroups of the homeless 

population. For example, studies done by Knight (1987) Alcohol Abuse 

Among the Homeless, (Fisher, 1986) Mental Health and Social 

Characteristics of The Homeless, and Ritchey & MuHis (1991) Gender 

Differences in Health Risks and Physical Symptoms Among the Homeless, 

provide various data on these subgroups. Rossi (1989) defines 

homelessness as "not having customary and regular access to a 

conventional dwelling; it mainly applies to those who do not rent or own a 

residency" (p. 10). Another definition by Berne (1990) states 

"homelessness in the United States is largely a by-product of the increasing 

gap between the rich and the poor" (p. 8). 

In the past five years the composition of the homeless has 

dramatically changed. According to Rossi (1989) "thirty years ago, old men 

were the majority among the homeless with only a handful of women in that 

condition and virtually no families. The current homeless population are 

younger and include a significant proportion of women" (p. 44). 

Individual adults still make up the single layered group among the 

homeless population. The U.S. Conference of Mayors (1987) reported that 

56% of the homeless were individual men and 25% individual women. The 



11 

remainder are families with children or adolescents. The average age of 

individual homeless men and women is between 34 and 37. These 

homeless women are more likely to be married than the homeless men. 

Research reports from several cities show that homeless women are either 

very young or very old (Institute of Medicine, 1988). 

In the 60's a large portion of the mental health clients were 

discharged from institutions and they can now be found on the streets 

among the homeless. The lack of community based facilities and adequate 

housing adds to the problem and sometimes intensifies it (Institution of 

Medicine, 1988). Thorman (1988) stated that "life on the streets inflicts 

devastating and irreversible damage on men, women and especially children" 

(p. 34). The horrendous conditions under which homeless people live 

"impairs not only their physical well being, but it also affects their mental 

health and emotional stability" (p. 34). 

Tvoes of homelessness. 

Impoverished, homeless women are not entirely new to American 

urban life, but recently they have become more visible as their numbers 

increase. According to recent literature by Wright (1987) 26% of the adult 

homeless are women and more women live on the street because they are 

too poor to pay for decent housing. Homeless women are known as the 
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"hidden homeless." Some have become victims of circumstances. A 

sudden crises such as a fire, eviction, loss of a loved one, and/or illness can 

result in a drastic change in the lives of women who are living on the edge 

of poverty (Thorman, 1988). This group of homeless women "living on the 

edge" are mostly unskilled, too sick or too old to support themselves and are 

dependent upon public assistance or charity. The small amount they receive 

is rarely enough to meet their needs, and their money runs out before they 

can pay the next month's rent, let alone get health care. 

Women who have once had a fairly stable family life, can become 

homeless through a series of circumstances beyond their control (Berne, 

1990). Once they are in search of the basic needs of food and shelter, 

health care becomes even more difficult for them to desire or obtain. Thus, 

women can go from a fairly stable life to poverty, then to ultimate 

homelessness. Understanding the reasons these women become homeless 

will help us comprehend their plight and find better and lasting ways to 

assist them out of homelessness or prevent them from becoming homeless. 

The vulnerability of women in our society and the stigma that arises make it 

difficult for them to help themselves out of their homeless state. 
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The homeless experience. 

The streets are extremely dangerous for homeless women. They are 

raped and beaten, sexually exploited and many times systematically robbed. 

Fear is always present (Thorman, 1988). They become paranoid, resisting 

help from strangers. 

In every major city, homeless women can be seen huddled in 

doorways, in bus stations, and abandoned buildings. Some have been 

known as "shopping bag ladies" because they carry their possessions in 

bags or shopping carts and roam the streets in search of food or a place to 

sleep. Homeless women are sometimes found living in their cars and 

mingling with the crowds so they will not be identified as homeless. These 

women can also be seen waiting in line to use the public bathroom, which 

serves many essential functions. The blow dryer can be used to warm cold 

hands, dry hair or clothing. Soiled clothes can be washed in the sink. These 

sinks also provide an opportunity to wash after a hot day in the street. 

Some women even use the public toilets to get a few hours of uninterrupted 

sleep. 

Many women who have become homeless have no family and/or their 

family has disowned them. They have lost all contact with husbands, 

children, friends, or with parents. Divorce, illness, death and family conflict 



14 

leave them without a supporting network to whom they can turn in time of 

trouble. Long periods of separation from their families may make them even 

more vulnerable to mental, emotional and physical deterioration. In some 

cases the family may be aware of the plight of the homeless person, but 

simply does not have the strength or the money to provide support 

(Thorman, 1988). Thus, the normal support systems within a family are not 

present for these women, leaving them with low self-esteem, decreased 

motivation, and helplessness. 

Serious deprivation of sleep has profound physical and psychological 

consequences. Sleep deprivation disorients and confuses even those with 

the strongest minds. When this is combined with poor nutrition, poor health 

care, lack of shelter, constant exposure to the elements and physical and 

mental infirmities many women spend their days in a constant and continual 

fog of fatigue (Wood, 1990). Some homeless women are psychologically 

and emotionally unstable and are unable to hold a job that provides enough 

money to rent a room, pay for their food, and especially to pay for health 

care, which is not a priority (Wright, 1987). 

Conceptual Framework 

In this study Elizabeth Pesznecker's Adaptational Model of Poverty 

(Modified) (figure 1) was modified to depict the interrelationships among the 



MEDIATING FACTORS 
Public policy 
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RESPONSES 
TO 

HEALTH BEHAVIORS 
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Enduring life conditions 
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Life experiences 
Unique coping problems 
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Poor coping outcomes 

Figure 1: Adaptational Model of Poverty (Modified). Source 
Adapted from Elizabeth Pesznecker, (1984). The Poor: A 
Population at Risk. Public Health Nurslno. 1(4), 237-249. 
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environment factors and individual/group factors, mediating factors, and 

their effect on homeless women's adaptive responses, and health behaviors. 

The modification of the model was done in the three areas: (1) 

Environmental Factors, the words unpredictability and ambiguity were added 

to go along with the Theory of Helplessness taken from Seligman (1975). 

(2) Under Responses To Health Behaviors the word Adaptive was omitted 

and To Health Behaviors was added, and (3) under Health damaging the 

psychological state of "helplessness" was added again to coincide with 

Seligman's theory of Helplessness. The Adaptational Model of Poverty 

Modified postulates that one develops health promoting or health damaging 

responses due to the stress of poverty. Homeless people are one subgroup 

of the poor. Their responses to poverty are shaped by interactions between 

the individual\group factors and the environmental factors as mediated by 

other factors, such as public policy. The poor are represented as individuals 

and groups who are continually faced with multiple and chronic stressors, 

including frustration over few employment options, inadequate and unsafe 

housing conditions, repeated exposure to violence and crime, inadequate 

child care assistance and insensitive attitudes and responses of social 

services and health agencies. The adaptive responses of the poor are 

strained by the unrelenting accumulation of these stressors. The 
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stigmatization of being poor in a society that measures one's worth by 

income adds to the stress of poverty and makes it difficult to maintain any 

semblance of self-esteem or self-efficacy. Anxiety, depression and feeling of 

powerlessness are thus predictable concomitants of poverty (Berne, 1990). 

The Pesznecker Model, Adaptational Model of Poverty, is further 

explained in the following pages. Each section will explain Environmental 

factors, IndividualVgroup factors, Mediating factors. Adaptive responses and 

Health Behavior outcomes. 

Environmental Factors are defined as conditions outside of the 

individual such as stress, stigmatization and discrimination. According to 

Pesznecker the poor tend to be burdened with stressful life events to a much 

higher degree than non poor. The necessity of the homeless to adapt to the 

stressful life conditions that must be endured month after month with no 

apparent prospect of change for the better is the greatest challenge. Studies 

repeatedly point to the shortage of affordable housing units and a dramatic 

decrease in aid by the federal government through the HUD Program to 

finance new low-income housing units (Francis, 1987). Ultimately these 

conditions of deprivation are associated with mental health outcomes such 

as depression, anxiety, and a feeling of powerlessness. There has been a 

demand for increased Aid to Families with Dependent Children (AFDC) due 
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to the increase in urban rentals. Many families are homeless because their 

allotment does not cover food and rent (Francis, 1987). The life conditions 

of the homeless that produce enduring, persistent strains are money, social 

isolation, and parenting. Money is the most important of these, but living 

environments for the homeless produce additional daily stressors that affect 

their mental health (Pesznecker, 1984). Homelessness according to Berne, 

(1990) "is a correlate of poverty that overwhelms the physical and 

emotional resources of homeless mothers that affect their mental health" (p. 

10). 

Stigmatization and discrimination occurs when the individual is 

identified as being different and less desirable than other persons whom they 

contact in a particular social situation (Pesznecker, 1984). Such behavior 

against the homeless, particularly women, has been documented at levels in 

the important institutions of modern life including schools, clinics, and 

hospitals that prevent persons from getting many of the necessities of life 

(Pesznecker, 1984). 

Individual/Group Factors represents those factors that are 

individualistic of the person such as early childhood experiences, unique 

coping problems, multiple concurrent problems imposed on them and the 

limited opportunity for mastery and poor coping outcomes. The problems 
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homeless have are related mostly to their low income (Pesznecker, 1984). 

Because of the environmental contingencies, the homeless have more 

demands exerted on them as they attempt to adapt than do persons with 

adequate resources according to Pesznecker. When options for effectively 

adapting to stressful events are limited, one's opportunity to mastery is 

diminished. Much of the stress, adapting, and coping research literature 

does not focus on low income populations. Repeated attempts to adapt to 

problems, and the inabi'.ity to achieve the desired outcomes results in the 

concept of a lack of control over one's life. The homeless have incredible 

demands imposed on them within the context of social environment that is 

less than supportive of their adaptive efforts (Pesznecker, 1984). 

Mediating Factors either hinder or help the process of managing daily 

contingencies, such as public policy and social support. Public policy 

decisions regarding funding for health and social programs, especially at the 

governmental level, are critical in providing resources and opportunities for 

low income people. Social support, not only has a direct effect on health 

outcomes and behavior but acts as a buffer against high stress as it tends to 

enhance adapting abilities and promote mastery. There is little literature 

addressing the adaptive behaviors used by homeless mothers and how 

effective they are in society that provides very limited resources for its poor 



citizens and tends to be unresponsive to their needs and critical of their 

efforts. People's adaptation varies by the nature of their "comfort zone, that 

is the range of stimulation that is comfortable and health for them" (Schafer, 

1987, p, 46). When one is bombarded by unpredictable, innumerable, 

continuous daily stressors one has little time to try to appraise and make 

sense of any one of the events thereby precipitating a feeling of loss of 

control (Pesznecker, 1984). Human helplessness has emotional, as well as 

motivational and cognitive consequences. When persons are faced with 

outcomes independent of their responses, they learn that the outcome is 

independent of their responses. Helplessness retards the initiative of 

aggressive as well as defensive responses (Seligman, 1975). Inadequate or 

unrealistic appraisal of stressful events interferes with an attempt to think 

through possible alternative strategies for solving problems (Aquilera & 

Messick, 1974). Low-income persons face a unique lifestyle trap. It has 

more to do with the quality of life rather than the pace of life. People in 

poverty often grow up amidst insecurity, despair, and anger which produce 

environmental factors such as stress (Schafer, 1978). 

Adaptive Responses is another factor that will either help of hinder the 

process of managing daily contingencies. The model proposes that the 

reaction of the poor to environmental factors such as stigmatization are 
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intrinsically involved in the process of adapting. Adapting to negative 

environmental factors is important if one is to achieve higher levels of self-

fulfillment in the various facets of one's life (Schafer, 1978). The process of 

coping may be influenced by public policy and social support factors while 

the adaptational responses can range from a high sense of well-being to 

depression, anxiety, low self-esteem and motivation, and low perceived self-

efficacy, depending on the interrelationships. These interrelationships are 

multiple and complex and may raise many questions for nursing research and 

nursing practice (Pesznecker, 1984). 

The experiences of homeless women can be described within this 

context of Pesznecker's Adaptational Model of Poverty Modified. The model 

can provide a basis for concern about homeless women and their children 

with the bleak present and future they face. It will incorporate the effects 

that the stigmas of poverty and homelessness can have on people who are 

stigmatized and discriminated, even by their own race and gender, in a 

society that continues to contain covert and overt responses (Berne, 1990). 

