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Abstract
Homelessness has been increasing on Oahu for the past several years. The health status of the
homeless, sheltered population is unexplored because of the challenges in gathering data about
their situations.This exploratoryresearchas detailed theocbdemographigrofile of this
group, exploring the impadf racéethnicity, genderclass age, peental statuslength of
homelessneqg$. OH), and social support on the perceived health stattieediomeless, sheltered
populationon Oahu, Hawai'i. Thisesearctsurveyed 151 participants living in four shelters
two in urban and two in rural settings. The reseasgiloredthe perceived health status,
availability of social support and length of homelessile®1), respectivelyusing the Center
forDisea e Contr ol (CDC) 6s Healthy Days Core Modul
Evaluation List (ISEL), and Length of Homelessness survey (LOH). Thertiodels, the
general health, physical and mental hestfiusesvere analyzed using bivariate analysis,
ordinal logistic regression, and negative binomial regression modlesresults suggesiat
Micronesians are more likely to have fewer physically and mentally sick days than their White
counterpartsvithin the homeless populationt appears that Micron&ss migrating from
collectivistic society share similar cultural values and burdens of homeless situations. In
contrast, the White participants with individualistic values face the challenges alone. Sheltered
women are more likely to have poorer mehigdlth status than mefnhe physically sick days
model indicated thagocial support had negative not positivejmpacton a par ti ci pant ¢
status. Implications for future research to focus on the type and frequency of social support
resources thavork well for Micronesians and explotee mechanism that will work well for the
White participants.

Keywords:homelessness, perceived health status, social sulgpath of
homelessness, sheltered residddtsyai’i
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Chapter 1. Introduction

The extent of homelessnessHawaii is evident on many fronts. Residents are dealing
with campers in their neighborhoods. Park stafé dealing with people living in tents,
defecation, and other issues on public lands. County and state government officials are struggling
to be responsiveotHawaii housed residents, while, at the same time, grappling with possible
solutions to an affordablleousing crisis. In the midst of all these interest groups, service
providers are under strain as they strive to provide outreach and safe residentmhoemeless
adults and children.

A challenge for each of these concerned groups is that there is limited information about
the homeless population, although it is known to be highly diverse. This study will focus on
learning about some Oahu homelesspteaspecifically those that accepted offers of help, and
sheltered for at least one night in an official shelter. The research presented will provide
information about the health of Oahu homeless, and how this may be affected by individual
characteristicssuch as race/ethnicity, gender, SJE&cioeconomic statusage, and participants
with and without children, length of homelessn@€3H) and the role of social support. While
social workers cannot alter t hetatiomfarhepjtiey al f a
can offer social support. This study suggests that for some clients, social support may not help in
the way that social workers have assumed that it does. This finding is significant, and will be
further discussed at the end of thisrk.

Before turning to the details of this study, and its importance, it is helpful to present some



background about the homeless problem in the United States, and the specific case of Hawai'i.
This discussion then segues into noticeable gaps in thercbdéerature, and how this study

will contribute to narrowing a gap in understanding factors affecting the health of the temporarily
sheltered homeless. This section of the work also provides a statement of the research problem,
and information about ghpurpose, and significance of the study. Operational definitions are also
covered briefly.

It is now relevant to turn to the topic of homelessness in the U.S. as a whole, before
focusing on the state éfawaii. It should be recognized that this is abintroduction to the
issue, with more details appearing in the literature review.

Background of the Problem
Homelessness in the U. S.

It has been estimated thHato 3 million people in a given yeaxkperience an episode of
homelessnessa the United States. These homeless people received services from homeless
service providers in shelters and outreach programs éBatt 2000). The data from service
providersshowedthat the majority of people who ubthese servicegsed them on shortterm
basis. There were people who were chronically homeless, who used the shelters for extended
periods of time, and they accounted for 10% of the population (Kuhn & Culhane, 1998; Culhane,
Metraux, & Wachter, 1999).

A problem with much of these datathat lttle is known about the characteristics of
people who stgpedusing homeless services after a short timeéhe majority of published
research, these individuaigrenat tracked administrativelygnce they left the facility, or
service whichwas inmarkedcontrast to those who repeatedlydisemeless serviceer useal

them for an extended period of time. The impadie@hg homeless on the life ase of people



who experienaghomelessness poorly understood, partly becausagitudinal daa on
homeless populations haleen sparsend limited to specific subgroups of the homeless
population, such as thosath severe mental iliness (Susseial, 1997; Min, Wong, &
Rothbard, 2004 )Efforts to understand the course of homelessness frasg$edional data
(Wenzel, 1993North, Polio, Smith,& Spitznagel 1999 have been limited bthe likelihood that
shortterm users of seices for the homelessere underrepreserdein favor of those who used
suchservices on &requent or longerm basis (Linlet al, 1995).

Many of the available studies mention the health difficulties experienced by homeless
people. It is difficult to stay healthy when living in an unsheltered situation, and once illnesses
are experienced, thdpbecome much harder to treat under these circumstances. This issue is
covered in the next section.

Health of Homeless People

Homelessness is a major public health issue as many homeless people suffer from a wide
range of medical problems (Acorn, 1993; Wp&992; Gelberg, & Linn (1989). Disease severity
can be remarkably high because of poverty, delays in seeking care, nonadherence to therapy,
cognitive impairment, and the adverse health effects of homelessness itself (Wood, 1992).

The list of medical prolems that are highly prevalent among homeless adults is a long
one, and it includes seizures, chronic obstructive pulmonary disease, arthritis and other
musculoskeletal disorders (Crowe & Hardill, 1993). Conditions such as hypertension, diabetes,
and anena are often inadequately controlled, and may go undetected for long periods of time
(Gelberg, & Linn, 1989; Hwang & Bugeja, 2000). Oral and dental health is often poor (Lee,
Gaetz & Goettler, 1994; Pizem, Massicotte, Vincent, & Barolet, 1994). Respitaotry

infections are common, and may become more serious than is typical among other groups. For



example, homeless people are at increased risk of contracting tuberculosis (TB), and this
diagnosis should be considered in any homeless individual witteaded a persistent

productive cough. Conditions favoring TB outbreaks in shelters include crowding, large transient
populations, and inadequate ventilation (Nataal, 1991).

Not only are the unhoused at increased risk for physical ailments;dartiag tothe
Department of Housi ngHUDnN2013 BnnbabHomelzssnessl o p ment 0 s
Assessment Report (AHAR), of those who experience homelessness, approximately 257,300
people have a severe mental ilinessa chronic substance use disorder (HQ013). Of the
approximately 610,000 people who were homeless on a single night in January 2013, one in five
had a serious mental illness (SAMHSA, 2014).

Gelberg (1997) noted thaasual observations of homeless persons reddéaht they
wereburdened with matal health, substan@buse, and physical health problems. Planning for
appropriate and effective health servicesiomeless persons requires attention to the unique
characteristics of the homeless populatioterms of health status, barriersofotaining and
adhering to prescribed medical care, and integratidrousing and health services.

The increased risk for illness among homefe=sons compared with the general
population isdue to a variety of factor®eoplecan becoméomeless becaaf a physical or
mental illnessand homelessness itself can lead to physicahasmtal disability. Homeless
persons are subjetd the same risk factors for physical illness aggéreral population, but they
are exposed thigher levels of such riskas well as additionalsk factors unique to
homelessness. Additional hazards may inclheeexcessivese of alcohol, illegal drugs, and
tobacco; sleepinm an upright position (resulting in venosigsis and its consequences);

extensive walking impoorly fitting shoes; and inadequate nutrition (Bricke¢mal, 1985).
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There are additional challenges posed by unsheltered living. Residihg streets
expose pegole to extremes temperatsr&heyare often t protected from rain or snovccess
to shavers and clean cloth@serestricted Sleeping arrangementsay be unstablePossessions
haveto be carried, and shelters and dining ro@mesusually crowded so that lining up for hours
wasast andard part of oneds day.

Health problemsre exacerbately street life. Homelessndividualsoften @ame late to
seekmedical attentiopandare less likely ® return for followup visits. The homeless va a
high prevalence of physical and mental ilinesaes frequeny rely on emergency departments.
Theyare often admitted for fandvanced conditions that could have been preveatdteated
earlierin anoutpatientsetting (Wlodarczyk& Prentice, 1988).

Furthermore, homelessness itselphysicallydangerous; being without a home places a
persomat risk fa victimization as well asncreased exposute the elementne third to one
half of homeless adults atiildren ha someform of physical illness (Burt & Cohen, 1989;
Gelberg & Linn 1989; Morse & Calsyn, 1986;0M, ValdezHayashj & Shen1990) making it
more difficult for them to improve their circumstances (Robertson & Cousineau, M&®).
importanty, rates of mortalityvere three to four times higher in the homelpspulation than
they were in the general population (Wright & WebE987; Alstrom, Lindelius, & Salum, 1975;
Hibbset al, 1994; Hanzlick, & Parrish, 1993; CDC, 1992).

Gelberg (1997) reported thatawai'i study found that the agand sexadjustedacute
care hospitalization rate for homelg®ssons was 542 pej0D0 pesonyears agompared with
the general population rate of pér 1000 persoryears. Homeless persons watimitted to
acute care hospitals for6 dayscompared with a predicted 640 days, resultingxcess

hospitaization costs of $2.8 million (Marieet al, 1992).Despitehaving higher rates of disease
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and medicahospitalization, the homelesgere in fact less likelghan the general population to
use medical outpatieservices. Fischestal (1986)found that whereasnly 24 percent of the
homekss had used outpatienedical services during the preceding yd&rpercent of the
general population had madech a visit during the same period. Furthermibre majority of
homeless adults stated that tloy not obtain reded medical care in tpeevicus year,
(Robertson & Cousineau, 1986; Gelberg, & Linn, 1988)gesting that the homeless might
delay seeking medical attention at a stage where severe illness could be prevented.

Now that some information has been presented on homelessnesdist, and the poor
health experienced by unsheltered individuals, it is useful to turn to the specific ttsgaif.
In focusing on the state, the next section provides an introduction to some of the challenges
facing the homeless population hered &ighlights the difficulties in data gathering specific to
the islands.
Homelessness in Hawai'i

Every state is different, with unique social issues that challenge social work
professional s. I n Hawai i, homeless clients m
load, since it was reported that at 465 people per 100,000 citizens, the AloHzaSthie
highest rate of homelessness per capita of any of the 50 states (Botelho, 2015). While social
workers are accustomed to dealing with this clientele, many people avoid them because social
media has portrayed them as dangerous due to their merithldweaitions. Not all homeless
people are mentally ill, and there are many different circumstances that result in people being
unsheltered itdawai'i. Perhaps, in future, members of the general public will understand better
the dire conditions that legukople into homelessness, and show empathy, and treat them like

regular citizens.
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Yuan, Trundle, and Fong (2010) wrote thmHawali, rising housingand rentatosts
were seen as important factasntributing to homelessnedswas also often caused laseries
of cascading, interrelated events. Heewaii Homeless Utilization Report (2010) showed that
more than half othehomeless population (56%) could not afford to pay rent. Qitvetributing
reasonsncluded:eviction (18%), a high level of fanyilconflict (18%), overcrowded housing
(18%), and lost or reduced employment (18Rak a complicated process, which suggests that
intervention at a number of key points will be needed to diminish the extent of this social issue
for the Hawaiian populatio

The numbers affected by homelessness are high. For example, Yuan and Gauci (2017)
reported in the Hawai'i Homeless Utilization Report, coveding 1, 205 to June 30, 204, a
total of 14,015 individuals in the Hawai'i homeless service system. These are staggering
numbers of people, and only include those individuals accessing services. Of this group, 8,702
(62.1%) utilized outreach services, 7,313 (52.2%) sought sheltecesgrand 973 (6.9%) took
advantage of rapid rehousing services.

These people were spread acidasvaii, with the homeless count in the City and
County of Honolulu (C & C Honolulu) numbering 9,130. Maui County had 2,702 clients,
Hawai'i county had 1,69dci ent s, and Kauai County had 493 c
situations data showed that there were 1,192 (23.0%) in sheltered settings, 2,403 (46.4%) in
unsheltered settings, 374 (7.2%) in institutional settings, 137 (2.6%) in unsubsidized hdusing,
(0.8%) in subsidized hopsisgtu82bo(dads5. ami 2A@5
unknown/ ot her arranmge meintt sat i dme mMehomeledsseed her
clients living with friends and/or families in their hous@$ie numbes from this report

represergdan unduplicated count of persons who experienced homelessneéssceived
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shelter services during the Zflscal year.

In addition to residential data about this group of homeless clients, there is also
information about thir demographic characteristics. Accordingricanand Gauc{2017), there
were 2,938 (56.7%) males, 2,223 (42.9%) females, and 19 (0.4%) in the other/unknown category
in C & C Honolulu. An examination of the age group data shows that the highest nunabdr se
were agedbetween 40 and 59 years plhd this group included 1,457 (28.1%) people. The next
most prevalent age group numbered 1,268 (24.5%) people, aged 25 to 39 years old. The final age
categories included: 706 (13.6%) in the birth to 5 yearsmldpy 863 (16.7%), who were aged 6
to 17 years old, 395 (7.2%) in a group of 18 to 24 year olds, and 468 (9.0%) aged 60 years or
over. This reported showed that 1,569 (30.3%) children aged below 18 were homeless. Also,
there were 2,750 (53.1%) familiesth children reported homeless during the financial year
2016. A small proportion of the records, 43 individuals (0.8%) did not include any
accompanying age data.

For many years, the stereotypical homeless person was considered to be a single, old man
(Rossi, 1990). Some of these data draw attention to the sad fact that in conterdparairiy
many of theshelteredhomeless are children and their parents (Yuan & Gauci, 2017). The ethnic
ascriptions proffered by the homeless also shatter some sterealbygpesvho is on the streets in
this state.

In the shelterdawaiiansandpartHawaiianshumbered 1,538 (29.7%), compared to
1,123 (21.7%) Whites. Other, smaller groups of clients includiéctonesian 901 (13.56);
Marshallesg311 (6.0%); Other Pacific Islandsr 385(7.4%); Filipino, 278 (5.4%); Other Asian
248 (4.8%); Black, 306 (5.9%); Native American74 (1.4%); and unknown216(4.2%) (Yuan &

Gauci, 2017)The categories used in this study do not make evident the great diversftgiof e
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groups represented here, since two of the categories included a wide number of national
backgrounds. The8 Ot h er P a c cafegoxy indlusdanmaseTonyars,

GuamaniagChamorrg, andother Pacificlsled er s not | i stedr i Adi amnadual
group includedlapanese, Chinese, Korsadiethnamese, Asian Indignand other Asians not
listedindividually. Ot her / un k n meluded indivddtiaés gvtwo digh not identify with

any of the listed ethnic grougguan& Gauci, 2017).

Stereotypes about the homeless are that most of them are lazy, and do n@temork
Hudak, & Hwang, 2007)Certainly, the data gathered here rely that broad characterization,
showing a range of economic strategies employed shbakeredhomeless popation included
1,247 (34.7%) unemployed clients, 255 (7.1%) employed-{pagl), 260 (7.2%) employed
(full-time), and 1,834 (51.0%) in an unknown category.

Some of thessheltered, homelessdividuals may have found it difficult to find jobs
because foalack of educational qualifications. Indeed, 434 (12.1%) of the clients had less than a
High School diploma. However, 1,018 (28.3%) people possessed High School diplomas, or
GEDs, with a smaller number of 279 individuals (7.8%) having some collegdattanon their
records, or a higher qualification. A sizeable proportion of the group was not asked, or did not
respond to this question, and for 1,865 people (51.9%), their educational status is unknown
(Yuan & Gauci, 2017). Not only were there were hpgicentages of people with no information
about their educational status, this was also the case for their employment standing. It is unclear
whether they did not have jobs and an income, or whether they merely failed to report their
employment status aretlucational levels.

These data show some of the characteristics of the Oahu d¥edt=t homeless

population (Yuan & Gauci, 2017), but there are many other key pieces of information which are
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lacking, and which would be helpful for understanding the @ better, and for providing
more effective interventions. This leads to the statement of the identified gap in research, which
this study will attempt to bridge.
Documented Need for the Research

This section of the chapter covers the giapresearch, which will be filled by this study,
and provides an introduction to the research question, and the purpose and significance of the
study.
Research Gap

There is a gap in knowledge about the perceived health status of the homeless population
i ving in Oahuds homeless shelters. Each homel
issues, including the number of hospitalizations, emergency room visits, medications, and other
data. However, these shelter records do not appear in resejoctsy nor are they gathered in a
form useful for social workers dealing with the population. There do not seem to be many studies
examining the general health, the physical and mental health statuses of sheltered residents.
While this is probably due @ number of reasons, such as the temporary stays of the homeless
residents, shortages of staff and resources, language problems with migrants, and other factors,
these data would also be valuable for specialists seeking to diminish homelessteegaiin

Though we know that Native Hawaiians are erapresented in the homeless population
(Yuan & Gauci, 2017), little is known about their health status. This also applies to other ethnic
communities like Whites, Pacific Islanders (including Micronesiansias and other small
represented groups. There is some health data on the Native Hawaiians, Pacific Islanders, and
Asians who compared with the Whites and it is given in the literature review section. It gives a

general idea on the prevailing health dibions of these people who are in Aoomeless
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situations.

Given that there is a deficiency of health data for this specific population, what type of
information is useful to gather, and how might this proceed? This is the focus of the following
section,and will be covered in greater depth later in this study.

Purpose and Significance of the Study

The pupose of the study is to explaitee impact osociodemographic characteristics
(such as race/ethnicity, gender, SES, age and participants with andtwithdrer), theLength
of Homelessneg4. OH) andsocial supporon perceived health status of homeless people in
Oahu. The availability of social support may increase or decrease health problems, and it should
not be assumed that men and women would thacsame, under similar circumstances.
Homelessness may be assumed to contribute high level of stress, which is likely to affect health
conditions(Gelberg, 1997)It is possible that men and women not only react differently to
stressful situation@Matud, 2004) but may also use social support in various wagsventhal
and Haven, 1968

This study direction is innovative, sintteere have been few studies that explored the
impact of race/ethnicity, gender, class, age, participants with and wahitdren,the Length of
Homelessnesd. OH) combined with the perceived availability of social support, and its effect
on the perceived health status of sheltered, homeless people. It is known that they face
challenges such as unemployment, stigma, andimis@tion that make their daily living
stressful, and contribute to their poor health status. Homelessness Ergjthef homelessness
(LOH) are known chronic stressors that have negative impacts on health conditions.

This study is important at thiomt in time, given the high rates of homelessness in

Hawaii, and the poor health status of this population. This group of people desperately needs
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more study, in order to provide data, which might prove helpful in decreasing the disease burden
borne by his portion of the community, and also improving the prospects of rehousing more
members of this community.

There is little information on the health status of the sheltered homeless population in
Oahu. Though many research studies showed that homelgds pegeneral, had health
disparities and were likely to suffer mental health issues, there were no data to support this
statement in regards to Oahuds homeless peopl
insurance, and delay or avoid regular follaps with the doctors. Local hospital records show a
trend of homeless visits to emergency rooms during medical crises. So, there is a need to explore
the health status of the homeless people staying in shelters.

It is significant to know the homeless péop 6 sperseptibris of their health. It can
serve as proxy measures for the perceived symptom burden of both acute and chronic health
conditions. It can be also predictive of the future burden on the health care delivery system (ldler
& Benyamini, 1997Pijls, 1993). The study explores the health status of homeless men and
women | iving in Oahudés shelters. They receive
service providers, community agencies, families, friends and other sources. Race Sje8der,
age, participants with/without children and together with the homelessness period and social
support availability seem likely to play significant roles on the perceived health status of
homeless individuals. Given the stressful living situation oftiedtered participants, the study
explores perceived health status, with the goal of providing useful recommendations to service
providers, case managers, and other service professionals working with this community.
Homeless people often delayed or avdigesits to hospitals on a regular basis. When there was

a crisis, they rushed to emergency services at hospitals, which were costly. The data on the
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perceived health status would also be helpful to hospitals, health care providers, and clinicians,
as it would reduce hospitalization costs by providing better health care plans.

Now that some information has been provided on the purpose and significance of the
study, it is useful to provide a brief introduction to the methods that will be utilized. It fsihelp
to understand the research design and definitions, which will be used before turning to the
following chapter, covering previous academic research underlying this project.

Brief Introduction to the Research Study
Research design

The research designascrosssectional, quantitative study, with a sample size of 151.
The participants were recruited from four homeless shelters on Oahu. Three surveys and a
sociodemographic form (SF) were administered to the participants. The surveys include the
Healthy Dayg Core (HDC), Interpersonal Support Evaluation List (ISEL), and the Length of
Homelessness (LOH) questionnaire, each of which are discussed briefly below.

Variables and Questionnaires

There are threegpendent variablg®V) measuring the perceived hdafitatus of the
homeless participants for this study. The three DVs areaeld general health, physically sick
days and mentally sick days. There are seven independent variables including gender,
race/ethnicity, age, SES, participants with and witlohiltiren, length of homelessness (LOH),
and social support.

This study usetheHealthy Days Core (HDC) surveyto askabpww r t i qgeénpra nt s 0
healh, physically and mentallyick daysResearchers in social work and public health have
used théHealthyDays CorgHDC) survey widely Thelnterpersonal Support Evaluation List

(ISEL) surveyenquires aboutarious types of social support received by the participants. The
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Length of Homelessness@H) surveyinvestigateshe duration of homelessnesgglditional

guestionsaboutthe Length of Homelessness@H) and social support availabilityerealso

used tadetermine the level of perceived health status of the homeless participants.

In addition to brief information about the questionnaires, it isialgortant to consider

the definitions of key terms used in this research. The issues covered in this study are discussed

in academic journals, along with government circles, and public media. The result is that very

different definitions may be used iretfe various settings. For this reason, it is important to
clarify the operational definitions that will be applied in this study. Not only are these definitions
important for the final conducted research, but also the definitions guide the literatung revie
and for this reason, they are provided here, although they will be further considered in the

Methods Chapter.

Definitions

HomelessnessAccording tothe National Alliance to end Homelessness (201#),U. S.

Departmentof Housing and Urban Development (HUD) has made changes defih@ion of

60 h o mel eThenew definifion includes four broad categories of homelessaies$ which

will be included in this study

(1) nPeople who are living in a place not meant f@mlan habitation, in emergency shelter, in
transitional housing, or are exiting an institution where they temporarily resided;

(2) People who are losing their primary nighttime residence, which may include a motel or hotel
or a doubleeup situation, within 14 ays and lack resources or support networks to remain in
housing;

(3) Department of Housing and Urban DevelopmeéfiiD) had previously allowed people who

were being displaced within 7 days to be considered homeless



20

(4) People who are fleeing or attempting to ftkemestic violence, have no other residence, and
lack the resources or support networks to obtain other permanent lousing

The four broad categories of Ahomel essness
in the four shelters are likely to come from different circumstances, crisis, or housing situations.

Social Support.Heaney & Israel (2008) defined@al supporaisone of the important
functions of social relationships. Socgalpport is always intendday the sender to be helpful,
thus distinguishing it from intentional negative interactions (such as angry criticism, hassling,
undermining). Social support is commonly categorized into four types of behaviors. The four
types of supportivedhaviorsare enotional (expressions of empathy, love, trust and caring),
instrumenta(tangible aid and servicepformational(advice, suggestions and information) and
appraisal(information that is useful for sedfvaluation).

After this brief presentation about hehlassness iRlawaii, and the challenges in dealing
with this issue on the islands, it should be evident that this research contriwtderstanding
a major problem here. The goal of the study is to provide information for social workers, and
others daling with clientfocused intervention, either in outreach settings, or at service facilities.
Clients are presenting with physical and mental health issues, and social workers are challenged
in how to provide help in the most effective manner. An explovaif how social support and
other sociodemographic factors play a role in perceived health status has the potential to assist

social workers at the front lines.
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Chapter 2. Literature Review

This chaptepresents the research underlying this study. This presentation focuses on
materials, which are relevant to the sociodemographic informafpeaijfically, racéethnicity,
gender, SES, age and participants with and without children. Additional factorsamerdered
in this study (i.e.theLength of Homelessnesk@H) and social supportandhealth. This
literature review appears a bit pieceal because of the challenges in presenting such a broad
array of topics in a logical manner. In some casesignarbf research reports appear in more
than one section of this chapter because different sections of studies may be relevant to different
subtopics under discussioti.has been a challenge to gather information on the health status of
homeless peopléving in Oahu, so tis literature review looked at the health issues of different
ethnic groups living in the U. S. Some health reports were collectedHiemawalil
Department of Healtand local organizations, whitgherreports were taken from the national
estimates.

Quantitative analyses will also examine the separate influences of race/ethnicity, gender,
SES, age, participants with/without childréme Length of Homelessneg$sOH) and social
support on toesofgheiehéath stats. Foethus reason, it is valuable to explore
previous research about each of these demographic factors and how each influences health.
Racéethnicityis considered first.
RacédEthnicity

This study looks at all the ethnic graugepresented living at the four homeless shelters.

Notably, Native HawaiiansvlicronesiansWhites and Asians are some of tlagerethnic
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communities living in the shelterit.has been a challenge tatgerdata on the hét status of
these ethnigroups living in homeless shelters. So, it is important to look at the major health
problems experienced by these ethnic communities. The health of Native Hawaiians, Pacific
Islanders, and Asiangere compared to the Whites health in several studiesrohgsians are
included as Pacific Islanders in these studies. However, this study has Micronesians as a
separate group and not labeled as Pacific Islanders.

The Native Hawaiians and Pacific Islanders (NHPI) community faces some serious
health concerns copared to other ethnic groupstive U. SA report byA Community of
Contrasts(2014) mentioned that the Native Hawaiians and Pacific Islanders (NHPI) community
faces disproportionately high rates of obesity, cancer, diabetes, and mental illness. However,
there is a lack of data to attest to this disparity as many health agencies and institutions often use
the overly broad Asian Pacific |Islander <categ
1.2 million NHPI within a larger grouping that includes.3 million Asian Americans.
Moreover, the NHPI ¢ ommuuninsurgdiae addthe @ackofpor t i on a
culturally and linguistically appropriate services create significant barriers to becoming a
healthier and more productive community.

According to a report by the University of Hawai'i Cancer Society, and the Hawai'i
Department of Health, lung and bronchus cancer is the leading cause of cancer death for Native
Hawaiians statewide @vai'i Cancer Facts & Figure8010). Hawai'i Health Data Warehouse
(HHDW) (2012) mentioned that between 2009 and 2011, the leading cause of death among
NHPI was heart disease (654 deaths per 100,000), a rate higher than any other racial group. The
second leading cause of death was cars8 (leaths per 100,000) (HHDW, 2012). Native

Hawaiians had the largest number of deaths from diabetes of any major ethnic group in the state
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of Hawai'i between 2009 and 2011. About 28% of those who died from diabetes were Native
Hawaiian (HHDW, 2012).

Poor dental health is a critical issue that is connected to other disedsast 43% of
NHPI in the state of Hawai'i have not visited a dentist in the past year, a rate higher than any
other racial group and higher than average (30%) (CDCP, 2012). In&81@,45% of Native
Hawaiians and 48% of other Pacific Islanders living in Oahu had not visited a dentist in the past
year (HHDW, 2010).

Over 16% of Pacific Islander adults are uninsured in Oahu, a rate higher than any major
racial group in the area anduoh higher than average (7%). This data is for Pacific Islanders, not
including Native Hawaiians. The race and ethnic groups used for comparison were White,
Black, Native Hawaiian, and Chinese, Filipino, and Japanese American (HHDW, 2010). The
Centers fo Disease Control and Prevention (CDCP) (2012) reported that statewide, about 45%
of NHPI are obese, a rate higher than any other racial group and higher than average (23%).

It is challenge to make predictions as to which ethnic community will be likéigve
poorer health status amongst the sheltered residents. It is an exploratory study and will be
interesting to know the results of the findings lat€hese are merely some studies among many
that demonstrated the links between ethniaitgthealth. Itwill be clear in the next section of
this review that similar connections can be found betvgesley and health outcomes.

Gender

Patterns of health and illness in women and men shaveekled differencedvost
obviously, women as a group tend to hboreger life expectancy than men in the same socio
economic circumstances (WHO, 1998kgt, despite their greater longevjtwomen in most

communities reported more illness and distress ttan male counterpar{8laxter, 1990;
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Rahmaret al, 1994; Rodir& Ickovics, 1990; US. National Institutes of Health, 1992).

Genderis a measure of both biological/genetic and social differences. It was likely that
the health inequalities between men and women reflected botielaged biological and social
factors,and the interplay between them (Bird & Ricker, 1999; Verbrugge, 1989). Denton, Prus
and Walters (2004) wrote that while women generally experienced poorer health than men, the
pattern of gender differences in healths varied (Arber & Cooper, 1999; Magire, Hunt, &
Sweeting, 1996; Hunt & Annandale, 1999). Women had lower rates of mortality but,
paradoxically, reported higher levels of depression, psychiatric disorders, distress, and a variety
of chronic illnesses than men (Baum & Grunberg, 1991; McDgind&uWalters, 2001;

Verbrugge, 1985). However, the direction and magnitude of gender differences in health varied
according to the symptom/condition and phase of the life cycle. Femaleeded males
consistently across the lifespemnterms ofdistressputthiswas far less apparent, even reversed,
for a number of physical symptoms and conditions (Macirgyed, 1996; Matthews, Manory,

& Power, 1999).

Bird and Reiker (2008) wrote that women lived longer than menygetenhadhigher
morbidity ratesMen experienced more ldreatening chronic diseases, whereas women had
more nonfatal acute and chronic conditions. Accordirthednited Nations (2000 & 2005),
women outlived men in every regicemd almat every country of the world@he size of the
gender gapand the pattern of longevity varied catesably by country. ¥rious reasonaere
identified, and biological factors alone were not considered a sufficient explanation for the cross
national gender differences.

Furthermore, although the ovénate of serious mental illness was similar for men and

women, the most common mental health disorders difteyegenderMost notably, women
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experienced higher rates of depression and anxiety disorders, whereas men had higher rates of
substance abusad antiso@l behavior disorders (Bird &eiker, 2008 Also, studies have
suggested that Asian American women experience high rates of depression, suicide, and other
mental healtirelated disorders (Tanjasiri & Nguyen, 2009). In fact, the rates of hiegeh
disorders among some subgroups of Asian American woman may far exceed those of the general
population. Older Asian American women have the highest suicide rate of all women over the
age of sixtyfive in the United States, with elderly Chinese daganese women having the
highest rates among Asian Americans (U. S. Department of Health and Human Services, 1994).
Similarly, young Asian American women between the ages of fourteen andfieantyave the
highest rates of suicide (Office of Minoriealth, 2007). Although life expectancy has been
increasing for both men and women, the gender gap in longevity in the United States has been
closingsince 198&vhen mends gains began to exceed wome
decline in smokingrad decreasing mortality from cardiovascular disease (CVD) and cancer
(NCHS, 2003; Pampe2002; Preston & Wang, 200For example, between 1990 and 2004
men gained 3.4 years in life expectanmympared to less than 1.6 years for women, in part due
to mae rapid declines ismoking among men (NCHS, 2006).addition to experiencing more
rapid gains in life expectancy in recent decades, on average men had been gainingedwsaalth
whereas womendés gains in |ife pexlpimgwithancy r ef |
functional disability (Centers for Disease Control [CDC], 2000; Crimmins, Kim, & Hagedorn,
2002; NCHS, 2003).

There hae been numerous studies that specifically examined the health of men and
womenseparatelyrom various ethnic commuits and give detailed information about different

health problemsChoe (2009) reported that data from th
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Surveillance, Epidemiology, and Esitesults Program (SEER) have been used to estimate age
adjusted incidence and mortglrates among different racial and ethnic populations. Among
Asian American and Pacific Islander ethnic groups for which SEER data were ayaiaipéd!

male ageadjusted cancer incidence rates were higher arNatige Hawaiian and Samoan men
(Miller, Chu, Hankey, & Ries, 2008). Compared with white men, overall cancer incidence rates
were lower in all Asian American and Pacific Islander groups for which SEER data were
available.

The three most commonly occurringncers among white men (prostate, lung, and
colorectal cancers) were also among the top five occurring cancers in each of the studied Asian
American and Pacific Islander groups for which SEER data were available, but rates vary
dramatically among ethngroups (Milleret al, 2008). Lung cancer incidence among Native
Hawaiian men and colorectal cancer incidence among Japanese men exceed the rate among
white men. Bladder cancer and Melanoma skin cantes fourth and fifth most common
cancers among Wi meni were much less common and not among the top five cancers among
Asian American and Pacific Islander groups (Mikeal, 2008).

Cardiovascular disease represents the second highest cause of death for Asian American
and Pacific Islanders malegall ages and the highest cause of deaths (29 percent in 2004) for
Asian American and Pacific Islander men sifitae years of age and older (Heron, 2007).
Compared to whites, Chinese Americans had the lowest relative risk (40 percent lower) of
cardiovasular hospitalization; Japanese Americans and Filipinos had cardiovascular
hospitalization rates similar to that of whites. Pacific Islander groups have especially
disproportionate risk for cardiovascular disease; for example, thadiggted annual molity

rate per 100,000 population for full Native Hawaiians was 341 compared to 126 for part
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Hawaiians and 89 for neNative Hawaiians (Office of Hawaiian Affairs, 1996). One
interpretation for such high risk for cardiovascular death among full Nativeildag@ompared

to partHawaiians might be greater genetic predilection for heart disease and heart disease risk
factors. Another interpretation is that the lower socioeconomic measures among this group are
associated with higher levels of cardiac riskdeg, such as smoking and obesity, and with

poorer access to adequate preventive health care (Choe, 2009).

A strong independent risk factor for cardiovascular disease, diabetes mellitus has been
increasing in prevalence in all racial and ethnic grouplsarUnited States (Centers for Disease
Control andPrevention, 2005c). Associated with obesity and overweight, most new cases of
diabetes are type 2 and adult in onset. Aggregated data that reflect low rates of obesity would
suggest relatively low rate$ diabetes among Pacific Islanders. Data from the 2001 Behavioral
Risk Factor Surveillance System reflected such a pattern; when adjusted only for age and gender,
Asians had risks comparable to whites for development of diabetes ; Pacific Islanderséad mo
than three times higher risk for development of diabetes (McNeely & Boyko, 2004). However,
after adjustment for body mass index, Asian Americans were found to have 60 percent elevated
risk for diabetes. Stated differently, for any given weight or bodgs index, Asian Americans
were found to be more likely to develop diabetes than whites (Diabetes Prevention Research
Group, 2000).

Tanjasiri & Nguyen (2009) wrote that epidemiological data on the health status of Asian
American and Pacific Islander wem are still scarce, particularly gendgrecific data
disaggregated by ethnicity. There is some data on selected health issues that comprise the major
causes of mortality and morbidity among these women, with prevalence and incidence

information reportedvhere available to highlight particularly disparate health needs.
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Cancer is the leading cause of death for Asian American and Pacific Islander women in
the United States, with breast cancer as the most common cancer for all but Laotians; rates range
from 36.9 per 100,000 for Laotians to 175.8 per 100,000 for Native kaggMiller, Chu,
Hankey, & Ries, 2008). Although breast cancer mortality rates have declined among all other
racial groups in the United States, they have increased among Asian American and Pacific
Islander women (American Cancer Society, 2000; KwofAg42 Selected studies among Asian
Americans show them at risk for breast cancer at younger ages and with more aggressive types
(Brown, Tsodikoy, Bauer, Parise, & Caggiano, 2008). {stage diagnosis for breast cancer
also contributes to increased brtezencer mortality for Asian American (Nddetzgeret al,
2000; KagawsSinger & Pourat, 2000; Liat al, 2002) and Hawaiian or other Pacific Islander
(Marshall, Ziogas, & AntorCulver, 2008) women.

Another disease is coronary heart disease which isrilmary cause of death for Asian
American and Pacific Islander females (in aggregate) aged sdiengears and over, and the
second leading cause of death for females agedfioeyo seventyfour (Centers for Disease
Control and Prevention, 2002).

Domestic violence amongst homeless women is another important cause for health
issues. The domestic violenerperiences are not unusual, since between 22 and 57% of all
homeless women report that domestic violence was the immediate cause of their In@s®less
Over 80% of survivors enterinagafsfhoerldtde rass iad ennete
second only to fAsafety fAnothemsiudyéount that \woBn&ndho ( NNE
had experienced any type of personal violence (even when tloglepisis 14 to 30 years ago)

reported a greater number of chronic physical symptoms than those who had not been
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abusedThe risk of suffering from six or more chronic symptoms increased with the number of
forms of violence experienced (Nicolaidisal, 2004).

It seems that both men and women experience high prevalence of physical health
problems. However, given the data on women and mental health issues, one can predict that
women are more likely to suffer from mental health problems than Tiers, gven the health
datg it is significant to study the impact of gender on the perceived health status of the homeless
population.

Class

Class, or Sockizconomic StatusSE§isiia composi te measure that
incorporates economic status, measureshbgme; social status, measured by education; and
work status, measured by occupationodo (Dutton
between SES and health were found with each of the indicators suggested that a broader
underlying dimension adocial stratification or social ordering was the potent factor (Adler,

Boyce, Chesney, CoheRolkman, Kahn, & Syme, 1994).

Low-incomeindividuals and families more likely experience life stressors associated
with financial burden, which is reflected in higher mortality, lower disakitig life
expectancy, and less healthy lifestyles (Wilkins & Adams, 1987). Link and Phelan (19®&) wr
thatSESis a fundamental cause disease It independently could contribute to negative health
outcomes amongst leimcome disadvantagl groups, especially the homeldsslso could
affect other social factors, such as access to resqoragisgimination (Williams, 1999).

Numerous studieshowedhe existence of a social gradient, in which rates of morbidity and
mortality decreased directly and proportionatelith each increase in level of income or

education (Marmot, 199%dler & Ostrove, 199). Rahkonen, Lahelma, and Huuhka (1997)
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contributed the idetnat people from the lower SES groups might experience more distress and
poorer health outcomes because they lacked the ability to purchase goods or services that
reduced stress, minimized soes of stress, or that could be useg@revent or treat illnesses.
There is some support for this idea, althougime studies suggested that occupational social
class was the strongest correlate of iliness or healthe aher studies indicated that mme
variables were more closely linked to health outcomes (Smith & Hart, 1998; Adelmann, 1987,
Ulbrich, Warheit, & Zimmermanl989).Reynolds & R0s$1998 suggested that occupational
status was associated with psychological and physiological symptotnesst s

Research has also affirmed that education variables predicted health outcomes, and these
effects have been found to extend beyond those associated with access to high social status or
income (Pappas, Queen, Hadden, & Fisher, 1993). The only camtadiereactedwas that all
of these variables were associated with healtd that together they explaingd SES effects
on healthAlternatively, these conditions caused people to live in more stressful, hazardous
environmentsand subje@dthem b social and fiscal privation3his left the SES construct as a
general variable that included loosely associated conditions that individually affected health and
well-being or that were correlated with other conditions that were stressful (Baum, Ga#falo
Yali, 1999).