Under Pesznecker's model the mental health problems of homeless 

women are viewed as health-damaging responses to harsh environmental 

conditions that breed demoralization, hopelessness and despair. The model 
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suggests points of intervention that may foster health-promoting responses 

to homeless that nurses and providers can advocate. 

Statement of The Problem 

Little direct information is available regarding health behaviors of 

homeless women. Much has been written as to why women become 

homeless but little is known about the adaptive responses they use when 

encountering health problems. The misconstrued understanding of why 

women become homeless adds to the dilemma of the kind responses and 

care they will receive from the health care system; whether it is accessible, 

do they seek it, why or why not, what is the quality of the care they receive 

and what is the continuity to their care? 

Purpose of The Study 

The purpose of the study is to describe the adaptive responses and 

health behaviors of homeless women in regard to (1) health promoting 

behaviors and (2) health damaging behaviors. 

Research Questions 

1. What are the Adaptive Responses of homeless women in relation to 

their own health? 

2. What health-promoting behaviors do homeless women utilize? 

3. What health-damaging behaviors do homeless women utilize? 
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4. What are the mediating factors influencing homeless women's 

adaptive responses in relation to their health? 

5. How is unpredictability a part of these women's day? 

Definitions of Terms 

The following definitions are presented to provide clarity and 

uniformity. 

Homelessness. Not having customary and regular access to a conventional 

dwelling; it mainly applies to those who do not rent or own a residence 

(Rossi, 1989). 

Situation homeless. Being precipitated by an immediate economic problem 

that occurs without any major individual dysfunction, such as psychiatric 

impairment, alcohol or drug addiction (Johnson & Kreuger, 1987). 

Poverty. The lack of an adequate income that provides the basic needs of 

survival; adequate nutrition, shelter, clothing, health care and transportation. 

Homeless people being one subgroup of people in poverty. 

Health. A state of complete physical, mental, and social well-being and not 

merely the absence of disease or infirmity (World Health Organization, 

1946). 

Health promotion. The process of enabling people to increase control over 

and to improve their health care (World Health Organization, 1986). 
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Health promoting behaviors. Those responses an individual uses when 

reacting or responding to his/her environment that add a sense of well being, 

high self-esteem and high concept of self-efficacy (efficacy is the perception 

of one's own ability to execute courses of action in dealing with the 

environment and influences how one responds) (Schafer, 1978), 

Health damaging behaviors. Those responses an individual uses when 

reacting or responding to their environment that affect their well being in a 

negative way inhibiting them from responding to their potential. These 

responses could be such things as alcoholism, drug abuse, negative attitude, 

low self-esteem leading to low self-efficacy (Schafer, 1978). 

Adaptation. The act or process of adjustment or modification of one's 

actions or thoughts to the conditions of the environment. 

Self-care. The practice of activities that individuals personally initiate and 

perform on their own behalf in maintaining life, health, and well being (Orem, 

1980). 

Significance Of The Problem To Nursing 

To provide homeless women with the most appropriate and effective 

health care, nursing must gain a greater awareness and understanding of the 

primary issues related to their physical, social, and emotional health needs. 

Homeless women encounter numerous problems in obtaining health care for 
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themselves and their children. They have difficulties in accessing formal 

health care systems and difficulty with later follow-up care. 

Homeless women do not keep appointments for preventive care at 

clinics because they are using their time to attend to basic survival, such as 

food and shelter (Schlossstein et al., 1991). They wait until health problems 

become an emergency causing them to be hospitalized for preventable 

problems. Afterwards, they may not perform follow-up care to maintain 

health. For example, prescriptions are lost or they cannot afford to purchase 

medication, supplies sent home with them get dirty or misplaced and 

instructions to "rest and drink plenty of liquids" pose major challenges. 

Homeless women have a tendency to move from place to place and 

find it difficult if not impossible to establish a stable relationship with a 

primary provider. Thus, the clinic staff may blame them for the lack of 

record keeping and missed appointments, labeling them "non compliant." 

Other homeless women are seen as part of the community in which they 

live; they are not transients, yet they may move about the city and have no 

permanent address. This makes it hard for health professionals to identify 

whether or not these women are homeless because they blend in so well 

with the rest of the community. 



Homeless people in general seem to face a greater risk, not a different 

risk in health problems, than the general public because their access to care 

is irregular, meager, and often limited to outreach program (Ritchey, et al., 

1991) resulting in late diagnosis or treatment. Pesznecker's model suggests 

to nursing ways to assist homeless women with their struggles in obtaining 

health care and adapting to the demand of the health care system. 

Homeless women "can be assisted through strategies that empower them to 

develop skills and self-esteem, to recognize and act upon those opportunities 

that move them out of homelessness and poverty, as well as to adapt more 

positively when those opportunities are not present" (Berne, 1991:12). 

Insurance is not affordable for many people, especially women. The 

female population is slightly less likely than the male population to be 

completely uninsured, 14% versus 14.8%. This is due to the higher 

proportion of women living below the poverty line as heads of household. 

Working women are more likely than working men to be in low-paying 

positions making them more vulnerable to homelessness (Bravemen, et ai., 

1988). 

The health care system is on an upward spiral with services becoming 

nonexistent or available only at high cost. This will add extra stress and 
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burden to homeless women as they try to obtain health care. Nurses will 

need to be involved if society is to provide alternative choices for health 

care. 

Until measures are established to meet the needs of the homeless 

related to housing, unemployment, lack of health insurance, and mental and 

physical care the homeless problem continues unmanaged with disastrous 

results for the integrity of this nation, let alone the lives of these women. 

With a broader knowledge base of homeless women and their adaptive 

responses to society, especially to health care providers, nursing will be able 

to advocate for these women as they seek health care. With this 

understanding and health care system will be able to better plan and give 

health care to this population. 

Summary 

This chapter outlined the background of this study as it pertains to 

homelessness in general, and to homeless women in particular. The problem 

of understanding why women become homeless and their attainment of 

health care is difficult to analyze because of society's acceptance of the 

problem, let alone the stigmatization and discrimination attached to being 

homeless. Homeless women are not entirely new to America but the 

numbers are increasing. The future health care of these women looks bleak 
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if health professionals do not take steps to alleviate the problem. 

Professionals can help alleviate the problem by understanding and knowing 

the adaptation responses of homeless women as they attempt to attain 

health care and what health-promoting and health damaging behaviors do 

they utilize for themselves and their children. 

This chapter continues with a statement of the problem and the 

research questions generated by it. A definition of terms was supplied to 

assist the reader's understanding. The conceptual framework for the study 

was illustrated and explained in detail. Elizabeth Pesznecker's Adaptational 

Model of Poverty (Modified) was used to organize the phenomenon under 

the study. The significance of the problem was addressed, describing the 

adaptive responses and health behaviors of homeless women in regard to 

health promoting behaviors and health damaging responses. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter presents the review of literature, focusing briefly on 

homelessness in general then followed by homeless women adaptive 

behaviors of helplessness and empowerment. The study of why 

homelessness occurs is discussed with emphasis on health attainment, 

government interactions and how empowerment and adaptation and coping 

mechanisms can be implemented. Little is known about the health behaviors 

of homeless women. To gain a better understanding will help health care 

workers in providing homeless women with the most appropriate and 

effective health care. 

Homelessness 

Observers of the modern world once thought that homelessness was 

primarily endemic to life in the Third World Cities. It has become painfully 

clear, that homelessness is a characteristic feature of urban and rural life in 

America as well (Bassuk, 1984). Homelessness has been called a national 

crisis and homeless families a national tragedy (Wagner, 1991). The 

homeless have emerged as America's central symbol of poverty. They are 

among the poorest of America's poor (Strasser, 1989). 

The empirical studies on the homeless are limited due to the inherent 

problem in accurately defining, quantifying, and describing the homeless 
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population. There is considerable uncertainty about the number of people 

who are homeless at any given time in the United States. One recent 

estimate of the number of homeless in the United States, published in June, 

1988 by the National Alliance to End Homelessness, calculates the 

"currently, on a given night, there are 735,000 homeless people in the 

United States; that during the course of 1988, 1.3 million to 2.0 million 

people will be homeless for one or more nights; and that these people are 

among approximately 6 million Americans who, because of this 

disproportionately high expenditure for housing costs, are at extreme risk of 

becoming homeless." (Institute of Medicine Homelessness, Health 7 Human 

Needs, 1988:14). Estimates of the size of homelessness vary widely. The 

National Coalition for the homeless puts the figure at 2.5 million of 1983 

(Bassuk, 1984). More recent literature states that there are 3 million 

homeless in the United States. Whatever the number, everyone agrees it is 

a growing problem. 

A review of the literature suggests that homeless people fall into four 

overlapping groups: (1) Street people, those who choose to live on the 

street; (2) People with chronic alcoholism; (3) People with chronic mental 

illness; and (4) Situationally homeless people, those being precipitated by an 

immediate economic problem and occurs without any major individual 
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dysfunction, such as psychiatric irripairment or alcohol or drug addiction 

(Slavinsky, 1982). 

Homeless people are differentiated not only according to their 

demographic characteristics, but also in terms of the nature, duration, and 

circumstances of their homelessness. Homelessness is not a stable 

condition in all cases; over any reasonable time span there is movement into 

and out of the homeless state (Wright & Weber, 1987). These states have 

been identified in the literature by Wright and Weber (1987) as: 

1) The Temporarily homeless. Arises when people are displaced from 

their usual dwellings by natural or human calamities. Once a person 

becomes even temporarily homeless, reintegration into the community 

is difficult. 

2) Episodically homeless. People who frequently go in and out of 

homelessness. For example, a recipient of monthly disability 

payments or other cash assistance, who pays housing on a weekly 

basis and ends up being out of funds 2 or 3 weeks into the month. 

3) Chronically homeless. Mentally ill individuals who live with their 

family, but whose situation episodically becomes intolerable and who 

end up on the street, for example, runaway/throwaway youths 

(Institute of Medicine, 1988). 

The problems of homelessness are a very complex array of problems, 



including housing, ennployment, demographics, social disaffiliation, mental 

health, substance abuse, family violence and the decay of the traditional 

family nucleus (Wright & Weber, 1987). No one think can be singled out as 

the cause of homelessness. No one single factor can be cited as the single 

most important contributory factor, because all of them together interact in 

complex ways to produce the problem of homelessness (Wright & Weber, 

1987). 

Homelessness is a problem rooted ultimately in the political economy 

of the nation (Wright & Weber, 1987), and it is concurrently the 

consequence of various personal pathologies and failings. An inadequate 

low income housing supply is "probably not the proximate cause of 

homelessness in very many cases, but it is the ultimate cause of 

homelessness in all cases." (Wright & Weber, 1987:2). 

There are many myths about homeless people which hinder objectivity 

about them: Who these people are, why they are on the street, and how 

they behave? 

Myth 1: Few women living on the street. There are many explanations 

given for the rise of women seen on the street, (1) changes in the economy 

has a greater impact on women than it does on men, (2) women's salaries 

have tended to be lower, (3) many divorced or widowed older women are 

unable to compete in the current job market regardless of whether or not 



they have prior experience working outside the home, and (4) older women 

are drawing minimum social security in this country. 

Myth 2; Those on the street are alcohol abusers and prostitutes. Strasser 

(1978) studied women using a metropolitan "skid row" hospice and found 

that of 34 women observed, only 4 had a known alcohol abuse problem and 

none were known as prostitutes. Not all women on the street are alcoholics 

and/or prostitutes. Some of these women were at one time living a 

comfortable life, with a home, a family, and a meal on their table. They 

become homeless due to circumstances as apposed to those who chose this 

way of life. 

Myth 3; Homeless women have no contact with the health care system. 

Almost all studies show that a variety of contacts have been made with 

both health care and mental health care systems. Strasser (1978) 

concluded in her study that 10 of the 34 women she saw had recent health 

care. Other studies show that women do not attain health care until their 

problem becomes chronic and/or an emergency. The problem arises when 

"once on the street," simple things such as taking medication as directed, 

may be beyond their ability. Without a structure of the day, without water, 

and without a watch it is difficult for the homeless to take medication as 

prescribed (Slavinsky, 1982). Even if they do have the medication, it may 
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be taken away from them by other homeless individuals or the police may 

pick them up for having drugs. 

Homeless Women 

According to the literature the true proportion of women among the 

homeless will vary from city to city. A study done Bassuk, et all. (1986) of 

80 homeless mothers and 141 children in 14 Massachusetts shelters 

revealed that: 45% were separated, widowed, or divorced; 91% were on 

AFDC; 60% had completed high school; only one third reported having 

worked longer than one month after graduation from high school; one third 

of the mothers were abused as children; nearly two thirds either lacked or 

had a minimal supportive relationship with another person. 

A more recent study was done by Francis (1992) in which she 

interviewed 8 homeless mothers found in shelters in the Northwest. These 

mothers had been involved in suffering some type of violation leading them 

to a disruptive family relationship and the subsequent disconnection from 

home, family and community. The sequences began with a precipitating 

event such as inability to pay the rent, violence in the family, fire or being 

evicted by other family members. 

In the early investigations of The Health Status of the Homeless, 

Wright and Weber (1987) used health care providers' data from 16 of the 

19 geographically dispersed cities with Health Care for the Homeless (HCH) 
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Programs. They found out that 31% of all HCH clients were homeless 

females. They concluded that "a high percentage of women among the 

homeless would be in states with the most stringent AFDC eligibility 

standards." (Wright & Weber, 1987:465). Other findings in the study 

included the breakdown of the different kinds of homeless women such as: 

(1) Mentally impaired women from who the concept "bag lady" stereotype 

has been derived, which consisted of one third of the homeless women 

population; (2) Mothers who have dependent children in their care. These 

women tend to be young (median age = 27) and their rates of mental 

disorder and substance abuse are low; (3) Homeless teenage girls (age 6-20) 

who represent about 7% of all homeless women. The rate of pregnancy is 

high in this group; (4) Homeless families with dependent children, 19% of 

the total. Many of these women are on the streets with their husbands or 

other adult partners; and (5) The remainder of the homeless (HCH) women 

fall into the category "other"; single adults with children or partners with no 

apparent psychiatric impairment. This study can be compared to Slavinsky's 

(1982) study in which she identifies these women in the category known as 

"situational homeless." 

The causal factors Slavinsky (1982) commonly used as associated 

with situation homeless women were; 

1. Feminization of Poverty: This concept is attributed to two major factors: 



(a) womens' earnings are not comparable to those of men for similar jobs, 

and many occupations filled predominantly by women do not provide income 

above the poverty line; and (b) the separation and divorce rates have 

continued to escalate over the past decade, leaving many women with few 

resources with which to provide for themselves, let alone their children. 

Death of a spouse may also cause the same problem and loss of income 

(Pesznecker, 1984). 

The changes in the economy have had a greater impact upon women 

than on men. Notions of dependency and deservingness in American 

society, the sexual division of labor, and women's locations in a dual labor 

market seems to influence the unfavorable economic positions especially 

older women (Minkler, 1985). The base of the feminization of poverty lies in 

the history of the economic dependence of women on men in this society. 

2. Unemployment; Joblessness among women in our society is high 

especially in older women, according to Hodnicki (1990). Between 1981 

and 1985 more than 11 million industrial jobs were abolished and 40% of 

those losing jobs were unable to find employment. A primary feature of 

women's work careers is the tendency for women to be over represented in 

secondary sector industries and in a few traditionally female oriented 

professions such as secretaries, teachers, office clerks, nurses and 

waitresses (Minkler, 1985). Women with work experience interrupted their 
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careers chiefly as a consequence of childbearing (Minkler, 1985). These 

child-rearing women are likely to earn less retirement income because of the 

"in and out" pattern of their work decreases their opportunity to achieve 

pension vesting rights and also insure lower wages upon which retirement is 

based. Delayed career entry as a consequence of childbearing also has a 

significant impact on women's economic well being. 

3. Teen Pregnancy: Pregnancy in teenagers has had an impact on homeless 

women because these teenagers do not have the skills for obtaining a job 

where they can earn enough money to support themselves. They seem to 

be in a more vulnerable state than older women because of their lack of daily 

life experiences (Slavlnsky, 1982). 

4. Scarcity of Affordable Housing; A growing number of poor households 

competing for a shrinking number of low cost units has contributed to the 

increase of housing costs for women. Large declines in household income 

also has driven housing out of the affordable range for many low income 

householders. The primary cause of increasing rent burdens among poor 

renters has been the rapid growth in the poverty line in American today. 

Those who are poor, a large majority who are women, have grown poorer 

(Leonard, et aL, 1989). 

5. Domestic Violence: Some women who have been badly abused by their 

husbands flee from them, taking their children with them. Centers for 
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battered women do exist but they are often overcrowded and can handle 

only the most serious situations. These centers have strict policies as to the 

length of time a woman can stay. Unless a woman finds resources and/or a 

place to live and support herself she may be back on the street (Thorman, 

1988). 

6. Family Disruption: Family breakdown produces homelessness, especially 

in women, due to a lack of income, employment opportunities, and 

supportive relationships. The death of a spouse can leave a woman 

devastated. All of a sudden, if she has no skills, her income is cut to zero 

and/or she has limited income causing her to go into poverty, then to 

homelessness. Bassuk and Rossenberg (1988) found that homeless women 

as children were less likely to have lived on welfare than their mothers living 

in housing projects. 

Health Care Attainment 

The current trend of health care in the United States is on short-term 

institutional care augmented by appropriate care in the home, health 

promotion, and health prevention. These trends make sense from the 

perspective of client autonomy, improved outcomes, and cost control. What 

implications do these trends have for a group of people who do not live in 

homes and who do not have access to basic hygiene needs, such as soap 



and water, adequate nourishment, or even cabinets in which to keep their 

medication? 

It is difficult to accurately describe the health of the entire homeless 

population because they resist interviews or may not seek health care. 

Many studies about the homeless have only looked at those who sought 

medical care, who may not be representative of the population as a whole. 

Homeless people, according to recent data from the Social and 

Demographic Research Institute, are at relatively high risk for a broad range 

of acute and chronic illnesses. The committee stated that certain illnesses 

and health problems are frequent antecedents for the homeless. The 

conditions especially prevalent among the homeless are; 

1. Traumatic disorders. Contusions, lacerations, sprains, bruises and 

superficial burns. 

2. Disorders of the skin and blood vessels. Particularly skin lesions 

secondary to insect bites and other infestations. 

3. Respiratory illnesses. Nonspecific respiratory disease due to living in 

groups, crowding, environmental stresses and poor nutrition predispose the 

homeless to upper respiratory illnesses. 

4. Chronic diseases. Diseases such as hypertension, diabetes and 

congestive obstructive pulmonary disease. 

5. Miscellaneous health problems. Nutritional problems, fungal infections 
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and calluses, corns and bunions which are caused by tight fitting shoes are 

picked up at shelters and/or from second hand stores. 

6. Dental problems. These problems occur due to poor hygiene and 

malnutrition (institution of Medicine, 1988:43-50). 

Another major Illness of the homeless is that they suffer from chronic severe 

mental illness. Not only can homelessness be a consequence of mental 

illness, it can be due to the homeless lifestyle, which causes and 

perpetuates emotional problems (Ritchey, Gary & Mullis, 1991). 

Research projects and articles written on the homeless, reveal that 

these individuals face an overwhelming set of physical, dental, mental, and 

social problems. A study done by Dr. William Morris of San Diego School of 

Medicine showed that the most common major diagnostic category among 

the homeless discharges were from skin grafts, skin ulcers, and trauma to 

the skin, subcutaneous tissue and breast. These homeless people are also 

at an increased risk for both substance use and substance induced organic 

mental disorders (Morris, 1989). 

A study done by Thorman (1988) revealed these facts about the 

health status of homeless people: (1) The rate of tuberculosis among the 

homeless is some 100 to 200 times greater than the rates for the general 

population; (2) homeless people suffer from skin ulcers, cellulitis, edema and 

other diseases due to vascular deficiency at a rate 15 times that of the 
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general population; (3) chronic lung disorders are perhaps 6 times more 

common among the homeless population and acute respiratory disorder 

some 4 times more common; and (4) the evidence of neurological disorders 

among the homeless exceeds that of the national population by a factor of 6 

(Thorman, 1988:34). 

Women and children seem to suffer more from being homeless than 

men according to Thorman (1988). Homeless women receive little or no 

prenatal care, they are more prone to premature delivery and their babies 

have a high risk of brain damage. These infants then tend to have a high 

risk for respiratory infections. 

Another factor accounting for the lack of health care to homeless 

individuals is that they do not have transportation to get to the clinics or 

hospital. They seem to be subject to a "runaround" by being referred from 

place to place. They become discouraged waiting in line for a long time 

before being seen. To complicate matters the inability of clerical staff 

members insensitivity with the homeless client deters them from seeking 

help (Thorman, 1988). 

Adaptation/Empowerment 

A study done Scholossstein (1991) on Referral Keeping on Homeless 

Women shows that women don't keep appointments because finding 

housing, securing employment, keeping welfare appointments, and child-care 
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are priorities over health care. Homeless women will primarily keep referrals 

for conditions where functioning is sufficiently compromised or perceived as 

a risk. 

Homeless women have a higher risk for acute and chronic physical 

disorders, substance abuse, mental illness hospitalization and poor 

pregnancy outcomes. The reason for this says Berne (1990) is that women, 

especially mothers wait for health care until they are so acutely ill that they 

need emergency treatment. The overcrowded conditions seen in shelters 

and welfare hotels clearly impacts the health of the homeless mothers as do 

inadequate diet, substandard bathing facilities, and multiple chronic 

stressors. 

Inadequate nutrition has been identified as a factor affecting the 

health of the homeless (Strasser, et al., 1989). Yet little research is done to 

identify the extent to which the problem exists. 

Three approaches have been used in providing health care services to 

the homeless. They are the traditional out-patient department or clinics, on-

site services and comprehensive out-reach programs (Berne, 1990). The 

majority of the health care is provided in clinics (Wright & Weber, 1987). 

Homeless women have a tendency to move from place to place and find it 

difficult, if not impossible, to establish a stable relationship with a primary 

provider. Thus, the clinic staff may blame them for the lack of record 
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keeping and missed appointments, labeling them "non-compliant." The clinic 

system increases the stressors and stigma with which the homeless must 

then cope, it also fosters health-damaging responses such as anxiety, low 

self-esteem, and low motivation (Berne, 1990) and helplessness. On site 

services tend to be a bandaid approach to the health care problems of the 

homeless, yet health providers and politicians use it to demonstrate that 

"something is being done" (Berne, 1990) and they are doing their part in 

solving the problem of homelessness. 

Therefore, the barriers homeless women have in utilizing health care 

are (1) decreased social skills to seek out and use help, (2) negative 

behaviors exhibited by health providers, and (3) financial constraints for use 

of available public transportation (McDonald, 1986). 

Seligman's (1975) theory of helplessness in consistent with 

Pesznecker's Model of Adaptation. Helplessness is "the psychological state 

that frequently results when events are uncontrollable" (Seligman, 1975:9). 

Helplessness theory poses the existence of non-contingencies in the 

environment that causes people to have cognitive emotional and 

motivational deficits. Those who are homeless experience environmental 

non-contingencies on a daily basis as they seek to overcome barriers to 

achieving the basic elements necessary for living. 

"Learned helplessness results from being unable to control a physical 
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trauma, and not merely from experiencing physical trauma (Seligman, 

1975:25). When a person is "faced with notorious events in their life," 

which they cannot control, their motivation to respond is drastically 

undermined (Seligman, 1975:30). Helplessness retards the initiative of 

aggressive as well as defensive responses. A human helplessness response 

is characterized by emotional, as well as motivational and cognitive 

consequences. 

The future health of the homeless looks bleak if we do not take steps 

to begin alleviation of the problems confronting them, such as their ability to 

face the stressors in their lives and the bureaucracy within the political 

system they encounter when they apply for help. The health care and 

societies stigmatization/discrimination does not help the homeless in coping 

with the stressors in life. The feeling that no one cares, lack of self-worth, 

and a sense of limited control over their lives, leading to depression, 

hopelessness, and finally illness is supported by literature (Kinzel, 1991). 

The extent and effectiveness of health-seeking behaviors among the 

homeless are limited because of decreased trust, decreased motivation for 

self-care and isolation from social and health care systems (Kinzel, 1991). 

The individuals' self-efficacy is affected when they feel powerless or 

when they believe they are unable to cope with the physical and social 

demands of the environment (Conger & Kanungo, 1988). The homeless 
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person's attitude, beliefs, knowledge and motivation enter into their decision 

to seek and participate in the arrangements that have been organized for 

them. The homeless may reject the service offered or provided if it does not 

fit his or her frame of reference (Nichols, et a!., 1986). Individuals' power 

needs are met when they perceive that they have power or when they 

believe they can adequately cope with events, situations, and/or the people 

they confront (Conger & Kanungo, 1988). 