This research includes all ethnic groups living on Oafhe Hawai'i Homeless
Utilization Report FY 2016 (Yuan & Gauci, 201mentioned thalNative Hawaiians, Pacific
Islanders, Whitg andAsiansare among thenostpopularethnic groupsepresented in the
homeless populationWhen looking at the SES of Native Hawaiians and Pacific Islanders
(NHPI), there are several national and state reports that indicated their relatively lower SES

compared to other ethnic groups in Oahu.
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The U. S. Cesus Bureau (2011) reported that NHPI fare worse than any other racial
group across multiple measures of income. NHPI have the highest poverty rate (14%), highest
proportion of lowincome (31%), and lowest per capita income ($19,076) of any other racial
gpoup in Oahu. 't added that fANative Hawai i an
across all three measures of income, while Tongan, Samoan, and Marshallese Americans fare
worse than any racial group. Close to half of Marshallese Americans Ip@erty, nearly
threequarters are lovincome, and they earn a per capita income of $6,495. Between 2007 and
2011, the number of unemployed NHPI increasetl’%, a rate higher than any other racial
group and much higher than average (47%).0

Given thedata on lowincome earners and their health issues, it is a good prediction that
the participants in low SES are likely to have poorer health status than those in middle or high
SES. In addition to SES having an impact on hedllle,age and absence/pmse of children
living with the participantslso play rols in health statudVhile SES consists of several
different measurements, which may increase or decrease, and may not be in concert with one
anotherageis typically a ontinuousmeasuremen® he minimum age requirement for this study
is 18 years old. Some of the participants at the shelters did not have children while others live
with their children. The matter ohge and participants with/without childrand its health
connectionsreconsiderd below.

Age

Age was included as a variable to determine the perceived health status of homeless

participants.The participants in this study are aged 18 and above. So, we need to look not only

at the older adultsd health status but also vy
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the prevalence of health problems of young homeless adults and ¢dkeat the geriatric
homelesgpopulation.

According to the 2016 Annual Homeless Assessment Report, over 30,000
unaccompanied homeless young adults (ages 18 to 24) were identified across the United States in
the annual Poirin-Time Count in January 2016 (8. Department of Housing and Urban
Development, 2016). Prior studies have found thattbird of homeless youth and young
adults meet criteria for a mental disorder (Caeical., 2000; Hodgson, Shelton, & van den Bree,
2014; Whitbeck, Johnson, Hoyt, &auce, 2004) so it is likely that many of these young adults
are struggling with a mental health problem requiring treatment. Yet, studies have identified low
rates of outpatient mental health service use among young adults overall (Center for Behavioral
Health Statistics and Quality, 2015) and with homeless youth specifically (Berdahl, Hoyt, &
Whitbeck, 2005; Solorio, Milburn, Andersen, Trifskin, & Rodriguez, 2006). Instead, both young
adulthood and homelessness put youth at risk for accessing selvoreghtcrisisoriented,
emergency care (IOM, 2015; Solorio, Milburn, Andersen, Trifskin, & Gelberg, 2006).

Narendorf (2017) wrote that another critical aspect of understanding mental disorders among
homeless youth is the presence of trauma, both befdrafser homelessness.

One study of nearly 400 youth ages$ 28 in Los Angeles found that prior to
homelessness, 71% had come from adverse home environments characterized by domestic
violence or substance use, 51% had experienced physical abuse andi33¢bdneenced sexual
abuse (Wong, Clark, & Marlotte, 2016). In their study of homeless youth in London, Craig and
Hodson (1998) found that 69% had experienced an adverse childhood event. In the Los Angeles
study, most had experienced multiple traumatices/eiith a mean of 3.8 out of 10 traumatic

events prior to becoming homeless (Wet@l, 2016). These experiences were directly related
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to psychological problems assessed in the study includingnaoshatic stress disorder (PTSD),
depression, and salfjury with sexual trauma and cumulative trauma exposures having
particularly significant effects (Wonef al, 2016). In addition, trauma exposure continues once
young people become homeless. Studies have found that up to 83% of homeless adolescents on
the streets were physically or sexually victimized after becoming homeless (Stewart, Steiman,
Cauce, Cochran, Whitbeck, & Hoyt, 2004) and many also witness traumatic events @ender
al., 2014). In an analysis of three latent victimization classes idehlbifieed on victimization
after becoming homeless, Bena¢id 2014 found that those with high victimization as well as
those that had witnessed traumatic events had elevated risk for PTSD and major depressive
disorder compared to those with low victimipatexperiences. Length of time on the streets has
also been associated with mental health problems, with those who remain on the streets longer at
increased risk for psychological problems (Solorio, Milburn, Andersen, Trifskin, & Rodrigues,
2006), possilyl due to the victimization experienced while homeless. The Martijn and Sharpe
(2006) study specifically examined the role of trauma and its relationship to psychological
problems in pathways to homelessness and identified a specific group representofglas%
sample in which a traumatic event had preceded a mental health diagnosis of PTSD or Major
Depression or both.

On the other hand, @ercentage of the homeless population is aging and their health
status is important and needs to be explored in this sBichywn et al (2011) mentioned that the
average age of the U. S. homeless population is increasingthidthef homeless adultsear
currentlyagedoved 50, increased f r oetal, 200Bp Limited eanlier 1990 s
research suggests that homeless adults suffer premature mortality asthsgemedical

conditions compared to the general population. Homeless persaadeadjused mortality
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rates 34 times higher than domiciled adults (Hikisal, 1994), and the proportion of homeless
adults in their 50s with chronic diseases
(Garibaldi, CondeMa r t e | , le,00%) Gdberg, Linn, & MaydDakes, 1990

While the onset of chronic disease in homeless adults appears to be accelerated, the
degree to which they experience geriatric syndromes (e. g. functional impairment, cognitive
impairment, frailty, depressiohgearing impairment, visual impairment, and urinary
incontinence) has not been wstldied (Browret al, 2011). Geriatric syndromes are associated
with higher mortality Tschanzt al, 2004, disability (Tinetti, Liu, & Claus, 1998 and use of
acute are servicesMor et al, 1999. However, research advances over the past two decades
demonstrate that these syndromes are preventable or amendable to relatively simple
interventions Gillespie et al., 2009 While delivering standard treatmentshtumeless patients

can be challenging, geriatric syndromes cannot be addressed if they remain undetected.

Therefore the goal of this study is to explore the impact of age on the perceived health status of

the homeless population.

It is predictable that theomeless participants aged above 50 years are more likely to
have health problems and poorer health outcomes compared to thenmamigipants.In
addition to the variable of age, this study also examined the participants with and without
childrenandtheir healthstatus The participants with and without childreariablehere is
considered to benaccompanied adults or adults living with their children in the sheltbis.
topic is further explored below.

Participants with and without children

There aresingle, homeless men and women and homeless persorchiditen living in

the sheltersThe single participants are unaccompanied adults while other participants are with
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or without spouses/partners and living with their children. This study includes homeless
participants with and without children variable to examine its relationship to the perceived health
status. The health problemsrainparentgsingle, homeless mema women)re equally
significant along withparentswith children.

Svoboda and Rams#¥015 reported thamen who are homeless make up a large
proportion of frequent users of the emergency department (Hwang, 2001; Mane¢lderg
2000). This group imore likely to present with issues related to chronic alcohol use including
intoxication, seizures and various forms of trauma including mgay thatmay lead taaltered
levels of consciousness (Little & Watson, 1996; Mandelleégd, 2000, Svobod& Ramsay,
2013). Injury is a leading cause of death in homeless or {nudessed men (Hwang, 2000).
Recent research shows that homeless andrioeme housed men are significantly more likely
to sustain frequent mild to severe head injuries, at a ratexapyately 5 times that of the normal
population and up to 400 times higher among those who are chronically homeless with severe
problems related to alcohol use (Hwasta@l, 2008; Svoboda & Ramsay, 2013). Among those
who are chronically homeless and Weasers of alcohol, an altered level of consciousness can
in and of itself be a measure of harm and it can further be a concerning presentation as it is
frequently associated with traumatic brain injury, heavy substance both of which are further
related b poor mental health including anxiety, depression and dementia (Greene 2007; Hwang
et al, 2008; Podymowet al, 2006a;Svoboda & Ramsay, 2018hornquistet al, 2002).

Buckner, Bassuk, and Zima (1993) wrote that the proportion of psychiatric impairments
among homeless women with children appears to be greater than that for poor housed mothers.
A study comparing homeless and poor housed mothers in Massachusetts fogiéictbathe

former, compared to 10% of the latter, were diagnosable with a-DSWis 1 disorder or had a
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history of psychiatric hospitalization (Bassuk & Rosenberg, 1988). Bassuk, Rubin, & Lauriat
(1986) also reported a high prevalence of Axis |l peadity disorders among homeless mothers,
although they questioned the validity of these diagnostic labels feinlmame women because
they do not take womenods | ife experiences
Woodet al (1990) found tht 14% of homeless mothers, compared to 6% of housed mothers,
had previously been hospitalized for mental health problems.

There are also studies on single, homeless women who suffer from psychiatric and

addiction problems. In a study involving a samgl@40 homeless Africahmerican and

and

Caucasian women in St. Louis, unaccompanied homeless women tended to have been homeless

longer, to be older, white, more likely to suffer from a psychiatric illness, and to drink more

heavily than homeless women with éapent children (Johnson & Kreuger, 1989).

Burt and Cohen (1989) collected nationwide data on over 1700 homeless adults in cities

and examined differences among single wonir242), women with childrerN=288), and
single menN=1042). Among female83% of women with children and 59% of those without

were nonwhite. Compared to single women, those with children were younger and less

educated, had been homeless for less than half of the time (15 versus 34 months on average),

were more than three timesss likely to have been hospitalized for a psychiatric problem (8%

versus 27%), and were less than half as likely to have received inpatient treatment for chemical

dependency (7% versus 19%). Suicide attempts were reported by 14% of women with children,

compared to 26% of single women. On the other hand, women with children reported a greater

degree of psychological distress as measured by the Center for Epidemiologic- Studies
Depression Scale (CES).

Epidemiological surveys indicated that these womveh childrenhave higher rates of
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anxiety and depression than any other marital status group (Bachrach, 1975; Getteaitag

1980; Radloff &Rae, 1979)and utilization studies showed that single mothers were
proportionately the major consumers of mental health services (Gutetrabgl 980).In

addition, singleparent family status has profound implications for the mental health of a growing
number ofchildren (Hetheringtoet al, 1977).Single mothers were reported to be more
vulnerable than others to stressful life events and common everyday strains because they had
fewer social or personal resources with which to cope wéletfects of stress (Bdin &

Johnson, 1977; Brown & Harris, 1978; Pearlirs&ooler, 1978; Kessler, 1979).

One study demonstrated that sghusted mortality rates were higher for nonparents than
for parents (Kobrirg& Hendershot 1977Ppurkheim (1951) stressed the importané¢he parent
child relationship as a source of integration in his classic study of suicide, in which suicide rates
were found to be higher for the childless than for parents. His view of social integration
depended othe existence of family relationslsigmarriage and parentin@nd was seen as
affectingthem di vi dual 0s s ®hese elatiorshps involeed eteenants of
obligation and constrainas well asa sense of meaning and purpoBeus family relationships
affected psychologicalweb ei ng and heal t h bedbtaeanvironmentahdy s hap
lifestyle.

The single, homeless people are more likely to face poorer health status compared to the
participants living with their children in the shelters. The single participantsraly lwhile the
parents have the social support of their children. These parents find time to spend with their
children and destress themselves.

Besides the sociodemographic factors, the length of homelessness (LOH) variable is

added to examine the ka between duration of homelessness and health problEmesnext
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section will discuss some studies that examined the negative consequences of homelessness.
Length of Homelessnesd OH)

Homelessness itself was an unhealthy circumstance promoting illness and reduced well
being; it was a chronic stresqitzpatrick & LaGory, 2000)Severe distress could trigger
significant mental health problems (Lét al, 1986; Wrightet al, 1998), wich were prevalent
among the homeless; approximately 20% to 30% of all homeless suffered from some form of
severe chronic mental illness (National Coalition for the Homeless, 2006; North, Eyrich, Pollio,

& Spitznagel, 2004; Wrighet al, 1998).Depressiorwas of particular concern, with a

significant majority of the homeless displaying depressymptomatology commensuratéh

a clinical diagnosis (LaGory, Ritchey, & Mullis, 1990; Rossi, 1989; 8cMeschede, &

Rierdan, 1994)Clearly, the higher prelence of distressoupled with lower levels of economic

and social support, produced a distinct disadvantage for the homeless whenwida mental

health issues. It might be assumed that a longer period of time living on the street would increase
thelevel of effect, and this is presented in the next section.

Fitzpatrick and LaGory (2000) wrote that homelessness was a chronic stressor that
caused psychological distress amcreasednental health issudkin et al, 1986; Wrightet al,
1998).Living on the streetwas initselfastressomd i ncreased a personods
certain stressful life eventSor instance, within the homeless population, there was a higher
documented rate of physical and s elxXoegdl,&abuse
Gelberg, 2000), and therefore, a homeless person is more at risk for stressful life events than the
domiciled person (Munoz, Panadero, Santos, & Quiroga, 2005). Letiecq, Anderson, and
Koblinsky (1996) mentioned that although there had betm iésearch addressing the

relationship between social suppamd the length of time a family has spent in temporary
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housing, there was some evidence that prolopgeidds ofhomelessness ldéd increased social
isolation.In one study of 166 homelesslividuals in Austin, Texas, longer periods of
homelessness were associated with increased disaffiliation and social isolation (Gresby
1990).

While, some of these studies have distinct implications for homeless people in Hawai'i,
the situatiorhere is slightly different. It is cledhat residents in homeless shelters in Qalsun
other locationseceived some support through case management serviceshes, families,
and friendsSome of them have experieddeomelessness for a long tinTde kitem,the
Length of Homelessne¢sOH) survey that askedboutthe duration othehomeless situation
was added to examine its association with social support and the perceived health gtatus of
homeless populationAfter reading the literaturenothe length of homelessnegss likely that
the longer the period of homelessnéisemore likelyit is to negatively affect the health status
of the homelss person.

Social support is a term that has appeared numerous times in this litezaieve and it
is important to explore it further, given its major role in this study. This following section
explores the academic literature relating to social support, and its role in health.

Social Support

Heaney & Israel (2008) defined social sup@stalways intended by the sender to be
helpful, thus distinguishing it from intentional negative interactions (such as angry criticism,
hassling, undermining). Social support is commonly categorized into four types of behaviors.
The four types of suppovié behaviors are emotional (expressions of empathy, love, trust and
caring), instrumental (tangible aid and service), informational (advice, suggestions and

information) and appraisal (information that is useful for-sgHluation).
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Gerald Caplan (1974sued t he term Asupport s wrstheem, 0 an
structure of such systems, nor did he suggestthewdevelop or are maintaindde did note
the importance of reciprocity and durlyiof relationshipsYet it was cleafrom his discussio
that the support system was not limited to family and friends, but included raidugrioups,
neighborhooebased informal services, and the aid provided by comitynoaregivers such as
theclergy.He elaborated on the kind loelp the supporsystem migt provide,andsuggested
three main sets ofctivities: helping one mobilizpsychological resources to manage emotional
problens; sharing demanding tasks, grdviding materials, money, skills, and guidance to help
in dealingwith specific stressors.

Wit h support Astrategically placedo in each
he or she might be protected almost completely fiteeradverse effects of stre$swus, Caplan
emphasized the importance of support systems in protecting indiwelaeing in the face of
everyday demands, situationaisers, and life transitions. Héso suggested the kinds of
assistance provided by these systems, setting the stage for discussions of the proper scope and
important types of support activities (Cap) 1974).

Vaux (1988) wrote that numerous etlresearchers and commentatwstributed to the
shape of social support theory andeggh from the mid970s to the late 1980s (DearlLé
1977; Gottlieb 1981; Hendersd®77; Heller 1979; Hirsch 1972980; Kaplan, Casel, & Gore
1977; Mitchell &Trickett 1980; Tolsdorf 19765tudies addressed the size and structure of
socid networks, the availability ofonfidantes, and satisfaction with different typésupport.

The networks of psychiatricpedical,and normal samples were compar@&tie rehtionship
between psychologicdlistress and social support (variously conceivedirmeasured) was

examined amongamples experiencing some particular life transitionaoying levels of
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stressful life eventvermore than a decade, the major questiakead in social support
researclthanged little, although they came to Is&ed with greater precision and sophistication.
Ten years lateChanet al (2009) mentioned that social support was arguably one of the
mog popular psychosocial constructs. The groundbreaking work of physicians and social
psychologists found that social support was an important factor in preventing illness and
reducing mortality rates (e.g., Berkman & Syme, 1979; Caplan, 1974; CasselCt®16;
1976). Researchers have studied social support in the context of variougdlatdth conditions
(e.g. cancer, cardiovascular disorders, diabetes, multiple sclerosis, TBI, AIDS, infectious disease,
andimmune function), psychological disorders (gedgpression, anxiety, schizophreraag
addiction), life stressors (e.g., divorce, caregivarg]parenting), and personal relationships.
Several of these studies have revealed significant relationships between social support and
various healtirelatedoutcomes (Auslander & Litwin, 1992; Cohen, Doyle, Turner, Alper, &
Skoner, 2003; Baron, Cutrona, Russell, Hicklin, & Lubaroff, 1990; House, Landis, & Umberson,
1988; KiecoltGlaser & Newton, 2001; Pierce, Lakey, Sarason & Sarason, 1997; Russell &
Cutrona,1991; Schwarzer & Leppin, 1992; Dilworfhnderson, Williams & Cooper, 1999).
Vaux (1988)described howhree scholars laid much of the groundwork for discussion
and research of social support plza 1974; Cassel 1974a, 1974B76; Cobb 19760ne of
these scholars]ohn Cassel (1974a, 1974b, 1976)epidemiologist and physiciaargued that
psychosocial processes were of considenalp@rtance in disease etiologgnd that social
support, in particular, played a key role in stredated disordersCasse(1974b) was interested
in understanding ecologicahdings linking noxious urbanonditions, such as poor housing,
crowding, and the druption of neighborhoods, wittigher rates of physical and psychological

disorcer, including infant mortalitytuberculosis, and psychosis.
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Almost 30 years lat&Kawachi and Berkman (2001) wrote thatisbsupport derived
from socialnetwork was hypothesized to affect health in different ways. Social support could
bufferthe effects of stressful life events tlodiherwise wouldhegatively affect physical and
mental health. Furthermore, social support could cyezddive affective states, asdpportive
relationshipswhich in turncould provide individuals with acceso positive social influences
that could enouragehealthy behaviorsThis might explain why manstudieshave found that
social support hagsrotective effects on physical health outcomesh sisccardiovascular disease
andmortality, and mental health outcomes, such asedsion and anxiety (Berlan & Glass,
2000, Kawachi &erkman, 2001Noh & Kaspar, 2003).

Previous studies @ghe connections among social networks, social support, and Health
identified aspects of network structure that influenced the social support received by individuals,
their perceptions of the availability and adequacy of this support, anartbetal health in
routine andunusuaketting® including hurricanes (Beggd al, 199%; Berkmaret al,, 2000;
Chan & Lee 2006: Fuhrer &tansfeld 2002; Haine= al, 1999, 2002; Houset al, 1988;
Hurlbertet al, 2000; Kawachi &Berkman 201; Linet al, 1999; Peek &in 1999; Thoits
1995; Unbersoret al, 1996; Wellman &Vortley 1989, 1990). These studies have confirmed
thefindings of numerous social support seslincluding (a) thatbetter access to social support
was associated with better health (Hoesal 1988; Kawachi &erkman 2001; Thoits 1995)
and (b)thatperceived adequacy of support was more consequential than received support for
psychological wbeing (Chan &Lee 2006; Thds 1995; Turner 1994; Turner Elarino 1994).