There is a severe problem in organizing health care services for the 

homeless because they lack the personal and economic resources to seek 

assistance and to follow through with prescribed regiments. This imbalance 

between personal and professional goals, values, beliefs and other influences 

give rise to an array of problems including coordination and continuity of 

care (Nichols, et al., 1986). We do not know what people do when they do 

not get involved with the formal health system. There is a deficit in the 

literature regarding what homeless women do when they have health 

problems and what they do for their children. 

The effects of homelessness on children is more profound especially 

in regard to their mental health. The research of homeless children is limited 

yet the data that is available suggests that homelessness is not an 

experience to which one can adapt positively (Berne, 1990). Shelter life is 

stressful and shameful, compounding the children's problems. For example. 
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school children are sensitive to dressing below peer standards. Studies done 

by Wright and Weber, (1987) report that 6% of the homeless children have 

various chronic physical disorders, double the rate among patients in the 

general population. The data on children who are homeless according to 

Pesznecker's Model suggest that predominant responses of homeless 

children to their experiences with poverty are health damaging (Berne, 

1990). 

The school aged homeless child frequently demonstrates academic 

difficulty. Studies reported by Wood (1991) shows that one third of the 

homeless school aged children had repeated a grade. These children often 

missed school, one half missed more than one week and one fifth missed 

more than three weeks in a three month period. These children who were 

frequently absent, almost one half missed school because their families were 

in transition (Wood, 1991:200). 

People in low socioeconomic positions and hierarchies have greater 

structural constraints and fewer opportunities to gain access to resources 

(Nichols, Wright & Murphy, 1986). The impact of financial stress on the 

homeless will increase their crisis and family disruption may occur. For 

example, the homeless lose many potential opportunities for financial 

assistance for health care because of the lack of a mailing address. Many 

government programs require that recipients have some sort of address to 
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be eligible for funds, and the homeless simply do not have this basic 

resource. The persons level of anxiety may be increased by worry over bills, 

debts, and other financial concerns. This may eventually lead to depression 

or some form of self-destruction such as alcoholism, drug abuse, or mental 

illness (Johnson, 1986). 

The self-care concept in health recognizes and emphasizes the 

inherent human attribute of individual domain over one's actions (Kinlech, 

1977). This goes along with Pesznecker's (1984) Adaptational Model that 

suggests that homeless women can be assisted through strategies that 

empower them to develop skills and self-esteem, to recognize and act upon 

opportunities for moving out of homelessness and poverty as well as to cope 

more positively when these opportunities are not present. 

Summary 

The homeless population is difficult to define let alone get an accurate 

count. Recent estimations say there are 1.3 million to 2.0 million people 

who are homeless for one or more night. The composition of homelessness 

has also changed dramatically. In the past years the majority were old men 

with only a handful of women and virtually no families. The current 

population is younger, there is a significant proportion who are women, and 

more families are present. The average age is between 34-37 and the 

women are more likely to be married than ar the men. 



Homelessness is differentiated not only with demographic 

characteristics but in terms of nature, duration, and circumstances, it is not 

a stable condition. Many homeless people seem to move in and out of the 

homeless state. These homeless have been identified as the temporarily 

homeless. 

The problems of homelessness varies and there is not just one factor 

involved. The many different conditions include such things as housing, 

employment, demographics, social disaffiliation, mental health, substance 

abuse, family violence and the decay of the traditional nuclear family. 

Changes in the economy have had a greater impact upon women than 

on men. The notion of deservingness and dependency in American Society, 

the sexual division of labor and women's locations in a dual labor market 

influences the unfavorable economic position of women. Pregnancy in 

teenagers also has an impact because these young women do not have the 

skills for obtaining a job where they can earn enough money to support 

themselves and also a lack in daily life experiences. Other factors affecting 

women in becoming homeless are the scarcity of affordable housing, 

domestic violence, and family disruption. 

It is difficult to describe the health of the homeless population 

because they do resist interviews or may not seek care for various reasons. 

The studies done are reports of homeless who have sought care, the 
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conditions prevalent among these homeless are traumatic disorders, 

disorders of the skin and blood vessels, respiratory illness, chronic diseases 

such as hypertension, diabetes and congestive obstructive pulmonary 

disease, nutritional problems, fungal infections, and calluses, corns and 

bunions. Mental illness is another major illness which causes homelessness 

and homelessness can cause an perpetuate emotional problems. 

Women and children suffer more the problems of homelessness than 

the men do. Women receive little or no prenatal care and they are more 

prone to premature deliveries and their babies have a higher risk of brain 

damage which causes high risk of respiratory infections. These children 

have difficulty in the school system and miss a lot of school because their 

parents are transient. 

Another factor accounting for the lack of health care is that homeless 

individuals do not have transportation to get to clinics or hospitals. They 

become discouraged easily due to the runaround of being referred from one 

place to another resulting in a state of helplessness. Not much is written on 

how these women cope and adapt to these difficulties when they encounter 

health problems. 

The three approaches used in providing health care services to the 

homeless are traditional outpatient departments or clinics, on-site services 

and comprehensive out-reach programs. Barriers homeless women have in 
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utilizing the health care are decreased social skills to seek out and use help; 

negative behavior exhibited by health providers; and financial constraints for 

the user of available public transportation. We do not know and there is a 

deficit in the literature regarding what homeless people do when they do not 

get involved with the formal health care system and what homeless women 

do when they have difficulty getting health care for their children and 

themselves. 
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CHAPTER 3 

WIETHODOLOGY 

The purpose of this nursing research study was to describe the health 

promoting and health damaging adaptive responses of homeless women in 

respect to the way homelessness affects their health attainment and healing. 

This chapter presents the research design, the setting, the sample or 

informants, data collection methods, protection of human subjects, and 

basis for data analysis. 

Research Design 

This exploratory study used grounded theory, a qualitative research 

approach to collect and analyze the data. The purpose of qualitative 

research is "to identify the properties existing in the real world and to gain a 

fuller understanding of what constitutes reality for the information in a 

particular real-life setting" (Field & Morse, 1985:111). Grounded theory is 

used to "discover what problems existed in the social scene, and how the 

persons involved handled them" (Stern, 1980:20). 

Grounded theory is a qualitative research method used to search out 

factors or to relate factors that pertain to the research problem (Stern, 

1985). The value of grounded theory is in the realm of naming concepts 

and identifying their characteristics (Field & Morse, 1985). Grounded theory 

is a method developed from the implications of the symbolic interactionist 
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view of human behavior. It is a "systematic way to derive theories that 

illuminate human behavior and the social world" (Chenitz & Swanson, 

1986:7). Grounded theory is an inductive technique presented by Glaser & 

Strauss (1967), which is used in studying areas where little previous 

research has been conducted and in gaining a new viewpoint. According to 

the literature little has been written regarding health care to homeless 

women and their health behaviors. One major use of grounded theory is in 

"preliminary, exploratory, and descriptive studies" which is considered 

"precursor for further investigation" (Chenitz & Swanson, 1986:7). 

Grounded theory is "investigations of relatively uncharted waters, or to gain 

a fresh perspective in a familiar setting" (Stern, 1980:20). It will produce 

categories that can be coded and which reflect the substance of what 

people said or the observed events, actions or other dimensions of the 

phenomena (Chenitz & Swanson, 1986). It will emphasize observations 

and/or practice-based intuitive relationships between variables that can be 

tested empirically (Simms, 1980). Grounded theory is an approach to 

discovering what problems exist in a social scene (Burns & Grove, 1987) 

and it attempts to explain a broad generalized phenomenon which offers an 

explanation of the behaviors of patients and professionals thus providing a 

base for identifying strengths and weaknesses in nursing practice (Field & 

Morse, 1985). 
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In qualitative research the subject is considered the expert (Burns & 

Grove, 1987). The goal of the research is to "identify patterns or 

commonalities by inference from examination of specific instances or 

events" shared by the informants (Field & Morse, 1985:6). The investigator 

looks for processes which are going on in the social scene (Stern, 1980). 

Setting 

Field studies and interviews are the investigations which are carried 

out in a social setting and fulfill the purpose of systematically examining the 

practice, behaviors, attitudes and characteristics of individuals as they 

normally function in life (Polit & Hungler, 1985). 

The primary setting for the interviews will be a center for homeless 

women where they live and/or reside or they may choose another location of 

their choice. Permission to conduct the research was obtained from the 

Director of the Center and the individual participants. Confidentiality and 

privacy were assured both to the participants and the Center. All interviews 

took place in an urban area. 

Subjects/Informants 

The sample subjects consisted of five homeless women chosen 

according to the following criteria: (1) Women who were willing to 

participate in the study; (2) Women who were between the ages of 24-40; 

(3) Women who had been homeless at least six months and/or were 
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currently homeless; (4) Women who had at least one child with them when 

they were homeless: and (5) Women who had no known mental or 

emotional problems that would prevent or hinder them from sharing their 

experiences in a coherent manner. The age bracket of 24-40 was selected 

because according to the statistics the majority of the women who are 

homeless are in this age bracket and to avoid focus on 

adolescence/pregnancy. The time span was selected because the 

experience of being homeless for a specific time is important to be able to 

identify the adaptive responses of these homeless women. 

Protection of Human Subjects 

All subjects were informed of the purpose of the study. 

Confidentiality of identity and replies were assured. The subjects were given 

a written disclaimer explaining the purpose and procedure of the study in 

conjunction with a verbal explanation prior to the interview (Appendix B). 

The subjects were advised as to the potential uses of the study results. 

Questions by the subjects were encouraged and they could withdraw from 

the study at any time without penalty. 

Method of Data Collection 

Five homeless women who met the criteria of the study were 

interviewed at a location of the subjects choice. They were asked the 

following questions; (1) What problems do you have with your health care? 
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(2) When did you last have health problems? (3) What did you do when you 

or your child had health problems? (4) Why did you seek or not seek out a 

health care agency? (5) How did you cope and/or adjust to the problems you 

had with the health care you received, such as federal regulations, and social 

support? (6) How did you take care of yourself and/or child after being seen 

at a health care agency? What happened? and (7) Could you share with me 

your experience of being homeless for one day? What did you do? 

(Appendix C) The purpose of the questions was to find out what effects 

homelessness has on obtaining health care and what techniques of 

adaptation did these women use to cope with the health care system to 

cope with health problems. 

The interviews were all recorded and then transcribed verbatim. Field 

notes were taken to document observations concerning non verbal 

communication and the setting where the interview occurred. 

Demographic information collected included age, length of 

homelessness, marital status, number of children, whether or not they have 

a primary doctor and location of dispensed health care (Appendix D). This 

information was given by the respondent on a preprinted form following the 

interview. This information is needed to make sure the informants met the 

study criteria. 
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Data Analysis 

The conceptual framework of grounded theory is generated from the 

data rather than from previous studies (Stern, 1980). Constant comparative 

analysis was used to analyze the data. The constant comparative method of 

analysis was used throughout the research from the beginning of the first 

interview to the finished transcript. Data collection, coding, categorizing and 

conceptualization needs to occur from the beginning of the study (Stern, 

1980). 

The five steps in grounded theory analysis were included, which 

comprised: (1) the five steps of the comparative method of analysis, (2) 

attempts to discover dominant processes in the social scene rather than 

describing the unit under study, (3) data that is compared with every other 

piece rather than comparing totals of indices, (4) collection data modified 

according to the advancing theory and (5) data which was examined as it 

was obtained and coded, categorized, conceptualized and writing thoughts 

and ideas that were stated at the beginning of the research (Stern, 1980). 

Data was collected and coded as concepts or abstracts to reflect the 

substances of what people said or the observed events, actions, or other 

aspects of the phenomena (Chenitz & Swanson, 1986). Relationships of 

categories developed until a pattern among these relationships was 
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conceptualized. Thus, the analysis focused on the interrelationships, 

forming a general theory about these relationships. 

The four stages in the constant comparative method which were 

included which are: (1) comparing incidents applicable to each category, (2) 

integrating categories and their properties, (3) delineating the theory, and (4) 

writing the theory (Glaser & Strauss, 1967). 

An attempt was made to discover the dominant process in the social 

setting with the goal of generating hypothesis that will have a generalized 

applicability (Field & Morse, 1985). 

Validity And Reliability 

Validity and reliability are critical issues in evaluating research 

findings. Validity is a "measure of the truth or accuracy of a claim and its 

important concern throughout the research process" which provides a major 

basis for "making decisions about what findings are useful for patient care" 

(Burns & Grove, 1987:19). One needs to demonstrate that the informants 

are credible representatives knowledgeable about the population and who 

have information on the subject being studied (Field & Morse, 1985). To 

make sure that the informants are credible representatives knowledgeable 

about the subject being studied, the researcher will make sure the 

informants have been homeless for at least six months and have children 

with them. 
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Internal validity is "the extent to which the effects detected in the 

study are a true reflection of reality, rather than being the result of the 

effects of extraneous variables" (Burns & Grove, 1987:239). Internal 

validity can be threatened during collection by a number of factors such as 

historical factors, the effects of the researcher's relationship with 

informants, subject bias, subject mortality or withdrawal, and the effect of 

the researcher's presence on what is being observed as well as the effect os 

what is being observed in the research (Chenitz & Swanson, 1986). To 

fulfill this part of the validity of the research, the researcher must be aware 

of the factors that can threaten internal validity and try and minimize them. 

The researcher will be aware of the relationship between her and the 

informant. The researcher will, from the beginning of the interview, try and 

put the informant at ease and gain trust from the informant. 

The researcher will keep informant withdrawal to a minimum in order 

to maintain validity. The researcher also will keep in the foreground her own 

feelings and values toward homeless women as she does the interviews and 

analysis of the findings. The researcher will remain objective as much as 

possible. 

"External validity is concerned with the extent to which study findings 

can be generalized beyond the sample used in the study" (Burns & Grove, 

1987:240). In grounded theory externa! validity rests on internal validity 
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and on the generalizability of the observations to other populations (Chenitz 

& Swanson, 1986). Sonnetimes the demands for external and internal 

validity conflict and compromise must be reached (Polit & Hungler, 1985). 

Reliability is "concerned with how consistently the measurement 

technique measures the concept of interest" (Burns & Grove, 1987:291). 

The test for reliability in theory is through the use of the theory and its 

applicability to similar settings and to other types of problems over time 

(Chenitz & Swanson, 1986). One needs to provide sufficiently clear 

statements of theory and description so that the readers can carefully assess 

the credibility of the theoretical framework (Glasser & Strauss, 1967). The 

integration and clarity of the theory will "increase the probability that others 

will accept its credibility" (Glaser & Strauss, 1967:230). Credibility of 

grounded theory is based, according to Glaser & Strauss, on the level of 

accuracy of data needed for generating theory, how comparative analysis 

and different slices of data correct the inaccuracies of data, integration of a 

theory tends to correct inaccuracies of hypothetical inference and data, and 

the proper way to generate a substantive or formal grounded theory that is 

accurate in it and relevant to the area it proposes to explain (Glasser & 

Strauss, 1967). 

To help in the reliability of the research, the researcher will provide 

clear statements of theory and description to maintain the reader's credibility 
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about the theoretical background and findings. The researcher will give to 

another student, who understands ground theory, the researcher's coding 

and categorization of the interviews to verify the researcher's reliability and 

accuracy in coding , categorization, and conceptualization of theory of the 

findings. 

The test for validity and reliability is to "extract the meaning from the 

data and to present the study's results and conclusions in such a way the 

reader in convinced of their credibility" (Knafl & Weber, 1988:200). 

Summary 

A qualitative research approach, explorative research design and 

grounded theory to collect and analyze the data was used to explore the 

experiences homeless women have in respect to the effects of trying to 

obtain health care. The lack of research in this topic of homelessness allows 

the use of a qualitative approach to identify and investigate uncharted ideas 

and/or to gain a fresh perspective of health care and homeless women. The 

use of comparative description design will bring about reliable conclusions. 
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CHAPTER 4 

ANALYSIS OF DATA AND 

PRESENTATION OF FINDINGS 

In this chapter, demographic information on the subjects interviewed 

for this study is presented. The process of coding, categorization, interview 

content, comparison of findings with the conceptual model, and suggestion 

from the homeless women to health professionals is also provided. 

Description of The Settings 

The interviews were conducted at homeless shelters in two different 

states, California and Arizona. These facility's services to homeless women 

varied. The California site functioned as a day care center with a good 

number of resources available for the women, such as showers, laundry 

services, clothing and food. There was a free medical clinic next door 

(which had been closed for three months due to remodeling), a gathering 

center for children, social services for information and referral, and a 

television room and kitchen for homeless women to socialize with the staff 

and other women. The Arizona facility offered transitional housing for the 

women and their children for one year until they were able to be on their 

own. Counseling and other social service resources were available on 

demand to give help in trying to obtain a job or to get back into the work 

force and not become a "homeless" statistic. 



62 

A total of six interviews were conducted with six women. Three 

interviews were done in the day care shelter, and three in the shelter that 

offered transitional housing. The women were interviewed in the shelter or 

at a designated location of their choice. 

Characteristics of Sample 

Six informants were selected based on the criteria established for this 

study. All informants had children with them when they first became 

homeless. Two of the women gave the children to relatives or their spouses 

after being homeless a few weeks, when they felt they could not provide 

adequate care. 

The informants were given a pseudonym that corresponded 

alphabetically with the order of the interview; the first interview with April, 

the second with Beth, etc. Pseudonyms were used with all transcriptions 

and interactions with others to insure anonymity and confidentiality. 

The informants were asked by the Director of the Center and/or 

Shelter if they would like to be part of the study. Once names were given to 

the researcher, they were contacted and interviews were scheduled in 

accordance with the informants request of time and place. The interviews 

lasted from forty minutes to one hour. 

At the beginning of the interviews rapport was established and an 

agenda for the interview was discussed. The informants had explanations in 
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writing, and verbally about the purpose of the research. They selected a 

pseudonym to maintain the confidentiality of the study. The informants 

were encouraged to ask the researcher questions and the questions were 

answered promptly. The tape recorder was turned on only after 

introductions and rapport was established. The tape recorder did not seem 

to hinder the informants' willingness and ability to express themselves. 

The discussion between the researcher and the informants was 

prompted by asking the question "Would you share with me you experiences 

in obtaining health care for yourself and/or your child, while you were 

homeless?" The informants started with specific experiences of how they 

tried to receive care and went into detail about how individuals, whether 

connected with health care and/or public social services, related to them. 

Demographic and background data were collected and provided 

important contextual information for data interpretation (see Table 1). 

The informants were from various ethnic backgrounds, Irish, 

Caucasian, German, and Afro-American. 

Their economic status varied before they became homeless. Ages 

ranged from 24 years to 56 years with the median age of 37. One woman 

was single, two were married, one was separated, and one was divorced. 

Five of the women had children one had none, two had two, one had three, 

one had four, and one had six. 



Tabel 1- Demographic Data For Infomants 

April Beth Carol Debbie Esther Fern 

AGE 29 44 56 37 37 24 

Sex female female female female female female 

Martial Stacus separated separated divorced single married married 

Number of Children 2 2 0 3 6 4 

How Long Homeless 6 months 6 months 6 months 3 weeks 1^ years 6 months 

Have Primary Doctor yes no yes no yes yes 

Where They Go For * 
Health Care 

private 
doctor • 

homeless 
clinics 

homeless 
clinic 

out
patient ER 

Private 
doctor 

Homeless 
clinic 

Ethnicity Irish Cacasian German Afro-
American 

Afro-
American 

Irish 

* All informants stated they could always go to the Emergency room of any hospital to get care. 

G\ 
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INTERVIEW CONTENT AND INITIAL CODING 

Constant comparative analysis were ongoing and consistent with 

grounded theory methodology. Data analysis and coding began with the 

first pilot interview being done prior to the other five interviews. The 

analysis and coding continued throughout the process with the remaining 

five interviews, followed by categorization development, and emerging 

concepts. In analyzing the interviews the sequence of events will be 

presented according to the following Stages as seen in Figure 2, Adaptive 

Responses Of Homeless Women Attaining Health Care. This will help in 

synthesizing the material in an orderly manner. During the process of 

categorization and coding copies of the interviews were given to a fellow 

student, who has never worked with the homeless, and she categorized and 

coded the material. This process was used to check the researcher's validity 

of findings and outcomes. 

RESEARCH FINDINGS 

The length of time the informants had been homeless ranged from 

three weeks to one and a half years. One woman had been in and out of 

"homelessness" for the past ten years. 

The reasons for homelessness varied among the women. The main 

cause noted in the interviews was from eviction due to inability to pay their 

rent (see Table 2). The inability to pay rent was due to medical problems. 
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drug addiction, and being in an abusive environment. The particular 

accounts the women gave for their reasons in becoming homeless are as 

follows using the pseudonyms the women selected. 

Table 2; Findings Reasons for Homelessness 

The major problem causing homelessness financial due to: 

Loss of significant other, through divorce and drugs 

Disability, unable to work or sustain self and children 

Emotional instability 

No insurance, needed surgery to maintain physical mobility 

Interview 1: April 

April's husband had a good job according to her and they were 

considered upper middle class people. The husband started using and 

dealing with drugs. When strange people started coming to her home at all 

hours of the day or night, April gave him the ultimatum that he either go for 

help or leave the house. She was concerned about her children. The 

husband left with promises to send money, but it never came. They were 

evicted from the apartment because they could not pay the rent. April and 

her two children became homeless and are living in transitional housing. 

April now has a job, getting minimum wage, and is receiving additional help 

from State Aide. 
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Interview 2: Beth 

Beth states she left home, leaving her husband and children because 

"I was not acting normal. I was out and about. I had two children I was 

abusing. I got out before I hurt them." Beth had no work skills and her 

mental state prohibited her from getting a job. She ended up in the street 

"homeless." Due to a chronic back problem she has not been able to work. 

Beth is trying to get on disability and/or find a job she can do without pain. 

This is her present effort to avoid continuation of the homeless state. 

interview 3: Carol 

Carol became homeless when medical problems arose and she needed 

surgery. Since she had no medical insurance she had to apply for state 

assistance (AHCCCS). Carol states "I had to quit my job and become 

impoverished before AHCCCS would help." Finally, getting on assistance 

she made arrangements for the surgery. Just before the surgery date 

AHCCCS cut her assistance by $50, limiting her income and causing more 

financial problems. She could not go back to work because of the medical 

disability. Lack of financial assistance to meet her debts has caused her to 

lose the mobile home she was renting and she ended up homeless. She is 

now in transitional housing, waiting for AHCCCS to accept her before the 

surgery can be performed. Carol needs a hip replacement and says "my 

problem is that I'm not physically capable of doing work I'm trained for." 



69 

Interview 5: Debbie 

Debbie's reason for becoming homeless was that she was on drugs 

and living at home with her family, which became too much for the family. 

"They did not want me around and I couldn't cope at home," she laments. 

They gave her the ultimatum to get re-habilitation or leave. She left, going 

to the streets and joining other drug addicts. Debbie said "I sold my body 

for money." Now she is a recovered drug addict and has found someone 

who loves her and believes in her. 

Interview 6: Fern 

Fern, who had a husband and four children, was living a comfortable 

life before she and her family became homeless. Her husband had a good 

job and they had a nice home. They became homeless on two separate 

occasions. The first time was when her husband was offered a job in 

California. They packed up their belongings and headed by car to California. 

On the way they had car trouble and had to use all of their financial 

resources on repairs. When they arrived in California there was no job 

waiting for the husband. They lived in their car with the three children until 

they could collect enough money to return to Arizona. This last experience 

of being homeless was due to her husband's brain surgery, causing memory 

loss and severe disability. He lost his job making it impossible to pay the 

rent. Eviction followed. They ended up in transitional housing with no job 
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prospects in sight. They are now on State Aide and the husband is trying to 

get on SSI Disability. 

The characteristics of the researcher-informant relationship has a 

direct bearing on the quality of the data collected and on the interpretation 

of the data. Rapport between the researcher and the informants was 

established very quickly. The informants were eager to let the researcher 

know what their experiences were in trying to obtain health care and 

especially on the way people and/or agencies responded to them. To assist 

in the validity and quality of the data quotes from the interviews were given 

to a fellow student who verified coding, categorization and development of 

emerging concepts describing the adaptive responses and health behaviors 

of homeless women in regard to health promoting behaviors and health 

damaging behaviors. 

Stage I: Health Problems 

The health problems these women had varied in type and severity. 