Pearlin, Menaghan, Lieberman, and Mullan (1981) wrote that although, a number of
scholarly efforts have sought to bring some clarity to an area surrounded by considerable

ambiguity (Caplan & Killilea, 1976; Cobb, 1976; Brown, 1978; Mueller, 1979; Hou$4,),19
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the term social support constitutes to reflect inconsistency in meaning and usage. Questions
remain as to what constitutes a support system, what kinds of support can be drawn from the
system, and what kinds of problems are amenable or resistadtittioa by supports. Indeed,
although several studies show that support does modify the impact of stressful circumstances
(e.g. Eaton, 1978; Gore, 1978; lahal, 1979; LaRoccet al, 1980), there is no clear
understanding of the conditions that deterenivhether or not support will be effective
(Lieberman & Mullan, 1978).

However, the majority of the studies on social support suggest that it is more likely to
produce positive consequences on the health anebeiely) of the target population. Itas
possible predictiothat the availability of social supp@mongst homeless participamtsl have
better health status.

Given this background on social support, it is important to consider how social support
intersects with homelessness. There are d@yetudies, which are examined now.
Social Support and Homelessness

Therearefew studies on social support systems and social networks lbbtheless
people.In response to the growing societal concern about homelessness in recent years (Shinn,
1992; Toro & Warren, 1999), researchers have begun to explore the role that social support play
among homeless people. The studies compkiddrhave found that, relative to the ron
homeless, many homeless adults have never been marheg typically havesmallersocial
networks and despite popular stereotypes of homeless ignjahost are in regular contact with
at least some familpnembersand friends (Bates & Toro, 1999; Cohen & Sokolovsky, 1989;
Fischer & Breakey, 1986; Fischer, Shapiro, Breakeyhd&my, & Kramer, 1986; Letiecq,

Anderson, & Koblinsky, 1998; Solarz & Bogat, 1990). A few studies have attempted to explore
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the association between social suppamtt outcomes for homeless people. Although some have
found a positive association, as wasatgfly found in normative populations (those without
mental illness and homelessness issues) (e.g., Btate 1991; Rabideau & Toro, 1997), others
have not (e.g., Calsyn & Morse, 1991; LaGory, Ritchey, & Mullis, 1990; Morse & Calsyn,
1986). Only two stdieswere located thagxplored the stredsuffering effects of social support
among homeless people. Both found main effects of the social susporell as stress
buffering effects (Bates & Toro, 1999; Schutt, Meschede, & Rierdan, 1994).

Thereis anincreasing interest in the influence of social support on health outcomes
among disadvantaged groups, and tieeemodest body of research exjphgrthe effects of
social support on health amongop&e experiencing homelessneshis research has founilat
social support was associated with lower rates of mental health problems, such as depression and
suicidal deation, fewer physical illnesymptoms, decreased substance abuse, and less risky
drug and sexual behavior amadmgmeless individuals (LaGoset al., 1991; Calsyn &Vinter,
2002, Bacet al, 2000,Nyamathiet al, 2000, Schutet al, 1994, Nyamathet al, 1993, Abdu
Quaderet al, 1990,Toroet al, 2008, & Irwinet al, 2008).0Other research has found that social
support was related to highlerels of health and social service utilization among homeless
persons (Lam & Rosenheck, 1999), and a small body of research has found that social support
was negatively related to victimization while homeless (McCagtlal, 2002, Wenzegét al.,
2004,& Lam & Rosenheck, 1998).

Homeless individuals were often socially isolated, with low levels of social support and
social functioning, and their lack of social resources contributed to their ill health (Khandor &
Mason, 2007, La Gorgt al, 1991, Figheret al, 1986, & Solarz & Bogat, 1990}t is essential

to explore the relationship between social support, and social networks and health of homeless
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individuals as a first step to find wagsimprove the health outcomes.

Homeless women reported fewer pags and have been found less likely to use their
support systems (Anderson & RayeP@04; National Center on Famijomelessness & Health
Care for the Homeless Clmii ans & Net wor kwho epgeieBcegd homélessness o me
sought formal support whereeded. The National Center on Family Homelessness and Health
Care for the Homeless Cliniciansd Network (20
were willing to seek help from family driends, while 73% were willing to seeklpdrom
professional mviders.Still, there was a wide gap between those who would seek assistance in
stressful situations and whom they perceived that would be receptive to their request.
Unfortunately, those in need might not feel comfortable in asking for help from sowiakse
professionals. Only 10 out of 100 homeless women felt they could contact a professional
provider if they were depressed or needed advice, wimigarly motivatedcontact with clergy
or community crisis lines were noted as 7% and 14%, respectively (p.15). Friends were the most
likely contact with 33%, followed by parents 28%, and brothers or sisters (23%). It was
important to note that partners or husbands were seen as a support is%rdjthe women in
response ta question abowtsking for help in an emergency in the middle of the night, if they
needed advice, or if they were depressed and needed support.

Holcomb (2009) conducted a qualitative, hermeneutic phenomenological akithyg
the subpopulation of homeless single mothers how they chose social supports for themselves
and their families. A phenomenological design guided exploration of the social circumstances
andthehol i sti ¢ nature of t hey, 2086), therabjngpeasmg s 6 exper
understandingdf he par t i ci pvatimthes supportsiwenty-thiee horefess single

mothers who lived in Sacramento County, California, who were over 18 years old, parenting
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children, and not living in emergencgusing shelters, were interviewed.

Despite the examples found elsewhere in the Lh&tetwere not many studies that
examinedhese issues in Oahim. generalstudiesshowed that the homeless population had
disabilities, both mental and physical issweisich needed attention. To what extent tisitrue
for the Oahu population is unknown. It would be useful to ktieevperceived health status of
people, according to the categoriesaik/ethnidaty, gender SES age,participants with/without
children theLength of Homelessness@H), and the level of social support receivBdch an
ideal studywould specificallyexaminethe functional social support measures, that is, appraisal,
tangible, seHesteem, and sense of belonging constructs utilized byattieipants at the
homeless shelter$his would give a good insigimto howthey ask for helpand whom they are
consideringo offerreliable resourcesinderstressful conditiongVly study seeks to answer
some of these questions.

Conceptual Framework

Many stressful experiences, it should be recognideahotspring out of a vacuunbut
typically maybe traced back to surrounding social structuresendp | eds | ocati ons
The most encompassing of these structarethe various systems dfratification that cut
across societies, such as those based orethoiety, gender, SESageand participants
with/without children To the extent that these systems embody the unequal distribution of
resources, opportunities, and s&lfard, a low sttus within them may itself be a source of
stressful life conditions (Pearlin, 1989%long with the sociodemographic information, the
Length of HomelessnegsOH) and the social support availability were added to examine the
impact on the perceived hdaktatus of the sheltered residents.

Pearlin (1989) added that it was quite understandable that the community studies
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conducted in the 1950s and 1960s consistently
statuses in stratified systems and indicatdrther well-being (Gurin, Veroff, & Feld, 1960;

Hollingshead &Redlich, 1958; Srole, Lamgr, Opler, & Rennie, 1960nterest in these statuses
continuedater yearsparticularly as evidenced by the explosion of literature exagnigender

and stresgGore & Mangione, 1983; Kessler MicRae, 1981; Thoits, 1986).

Gender could be taken as an illustration because this was avathtadargeresearch
literature (Pearlin 8Aneshensel 1986First, gender was a characteristic that influenced the
stressor$o which people were exposed: women and men often experienced different stressful
circumstancegPearlin & Lieberman, 1978)n addition, even where exposure to stressors was
similar for women and for men, the effects of these stressors on the ositc@ynee
conditioned by gendePerhaps, for example, equivalent occupational hardships had different
impacts on men and on women because of differences in the conditions that men and women
faced n other roles (Pearlin, 1975&Pearlin &Schmler, 1978) Finally, gender was a
characteristic that could affect the ways in which stress outcomes were manbegtietsive
symptomatology might be a more typical expression of stress among women, whereas drinking
and other behaviors might be more typical amaeg (Aneshensel, 1988).

The present study inclugdsociodemographic variables suchgamder race/ethnicity,

SES, age, and participants with/without childeel other variables like theength of
Homelessnesd. OH) and social suppothat are likely tampactthe perceived health status of
homeless participants (Figure 1).

In light of the literature review, the reseauestionmay be approached with greater

sophistication, and it is restated here in this context.
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Figure 1. Conceptual Framework

Socio-demographics Social Support
(total score)
Gender
Race/Ethnicity Tangible
SES Length of Homelessness Self-esteem
Age Sense of belonging
Participants with and Appraisal
without children

Perceived health Status:
General Health
Physical Health

Mental Health

Research Question:How dosociodemographic characterist{ssich agace/ethnicity, gender,

SES, age and participants with and without chilflesmd length of homelessng&$H) together

with social support impact perceived healtatus among people who are homeless on Oahu?
Thus, the extensive literature review of social support and health emphasized the need to

explore the health status of the population living in homeless shelters. The importance of

sociodemographic perspeaticoupled witlthe Length of Homelessne¢sOH) and availability

of social support will discover its effect on the health status of the sheltered participants.
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Chapter 3. Research Methods

This chapter presents the research design, research questicasnfie, and its
geographical location, the data collection and analysis procedures, atditaécompliance
and protection of human gelots. This quantitative studgollecteddataabouthomeless adults
some of whom hadhildren who livedin Honolulu homeless shelters.

Research Methods and Design

This study used a crosgctionaldesign.Quantitative research methedereused to
guantify elationships between variabl@he pimary dataverecollected, coded, categorized,
and erered into theStatistical Package for the Social Sciences (SR&8ion 24software
program.The adultnterviewes were from four homeless sheltersOahuTwo of the shelters
were located ithedowntown areasf Honolulu.The other twdacilities were located outside
the urban core, in Waimanalo, and KapoBnce the collectedada were from far different
locations in Oahuthe resultsnaybe generalizedt®ahuds shel tered homel es
which will be discussed further below

To explorethe contributionof demographidactors Length of Homelessne¢sOH), and
social support on perceived health status, bivariate, and regression models (ordinal logistic and
negative binomial) were uidled to determine the outcomdse four regression models were
presented in the form as below:

3 B+tbhCG+bLC+BGH W+ G+ bC+ G
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where Gy, G, G, G, Gs, Cs and C; are explanatory variables respectively representing
race/ethnicitygender, age, socioeconomic (SES) ingexticipants with and without children
Length of Homelessness@H) and social supparbg, by, by, b3, by, bs, bg, b7 are unknown
parameters to be estimated through the regression models;aamatmsally distributed error
term reflectinghedeterminant otheoutcome. The dependent variablé}¥ heasured the
perceived health status and they were

3 = General health

J = Number of physically sick days

J = Number of mentally sick days

The coeficients of the independent variablesthroughb; measured the responsiveness
of the independent variableg ¥ X7 on the perceived health status. SP&8sion 24 was used
for the descriptive and inferential analyses.

Now that some information has begamsented on the research design, it is useful to turn
to the population that is the focus of this study. The homeless population has been discussed
earlier in this work, but the discussion here focuses on those residing on Oahu, since this is the
broademroup from which a sample was selected for this project.

Population

Forthepast few years, Hawaihias seean alarming rate of homelsess compared to

other statesHawaiiGover nor David | ge declared a state o
homel essness c¢crisis, just days after city and
homeless encampmenfshe r eport stated that HAHawai i saw

homeless population between 2014 and 2015, and a 46% increlaseumber of unsheltered

fami lltesadaded t hat ithere were 7,260 homel ess
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meaning Hawai i has the highest rate of homel
(AHawai i governor de20l5ares state of emergency
This alarming information is buttressed b tatest Homeless Service Utilization
Report: Hawai'i FY 206 (2017), whichshowed that there were B45homeless service users in
FY 2016, compared to 1954 homelesservice users in FY 201%here wa adecrease 06.3%,
or 939clients which was attributed tmore people leaving the homeless service system from FY
2015 (892 more Al eaverso), a smaller number <c
less reseeking homeless services after exjtihe service system in a previous year (947 less
Ar et u(Youan& Gaugi,2017).
I n the article, AHawai i Governor Decl ares
Crisid (2015) it was reported that though there is a decrease in numhessdatashowed a
need to allocatenorefunds to expand services for helass individuals and families.
Organizationsieeding fundsncludedthe Housing First prograpwhich provided homes and
services to chronically homeless individyalsthout requiring them to gesober or treat mental
illness first, and programs that helped families to lpaysingdeposits and rent
With all these issues swirling around the homeless issue in Oahu, it was clear that there
were many ways that data could be collected. The challgagdow to do this in the best
manner, given the goals of this study, and this is the focus of the next section.
Instruments
This quantitative research study utilized three instruments to examine the relationships
betweersociodemographic characteristicength of Homelessne¢$sOH), social support and
perceived health statuhe three instruments utilized were: the CDC Healthy Days Core

measure (HDC), the Interpersonal Support Evaluation List (IS&idthe Length of
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Homelessness Survey (LOH)heSocbdemographic Form (SKas added to collect
sociodemographic information of the homeless clieht# of the measurespecifically the
Healthy Days CoréHDC) andInterpersonal Support Evaluation L{$8EL) had particular
strengths related to their m@nt and measurement approathey were selected for their
reliability and validity,their previous usevith people with health disparitieand thehomeless
populaton. Plus, the measures had item clarity and bre€@ityon bac h és al phas wer
for internal consistency reliability on both surveybie Healthy Days CoréHDC) was feasible
for surveillanceand was applied to different population subgroufpwas alsaelevant for
public health program develognt.
Healthy Days Core survey (HDC)According to the CDC (2000), thé¢ealthyDays
Core(HDC) survey had been part of the full sample Behavioral Risk Factor Surveillance System
(BRFSS) core since 1993, and was added, beginning in 2000, to the examination component of
the National Health andWtrition Examination Survey (NHANES). In recent years, several
organizations have found these Healthy Days measures useful at the national level for: a)
identifying health disparities, b) tracking population trends, and c) building broad coalitions
arounda measure of popul ation health compatible
definition of health. The WHO (1948) wrote th
and social wetbeinginot mer ely the absence of disease, ¢
One of the greatest anticipated uses of the BRFSS Healthy Days measures and data was
at the state and local leveils support of the two major goals of Healthy People Atduihched
by the U. S. Department of Health and Human Servieg$nproving the Quality and Years of
Healthy Life, and) Eliminating Health Disparities his validated measure and accumulating

data gave states and communities a unique resource for tracking adult physical and mental health
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over time, identifying unmetealth needs, and guiding broad community efforts to improve
population healthMeasuring Healthy Days can help determine the burden of preventable
disease, injuries, and disabilities, and it can provide valuable new insights into the relationships
betweerthe Healthy Days CoréHDC) measurend risk factors (CDC, 2000).

TheHealthy Days CoréHDC) survey was taken froithe Healthrelated Quality of Life
(HRQOL) measureThe originaHRQOL wascomprised of 14 questions. However, this study
used only thadedthy Days CordHDC) survey with threequestios. TheHealthy Days Core
(HDC) survey is in Appendix BrheHealthy Days CoréHDC) survey measured the perceived
heath status of the homeless populafidns surveyme asur ed a personds perc
well-being throughthreequestions on: a) sethted general health) the number of recent days
whenphysical health was not gocahhdc) the number of recent days wherental health was
not good. For ths survey firecenbd was defined as during thpast ® days, and each portion of
the survey measured different aspects of healthis survey had a retest reliability of 0.75 for
selfrated general health, 0.71 for the number of recent days when physical health was not good,
0.67 for the number of cent days when mental health was not good (Andresen, Catlin,
Wyrwich, & JacksoAThompson, 2003)

The first item measured the overall selted general health on a Likert scale of
excellent, very good, good, and fargoor responses. The next thealthy Days CoréHDC)
guestionsstimated the number of recentdayhren a persondés physical a
good (or better)and was calculated by subtracting the numbembtkalthy dayfrom a 30-day
total (Hennessyt al, 1994) These summgr measur es were designed to
perceptions about their health over tirard to identify groups in the general adult population

with potentially unmetperceived health needs (CDC, 2000).
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The secondHealthy Days CoréHDC) question was a global measure of recent physical
symptoms, and the thitdealthy Days CoréHDC) question was a global measure of recent
mental and emotional distress. Physical and mental health questions were probed in separate
guestions in order to linfuality of life measurement to the medical, mental health, and
behavioral medicine fields.

Question 1 was a categorical varighgh Likert scale responses from 1 (excellent) to 5
(poor). On ke other hand, questions 2 and 3 were continuous varidblescoring wa from 0
to 30 days in a montlA calendar was used to assist the participentscordng their sik days.

In conclusion, thédealthy Days CoréHDC) survey is a fairly quick one to complete,
once the participant has spent the time neealedrsider their health in the past month. In
contrast, theénterpersonal Support Evaluation L$8EL), considered next takes much longer to
finish.

Interpersonal Support Evaluation List (ISEL). Interpersonal Support Evaluation List
(ISEL). As thisstudy is interested in the health outcomes of the homeless population, the
Interpersonal Support Evaluation L($8EL) was utilized. Thénterpersonal Support Evaluation
List (ISEL) is a 40item questionnaire (Appendix C) that asks people to rate theipedc
availability of different types of social support. The questions measure 4 different types of social
support (i.e., tangible, appraisal, sefiteem, and sense of belongirnid)ere is striking and
consistent evidence for associations between sagglost and physical health, which is derived
from social support studies. There is evidence that those who report that others will provide them
with aid when they are in need are protected from the pathogenic effects of life stress (Cohen,
2004). This meanthat perceived emotional support protects against the increased risk for

mortality, associated with high levels of stressful life events (RosengrerGortler, Wedel, &
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Wilhelmsen, 1993), and work stress (Falk, Hanson, Isacsson, & Ostergren, 1992)s Eiso
evidence for increased levels of perceived support delaying the progression of chronic life
threatening illnesses. For example, greater levels of perceived social support are associated with
longer survival following heart attacks (Lettal, 2005), and possibly with survival from breast
cancer (Gidron & Ronson, 2008; Soelita, Kasl, & Jones, 2003) and HIXIDS (Lee &
RotheramBorus, 2001; Pattersat al, 1996). Presumably, this protective effect occurs because
the perceived support redudbs stress associated with having a potentially fatal disease (Cohen
& JanickiDeverts, 2009).

Thelnterpersonal Support Evaluation L$$EL) measure hagroved equally valuable
in a number of studies, including reseandth thehomeless (Bates &oro 1999), patients with
epilepsy (Amir, Roziner, Knoll, & Neufeld (19939)eeffect of advocacy intervention on mental
health in women survivors of intimate partner (Tiw&ong, Yuengt al, 2010) battered
women (Bauman, Haaga, Kaltman, & Duttof12), older adults (Sacet al, 2010),and
women experiencing aba (Crane & Constantino, 2003his measure was selected to assess
the perceived social support availability of homeless peagple might have a group of family
members and friends asangt themin finding housing and employmerandaddressg health
issues and intimate partner violence situatiding Interpersonal Support Evaluation L{$8EL)
would also show if theresasno social support fatresearch participants

All Interpersonabupport Evaluation LISiSEL) questions were on a Likert scale
ranging from completely true (A), somewhat true (B), somewhat false (C), completel\bfglse (
and r ef us e d/Thetotainterp&rsomal\Sudpdit)Evaluation L{$S8EL) scorewas
utilized to measure social support iterDsie to the multicollinearity problewf the IVs the

researchedid not useghesubscales of the instrumenit was computed by taking the mean of
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all nonmissing items and then multiplied by the numberani (40) in the scale (Cohen,
Mermelstein, Kamarck, & Hoberman, 1983)he score range was 105.35 with minimum at
46.00 and maximum score at 151.88ms 3, 6, 9, 10, 11, 13, 14, 15, 17, 24, 25, 27, 28, 29, 30,
34, 35, 36, 3%and 40 were reversely scdréll scores were kept continuous.

In contrast to these other questionnaires #reggth of Homelessne¢sOH) survey was
shorter. It wasleveloped to assess time period of homelessnesshichwould likely affect
health statugrurther details about each of the questionnaires are now provided.

Length of Homelessness (LOH)The Length of Homelessne$sOH) survey was
created to see whether a statistical relationship exists between health status and length of
homelessness. Somedies showed that ethnic minorities (Washington, 2006; Yuan & Gauci,
2017), people in lower SES categories (Shinn & Gillespie, 1994), with mental health issues
(Sullivanet al, 2000), criminal histories (Stein & Gelberg, 1995), substance abuse (Breakey &
Fischer, 1990), and higtisk behaviors (e.g. sharing of needles, and bottles, and unprotected sex)
(Klee, 1991) face serious challenges in getting housing because of their backgrounds. Thus, these
people tend to be on the streets longer than those withr fesues. It is likely that the lengthier
the period of homelessness, the greater will be the exposure to harsh weather, stressful living
conditions, and risky behaviors whidlikelytohave an 1 mpacitbeingn peopl ed:
TheLength of Homelessne$sOH) surveywas segenerated (Appendix D) was a ongtem
survey askingorthepar t i ci pants6é | engt h adngthhob mel essness
Homelessnesd. OH) survey was used agpaedictor variable to explore ti@pact on the
perceived health atusin this study.The responses were keptaasontinuousvariableand

recorded in months.
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TheLength of Homelessne¢sOH) data was skewed\ ShapireWi | ks test was
conducted. bgtransformatiorusinglog;o(x) functionwas done beforeegressioranalysis.The
transformed data showed significance leveDPO0. In addition to thd_.ength of Homelessness
(LOH), research participants completed one more questionnaire. This survey asked about
sociodemographic information, and this is discussed next.

Sociodemographic Form (SF).Thesociodemographic forn5f) included questions
about race/ethnicity, gend8SES, age and asked whether the participants lived in the shelters
with or without their children. The form is attached (AppendixH)e race/ethwmity variable is
a categorical variable with 4 groups: Native Hawaiians, Whites, Micronesians, and Asians and
Others. The first 3 ethnic groups had enough participants to represent the respective groups.
However, Asians and Others category was mergedodsimaller representations of Asians
(Japanese, Filipino and Chinese) and Others (Blacks, Native Americans, Latinos, and unknown).
Gender has two categories: male and fenfdle. SES was a composite variable, including
income,employment, and educatio®8SS was utilized to collapse these three categorical
variables into a composite variable, SES$s known that health status is related to
socioeconomic status across the socioeconomic gradient; even among populations with relatively
high socioeconomistatus, the most advantaged have better health than the less advantaged
(Macintyre, 1994).Age was kept as a continuous variable.

The participants witlandwithout children variable was created with information
coll ected on the participantdés i nformation on
children). The information was collapsed into two categories: participants with children, and
participants without children. The participants with/without children variable was created to

examine the correlation between health socialsupport from children. This was deemed to be
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useful because a thrgeneration North American longitudinal study showed at chi | dr en
emotional and instrumental support has beneficial effects on the survival and psychological
wellbeing of parents, particularly when the elderly experience widowhood or declining health
(Silverstein, & Bengston, 1991; Silverstein, & Bengstt®94). Other studies carried out in the
U. S. found no link (Dean, Kolody, & Wood, 1990), or negative consequences between
childrends support and the morale and ment al
Markides, & Kraus, 1985).

AShapio-Wi | kés statisti c doacsemographscariabtesy FESCt ed f o
data was skewed. Data transformation d@se usindog;o(x) functionand it was used to
analyze the findings. The transformed data showed significance 080p

In thecase of all these questionnaires, it is important to consider whether they have
demonstrated validity and reliability. Both are considered below, starting with validity.
Instrument Validity

TheHealthy Days CoréHDC) survey has construct, criterion, antbkvn-groups
validity in a general population comparison with the widely used and validated Medical
Outcomes Study Short Form 36 (86) (CDGMMWR, 1998b; Newschaffed,998; Moriarity &
Zack, 1999)In that comparison, the individual components oftiealhy Days CordHDC)
summary index (recent physical and mental health) also displayed acceptable validity and
correlated strongly with related S¥6 scales (Newschaffer, 1998)was also reported that this
summary measuiis the most valid measure of a djtyaof life deficit in a mixed population of
adults with concurrent physical and mental health problems.

Statisticians know that thdealth Days CoreHDC) surveyis part of the HRQOL

measureThe Short Form 36 (SB6) was developed by the RAND Corpooatiduring the
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1 9 8 ,@r@d svidely used in clinical studies of HRQOL to measure the functional status and
perceived wetbeing ofarepreserdtive U. S. patient populatiohe SF36, owing to its
validity and reliability, is generally viewed as the critefior fAgol d st andardo f ol
HRQOL (CDC, 2000).

In addition to this backgroundheHealth Days CoreHDC) survey was chosen for this
study because of its use in previsasearch witladults on the BRFSS (CDRMWR, 1994;
Hennesseyt al, 1994, CDEMMWR, 1995; CDGMMWR, 1998b; CDCMMWR, 1998c;
CDC, 2000).

As for Interpersonal Support Evaluation L{$8EL), Bates and Toro (1999) found that
thelInterpersonal Support Evaluation L($8EL) subscales were associated vagecific
outcomes (e.g., symptoms of phydiand psychological symptom&ogers, Anthony, and
Lyass (2004) wrote thale Interpersonal Support Evaluation L{($8EL) has been subjected to
extensive reliability and validity testing (Cohenal,, 1985) whichhas shownit to be internally
consistent and valid with the general population (Brookings & Bolton, 1988; Schonfield, 1991).
This survey has been useith homeless people (Radt al, 1999 Toroet al, 1999).The total
scorehasbeen found to be correlaevith severaimeasures of psychological health and physical
symptomology.

While validity of research instruments is important, it is also key to consider their
reliability. The next section covers this issue.
Instrument Reliability

Cronbachodés al pha provided an HeakhybDagsadCore of i
(HDC), andInterpersonal Support Evaluation L($8EL) surveysThe alpha coefficient fahe

Healthy Days CoréHDC) surveywas.783.TheInterpersonal Support Evali@n List (ISEL)
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survey had an alpha coefficient of .9IBhe subscales ofnterpersonal Support Evaluation List
(ISEL) had alpha coefficient ab51(tangible),.714(sel-esteem),815sense of belongingnd
.714(selt esteem) Since thed_ength of Homelessne¢sOH) was a litem surveynoalpha
coefficient was availableln the case of thinterpersonal Support Evaluation Li$SEL)
instrument, the four subscales haditetest reliabilities of .711.87 in various community
samples (Ghen, Mermelstein, Kamarck, & Hoberman, 19&%)d .62 to .85 in a sample of
homeless and o adults (Bates & Toro, 1999).

The readability statistics in MS Word ftite Healthy Days CoréHDC) was gradeevel
7.9, grade level 4.#or the Length ofHomelessnes4. OH), and grade level 6 fdnterpersonal
Support Evaluation LIiSEL). There were 51 participan(33.8%) with some college or more
education, while 70 (46.4%) had high school diploma and 30 (19.9%) had less than high school
education.

The next section describes the variables used in this study. There were three dependent
variables and sevequestions (independent variables) pertaining to perceived hedith sta
(Table 2). The threquestions were on the general health, number of philyssiek days
(physical health), andumber of mentally sick days (mental hiaalt
Variables

Dependent variablesThere were thredependent variables based on tHealthy Days
Core(HDC) questions. Te first dependent variable was on general hgaltnd it asked fiw
you say that in general your health is excell

coded ordinal level variable, with responses ranging from excellent, very goodfajnahd

poor.
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The second dependent variable was the number of physically sick days in a month. The
guestion was Anow thinking about your physica
injury, for how many days during the past 30 days was yourpteydi heal t h not good
minimum number of days in a month was 0 and maximum was set at 30. This variable was
recorded as a continuous variable.

The third dependent variable was the number of mentally sick days in a month. The
guesti on wa s boityounmeritahhealthk whickyinchudes stress, depression, and
problems with emotions, for how many days during the past 30 days was your mental health not
good?0 The minimum number of days in a month
variable was coel as a continuous variable.

Independent variables.Length of homelessnefisOH), social support, and
sociodemographic information were independent variablesL&hgth of Homelessne¢sOH)
was collected in months and coded as a continuous variable. The total social support score was
collected and recorded as a continuous variaBteiodemographic information on
race/ethnicitygender SES ,age,andparticipants with/without childrewerecollected toshow
how these characteristics played a role in the health of homeless [am@éethnicitygender
andparticipants with/without childrewere coded as nominal, categorical variables. Age and
SES were coded as continuous variables.

Now thatthe survey instruments and variables have been described, the next step is to
consider how the data was collected, processed, and analyzed. This process took some time since
it relied on the cooperation of Oahu shelter staff and the participation adrstights. This is

described below.



Tablel. Variables

DVs:
General
Health

Physically
Sick Days

Mentally
Sick Days

IVs:
Race/
Ethnicity

Gender

Socioeconomic

statug(SE9

Age

Participants
with/without
children

Length of

Homelessness

Social Support Continuous

Measurement Response

Ordinal, Likert scale

Categorical

Continuous  No. of sick days
past month

Continuous  No. of sick days
past month

Nominal,

Categorical

Nominal,

Categorical

Continuous 1) Education:

(composite a) less than High

variable of School

education, b) High School

employment c) some college or

and income  more

levels) 2) Employment:
a) nojob; b) parttime
job; c) full-time job
3) Income:
a) $0; b) $1 to $500
c) $501 to $1,000
d) $1,001 to $1,500
e) $1,501 to $2,000
d) $2,001 to $2,400

Continuous

Nominal

Categorical

Contiruous

Likert scale

Scale
1. Excellent 2. Very Good
3. Good 4. Fair 5. Poor

0 day(min); 30 days(max)

0 day(min); 30 days(max)

1.Hawaiians; 2.Asian & Others;
3.Micronesians; 4.Whites

07 Male 17 Female

Levels1to 9

1) 1-3=3%0income +

low education + no job

2) 4- 6 = income (between $10
& $1,000)+ low/some educatior
+ PT/FT job

3) 7- 9 = income (between
$1,001 & $2,400) + low/some
education + FT job

Years

1. With children
2. Without children

Months

Total scores of tangible,
appraisal, selesteem, and sens

of belonging

62
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Data Collection, Processing, and Analysis

Several different types dtfomeless shelteservedisplacedoeopleon OahuThe
programsncludedemergencyservice transitional shelters, and outreach prograrhg decision
was madéo focus on emergency shelters ag/thad similaradmission criteria.

The next step was gathennformation about eacemergency sheltefhecollected data
includedthe number of adults served at each shedtstt,information about therauch agamily
structure sex, ageandrace/ethnic groupsn addition, theoperational houref each shelter were
investigated After consideringnformation about thesaerganizations serving the homeless
population, three organizations that served similar ethnic gnwepsselected

The first selected organization was the Institute of Human Services (IHS). According to
thelHS Hawai'i (2015)jt is the oldest organizatioresving the homeless and has operated since
19721 HS6s mi ssion was to fAicreate and offer tail
nurture homeless people toward greaterdiedfctionandresponsb i | i ty. 6 It i s als
homeless shelter in HawaiSince 1972IHS has becoma fully-integrated homeless service
provider, offering a varietyof options including case management, housing, employnaet
two health and wellness centers atkha 6 aaadiSumner shelter.also provided homeless
outreacltservicedn Waikiki, Moilili, and theNorth ShoreAt the time of the research,hosted
about 160 single men daily atits Sumnee M 6 s Rheltther Kadaahi Women ar
shelter, it erved about 66 single women and 100 individual$amily groups
(https://ihshawaii.org)

At IHS, the initial contact was witthe Executive Directoiyls. Connie Mitchell, in
March 2015 She answeregluestionsaboutthe number of residents servéuk criteria for

admissionshelterdemographics, the rate of turn ovgeneral information abotiealth
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conditions, and operational houkds. Mitchell providedhis informationaboutthe population at
| H Sséparate shelters for memomen, and families with clairen. This assistance was
supplemented by meetings with Il8&ff, whoadvisedon the time availability o§helter
residents.

The secondmportantresearcltontactwasMs. Michelle Im,the Outreach Manager of
Waikiki Health ServicesThis meeting occurreid April 2015 Ms. Im alsoquestiordthe
rationale of the projecits funding potential partners or collaboratotise timeline, staffing
demands, expeations aboutentersupport, and IRB approvahll of these questions were
answered with theubmision ofa written proposal tthe Research and Data Integrity
Committee of Waikiki Health Serviceghis resulted in a meetingith Mr. Lambert Lum,
Director of Shelter Services at Next Step Shelter (NSS) at Kaka ako.

The thirdimportant connectiowas wit the personnel staff #ie Holomua Na "Ohana
organization in April 2015. This organization ravo homeless shelteet this time One shelter
namedWeinberg Villagewaslocated in Waimanaldvis. Holly Holowach was the Director of
Weinberg VillageWaimanalo. The other shelter w@semalu, located in Kapoleh meeting
with its director, Ms Nalani Tomei, occurred at Onemafdnce againinformationwas provided
about the researgiroject.A few weeks later, the Board of Directors of Holomua Na "Ohana
approved t he patgnamte yedearchprajebdlotiomnly did the Board approve the
project, but also meetings occurneih the residents at both sheltarsorder toanswer
guestions about the projedany ofthe homeless clientsere willing and excited to participate

in the study.
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Sample

The inclusiomry criterias for participants wei® they have to be at least 18 years or
above ) living in 1 of 4 shelters anc) meet at least 85% complete data requirement.
Convenience samplingas utilized in this researclihe participants voluntarily participated
and their confidentiajtwasassuredThe sample size of 151 was determined usieg3hPower
3.1 software programThere were a total of 155 people who participated in this stdoyever,
4 participants had more than 15% missing data and did not meet the inclusion cDteniall
there were 151 participants who participated in this rese&achthe participation rate was
0.97% (151/155 participants)Vith 7 predictorsrace/ethnicity,gender, age, SEParticipants
with and without childrepLength of Homelessne¢sOH), and social support, the significance
level (alpha level) was sat.05,accompanied by eonfidence level (margin of error)-3,
power 0.8, and effeclize at 0.1.

Program staff at the four homeless shelters assisted in recruiting 151 participants for the
study. Recruitment flyers were posted at the sheligtis information about the study objectives
andcriteria,along withcontactphonenumbers and email addresseshaf researcher and her
advisor.A signup sheet was also provided for interested participants to indizaterte and day
they were availablel'he sheltersvere operdaily so research meetingscurred throughout the
week.

Thesurveyswvere administered by the interviewadrthefour homeless shelterfom
August to December 201%hecollecteddata included the following independent variables for
analysisrace/ethnicitygender SES,age,participants with/without childrerihe Length of
Homelessnesd. OH), and social symort. Three surveys (HDC, ISEL, LOH) and a @Ere

given to the respondentBhe Healthy Days CoréHDC) coveredperceived health statusnd
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included questionaboutgeneral healtithe number of physicallsick daysandthe number of
mentally sick days as outcome variablBse Interpersonal Support Evaluation L{$5EL)
exploredperceived social suppowith included questionabouttangiblesocial support
appraisabf social supportseltesteem, andense of belonging.

The final form the SFrecordeddemographic information such esce/ethnicitygender,
age, SES, anplarticipants with/without childrehe SF and other surveys were administered in
an dfice, provided by the organizationBhisprivat e space hel ped to prote
privacy.Homeless shelteesidentseemed to beomfortable and at ease as they were used to
the office setting.

Each respondent received a $10 gift card as compensation for partgcipatiis
researchThe git cards came from various stores such as Walmaak, Tamuré@ s, and Jack
in the Box.Gift cards were provided at each shelter to fit with the local convenience stores, so
participants could actually use the items.

The shelters had language interpretket were available to assist whairveys were
administeedto norEnglish speakingeople, such adlicronesianclients However, all ofthe
intervieweespoke simple English and were ablait@lerstandhe surveyguestions without
interpretersEveryonereceived onsent formswhichwere explaineaarefully. After dealing
with the consent forms, survey administratioak about 45 minutes &mnhour. Some people
wanteda terminute brealduring the interview.

After the surveys were completed, they welecked carefully, and entered into SPSS.
They were checked again for accuraihen computing scaleth)e progranrequired that
participants have at least 85% of the data fargbaleThisi ncl uded firewased/ don

responses for both surveyor nmissing values, SPSS allows theerto define the missing value.
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This was | eft fblTkemtderthdiumii sngyi mjpponBRSISwasg r vy .
instructedo consi¢e r ever yt hi n gSofthesse gapsiradateererot irclndedin

the céculations of correlation coefficients, aatbon ot i ncl uded i n the same
particular data point.Though there was no missing data for 151 valid cases, it showed 1 system
missing value for a social support score.

After data entry, andaceful checking of the informationrdinal logistic and negative
binomial regression models were utilized for data analysis. The first question on general health
had 5 ordinal, categorical responses varying from excellent,good, good, fair, and poor.

Ordinal logistic regression was used to analymeefirst modelThe subsguent second, and third
guestions askeabout the number of physicaynd mentally sick day3heseoperendced
guestionsasked about the number of sick dayhen univariate analiswas conducted, it
showed ovedispersion of data for the twoodels.As a result, negative binomial regression was
utilized to analyze the second athdd models.

During the entire process of data collection, processing, and analysis, the studydfollowe
appropriate ethical protocols for research with human subjects. Ethics are covered in the next
section.

Ethical Assurances

The University of Hawai * ioard (IRBMaPpnoved this | nst i
project (Appendix A)The study involved minimaisk, and theravasno personallyidentifying
information on the paperwork (apart from the consent form), and in the collected database.
Participants were assured of confidentialttyen they took part in the projedtis was to
protect the homelegzarticipants who were osidered to be a vulnerable group, according to the

IRB. In addition to the IRBequirements, the National Association of Social Workers (NASW)
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2016 Code of Ethics was used as a guide in this study
(http://socialworkers.org/pubs/cetode.asp). Sections of the ethical code encourage researchers
to preserve the welfare of the participants, maintain professional standards, promote integrity
within investigative practices, act fairly and without biases, and maintain the rights, pamecy,
confidentiality of participants.

Specific information about how the study followed these guidelines is now provided.
Regarding informed consent, cleard simple language was used to inform clients about the
purpose of the study, and that there wereisksinvolved during the reseen. Also, the
participants had the right to refuse or withdraw consent anytime durimgiéin@ew. The
informed consenprocessensuredhatthe participants agreefree from coercion, to participate
in thestudy (Zikmundet al, 2010).There were no conflicts of interest asréwas nodirect
contact with the participantsther than the research meeting its&l one from the university
directly benefited from the study.