The major health problem the women identified were related to 

emotions/depression (see Table 3). Three of the women were either 

getting counseling or under psychiatric care for depression. One women 

shared that she could not express her feelings and kept denying her 

problems. She stated "I wasn't able to express my feeling. It was like I had 

to be strong for other people. My whole life 1 had to suffer more alone." 
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Table 3: Health Problems 

Depression Hypertension 

Respiratory Foot ailments 

Chest pain Nutritional problems 

Low back pain/muscle strain Broken nose 

Dental problems *Colds 

Nausea/vomiting/dehydration Pregnancy/spotting 

*The major health problems for children were colds and flu due to exposure, 
malnutrition. 

Carol stated that she feels her depression comes from the experiences of 

drugs, alcohol, and detoxing from them. "Maybe my body gets so tired 

from the extreme pain and frustration that it releases too much of one kind 

of chemical, you know, because it is like a flood and then it passes." Fern's 

son's emotional problem was that he was five years old and he started 

wetting the bed at night. She felt it was due to the experiences of being 

homeless. "My son had been jittery.... he started to wetting the bed again. 

The pediatrician feels it's because of the instability of our lives right now." 

Three of the women said they were having respiratory problems,one 

due to hyperventilation caused by anxiety. One of them had an allergic 

reaction that needed emergency care. Debbie shared another problem that a 

friend of hers was complaining of chest pain, fainted and was taken to the 
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hospital by ambulance. Muscle pain and/or low back were also problems 

expressed by two of the women. The pain was so bad that it caused 

immobility to the point that they had to stop working and/or could not find 

someone who would hire them 

One problem noted by the women which was common at one time or 

another were dental problems; broken tooth, tooth aches and missing front 

teeth. Other medical problems shared were a broken nose, hypertension, 

spotting while pregnant, foot ailments, nutritional problems, nausea, 

vomiting/dehydration causing hospitalization, which revealed gallstones and 

consequent surgery, minor foot surgery done at an out-patient clinic, and 

transportation to and from the hospital and/or clinic. 

The majority of the subjects stated that they did not go for medical 

care until it became an emergency. They knew that if they went to the 

emergency room they would not be turned away. Fern stated "Health care 

is available and if it's and emergency situation I know and most people 

know.... especially in the emergency room that you can't be turned away. 

What I judge as an emergency situation may not be what the doctor in the 

emergency room sees." Carol admitted "I made a lot of trips to the 

emergency room for things that I would ordinarily go to a doctor for. If I 

needed medication I would ask the hospital to fill it and put it on my bill. 

When the bill came I just tore it up 'cause there was no way to pay it." 
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Debbie continued "It's impossible to get help. You gotta be almost dying." 

April was asked by the paramedics to take her son to the emergency room 

right away so she did. Getting to the emergency room they asked her to 

pay $30 up front before they would examine him. April was using her 

husband's insurance that he carried for the children but they insisted on 

having the money up front. 

Stage 11: Mediating Factors influencino Access To Health Care. 

The mediating factors that resulted in health care damaging responses 

or health care promoting responses of these homeless women can be 

categorized into four major topics financial, political (regulations), social, and 

fear (see Table 4). 

Table 4; Mediating Factors 

Financial 

Political/government and agency regulations 

Social: Responses from the medical professionals 

Responses from the social agencies 

Responses from other people 
Fear 

Not knowing where to go and how to work the system was expressed 

by all the subjects in one form or another. 
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"I don't know where to go or how to go about getting health care." 
"You really have to pound on the door and go in the back door and sneak in 
the window and push down...(laughs)...to get help." (Carol) 

Responses the wonnen gave that are related to financial topics and or 

regulations were: 

I don't have the funds, otherwise I would (seek care). I wouldn't 
think twice about it. (April) 

I've never been able to get health insurance because of my health 
problems. I was told I shouldn't go through the homeless program. That I 
should find out about being a paying patient. (Beth) 

I remember two or three times saving up to get a mammogram done, 
you know, my transmission fell through one time and something else. 
(Carol) 

If they don't have generic medicines that Medicaid will cover, you're 
out of luck. (Debbie) 

Many of the women expressed fear and mistrust not only in the health 

system but the aovernment/Dolitical system as well. Fear and mistrust 

deterred 

them from attempting to access the health care system. 

They say AHCCCS doctors aren't great. And that kind of deters me 
even though....it kind of scares me. They see so many low income people, 
maybe they do give lower care. (April) 

I feel that the clinics are just herding so many people through as quick 
as they can because of the money. (Beth) 

I took my daughter to the hospital. She was bleeding not normal and 
the doctor didn't even look at her. They sent an LPN in and then told her 
she's just having an abnormal menstrual cycle. This is what they said, "Find 
a physician that take Medicaid and take her in to him. She might need birth 
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control pills to regulate her period. (Debbie) 

(AHCCCS)....these people are so poorly trained or so careless that 
they give you the wrong information. (Carol) 

They don't want to answer questions....! just call the pharmacy and 
find out from the pharmacist, then I try to doctor myself at home. (Beth) 

I didn't have enough money for prescriptions. It was $5 and I didn't 
have it. I explained my situation to the doctor and I said I needed some 
samples if he had any for a couple of days. And he said, "NO"; just brushed 
me off. He acted really cold and said, "NO, 1 can't do that." (April) 

It's like the system out there. It seems like they want you to barely 
be making t or not make it at all. (April) 

Go in on my crutches. You don't need to lie but you exaggerate. You 
tell them about your immobility and how people have to help you up and 
down. (Carol) 

You go in with a cough and he (doctor) looks at me, "there's nothing 
wrong with you." (Debbie) 

Family support and social responses influenced the women's 

responses in accessing the health care system. 

I don't have my family or in-laws to help. They are out of town. So I 
don't have them around to help me. 1 just don't have the money to get it. 
(April) 

I'll go to a neighbor or my mother-in-law for help. She has cough 
medicine or some kind of medicine and then 1 just try and really drown them 
down with Vitamin C and orange juice. (April) 

I always had things and had the love and family, but now I don't have 
either. (April) 

Try calling for help! But they put you on hold or ask you to call back. 
1 don't have a phone, so I can't call back. (April) 
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They say it was their own fault (homeless women) for being in that 
predicament. (April) 

It doesn't feel good to be shied away from. (April) 

Sometimes I think that they think that I want attention because I have 
to keep going with different problems and I feel that they think I'm lonely or 
that I don't have anything better to do. (Beth) 

When you're down, when you're feeling down people treat you 
worse, give you a harder time.... (Beth) 

Because they know I am on the street and they ignore me. They tend 
to treat you different. It's like, you're not good enough. (Beth) 

It's like they're talking down to you....there's a difference in how they 
treat you. It's not fair. If I have cancer and I'm homeless and you have 
cancer and you have a home, we're both the same. Why treat you different 
just because I'm homeless? (Debbie) 

They treat us like diseased people. If you don't have insurance, you 
don't have money, they treat you like you're diseased people. They send 
messages and tell you to go somewhere else. (Debbie) 

Ail of the women knew when they had health problems they could go 

to the emergency room for care even though they did not have the money to 

pay for the care. If there were free clinics around they would go there to 

get the care and medication was given without a charge to them. They felt 

that in going to these free clinics they were not receiving the best care. In 

some places they went for care to places other than the emergency room. 

Free clinics or private clinics where they accepted AHCCCS or Medical 

(California Medicaid). Private physicians offices were out of their reach 

unless they paid for the visit right on the spot. 
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When they did not access the health care system and an emergency 

was not present they treated themselves and/or asked assistance from a 

family member, neighbors, and fellow homeless associates when they were 

available. The impression was given that sharing medication was done on a 

frequent basis. Self-care and self-treatment was done for minor illness such 

as colds, headaches, cuts and bruises or no treatment were done by some. 

If you are on a set income you can't buy the medicine... that's what 
causes other people to go to other people and take their medicine. (Fern) 

I've got a great aunt that's got some tea she mixes up or there's other 
family remedies I used. (Carol) 

Staoe III: Adaptive Responses To Follow UP Care 

Once these women received health care they expressed concern as to 

whether or not they could or would follow through with what was asked of 

them by the medical profession or social agencies. They had various ways 

of adapting to the requests. They expressed feeling of ignorance, denial, 

anger, helplessness, lying, and hope (see Table 5). 

Ignorance: 

1 don't know where to go or how to go about it. (April) 

All these certain procedures that have to be done a certain way and 
make it so difficult....to get medical care. (Beth) 

Denial: 

I slept quite a bit. I think it was just to try and ignore it or deny it, 
what I was going through 'cause it was very depressing. (April) 
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The old things at the time are hard to forget and to cope with. (Beth) 

Table 5; Adaptive Responses to Accessing Health Care 

Adaptive responses after trying to access health care and/or other health 
agencies which led to health promoting responses/behaviors 

Understanding Advocacy 

Openness Self-care 

Caring Anger 

Financial assistance Lying 

Anger: 

I felt I was losing it. I was losing me mentally... I started hitting the 
wall or the carpet. I was mad and angry and frustrated. (April) 

With my stress and anger I was hitting the kids and before when my 
husband and I were together I didn't hit the kids.... with the stress and 
everything and being homeless I just started doing things automatically like 
my mom did. I knew I was doing it, but I could not stop. (April) 

Helplessness: 

1 just get tired... you just get where you just can't take stress 
anymore or you stop because you get tired of people treating you like this. 
(Beth) 

I never had a relationship with my children... I learned in July she 
(daughter) tried to drown herself and I don't know why. (Beth) 

This physical pain, not working... not working and, I don't know. 
(Fern) 

I collected driftwood, set up and cooked meals and kept a real close 
look out for the Shore Patrol because I'd been taught it would have been a 
crime. (Fern) 
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Helplessness, because you don't have enough nnoney to pay for the 
basic needs such as food, housing and transportation. (Fern) 

You do what you can. There's no way not to. (Carol) 

I get stressed. Sometimes there is nothing you can do. You don't 
know what to do. (Debbie) 

Lying: 

People are cheating and stuff on everything and why? Because they 
have to survive out there and it's sad that they're doing things... its' 
amazing what the human body will do for survival. (April) 

I admit I sold my food stamps just to be able to get some gas or get 
non-food stuff, the things that I need... toilet paper. (April) 

Like they have to lie or even exaggerate or going on crutches to show 
that they are in pain or because they didn't do something in a certain order. 
(Beth) 

Yes, it makes a con-artist out of you. And sometimes an out and out 
liar. (Carol) 

I lied. I lied and then I was terrified and this is totally paranoid. I'm 
giving them the wrong address. (Fern) 

(Children)... they don't really give them up they don't want to lose 
them because they can't get welfare. (Esther) 

The idea of being helpless came not only from outside stimuli but from 

within. This made it difficult for the women to access the health care 

system and/or have positive adaptational responses. Two of the responses, 

fear and lying, became responses that were both health promoting and 

health damaging at times. For example, the response of lying helped the 

women attain the health care they needed and aided them in getting other 
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basic needs from government agencies. Lying affected them in regard to 

their self-esteem and self-worth. Guilt and fear entered their lives, inhibiting 

them at times to responding fully and realistically. Exaggeration was used 

as a health promoting response in order to seek assistance from agencies 

and the health care system for their physical disabilities. 

The question asked of the informants to share one day's experience 

as homeless women appeared hard for them to answer. They couldn't 

remember what they did, no two days were alike and it was hard to recall. 

They didn't want to remember. They expressed feelings of helplessness, 

confusion, being overwhelmed, tiredness and anger which led to low self-

esteem, lack of motivation and depression. 