Ethical codes are designed to protect ibthresearcher and the study participants with
the emphasis on protection of participants. At this stage, it is useful to provide some information
about those who consented to take part in this project.

Participants

There were 151 respondents from four letess shelters: tHastitute of Human Services
(IHS) Shelter the Next Step Shelter (NSS), the Weinberg Village Waimanalo (WVW), and the
OnemalusheltersThe study focused on individisavho were 18 years and old&éhe sample
included 84 malgarticiparis and 67 female The average agef the participantsvas 43.85
yearsold. The range was 5gearswith the youngest participardged 19 and the oldest aged 77.

The mediaragewas44 (Table 1).
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It is valuable to compare information about the study participants with information about

the Hawai'i homeless population as a whole. As shown in the Hawai'i Homeless Service

Utilizatdi

on Report FY

2016

(2017) ,thistdyu 6 s

hom

seem to have somewhat similar characteristics. It suggests that the Oahu sample may be

somewhat

characteristic

of t

he stateds

service providers. This would buttress the contention ththtsiadies gathered a somewhat

shel t e

representative group of sheltered homeless for the administration of their surveys or, at least, that

both studies contained similar flaws.

Table2. Descriptive Statistics

Participants

Racé with/without
Ethnicity = Gender SES Age children

N Valid 151 151 151 151 151
Missing 0 0 0 0 0

Mean 3.81 A4 3.13 43.85 4.03
Median 3.00 .00 2.00 44.00 3.00
Mode 2 0 2 - 12
Std. Deviation 2.821 498  2.067 - 2.771
Variance 7.956 248  4.271 197.97 7.679
Range 11 1 8 58 9
Minimum 1 0 1 19 1
Maximum 12 1 9 77 10

Note: Socioeconomistatus (SES)

First of all, race/ethnicity was considered in this project. Thategories included: White,

Hawaiian, Micronesian, Other Pacific Islanders, Asian, Black, Nativerf&an, and unknown.

Due tothesmall representations oértainethnic groups, some categories were grouped together

(Fiedler,Unkelbach, and Freytag, 200@sian, Black, Native American, and unknownreve
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grouped as Asian and Othefs a result, there were 37 Hawaiians, 36 WhitedylRBonesians
and42 Asians and Others (Figure 2).

Figure 2. Race/Ethnicity

Race/ethnicity of participants

Frequency

]
White Other Asian & Hawaiians
Pacific Others
Islanders

Thisdat a may be c¢compar e dhomelesstpoptldtiggyuamh& h uds s he
Gauci2017) thatalso had Hawaiians as the biggest ethnic graith 1,538(29.7%) people in
homeless situation¥he nextargestethnic category wad/hiteswith 1,123people (2.7%0),
followed by Micronesians with 701 people (13.5%), and the Other Pacific Islanders with 385
people (7.4%)The rest of the ethnic groups included the Marshallese with 311 people (6.0%),
Blacks with 306 people (5.9%), Filipinos with 278 people, (5,49ther Asians with 248 people
(4.8%), Unknown category with 216 people (4.2%), and Native Americans with 74 people
(1.4%). These results on Hawaiians and Whaee quite similar to the racémic results of the
Oahu researclOn other handhe parHawai'i study reported that thsians and Others
category(made up of Other Asian, Filipino, Black, Native American and unknown categories
hadonly 1122 (21.7%) people ThisOahuresearch had 42 peeplivho fit the Asian and Others
category.This was so becse small representations of Asians, Blacks, Native Americans and
unknown groups were combined together.

When a small number of participants are gr-r
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specific ethnic groups disappeared. When interpreting reguisiot possible to give
information about certain groups. The information and ethnic identity are lost. In this study,
Aot herso were grouped with Asians (23 partici
Ot her o categor y i Matve Ankecdn, T®hganc JamoarHandUnknowin.c

The Homeless Service Utilization Report Hawai'i FY @(2017) showed that there
weremorehomelessnales(2,938 56.7%) than femalg(2,223 42.9%) inOa hu6s homel ess
shelteryYuan & Gauci,2017). Somewhasimilar genderratios were identified ithis research
with moremen(84; 55.6%) thamvomen(67; 44.4% among the homeless participants (Figure
3)

Figure 3. Gender

Gender

EMALE
EIFEMALE

In the Oahu study, the three categorical variaf@agployment, income, and educalion
were collapsed into socioeconomic (SES) indé€kollingshead, 1957; Hollingshead & Redlich,
1958; White, 1982) to eliminate muttollinearity issues. SPSS was usedreate a composite
variable, theSES index.

Each ofthe variables, which make up the SES indexxamined in turnlThe
employment variable had threategories: unempyed, employed (pattme), and employed

(full-time). Employmenttotals showed that 114 (%8 were unemployed, 15 (9.9%) had part
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time empbyment, and 22 (14.6%) had faline employment. Income haikx monthly income
categories: 0 = $0; 1 = $1 to $500; 2 = $501 to $1,000; 3 = $1,001 to $1,500; 4 = $1,501 to
$2,000 and 5 = $2,001 to $2,4080hentheincome variable was analyzed, the resdibwed

that 114 (766) had no income, 10 (6.6%) earned less than $500, 9 (6%) earned between $501
and$1,000 dollars per montbout 11participantq7.3%) earned between $1,001 to $1,500
and6 participantg4%) made between $X1 to $2,500 dollars a mdnt

Employment information was charted in categories, and the same occurred for education.
This variablehad three categories: less than high school, highatcand some college or more.
There were 30 (19.9%) with educatsdawer than high school, 70 (46.4%) with high school
educatios, and 51 (33.%) with some college or more education.

All of these variables, employment, income, and atiloic were coded as categorical
variablesSPSSs was used to creatiecompositevariable,cdled thesocbeconomic index (SES)
(Figure4). A test of normality using Shapie/i | k6s W st ati SHSiTobetstas ut i |
results showed that this variable veatistically significant at g.000 level. Thelata
transformation was conducteding logio(x) functionand the Shapikvi | ké6s W st ati sti
again condued and it showed that the twitealthy Days CoréHDC) dependent variables were
still statistically significant < .000 level.

The SES index ranggrom 1 (the lowest) to 9 (theighest). The SES index indicators
were levels of 1 to 3 ($0 income + low education + no employment), 4 to 6 (income between
$100 and $1,000 + low/some education + PT/FT employment), 7 to 9 (income between $1,001
and $2,400 + low/some education + FT empient). More than threguarters (116; 77%) of
the 151 participants reported living IS index 1, 2, and 3 (low SEShe SES index 1, 2, and

3 were made up of participamtéth no income, lav education, and no employmeRor
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comparisorpurposesit is unfortunate thathereis no SES data availabletime Homeless
Services Utilization Report Hawai'i 261

In the Homeless Service Utilization Repohiette were875(7.2%) inthe 18 to 24 years
category 1,268(24.5%) inthe 25 to 39 yearsne 1,457(28.1%) inthe40 to 59 yeargroup and
468(9.0%) inthe60 years and over age categfruan,& Gauci,2017). In contrast, the Oahu
research measured age as a continuous varaiiehere were no categories created for the
analysesHowever, if similaragecategories werealculatedthen the reswutwould have been 13

Figure 4. Socioeconomic Status (SES)

Frequency

o 30 160

Socioeconomic status

(8.6%) people inthe 18 to 24 yeargroup 50 (33.1%) irthe 25 to 39 yearsne 63 (41.7%) in
the40 to 59 yearsluster and25 (16.5%) m the 60 years and over category (Figurerae

results in age were representativéOod h shilseerechomeless populatioas reported in

Hawai'i Homeless Utilization Report FY 2016 (Yuan & Gauci, 20h@&aninghatthe smallest
age group was8 to 24 years with 13 (8.6%) peopliellowed by 25 (16.5%) people in 60 years
and over category. The 40 to 59 yegmsuphadthe highest number of 63 (41.7%) people
followed by 50 (33.1%in the 25 to 39 years categomhus, the age results of thisearch are

similar to the resultfound in the census of tli@a h u 6 s  bomeldss pepulatidn.
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Figure5. Agein years
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While ageis important, this study is also concerned with relationsfigs.e par ti ci pan
information onthe absence/presence of children data weeel tdorm the participants
with/without children variableThis variablenhad two categoriegarticipantswith children and
participants without childrerChildren can be seen asource 6stress and/or assmcial
support.The presence ohddrenhasbeen used to make inferences about chronic stress (Gove,
1972; Radloff, 1975; Gov& Geerken, 1977; Aneshenslal, 1981) andyet, they are also a
source of soclassupport (Aneshensel, 1992)hdre were 7851.7%)participantswith children,
and 73 (48.3%) without childrefthere were 5 (3.4%) more homelg@ssticipantswith children
compare to participants without children (Figure €omparatively speaking, the Homeless
Service Utilization Report Hawai'i FY 26khowed that there wef2l0(21.53%) in a household
with children, an®,330(78.2%) living alone/in an adult only househoMuan & Gauci, 2017).
AcrossOahy there were $90(57%) more homeless people living alooein an adult only

household compared to houselsoldth children.
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Figure 6. Participants with and without children

Participants with and without children

The other two independent variables wire Length of Homelessne@sOH) and social
support (ISEL).The Length of Homelessness@H) had skewed datao ShapireWi | k 6 s
statistictestwas used foLength of Homelessness@H). The test results showed that it was
statistically significant ap < .000 level. Thdog transformatior(log;o(x) function) was
conductedand the ShapirdVi | k 6 s Westsvas again cohdied and it showed that this
variable wasstatistically significant < .000 level.

TheLength of Homelessness@H) had ameanof 23.08 monthsamedian 14 months,
andamode 24 months (Figure 7). TB®was 29.74 and variance of 884.91. Tieanscore of
ISEL was 85.35, median of 84.05 and mode of 61 (Figure 8).SDiveas 21.75 anfiad a
variance of 473.06. The totiaterpersonal Support Evaluation Li$6§EL) scores ranged from
46 to 151.The total ISEL score was computed by taking the mean of allmssing items and
then multiplied by the number of items (40) in the scale (Cohen, Mermelstein, Kamarck, &

Hoberman1985).
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Figure 7. Length of Homelessness (LOkh) months
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Figure 8. Social Support
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Every study has limitations because no project is entirely without flaws. This research is
not an exception, arttie attention now focuses on this matter.
Limitations

This researcimterviewedonly men and womerand did not include transgendered
participants, due to the small sample size of this grémpadditional limitation is that i

surveyed participants in homedesheltered programand did not include outreach program
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participants This studywas confined t@dults and did not include children, and adolescents
who werehomelessAlso, theprojectfocusedon homeless people living ithe City and County
of Honollu, and not the neighboring islands of Hawalnerefore, the findings were limited to
the island oOahu.

There also may be limitations in terms of the type of data gathered. In the case of this
study, helnterpersonal Support Evaluation L{$8EL) only examined the functional aspe of
social supportlt did not include structural aspecssich as social network size, frequency of
contactsand satisfaction level@nly a certain amount of data can be gathereddross
sectional desiged study, with 151 participantslf more funds, a longer time frame, and more
participants were available, the study could have been longitudiheh would have allowed
for more informatiorto be gatheredn social support and health dasjpies.

Also, the DVs fo models 2 and 3 were correlated and the regression models cannot be
seen as independent from other another. Though the questions asked were different and asked
about the number of physically sick days and the number of mentally sick days in the 30 days,
the correlation was present. These two questions could be further different by asking about the
specific mental health illness/disorder present in the participants and taking prescribed

medication. It could have given more details of the illnesses erpeddy the participants.
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Chapter 4. Analysis and Results

This chapter presents the results of the data analyses, including univariate and bivariate
analyses, along with ordinal logistic regression and negative binomial regression. These
statistical procedures were applied to the data collected for this stuadyimgvparticipantswith
and without children, who lived in Honolulu County homeless shelters.

In the next sectiorthe univariate results are presentedhmencing with a consideration
of the general health of the participants.

Data Analysis
Univariate results

General Health. Univariate analysis of the dependent variables was used to determine
the type of regrgsion for three models (Figur@$o 11). The general health question had 17
participants (11.3%) reporting excellent, 34 (22.7%) very good, 43%®3ood, 36 (24.0%)
fair, and 19 (12.7%) with poor responses. It had aabdistribution curve (Figure)9 With
151 observations, theeanof general health was 3.058D1.19, mode 3, median 3.00, and
variance at 1.43. The highest percentage (29.3%) showed that the average of the general health
response was 6gooddé. This information was i mp
health status o f@ilatiddaTheuiddsng vime soraewlgasssrpripirg given the
extensive literature showing that the homeless population has a high prevalence of physical and

mental health illnesses.
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Figure 9. General Health
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The general health had ondi responses. Therefore, ordinal logistic regression was used
to analyze the results. Four assumptions were tested to ensure ordinal logistic regression is
appropriate for the general health data (model 1). Assumption 1 was to have an ordinal
dependent w@able. The general health responses were Likert scaled items 1 to 5, ranging from
excellent to poor responses. Assumption 2 was to have 1 or more independent variables at
continuous or categorical levels. Age, dhélLength of Homelessne$sOH) were cotinuous
variablesRace/ethnicitygender SES, angarticipants with/without childrewere categorical
variables. Assumption 3 was to ensure that there was no multicollinearity. Various
recommendations for acceptable levels of variance inflation factor (VIF) appear in the literature.
Most commonly, a value of 10 has been recommended asatkienum level of VIF (e.g., Hair,
Anderson, Tatham, & Black, 1995; Kennedy, 1992; Marquardt, 1970; Neter, Wasserman, &
Kutner, 1989. A coefficients table (Table)Zhowed VIF for independent variables were less
than 10the lowest was 1.02 and the higheas 1.36. Assumption 4 was to ensure that mbdel
has proportional odds. Tableshowed that the test of parallel lines was .132 and failed to reject

the null hypothesis.
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Table3. Coefficient§ Table

Collinearity Statistics

Model 1 Tolerance | VIF
Race/Ethnicity .949 1.053
Gender .938 1.066
SES 732 1.366
Age 794 1.259
Participants

with/without children 973 1.028
Length of Homelessnes| .812 1.231
Social Support .956 1.046

a. Dependent Variable: General Health

Table4. Test of Parallel Linés

-2 Log
Model Likelihood | Chi-Square| Df | Sig.
Null Hypothesis | 428.461
General 393.1882 |35.277 27 [.132

The null hypothesis states that the location parameters (slope coefficients)saméhacross
response categories.
a. Link function: Logit.

Now that the analysis dealing with the par
attention will turn to several more speciiariables: physically sick days antentally sick
days.These will be dealt with in turn, commencing with physically sick days.

A test of normality using Shapwd/i | kds W st at i the Healthyidays ut i | i z
Core HDC) dependent variables of modedd 3 The tet results showed that the tiealth
Days Core HDC) dependent variables were statistically significant 000 level. This meant
that the data were nemormalized data sets. The variable transformétmmo(x) function) was
conducted andthe Shapiwdi | ké6s W st at i stediamd it shewed tlagtleeitwo c on d u

Healthy Days CoreHDC) dependent variables were still statistically significart@DO0 level.
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Physically Sick Days.Themeanfor the number of physically sick days was 8.2D,at 10.67,
median at 3, and mode at 0 days. The variance was 113.99, range 30, with minimum at O, and
maximum at 30. This variable wasdely disperseddverdispersed asshown in Figure 10

When the response variance is greater than the mean, the dadaly dispersed or
overdispersed (Hilbe, 2011y he number of physically sick day
than themean(8.21). This variable was analyzed using negative binomial regression.

Figure 10. Number of Physially Sick Days
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Mentally Sick Days.The frequencies for the number of mentally sick days showed that
theM was 10.53SDat 12.07, median 5.00, and mode at O days. The variance was at 145.90,
range of 30, with minimum at 0, and maximum at 30. The univariate result showed that the
number of mentally sick days®d varmeanfl0.82). was gr
Thedata wasvidely disperseddverdispersd) as shown in Figure 11. Based on this analysis,

negative binomial regression was used to analyze model 3.

Figure 11. Number of Mentally Sick Days
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The univariate analyses were ot first steps in the examination of the data followed
by bivariate analyses, which are covered below.

Bivariate results

Bivariate analysis was utilized to test the strength of the relationships between the
dependent variables and independent variablasl€E5 to 7). A Chi-Square test of
independenceoneway ANOVA and Pearson correlation were conducted to evaluate the
relationships between variablég € 151).

General Health. To test whether proportions were different in each predictor variable in
Model 1, the chisquare testfdndependence was used (Tablg @ith p value = .05 as the
criterion for significance. The results were similar for male and female participants in terms of
their general health. According to tb2 test of independence, thefdifence was not statistically
significant,c2(4,N = 151) = 6.13p = .190, the inference is that men and women were similar in
general health status.

Thec?2 test of independence for age indicated that the difference was not statistically
significant,c2(196,N = 151) = 194.85p = .510, so it is inferred that the different aged groups

were similar in their general health status.
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Table5. Chi-Square of Independence for general health varighles151)
Chi-Square Tests for Gerad Health variables

Asymptotic
Value Df Significance(2-sided)

Race/Ethnicity 26.372 12 .010
Gender 6.132 4 190
SES 35.225 32 318
Age 194.856 196 510
With/without children 15.522 4 .004
Length of Homelessnes: 183.295 192 .662
Social Support 353.218 344 .354
N of Valid Cases 151

In the case of ethnic groups, there was a different pattern of results. When ethnic groups

were tested, a lower numberMifcronesiars had poor health scores,= 1) than was expected

(ne = 4.5), and a higher number Micronesiais had excellent health scores £ 10) than was

expectedrfe = 4.1). According to the2 test of independence, the difference was statistically

significant,c2(12,N = 151) = 26.37p = .010, so the inference could be made khiatonesiars

were more likely to have better general health status.

Whenc?2 test of independence was conducted for SES, the difference was not statistically

significant,c2(32,N = 151) = 35.22p = .318, allowing for the inference that the different SES

groups were similar in terms of the general health status of the participants. In contrast to the

uninteresting SES results, there were a higher number of families without iltiidtendicated

poor health scoresi{ = 13) than was expected.= 9.2), but a lower number of families without

children indicated excellent health scones< 4) than was expecteds(= 8.2). According to the

c2test of independence, the differenceswtatistically significanc2(4, N = 151) = 15.52p =

.004, so it could be inferred that the families without children were more likely to have poorer

general health states
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Thec?2 test of independence faength of Homelessne¢sOH) indicated thathe
difference was not statistically significang(192,N = 151) = 183.29 = .662, and it could be
inferred that people with different lengths of homelessness were similar in their general health
status. Lastly, according t® test of independence for social support, the difference was not
statistically significantc2(344,N = 151) = 353.21p = .354, supporting the inference that the
groups with different social support scores were similar in terms of the general headtloitatu
the participants.

Physically Sick Days.The oneway ANOVA was conducted on categollieariables for
Model 2 (Table  Theoneway ANOVA for gender indicated that the difference was not
statistically significantF(1, 149) = .082p = .775 therefor it could be inferred that men and
women were similar in the number of physically sick days. Negtpneway ANOVA for
race/ethnicity indicted that the difference wasatistically significantF(3, 147) = 4.002p =
.009 leading to the inference thdifferent ethnic groups wergot similar in the number of
physically sick days. The finding on SES indicated that the difference was not statistically
significant,F(8, 142) = 1.379p = .211 meaning that the different SES levels were similar in the
number of physically sick days. Lastly, accordinght® oneway ANOVA for participants
with/without children, the difference wagatistically significantf(1, 149) = 7.885p = .006
supportinghe inference that thereasa difference betweefamilies with childrerand families

without children.
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Table6. Oneway ANOVA for Physically Sick Days variablésl = 151)

Race/Ethnicity

Sum of Square  Df Mean Square F Sig.
Between Groups 1291.111 3 430.37C  4.002 .009
Within Groups 15807.52¢ 147 107.534
Total 17098.63¢ 150
Gender

Sum of Square Df  Mean Square F Sig.
Between Groups 9.437 1 9.437 .082 75
Within Groups 17089.19¢ 149 114.693
Total 17098.63¢ 150
Socioeconomic statuSES

Sum of Square. Df  Mean Square F Sig.
Between Groups 1232.42C 8 154.053 1.379 211
Within Groups 15866.21¢ 142 111.734
Total 17098.63¢ 150
Participant with and without children

Sum of Square Df  Mean Square F Sig.
Between Groups 859.347 1 859.347 7.885 .006
Within Groups 16239.28¢ 149 108.98¢
Total 17098.63¢ 150

Pearson correlation coefficients were computed for the continaoisbles in Model 2
(Table 7. Using the Boniferroni approach to control for Type | error across the correlatipns, a
value of less than .008 (.05/6 = .008) was required for significance. The results of the
correlational analyses showed thaiut of 6 correlations were statistically significant and were
greater than or equal to .21. The correlation of the number of physically sick days with the other
independent variables tended to be lower and not significant. There was significant exddence t
conclude that there was a weak, positive association between physically sick days ard age,
.21 (p<.01). So, an increase in age was associated with a higher number of physically sick days.
Also, there was a weak, positive association between phHysazk days and social supports

.26 (0 < .01). This indicated that as the level of social support increased, it was more likely to
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increase the number of physically sick days. In general, the results suggested that the number of
physically sick daysvas positively associated with age and social support.

Table7. Pearson Correlations for Physically Sick Days variafies 151)
Pearson Correlations for Physically Sick Days

No. of
Social  Physically
Age LOH Support  Sick Days

Age Pearson Correlatiol --
Sig. (2tailed)
N 151
LOH Pearson Correlatiol -.294** --
Sig. (2tailed) .000
N 151 151
Social Support Pearson Correlatiol .238" -.002 --
Sig. (2tailed) .003 978
N 150 150 150
No. of Pearson Correlatiol .216" 044 269" --
Physically Sick  Sig. (2tailed) .008 588 .001
Days N 151 151 150 151

Note: LOH is Length of Homelessness. Correlation is significant at the 0.01 level(@iled).

Mentally Sick Days.The oneway ANOVA was conducted on categoficariables for
Model 3 (Table 8 According tothe oneway ANOVA for gender indicated that the difference
was not statistically significan(1, 149) = 1.089p = .298 thereforeit could be inferred that
men and women werensilar in the number of mentally sick days. Téreeway ANOVA for
race/ethnicity idicated that the difference wasatistically significantF(3, 147) = 5.437p =
.001, which supports the inference that the different ethnic groupsneesamilar in thenunmber
of mentally sick days. The orveay ANOVA for SES indicated that the difference was not
statistically significantF(8, 142) = .503p = .853 allowing the inference that the SES levels
were similar in the number of mentally sick days. Finally, tiffergénce forparticipants

with/without childrenwas not statistically significang(1, 149) = 1.711p = .193 so it could be
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inferred thaparticipants with and without childregmoups were similar in the number of
mentally sick days.

Table8. Oneway ANOVA for Mentally Sick Days variablg® = 151)

Race/Ethnicity

Sum of Square  Df Mean Square F Sig.
Between Groups 2185.74¢ 3 728.582  5.437 .001
Within Groups 19699.92¢ 147 134.013
Total 21885.66¢ 150
Gender

Sum ofSquares Df  Mean Square F Sig.
Between Groups 158.857 1 158.857  1.089 .298
Within Groups 21726.81: 149 145.818
Total 21885.66¢ 150

Socioeconomic statuSES

Sum of Squares Df  Mean Square F Sig.
Between Groups 603.017 8 75.377 503 .853
Within Groups 21282.65z 142 149.878
Total 21885.66¢ 150

Participants with and without children

Sum of Square Df  Mean Square F Sig.
Between Groups 248.532 1 248.532 1.711 193
Within Groups 21637.137 149 145.216
Total 21885.66¢ 150

Pearsortorrelation coefficients were computed for the contusieariables in Model 3
(Table 9. There was no significance for Model 3. In general, the results suggested that the

number of mentally sick days was not associated with the independent variables.
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Table9. Pearson Correlations for Mentally Sick Days varialghes 151)
Pearson Correlations for Mentally Sick Days

No. of
Social Mentally
Age LOH Support  Sick Days

Age Pearson Correlation --

Sig. (2tailed)

N 151
LOH Pearson Correlation -.294** --

Sig. (2tailed) .000

N 151 151
Social Pearson Correlation .238 -.002 --
Support Sig. (2tailed) .003 978

N 150 150 150
No. of Pearson Correlation .009 .075 124 -
Mentally Sig. (2-tailed) 912 363 130
Sick Days N 151 151 150 151

Note: LOH is Length of Homelessne¥s. Correlation is significant at the 0.01 level-{&iled).

It wasinterestirg to note that race/ethnicity whgghly significant in the bivariate results
of all models. Alsoparticipants with and without children wesignificant in bivariate results
for general health anghysically sick @ys In summary, the relationship between the two
variables for all outeme and independent variables as discussed above showed the importance
and likelihood of impact on the webeing of the homeless people.
Regression results

General Health. Ordinal logistic regression was used to analyze the data on the general
health gestion (Model 1). The reference groups for the general health outcome were White
females in families without children.

The Goodness dfit test showed that the Pearson-Ghuare statistic is not significant,

which indicates that the model is a goodTiéble 10) The Nagelkerke pseudd® 612, that
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is, 61.2% of variance in general health outcome is explainedégxhlanatory variables (Table

11). The Omnibus Test displayed in Table 12 showed that the model is significant.

Table10. Goodnesf-Fit
Goodness of Fit

Value Df Value/df
Deviance 425.789 587 725
Pearson ChEquare 596892 587 1.007
Akaike's Information 451.789

Criterion (AIC)

Dependent Variable: General Health

Model: (Threshold)R a (Ethnicity, Gender, SES, Agdarticipants
with/without childrenLength of Homelessness, Social Support
a. Information criteria are in small&s-better form.

Tablell Pseudo RSquare

Pseudo Rsquare

Cox and Snell 585
Nagelkerke 612
McFadden .284

Link function: Logit.

Table12. Omnibus Test
Omnibus Teét

Likelihood Ratio Df Sig.
Chi-Square

38.369 9 .000

Dependent Variable: General Health

Model: (Thres h o | d JEthnicRyaGermder, SES,
Age, Participantsvith/without children Length of
Homelessness,o8ial Support.

a. Compares the fitted model against the thresholc
only model.

The Table of Model Effects showed that age and_greyth of Homelessne$sOH)

werestatistically significant for model 1 (Table 13).
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Tablel13. Tests of Model Effects for General Health
Tests of Model Effects

Type
Wald Chi

Source Square Df Sig.

R a (Ethnicity 5.485 3 140
Gender 1509 1 219
SES 2.437 1 119
Age 8.192 1 .004
Participants with/without childre 2341 1 126
Length of Homelessne¢sOH) 7.834 1 .005
Social Support .587 1 444

Dependent Variable: General Health
Modd : ( T hr e sthmicitydQender BEScAge Participantawith/without
children Length of Homelessness, Social Support

An ordinal logistic regression analysis was conducted to investigate the responses to:
AWould you say that in general your health is: Excellent, Very GBodd, FairorPo or ? 0
(Table 14. The predictor variables were tested a priori to verify there were no violations of the
assumption of no multicollinearitfrhe good health is significantly better than tipeor health,
(Exp(B) =32.147 p = .M2). Thefair health is significantly bettethan poor health (Exp(B) =
159.981 p = .000).

Age was statistically significant in the modeld wasmore likely to increase as general
health increased (Exp(B)£038, p = .®M4). The estimated odds ratio favored a positive
relationship for every one unit increase in age, the general health level incre@seg¥bowhen
other predictors were held constant.

The predictor variablghe Length of Homelessne¢sOH), in the ordinal logistic
regression analysis was found to tdnute to the model. Thieength of Homelessne$sOH)

was likely to increase as general health increased (Exp2B)53, p = .M5). The estimated odds



Table14. Ordinal Logistic Regression Results of General Health
Parameter Estimates for General Health (N=151)

95% Wald Confidence 95% Wald Confidence
Interval Hypothesis Test  Intervalfor Exp(B)
Wald
Std. Chi-

Parameter B Error Lower Upper Square df Sig. Exp(B) Lower Upper
Threshold Excellent 442 1.0738 -1.663 2.547 169 1 681  1.556 190 12.763

Very Good 2.027 1.0748 -.079 4134 3557 1 .059 7.593 924 62.412

Good 3.470 1.0978 1.319 5,622 9.992 1 .00 32.147 3.738 276.464

Fair 5.075 1.1443 2.832 7.318 19.670 1 .000* 159.981 16.984 1506.906
Native Hawaiians 146 4447 -725 1.018 108 1 742  1.158 484 2.767
Asians and Others 012  .4147 -801 .825 001 1 976 1.012 449 2.282
Micronesians -976  .5379 -2.030 079 3290 1 .070 377 131 1.082
Whites 0? : : : . : 1 . .
Female 403 .3280 -.240 1.046 1509 1 .219 1.496 787 2.845
Male 0? : : : . : 1 : :
Socioeconomic status -.947 .6064 -2.135 242 2437 1 119 .388 118 1.274
Age .038 .0131 .012 .063 8.192 1 .00& 1.038 1.012 1.065
Participants without children 553  .3614 -.155 1261 2341 1 .126 1.738 .856  3.530
Participants with children 0? : : : . : 1 . .
Length of Homelessness 766  .2736 .230 1.302 7.834 1 .005 2151 1.258 3.678
Social Support .006 .0076 -.009 .021 587 1 .444 1.006 991 1.021
(Scale) 1°
Dependent Variable: General HealthNote.*p < .05 is significantpn = 151
Model : (T h r/Ehibity, Gehller, SoRi@ecoaonstatus, Age, Participants with and without children, Length of Homelessness, Social S

a. Set to zero because this parameter is redundant.
b. Fixed at the displayed value.
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ratio favored a positive relationship for every one ingtease othe Length of Homelessness
(LOH), the genemal health level increased by 0%6vhen other predictors were held constant.
Physically and Mentally Sick Days. Questions 2 and Baddatathat waswidely
disperseddverdispersed(Figures 2 and)3So, negative binomial regression was used to
analyze the results for tmeimber of physically sick days andmber of mentally sick ¢a.
Assumptions were tested to ensure that the conditional variance was greater than the conditional
mean. The number ohpsically sickdag and me nt adrianges veeie greatedtlzay s 0
theirmeans.
Physically Sick Days.The second question wadNow thinking about your physical
health, which includes physical illness and injury, for how many days during the pasts30 d
was your physical health not good?0 The respo
continuous variable. Model 2 hadta that wawvidely disperseddverdispesed as shown in
Figure 2. So, negative binomial regression was used to analyzatthendthe number of
physically sick days.
There were 151 cases observed, withean of 8.06, and the standard deviation of 10.56.
The minimum number of physically sick days vlaand maximum days of 30. The Goodness of
Fit of the model showed measureattivereused to compare models (Table.1AIC value was
923.157. The test of the model as a whole (Omnibus Test) was giveng(TbITheLikelihood
Ratio Chi-Square provided a test of the overall model comparing this model to a model without

anypr edictors (a finull 6 model). The model was &

looking at the prvalue of this test.
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Table15. Goodness of Fit
Goodness of Fit

Value Df Value/df
Deviance 312.264 140 2.230
Pearson Chbquare 270142 140 1930

Akaike's Information CriteriofAIC) 923.157

Dependent Variable: Number of Physically Sick Days
Modd : (I nt er c e p t, GendeRIES,AgeERattiaipants withAwithout childrer
Length of HomelessnesSocial Supporta. Information criteria are in smalies-better

form.

Table16. Omnibus Test
Omnibus Teét

Likelihood RatioChi-Square Df Sig.
40.802 9 .000
Dependent Variable: Number of Physicallick Days
Modd : (| nt e/Etlmieily, GénderSES, Age, Participants with/without

children,Length of Homelessness, Social Support
a. Compares the fitted model against the interoapt model.

In the Tests of Model Effects tablace/ethnicityand social support were sdically
significant (Table 1y The table included the three degrees of freedom test of race/ethnicity,

which indicated that as a whole, the variable race/ethnicity was a significant predictor of the

number of pysically sick days.
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Tablel7. Test of Model Effects for Physically Sick Days
Tests of Model Effects

Type I
Wald

Source Chi-Square  Df Sig.

(Intercept) .955 1 328
R a Ethnicity 13.352 3 .04
Gender 1421 1 .233
SES 3.460 1 .063
Age 1.237 1 .266
With/without children 233 1 629
Length of HomelessnegsOH) 2.236 1 135
Social Support 6.476 1 .01

Dependent Variable: No. of Physically Sick Days
Modd : ( T hr e éthmicitydQender BEScAgeParticipants
with/without children Length of Homelessness, Social Support

The negative binomial regression results for the number of physically sick days are given
(Table 18). TheMicronesiars were more likely to have lower number of physically sick days
than Whites (Exp(B) =496, p = .84). Compared to Whites, the expected log count for
Micronesias decreased . 70. This meant that the White population was predicted to have
poorer physicehealth status thatie Micronesiars.

The variable, social support had a coefficient of 0.011, which was statistically significant.
As social support increased, the number of physically sick days increased (Exp(B) = 1.011, p =
.011). This meant that for each unit increase on social support, the expected log count of the

number of physically sick days increased by 0.01 day.



Table18. Negative BinomilRegression Results of PhysicaByck Days
Parameter Estimatef®r PhysicallySick Days (N=151)

95% Wald Confidence
95% Wald Confidence Interve Hypothesis Test Interval for Exp(B)

Wald

Std. Chi-
Parameter B Error Lower Upper Square Df Sig. Exp(B) Lower  Upper
(Intercept) 504 .6826 -.834 1.842 545 1 460 1.655 434 6.307
Native Hawaiians 321 .2719 -.212 854 1393 1 .238 1.378 .809 2.348
Asians and Others 132 2532 -.364 .628 271 1 .603 1.141 .695 1.874
Micronesians -701 .3309 -1.349 -052 4483 1 .03%4 496 .259 949
Whites 0? . . . . . . 1 . .
Female 229 1919 -.147 605 1421 1 .233 1.257 .863 1.831
Male 0? . . . . . . 1 . .
Socioeconomic status - 754 .4056 -1.549 041 3460 1 .063 470 212 1.041
Age .009 .0085 -.007 026 1237 1 .266 1.009 993 1.026
Participants without 108 .2238 -.331 547 233 1 .629 1.114 718 1.727
children
Participants witkchildren 0? : : : : : : 1 . .
Length of Homelessness 257 1718 -.080 594 2236 1 .135 1.293 923 1.810
Social Support .011 .0044 .003 020 6476 1 .011 1.011 1.003 1.020
(Scale) 1°
(Negative binomial) 1°
Depenent Variable: Number of Physicalfick Days Note.*p < .05 is significantn = 151.
Model : (| n/EtncityeGendgr, Sockaconemic status, Age, Participants with and without children, Length of homelessness, Soci
Support.

a. Set to zero because this parameter is redundant.
b. Fixed at the displayed value.
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Mentally Sick Days. The third question wagiNow thinking about your mental health,
which includes stress, depression, and problems with emsofiar how many days during the
past 30 days was your ment al heal th not good?
month and seen as a continuous damwavddely e. The
disperseddverdispersd) (Figurell). Negative binomial regression was used to analyze the data
on the number of mentally sick days. The conditional variance was 145.904 and greater than the
conditional mean (10.52). Thus, assumption was tested to utilize negative binomial regression
for thismodel.
The Goodness ofifof the model showed measures that wesed to compare models
(Table 19. AIC value was 100.82. The test of the model as a wholar{ibus Test) was given
(Table 20. TheLikelihoodRatio Chi-Square provided a test of tlerall model comparing this
model to a model without any predictors (a fAn

improvement over such a model by looking at thejue of this test.

Table19. Goodness of Fit
Goodness of Fit

Value Df  Value/df
Deviance 343.621 140 2.454
Pearson ChEquare 238.85C 140 1.635
Akaike's Information CriteriogAIC) 1000.82¢
DependenVariable: Number of Mentallgick Days
Modd : (I nt elEtlnieity, (Gender, BES¢ Age, Participants with/without

children,Length of HomedssnessSocial Support
a. Information criteria are in smalle-better form.
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Table20. Omnibus Test for Mentally Sick Days
Omnibus Teét

Likelihood Ratio ChiSquare Df Sig.
35.514 9 .000

DependenVariable: Number of Mentall$ick Days

Model{ | nt e r c/&tpnicily, GendexIES, AgeParticipants
with/without childrenLength ofHomelessness, Social Support
a. Compares the fitted model against the interoapt model.

In the Tests of Model Effects table, race/ethnicity was statistically significant (Zable
The table included the three degrees of freedom teatefethnicity, which indicated that as a
whole, the variable race/ethnicity was a significant predictor of the number of mentally sick
days. The variab& genderandLength of Homelessne$sOH), werealso possibleredictos of

the number of mentally sk days.

Table21. Test of Model Effects for Mentally Sick Days
Tests of Model Effects

Type Il

Source Wald Chi-Square Df Sig.
(Intercept) 7.387 1 .007
R a (Ethnicity 28.252 3 .000
Gender 3.773 1 .052
SES 1.012 1 314
Age .550 1 .458
Participants with/without .064 1 .801
children

Length of Homelessnes: 3.668 1 .055
Social Support 3.465 1 .063

Dependent Variable: Number of Mentally Sick Days
Model : (1 n/EtncityeGendersSES Rgefarticipants
with/without children Length of Homelessness, Social Support

The table Parameter Estimates contained the negative binomial regression coefficients for

each of the predictor variables along with their standard errors, @&l8quare values,p
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values, and 95% confidence interv&br the coefficients (Table 22Theintercept of the model
was statistically significant. Thdicronesias were likely to havealower number of mentally
sick days thathe Whites (Exp(B) = .26, p = .000). Compared the Whites, the expected log
count fortheMicronesianslecreased by 21. Also, women were more likely to have a higher
number of mentally sick days than men (Exp(B) 38,4 = .(62). Compared to men, the
expected log count for women increased b%0.3

Lastly, theLength of Homelessne¢$sOH) had a coefficient 09.305,which was
statistically significant. A&ength of Homelessne¢sOH) increased, the number of mentally
sick days increased (Exp(B)= 1.357, 985. This meant that for each unit increasd_ength
of Homelessneg4.OH), the expected log count of the nioen of mentally sick days increased

by 0.30day.