Suggestions 

In addition to wanting to know what are the Adaptational Responses 

of Homeless Women, the following question was asked in order to better 

serve the homeless in their plight to escape the homeless state and having 

health care more rewarding and accessible. What would you suggest to the 

health care professionals and other agencies you encounter that would make 

it easier for you to attain health care and what's best to assist you in getting 

out of the state you are in? The suggestions made by the women seemed 

to be very similar in content yet were expressed in different ways (see Table 

6 ) .  
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Open more health centers, free clinics, government supported clinics 

Emphasis on preventative care 

Education, helping agencies, rules/regulations e.g. AHCCCS 

Advocacy/information, housing, jobs, medical care, counseling 

Understanding plight of homeless women and basic needs 

More sensitivity especially to children 

Patience/understanding/communication 

The women's suggestions on how health professionals could be of 

more assistance to them were: 

A place that provides sundries, diapers, toilet paper, dish soap, 
laundry soap and access to a washing machine. (Fern) 

Open more health centers... people don't know where to go and help 
them because it's really madding out here. (Debbie) 

One area that needs tending to is preventative medicine... when you 
go to the DES office they give you the information, here is the free women's 
clinic. You will be able to get a PAP smear every year, get your 
mammogram, have eye things, and have somebody that can maybe take a 
blood sample every six months. Prevention will prevent backlog of people 
that need seeing and then they don't get seen until it's just disaster time... 
Get some general health hints. If the government could fund some of these 
clinics that are already set up. And you have to qualify, but you'd have to 
be below a certain level or you'd have to be on welfare or you'd have to be 
on general assistance or you'd register at a homeless shelter. They would 
hand you a piece of paper and say "Here go get a mammogram done or got 
get a PAP smear done." (Carol) 

I wish there was some kind of course on AHCCCS because of $5 
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difference in what they earned and what they qualified for. If you don't 
have a where-in-with-all and the brains and the money and whatever else to 
fight for what you should get, you're out of luck. (Carol) 

A place where there was information for people who are homeless or 
if there is, and I don't know that people who could just go to... to know 
different things about housing, about jobs, about medical.... (April) 

one of the things that need to be done is explaining what you're 
entitled to and what you're not entitled to. (April) 

They shouldn't be treated like no one or its their fault. (April) 

One thing I would really say is to be extra sensitive; sensitive 
especially to children because they can't understand why they don't get to 
do the things they used to or why there's certain rules they have to abide by 
now. (April) 

To be a little more understanding toward the women' needs. To be a 
little more kind. (Esther) 

Being a little bit more understanding and sensitive to the situation that 
they're in because it isn't something that you chose. (Esther) 

Find somebody you can talk to and talk to that person. (Esther) 

You have to be patient with them and to know. You're in this 
situation, not because of your choice, but because of the circumstances or 
situation. (Esther) 

More sensitive. (Debbie) 

Communication. (Esther) 

When people don't have the money and they don't have the health 
and that's related to getting work and keeping it. (Beth) 

They need to be more generous. (Beth) 
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SUMMARY 

This chapter presented the data analysis and emerging concepts about 

the Adaptive Responses Among Homeless Women who assessed health care 

for themselves and/or their children. The characteristics of the sample, 

categorization and coding of the data, interview content, and comparison of 

the data findings with the conceptual model. 
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CHAPTER 5 

CONCLUSION 

In this chapter a discussion of the results of the data findings and 

comparisons to the conceptual model and previous literature are presented. 

Recommendations for future research study, limitation of the study, and 

implications for nursing practice are also presented. 

DISCUSSION OF FINDINGS 

The purpose of the study was to describe the adaptive health 

responses among homeless women in regard to health promoting and health 

damaging behaviors. Little direct information was available regarding health 

behaviors of this kind in homeless women. 

The major problem causing homelessness were due to situational 

circumstances, which stemmed from financial difficulties caused by the loss 

of a significant other through divorce and/or drugs, disabilities causing loss 

of a job, emotional instability and no insurance to remedy the medical 

problems in order to continue in the work force. 

The adaptive responses the women expressed were related to a great 

extent to the mediating factors of public policy and social support. The 

responses that were health promoting were understanding, openness, 

caring, financial assistance, advocacy, anger and lying. The responses that 

were health damaging were helplessness, denial, fear, anger, and lying. 
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Both anger and lying were seen as health promoting as well as health 

damaging. 

A surprise in the researcher's finding was that these women when 

they first became homeless, did have their children, but within a few weeks 

they gave them up to relatives and/or their spouses because they did not 

want the State to take them away and/or to be labeled as "not being a good 

mother." 

Another finding which gives insight into the study is that these 

women tend to lie and/or exaggerate their illness in order to have their needs 

met, not only by the health system but by government social services. This 

exaggeration and lying added to a negative response of guilt and fear 

affecting their self-worth, self-esteem and efficacy. 

All the women except one stated that it was due to eviction that they 

became homeless and it was not by their choice, which was society's 

misconception of them. Government regulations and high cost of rental 

housing units prevented them from solving their problems of getting out of 

the homeless state. 

Comparison Of Findings With Conceptual Model 

The Adaptational Model of Poverty Modified by Pesznecker (1984) 

postulates that one develops health promoting or health damaging responses 

due to the stress of poverty. The homeless are one of the subgroups of the 



86 

poor. Their responses to poverty are shaped by interactions between the 

individual/group factors and the environmental factors as mediated by other 

factors such as public policy and social responses. 

The findings of the study were compared to the Conceptual Model as 

shown in Figure 3 which explains the comparison as seen by the researcher. 

Figure 3: Comparison of Findings With Conceptual Model 

STAGE I 
Reason for Homelessness 
Health Problems 
Mediating Factors 

STAGE II 

Access To Health Care 
Access To Health Care 

STAGE III 

Conceptual Model 
Individual/Group Factors 

Environmental Factors 
Mediating Factors 

Responses 
To 

Health Behaviors 

I 
Follow Up 

Health Damaging 
And 

Health Promoting 

The literature states that the average age of individuals who are 

homeless is between 34 and 37. The women interviewed in this study 

ranged from ages 24 to 37. According to Thorman (1988) the horrendous 

conditions under which homeless people live impairs not only their physical 

well being, but also affects their mental and emotional stability. 

Homeless women become victims of circumstances such as a sudden 

crises, fire, evictions, loss of loved one, and/or illness which causes a drastic 
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change in their lives because they are living on the edge of poverty 

(Thorman, 1988). Women can go from a fairly stable life to poverty, then 

ultimately to homelessness. Women who have had a fairly stable family life 

can become homeless through a series of circumstances beyond their 

control (Berne, 1990). The findings of the research agrees with the 

literature in that the women became homeless due to circumstances such as 

eviction and divorce and not by choice. Fear seems to be always present 

(Thorman, 1988). They become paranoid, resisting help from strangers. 

The family may be aware of the plight of the homeless person, but simply 

does not have the strength nor the money to provide support (Thorman, 

1988). This was true for Debbie because she was on drugs and her family 

could not cope with the problem so she left home for the street life. April 

insisted that her husband leave because he, too, was on drugs and she 

couldn't continue having her children exposed to that situation. Some 

homeless women are psychologically and emotionally unstable and are 

unable to hold a job that provides enough money to rent a room, pay for 

their food, and especially to pay for health care, which is not a priority 

(Wright, 1987). This was seen with Carol because she had no insurance 

and couldn't afford it, yet had to stop working because of the server pain in 

the hip. 

The poor, which the homeless are a part of, are represented as 
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individuals and groups wino are continually faced with multiple and chronic 

stressors, including frustration over few employment options, inadequate 

and unsafe housing conditions, repeated exposure to violence and crime, 

inadequate child care assistance, and insensitive attitudes and responses of 

social services and health agencies. Stigmatization of being poor in a 

society that measures one's worth by income adds to the stress of poverty 

and makes it difficult to maintain any semblance of self-esteem or self-

efficacy. Anxiety, depression and feelings of powerlessness are thus 

predictable concomitants of poverty (Berne, 1990). The experiences of the 

informants interviewed fit in very well with the literature that states 

stigmatization, poverty, powerlessness and multiple chronic stressors 

influence these women in their responses, health promoting and/or health 

damaging to their life situations. 

The individual/group factors of the model does apply to these women 

who were interviewed because their individuality in coping was evident, 

especially in respect to their assertiveness and/or withdrawal from issues or 

problems they faced. When the options for effectively adapting to stressful 

events were limited, their opportunity to mastery was diminished. Repeated 

attempts to adapt to problems and the inability to achieve the desired 

outcomes resulted in the concept of a lack of control over their lives. 

Because of the environmental contingencies, the homeless have more 
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demand exerted on them as they attempt to adapt than do persons with 

adequate resources according to Pesznecker (1984). 

The shortage of affordable housing units and the decrease in aid by 

the government, environmental factors, added to the cause of women 

becoming homeless. The necessity of adapting to stressful life conditions 

that must be endured month after month with no apparent prospect of 

change for the better, was the greatest challenge. When they did not have 

the money to seek health care, they felt they were being addressed as 

"second rate citizens" or "diseased people." This made them feel bad, 

lowering their self-esteem, and self-worth but also hindered their motivation 

to try again. At times anger and lying became the norm so they could 

receive the care needed by them and especially for their children. These 

responses tie in with Seligman's Theory on Helplessness. Helplessness is 

"the psychological state that frequently results when events are 

uncontrollable (Seligman, 1975:9). When a person is "faced with notorious 

events in their life," which they cannot control, their motivation to respond 

is drastically undermined (Seligman, 1975:30). Thus human helplessness 

has emotional, as well as motivational and cognitive consequences. 

According to the model and Seligman's Theory, these conditions of 

deprivation are associated with mental health outcomes such as depression, 

anxietv. and feeling of powerlessness. These life conditions of the homeless 
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that produced enduring persistent strains were money, social isolation, and 

lack of parenting skills. 

The model emphasizes the importance of the mediating factors of 

public policy decisions regarding funding for health and social programs, 

especially at the governmental level, as being critical in providing resources 

and opportunities for low income people. Social support has a direct affect 

on health outcomes and behavior, but it also acts as a buffer against high 

stress as it tends to enhance adapting abilities and promote mastery. Public 

policy and government regulations played a large role for the women who 

were homeless as they tried to access health care. Miscommunication, 

discrimination, stigmatization, government regulations and social service 

guidelines hindered them in responding in a way that was health promoting 

to them and especially toward their children. People in poverty often grow 

up amidst insecurity, despair, and anger, which produce environmental 

factors such as helplessness, lying, and depression (Schafer, 1978). 

Inadequate or unrealistic appraisal of stressful events interferes with 

an attempt to think through possible alternative strategies for solving 

problems. 

Comparing the findings with the model, Stages 1 health problems and 

Stage II accessing or not accessing health care were combined to facilitate 

the results. The conceptual model explains the reaction of the poor to the 
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environmental factors such as stigmatization which are intrinsically involved 

in the process of adapting. Adapting to negative environmental factors 

according to Schafer (1978), is important if one is to achieve levels of self-

fulfillment in the various facets of one's life. The process of coping may be 

influenced by public policy and social support factors while the adaptational 

responses can range from a high well-being to depression, anxiety, low self-

esteem and motivation, and low perceived self-efficacy, depending on the 

relationships. The research findings showed that the homeless women did 

experience feelings of discrimination and stigmatization. They created health 

damaging responses which led to mental health problems such as 

depression. If it were not for the children, two of these women stated, they 

would not have the motivation, self-worth, or self-esteem to continue on 

with life. The need for positive interactions from health professionals and 

government social agencies was expressed by all and it was the one factor 

that encouraged them to move forward even though life looked bleak. The 

conceptual model provided a basis for concern about homeless women and 

their children with the bleak present and the future they face. It 

incorporated the affects that the stigmas of poverty and homelessness can 

have on people who are stigmatized and discriminated against, even by their 

own race and gender, in a society that continues to contain covert and overt 

responses (Berne, 1990). 
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The mental health problems of homeless women in the model are 

viewed as health-damaging responses to harsh environmental conditions that 

breed demoralization, hopelessness and despair. This concept related well 

with the findings of the research. 

Comparison Findings With Other Literature Sources 

The literature suggests that homeless people fall into four overlapping 

groups; (1) Street people, those who choose to live on the street; (2) 

People with chronic alcoholism; (3) People with chronic mental illness; and 

(4) Situation homeless people, those being precipitated by an immediate 

economic problem and occurs without any major individual dysfunction, 

such as psychiatric impairment or alcohol or drug addiction (Slavinsky, 

1982). The research findings showed that the women became homeless 

because of eviction which agrees with the literature, as stated in number 

four above - situation homeless people. A specific situation such as 

eviction was identified as the problem by the informants. More women are 

identified today as being homeless because of (1) changes in the economy 

has a greater impact on women than it does on men, (2) women's salaries 

have tended to be low, (3) many divorced or widowed older women who are 

unable to compete in the current job market regardless of whether or not 

they have prior experience working outside the home, and (4) older women 

are drawing minimum social security. This is in agreement with the research 
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findings that the informants could not find a job because they had no skills 

and/or they could not make enough money to pay for their rent. They were 

very dependent on their spouses for support when they were together. 

Homelessness can be a consequence of mental illness and it can be 

due to the homeless lifestyle, which causes and perpetuates emotional 

problems (Ritchey, Gary & Mullis, 1991). These individuals face an 

overwhelming set of physical, dental, mental, and social problems. The 

most common major diagnostic categories among the homeless discharges, 

according to Dr. William Morris, San Diego School of Medicine, are skin 

grafts, skin ulcers, and trauma to the skin, subcutaneous tissue and breast. 

The major problem of the women interviewed were similar to those 

expressed by Dr. Morris (see Table 3, page 72). 

Homeless people are at an increased risk for both substance use and 

substance induced organic mental disorders (Morris, 1989). Homeless 

women receive little or no prenatal care and their infants have a high risk for 

respiratory infections (Thorman, 1988). The reason for this is that they wait 

for health care until they are so acutely ill that they need emergency care. 

Women don't keep appointments because finding housing, securing 

employment, keeping welfare appointments, and child-care are priorities over 

health (Schlossstein, 1991). Inadequate nutrition has been identified also as 

a factor affecting the health care of the homeless (Strasser, et al., 1988). 
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Due to the tendency of homeless women to move from place to place, 

they find it difficult, if not impossible, to establish a stable relationship with 

a primary provider. Of the six women interviewed only one had a private 

doctor. The rest went to outpatient clinics where government funding paid 

for their services or the care was given free. The clinic system increases the 

stressors and stigma with which the homeless must cope. It fosters health-

damaging responses such as anxiety, low self-esteem, and low motivation 

(Berne, 1990). According to McDonald (1986) the barriers women have in 

utilizing health care are (1) decreased social skills to seek out and use help, 

(2) negative behaviors exhibited by health providers, and (3) financial 

constraints for the use of available public transportation. 

The mediating factors of public policy and social support plays a vital 

role in the lives of homeless women as they adapt to the life style of 

homelessness. Public policy decisions regarding funding for health and 

social problems are critical in providing resources and opportunities for low 

income people (Pesznecker, 1984). Many of the families are homeless 

because their allotment does not cover food and rent (Francis, 1987). Social 

support, as seen in the literature indicates that it not only has a direct affect 

on health outcomes but acts as a buffer against high stress. It tends to 

enhance coping abilities promote mastery. The integration of Seligman's 

Theory of Helplessness with Pesznecker's Adaptational Model shows that 
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learned helplessness results from being unable to control a physical trauma, 

and not merely from experiencing physical trauma. Helplessness poses the 

existence of non-contingencies in the environment that causes people to 

have cognitive emotional and motivational deficits. When one believes 

responding is futile one will cease to respond. The feeling that no one cares, 

a lack of self-worth, and a sense of limited control over one's life leads to 

depressions, hopelessness and finally illness (Kinzel, 1991). There is a 

deficit in the literature regarding what homeless women and/or low-income 

people do when they have health problems and what they do for their 

children. 

The extent and effectiveness of health-seeking behaviors among the 

homeless are limited because of decreased trust, decreased motivation for 

self-care and isolation from social and health care systems (Kinzel, 1991). 

The individual's self-efficacy is affected when they feel powerless or when 

they believe they are unable to cope with the physical and social demands of 

the environment (Conger & Kanungo, 1988). The homeless may reject the 

service offered or provided if it does not fit their frame of reference (Nichols, 

et al., 1986). Homeiessness is not an experience to which one can 

positively adapt (Berne, 1990). Repeated attempts to adapt and the inability 

to achieve the desired outcome results in the concept of lack of control of 

one's life - "helplessness." 
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People in low socioecononnic positions and hierarchies have greater 

structural constraints and fewer opportunities to gain access to resources 

(Nichols, Wright & Murphy, 1986). The impact of financial stress will 

increase the homeless crisis and family disruption may occur. The person's 

level of anxiety may be increased by worry over bills, debts and other 

financial concerns. This may eventually lead to depression or some form of 

self-destruction such as drug abuse, alcoholism, or mental illness (Johnson, 

1986). When persons are faced with outcomes independent of their 

responses, helplessness occurs. Helplessness retards the initiative of 

aggressive as well as defensive responses (Seligman, 1975). Much of the 

stress, adapting, and coping research does not focus on low income 

populations, especially on the homeless woman. 

Limitation of the Study 

There are limitations to the study. The investigation was performed 

with a limited study group, specific criteria, and only a single interview 

session. The informants came from two different states. The two sites had 

services that varied, one being only a day center and the other offering 

transitional housing up to one year. Thus, the needs of the two groups 

varied. What one wanted, the other had. The use of ground theory 

methodology in this research study limits the generalizability of the results. 
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Recommendations For Further Study 

Homeless women's approach to the health care systems at various 

levels has been researched in this study yet not much if anything has been 

written on the health system experiences as they interact wit homeless 

women. This study could help in bridging the gap of miscommunication for 

both parties in accessing health care, to have better follow up care, and 

programmed preventive strategies in place. 

Implications For Nursing Practice 

The implication for nursing practice is crucial if there is to be adequate 

health care available to homeless women and their children. The future of 

health care and for follow up care must be dealt with not only by nurses but 

at a multidimensional level. A concerted effort from the economic, social, 

political and health sector will be required if an impact is to be made. The 

major barriers these women encounter are (1) decreased social skills to seek 

out and use help, (2) negative behaviors exhibited by health care providers 

and (3) financial constraints for use of available public transportation. 

In designing strategies for these women, one must include the 

multiple stressors they experience, their relatively disadvantaged educational 

status, their work history and family members. 

In addition to programs that help these women deal with their physical 

health care needs, interventions tailored for them should include such things 
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as crisis interventions, stress management, family planning, and counseling. 

Additional interventions must be in collaboration with other disciplines, such 

as securing a permanent home, remedying educational deficiencies, making 

provision for job training, and child care. 

Political advocacy is necessary for successful interventions, the 

Community Health Nurse, with her unique an visible role within the 

community, is in a key position to use political strategies to influence local 

policy decisions such as serving on community committees, running for 

public office, disseminating facts, working on political campaigns, talking 

with legislators, attending urban conferences and making presentations at 

schools, and local and church organizations. 

The need to empower the homeless becomes critical and challenging 

when they feel powerless. When individuals are empowered, their personal 

efficacy expectations are strengthened (Conger & Kanungo, 1988). 

According to Johnson (1986), "the sociological factors increasing the risk of 

coping with problems are low economic status, no insurance, no social 

support, inability to ask for help from others, communication barriers, no 

phone, no transportation, and low self esteem" (p. 120). 

Empowerment education is an effective health education and 

prevention model for personal and social change (Wallerstein & Bernstein, 

1988). Extremely high levels of stress can interfere with the person's 
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learning. As anxiety Increases in severity, and Individual's perception and 

awareness decrease (Johnson, 1986). Teaching shares Infornriation with the 

Individual so they can make decisions to change their life style. 

Empowerment education Involves people In group efforts to envision a 

healthier society, and to develop strategies to overcome obstacles In 

achieving their goals. Empowerment becomes an avenue for people to 

challenge their Internalized powerlessness while also developing real 

opportunity to gain control in their lives and transform their various settings 

(Wallerstein, 1991). People with enough resources in their lives, such as 

decision-making, power, self-esteem, finances, or system access can 

adequately cope with the psychological and actual demands in their lives 

(Wallerstein & Bernstein, 1988). 

The self-care concept in health recognizes and emphasizes the 

inherent human attributes of individual domain over one's actions (Linlein, 

1977). This goes along with Pesznecker's (1984) Adaptational Model that 

suggests homeless women can be assisted through strategies that empower 

them to develop skills and self-esteem, to recognize and act upon 

opportunities for moving out of homelessness and poverty as well as to cope 

more positively when those opportunities are not present. Approaching 

homeless women with caring and respect is prerequisite to adapting to the 

stigmatizing attitudes that they may face and encounter with society. 
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Advocacy roles toward the homeless can be supports that range from 

adequate public assistance and shelter subsidies to having a network of 

friends and professionals who will help them during crisis are what these 

women need (Berne, et al., 1991). Maintaining relationships with providers 

or friends sometimes becomes impossible for them. 

To have true primary prevention for homeless women demands social 

policies that call for: 

* Affordable housing 

* Education and job training 

* Meaningful work at an adequate wage 

* Adequate levels of public assistance for women who sustain 

themselves, including adequate shelter allowance 

* Accessible and adequate child care 

* Access to health prevention: pregnancy, substance abuse and coping 

with stress 

* Drug treatment on demand (Berne, et al., 1991). 

Organizing health care for the homeless has become a problem 

because they lack the personal and economic resources to seek assistance 

and to follow through with prescribed regimens. 

Caring is the primary element necessary in providing nursing service to 

these homeless women. Awareness and understanding of their way of life 
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should increase nurses effectiveness in worl<ing with this ever growing 

population. Until measures are established to meet the needs of the 

homeless related to housing, employment, lack of health insurance, and 

mental and physical care, the homeless problem will continue unmanaged 

with disastrous results for the integrity of this nation, let alone the lives of 

these women. 

Nurses must become advocates for these women and their children. 

Who better can understand women but women themselves? Nurses with 

their caring abilities can mediate for change in the social and political system 

which continue to cause conditions that bring about homelessness. 

Summary 

In this chapter a discussion of the results of the data findings and 

comparisons to the conceptual model and previous literature were presented. 

The implications for nursing practice, limitations of the study and 

recommendations for further study has also been outlined. 
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APPENDIX B 

SUBJECT DISCLAIMER 



ADAPTIVE HEALTH RESPONSES AMONG HOMELESS WOMEN 

Subject Disclaimer 
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Sister Alice Mary Quintana, B.S.N., R.N. 
Graduate Student, Principal Investigator 
College of Nursing, University of Arizona 

Tucson, Arizona 

Purpose of the studv: The reason I am doing this study is to find out more 
about homeless womens' experiences with getting health care for 
themselves and their children. Results of the study will be used to educate 
health professionals about homeless women's experiences with the health 
care system. 
Procedure: If you decide to be in the study, I will interview you about your 
experiences as a homeless woman. The interview will take place at the 
shelter, or anyplace convenient for you, and it will take about an hour. By 
answering my questions, you will be giving consent to be in the study. You 
don't have to sign any papers. 
Risks: I don't know of any risk for you in being in the study. You will not 
be paid for being in the study. 
Freedom of Inouirv: You are free to ask questions about the study at any 
time, and your questions will be answered. In addition you may decide not 
to answer any of the questions. 
Freedom to Withdraw: You can change your mind about being in the study 
at any time, without penalty and with no bad feelings. None of your 
services or health care will be affected by your decision to be in the study or 
not. In other words, this study has nothing to do with any other agency or 
benefits. 
Confidentialitv/Anonvmitv: No one will know your name except the 
researcher (Sister Alice Mary). The interview will be tape recorded, and then 
it will be typed. You will pick out a different name which will be used in 
typing your interview. The only people who will read the typed interviews 
will be the researcher, her teacher at the University, and one other 
consultant. So, your own name will never appear on the typed interview, 
and will never be used when the researcher gives reports about the study. 

Thank you very much for helping with this study! 
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LETTERS GRANTING ACCESS TO SUBJECTS 
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Holy Cross Center for Women 

October 12, 1992 

TO WHOM IT MAY CONCERN: 

I Sister Christine Healy, C.S.C. Director of Holy Cross Womens 

Center gave Sister Alice Mary Quintana, C.S.C. permission to 

use our facility to obtain the necessary interviews for her 

thesis. 

Should you have any questions please do not hesitate to call me 

at 209-237-3379. 

S i n r o r o l v  

Director 

421 "F" Street • Fresno. California 93706 • Phone (209) 237-3379 
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DEMOGRAPHIC DATA FORM 
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Demographic Information 

Homeless women and health care attainment: 

HOW LONG HAVE YOU BEEN HOMELESS? 

AGE: 

MARITAL STATUS: Single Married Separated Divorced 

NUMBER OF DEPENDENTS: 

DO YOU HAVE A PRIMARY DOCTOR: YES: NO: 

WHERE DO YOU GO FOR HEALTH CARE? (When you were homeless): 
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APPENDIX E 

HEALTH CARE ATTAINMENT QUESTIONNAIRE 
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Health Care Attainment Questionnaire 

Purpose is to find out what affects and techniques homeless women 
used to cope with and/or adapt to problems they encounter with the health 
system. 

1. What problems do you have with your health care? 

2. When did you last have problems? 

3. What did you do when you or your child had health problems? 

4. Why did you seek/not see out a health care agency? 

5. How did you cope and/or adjust to the problems you had with the 
health care you received, such as federal regulations and social 
support? (money, transportation) 

6. How did you take care of yourself and/or child after being seen at a 
health care agency? What happened? 

7. Could you share with me your experience of being homeless for one 
day? What do you do? What did you do yesterday? 

8. What suggestions do you have for health professionals and other 
agencies that would make it easier for you and your child to attain 
health care? 
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