Table22. Negative Binomial Regression Results of Mentally Sick Days
Parameter Estimates for Mentally Sick Days (N=151)

95% Wald
Confidence
95% Wald Confidencinterval Hypothesis Test Interval for Exp(B)
Wald
Std. Chi-

Parameter B Error Lower Upper Square Df Sig. Exp(B) Lower Upper
(Intercept) 1.735 .6462 .468 3.002 7.209 1 .00~ 5669 1598 20.118
Native Hawaiians 186 .2610 -.326 .697 506 1 477 1.204 722 2.008
Asians and Others .081 .2452 -.400 .561 108 1 742 1.084 670 1.753
Micronesians -1.219 .3079 -1.822 -615 15668 1 .00C 296 162 540
Whites 0? : : : . . . 1 _ _
Female 363 .1868 -.003 729 3773 1 .05 1.438 997 2.073
Male 0? : : : . . . 1 _ _
Socioeconomic status -.369 .3670 -1.089 350 1012 1 314 691 337  1.419
Age -.006 .0086 -.023 .010 bS50 1 .458 994 977 1.011
Participants without -.054 .2142 -474 .366 064 1 801 947 623  1.442
children
Participants with children 0? : . : . : : 1 _ _
Length of Homelessness 305 .1594 -.007 618 3.668 1 .05% 1.357 .993 1.854
SocialSupport .008 .0042 .000 016 3465 1 .063 1.008 1.000 1.016
(Scale) 1°
(Negative binomial) 1°
Dependent Variable: Number of Mentally Sick Day®ote.*p < .05 is significantp = 151.
Model : (| n/EtncitygGerdgr, SocRecanemic status, Age, Participants with and without children, Length of homelessness, ¢
Support.

a. Set to zero because this parameter is redundant.
b. Fixed at the displayed value.
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Chapter 5. Discussion

This chaptewill discuss the research findings, with some interpretation of their meaning.
Some additional studies are presented which are relevant for understanding the results. This
research has implications for working with members of the homeless community in
abetter manner. Some recommendations for future research, along with the limitations
of this project also appear here. Fitbts discussion turns to the research results and

understanding them.

Findings and Interpretations

This study explored theniportanceof race/ethnicitygender, clas€SES) age
participants with and without childrebength of Homelessne¢sOH), and the availability of
social support on the perceived health status of the sheltered participants. It had been anticipated
that dl of these demographic variables might be significant in the analyses based on the literature
review results.

Race and ethnicity seem to have a strong impact on the perceived health status of the
homeless péicipants. The results frotmetwo models(Models 2 and 33how thathe
Micronesias werefound tohave bettephysical and mentddealth status than the Whiteghe
Micronesiarresearch participants are more likely to have lower scores in numbengsafgbly
and mentally sicklays than their Wke counterparts. Low scores are also signs of better health

for the physically and meritg sick days This means that tHdicronesianshelter clients have
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better physical and mental health, using several different measurements, compared to the White
clients. This is likely a reflection of the data showing that homeless Whites are the largest ethnic
group living in poverty, and they are less likely to have regular incomes, access to health care, or
nutritious meals. As a result, they report poorer perceggdical and mentdiealth status than
theMicronesiars.

The literature review showed that homeless people have high barriers to health care
access generally but use acute care services at high rates (Kushel, Vittinghoof, & Haas, 2001;
Kushel,et. al 2002; Martinez & Burt, 2006). Given the combination of the study data with
information from other researchers, it seems likely that in the long run if their poor health
status goes unattended, the homeless White participants are likely to utilineetigercy
rooms frequently.

Other aspects of ethnicity are also highlighted in this study. In Hawai'i, White and
Japanese American residents hold higher occupational status. This is ensured by the
overrepresentation of men in management/business, gatesffice work and by the high
levels of White women in the professions (Okamura, 1998c). Given these trends, it is difficult
to explain why economically deprived Whites are present in high numbers in the homeless
population. One way to make sense¢hase circumstances may be to investigate whether the
homeless White participants are from the Un&inland rather than local peopt# Hawai'i
Certainly, some reports do support this suggestion. Pen (2015) statesathan | and fApeopl e
arrive with ro job, nowhere to live and no means of support, hoping instead to live off the dole in
a place where it is less likely to track whatever problems may have led them to Hawai i,
especially those whose he-street living has been recent and residency lesmvaveeks or

mont AB8lair (2016) also reports that dAin the p
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Service (IHShas moved®88 homeless back to the mainland throughirge relocation
program, which only enrolls clients who have support systerniginhome states and requires
participants to pay for half of their tickets. But as quickly as IHS can send homeless back to the
mainland, more take their places. Over the past g8arpeople from the mainland ended up at
IHS, sometimes within days gktting off the plane. That number is up 30 percent from the same
time | ast year. o0 These newspaper reports sugg
interviewed in this study may come from the U. S. mainland rather than the Hawaiian isles.
Next, gerder issignificant inoneof the threemodels(Model 3). The women in shelters
are likely to have more mentally sick days than the sheltered men. This means they heve poor
mental health status than mdmis an important research area to consider, given the stories of
female homeless participants, who experienced pain and trauma due to violent domestic
situationg(Francis, 1992; Lindsey, 1997; Menke & Wagner, 1997; Montgomery, 1994; Styron,
1997) They fled from homes with their children, and ended up living in the streets,-couch
surfing and/or in doubtep living situationgChoi & Snydey1999a)
SES was not significant in any of the three models. However -gjuaters of the
sheltered participants/e in poverty with no regular income and lack of nutritious meals. These
participants are more likely in using the emergency rooms when taken ill.
In addition to the factarof race/ethnicityand gendeproving significant in this study,
the generahealth findings show that age is an important predictor imtiodel. When the age
of the participants increases, the general health scores also increase, which indicates poorer
general health status. This means that the older the participamisptieetheir generahealth
status. This finding is a concern, asdoerth of the participantare in their laté&0sand above.

With anolder age ando/low income many of them are likely to have medical issues that need
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the attention of case managers andsirayiproviders. Rosenheck, Bassuk, and Salomon (2001)
report nolder homeless adults experience a va
lack access to care because they have little or no money, does not have reliable transportation,
and areegularly unable to pay for medications. In addition, many elderly, homeless adults have
cognitive iIimpairments that are exacerbated by
dilemma could be addressed with early interventions, such as assess$ieglth@eeds of older
participants, and providing care, while they are staying at shelters. An assessment of their
physical and mental functioning on a regular basis could be a good start. Permanent housing
without resident managers would be a good ogdtothose who are able to manage their health
care on their own. However, this would not work well for those who are frail and weak and need
housing that has residential staff. For these clients, facilities should include fall prevention
walkways, rampsgrab bars in bathroom and toilets, and easy access to hospitals/clinics for
medical emergencies.

The marticipants with and without childrerategoryis added to assess the social support
received fr om t heAdgtamally,ithere greaanepastiGipantdwiihichildrea n .
than without children.Though theregressiomesults did not shownysignificance of tk
absence/presence of children living with the participdsyriate results of general health and
the number of physically sick daghowed significance of the participants with and without
children. This meant that there is a likely chance of significant relationship between health
statuses and the participants with and without children.

In this research, theegative event ihe Length of Homelessne$sOH), which the
participants experience. The other socially undesirable events are living in crowded homeless

sheltersThere is no privacy, and many people complain of bed bugs in the facilities, which
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A

cause sleepless nights. Twloot he f our shel terso participants
leave the shelters in the mornings after breakfast and return in the evenings for dinner. If they
experience sleepless nights due to the bed bug issues, then there are few plabks\vahara
they can rest and nap during the daytime. The daily hassles of looking for places to rest/nap can
be stressful and contribute to the poor health of homeless individuals and familiegsRole
stressors also produce elevated levels of psyclualbdjstress, and they also predict the onset,
or recurrences of psychiatric disorders, such as generalized anxiety disorder, major depression,
posttraumatic stress disorder, and alcohol and substance use disorders (Brown & Harris 1978;
Dohrenwend & Dohlenwend 1974; Mirowsky & Ross 2003; Thoits 1983, 1995). Thus, the
Length of Homelessne¢sOH) turns out to be a significant predictor in the genanal mental
healthmodels As theLength of Homelessne$sOH) of the participants increases, the general
health scores and the number of mentally sick dagsease too, which indicates poogeneral
healthand mental healtlstatugs Therefore, the longer the participants are in homeless
situations, the poorer their general healtid mental healtstatugs

Another major contribution of this study is the social support findings. Though the
bulk of the academic literature shows that social support is assumed to eliminate or reduce
health problems, the findings in this study do not fit with this assumptistedd, social
support has a negative effect on the physical health status of these partiéipahisyn in
model 2 when the social support scores increase, the number of physicallag&tkatease,
too. These findings imply that though thersagial support available, physicalati is
likely to be poorer for the participants.

Why is this so? A growing body of evidence suggests that there can be a negative side

to social interactions with friends and relatives that may be deleteriousweltHeeing of an
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individual or a family unit (Belle, 1983; Rook, 1984). For a start, Thoits (1995kthse
guestion as t o wthestréssedpersdn arlhis/hesssigrpfipantrothéreen
the stressor is an acute life event, are sigaifi others more likely to intervemgthoutthe
individual having to ask? Does the utility of support depend on whether the individual has had
to solicit assistance or had it offered spont
illnessinf uence the amount of support he/ she recei:
Despite the positive connotations of the <c
support, o our social ties are not al ways posi
well-being (Rook, 1992). Sonevidence indicates that obligatory social ties (e.g., spouse,
parent, relative, worker) can produce stressful demands, which may cancel or outweigh the
consequences of positive roles of ssdfeem, competence, or identity (Berbrier & Schulte,
1993; Gwe, Style, & Hughes, 1990; Moen, DempsgtéeClain, & Williams, 1989; Rook, 1992;
Thoits, 1992; Umberson & Gove, 1989).
Even when social support is available, the
social roles, and responsibilities metifl have a negative effect on them. Several male and
female participants shared stories about fleeing their homes due to domestic violence or unsafe
living situations, blaminges pouses or significant others. Mar
sur fi ng,-opsituationd, befobelganing admission to a shelAsrreported by NNEDV
(nd)ywomertss experience of domestic violence is an
85% of survivors entering sheltersnghodsnglt i f i ed
can af f or drbe risksf suffezireg Sramnsix or more chronic symptoms increased with

the number of forms of violence experien¢Biécolaidiset al2004).
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Past studies had pointed that women have fewer social support than men. However, it
was not the case in this study. There were no significant differences in the social support
received by both men and women. A separate analysis was not conducted due to
multicollinearity issue with other IVs.

In addition to suffering from stressful past circumstances, many of the homeless adults
also experience stress currently. Many of them live with their children in crowded, confined
shelter spaces, with little oprprivacy. The uncomfortable living conditions add complexity
to the hectic social roles that they play as spouses, partners, and/or parents. Thoits (1995)
adds that very little is known about what suppgivers actually do to encourage or sustain
heath-related changes. A focus on caregiver stress in the literature indicates that giving
extended and extensive support indeed is physically and emotionally draining (e.g. Aneshensel,
Pearlin, & Schuler, 1993). Some studies indicated that perceived sggairt leads to
supportseeking, which in turn is associated with high depression or distress (Coyne &

Downey, 1991; Pearlin & Schooler, 1978; Ross & Mirowsky, 1989). Thus, the findings of this
study reiterated the fact that there are important ltroita to the theory that social support
benefits the perceived health status of people.

Thereareslightly more male participants than female participants in this study. This
information reflects the same gender pattern found in the Hawai'i Homelegsatidtili Report:

FYy 2017 (Yuan & Gauci, 2017) with more homel e

women. The mean age of the participants is-#did, which closely relates to the majority of

people in Oahubds shelt ecaegrp@lao& @auch 2017).0 t he 40
The largest ethnic group represented is Native Hawaiians, followed by Whites and

Micronesias.The A Asi an and Ot her so eaeptessrgedetinici s a ¢ ol
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minorities and Asian populations. This ethnic breakdown matches to some extent that of the
Hawai'i Homeless Utilization Report: FY 2016, which shows Native Hawaiians as the largest
homeless group, followed by the White population.

This study showed thaacéethnicity, gender, an@ge which are sociodemographic
factors, as well as theength of Homelessne$sOH) and social suppottave influential power
in determining the perceived health status of the homeless participants. However, the findings
on saial support resource, which is expected to improve the perceived health status of
participants reveal that, is more likely to worsen the physidaalth statusThough
Micronesias speak different languages, they share similar cultures and valueshavey
similar reasons for migrating. Many left their homes to find better lives for themselves and their
families in Hawai'i.

Also, there are some things to consider in this stlilgugh the alpha coefficient of
tangible social support subscale was relative
it was still included in the total score. So, when interpreting the results of social sthmport,
findingsshould be intgareted with caution.

Also, it must be noted that the physically sick days variable and mentally sick days
variable are correlated and cannot be considered indepbBnfitent one another. Thus, the
regression models for 2 and 3 are not independent fr@arether. This is one of the
limitations of the study and will be discusdedher.

This research only collected data from a functional measure and analyzed its total
social support scores and was not able to analyze tangible, appraiszdiesexh, ach sense of
belonging scores. The st scores will be able to give a clear picture of the type of social

support received by the participantswould be useful to conduct research on the sheltered,
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homeless people and investigate the types of Isegpport received and assist them in coping
the stressful living conditions.

Most studies report that ethnic minorities, in general, indicate poorer health status
than the White population. In this research, this is not the case. The findings indit&uhites
are predicted to havagher number ophysicaly and mentdy sick dayson a daily basis. The
homeless, White participants are also facing socially undesirable or negative events, which are
strongly associated with poor physical and mentdkthea

Recommendations

Based on the findings of this study, it is possible to provide recommendations to improve

the health status of Oahu sheltered residents. The findings and recommendations would be
pertinent to shelter management, social workersgcyatiakers, and housing providers. The
recommendations follow below.

Access to health careMany homeless people do not have health insurance. There
are not financially stable enough to pay for regular medical attention. As a result, many turn to
emergency rooms, which are extremely costly, and ultimately a drain on scarce health dollars.
According to Bussewitz (2017), the Queensbo
$80 million for treating homeless people in 2014, and $89 million in 2015. Also, more than $10
million goes uncompensated annually. Addressing this issue, the Affordable Care Act of 2010
created the opportunity for states to expand Medicaid to covdy mfldow-income Americans
under age 65 (Medicaid, 2017). Every effort should be made to enreihtmme homeless
individuals in Medicaid, which will provide consistent health coverage and treat their ongoing
health problems. This approach will ligaleduce spending on hospitalization and health costs

with savings on uncompensated care.

He
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Eliminating poor structural circumstances. Though a few case managers did talk
about employment opportunities, many participants felt that there was no guidaireston
given by the shelter staff. The Hawai i Legi s
should prioritize social policies which focus on helping the homeless find employment,
education, and affordable housing. These programs mightralseé promoting
problemsolving and identifying coping skills to address poverty, discrimination, and social
segregation. Hawai i | eaders might explore ot
inequalities for the homeless. There are more tharzendstates, including California,
Louisiana, New York, and Texas, which have found alternative ways to use Medicaid money for
social services to help people stay in housing, such as employment services, or counseling
(Bussewitz, 2017). In Hawaii, this douoe one of many strategies to improve the SES of
homeless people.

Share knowledge on psychosocial programShelter providers could share
knowledge and skills that work well with their residents. This could include social support
interventions that kst buffer the effects of stress on a daily basis. Staff or volunteers could teach
money management skills to save money for rental deposits for apartments, how to shop
carefully, and how to cook lolwudget meals. They could also create peer support gtoupelp
families with child care, so parents can work, or to provide counseling, transportation, or other
assistance.

Referral to domestic violence shelterd-or victims of domestic violenceervices
must be wellcoordinatedbetweershelter staff and neprofit organizationspecializing in
domestic violence programs. Some of the successful programs on Oahu are the Domestic

Violence Action Center (DVAC), Parents and Children Together (PACT), and &Ml Family



110

Services Shelterglso, educational programs on relationship and parestiogldbe conducted
to increase the awareness anevention of domestic violenc&ransitional housing programs
are viable responses to the needs of this population. They typically providetsugppenvices
and affordable housing for up to eighteen months, an arrangement that can be very effective in
assisting homeless families that have experienced domestic violence in achieving emotional,
physical, and financialamsd aBomeltgs {mMdosnedtn.cd.

Housing First program/affordable housing.The Housing First program started two
years ago in Hawai'i. Reports are that the program is successful, and has maintained a 97%
retention rate in its first year. Nakaso (BOL. r eported that fAHousing Fi
people, representing 115 households, last year. The preliminary results of the University of
Hawai'i study showed that compared to when they were homeless, Housing First participants
reported having wre days in which they felt better, had more energy and were more active.
They reported having fewer stressful days and experienced more days when they were generally
satisfied with |ife and had hope fg@welandhe futu
the state officials need to allocate continued funding to provide housing for more homeless
people.

The other housing options are affordable housing, public housing, and homeless shelters.
Hawai'i has a history of lagging in the delivery &fbaedable homes due to high construction
costs and the stateds budgetary chall enges. I
senators proposed issuing $2 billion in staaeked bonds to build affordable housing, public
housing renovations and homel ess shelterso (n
provides hope to many homeless people, and perhaps, they could be helped with cheaper housing

units, or shelters, until permanent housing becomes available.
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Cultural Differences. Culture is the beliefs, values, and lifestyles of the community.
Generally, the culture of the United States, whose political, philosophical, and social
underpinnings were founded on liberalism, is individualistic (Kim, 1994). Howk\avai'i is
culturally different from the rest of the United States, both historically and currently. Hawai'i
lies midway between Asia and North America, and its culture reflects both individualistic and
collectivistic influences. About 62% of the staeAsian Almapi, 1994, and Asian cultures
tend to be quite collectivisHpfstede, 1980Triandis, 1993 Pacific Islands peoples, such as
Micronesians tend to value collectivism and interdependence (Sadao, 2000). Marshallese place
greatvalueinintedependency based on Asharingd and dAsu
members (Choi, 2006). Specific social support interventions (e.g. communal support, individual
counseling, etc.) could be provided that suits the needs of the various ethnic grbeps in t
shelters.Si mi | ar cul tural wval ues arReseascheeBfaunat Nat i v ¢
al. 2004; Mokuau &Braun 2007) pointed out thahe influence of culture and the role of
Hawaiian cultural values orehlth promotion and caregiving whesrking onNative
Hawaiiars 6 hprofilé. THese values include collective affiliation and interdependence of the
individual, family, community, environment, and transcendent realms. A Native Hawaiian core
cultural value, similar to Native American uals, speaks to the transcenderihe central role of
spirituality and balance for health and wellness that surpasses what we see and know in the
material world.

Now that some recommendations from the findings have been presented, it is important
to consier how future research might expand on this study in a useful manner. This is the focus

of the next section.
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Implications for Future Research

Future research could concentrate on the type of social support resources that work well
for Micronesiansinvestigations might also focus on the frequency of support, and how it is
provided to see if there was an effect on health status. Prior research has indicated that asking for
social support from others might be stressful than receiving it. How ddi¢imey have to seek it?
Who is seeking social suppdrts it for themselves, spouses/significant others, or children? In
addition, it is important to recognize that the strategies effectiveNdionesiansnay or may
not work for the White populatio At least collecting more details on the social support
networks would be helpful in tailoring programs to groups, or perhaps individual needs, which
might improve weHbeing.

New research could also look at the individualism and collectivism dimensions of the
homeless people. Hawai'i has various ethnic communities that believe in both dimensions. It
would be useful to study the cultural differences of the homeless peopieearadationship with
social support and health status.

Not only would it be interesting to know why social support has different effects on
different cultural groups, it would also be interesting to explore these factors in a more
complicated manner.his study only examinetthe impact of sociodemographitgngth of
Homelessnesd. OH) and social support on the perceived health status of the sheltered homeless
population. New research might investigatee interaction effects of social support and
racéethnicity, and study the outcomes. New findings might reveal significant relationships
between these variables, and their impact on perceived health status. Based on the findings, new
recommendations might result, which would improve health outcomes.

Not only could analyses be conducted differently, which might provide new insights, but
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also entirely different types of research might be conducted with the Oahu homeless community.
Researcher could conduct food surveys with the donors to assess the fgpespobvided to
the homeless. Shelter residents are fed donated meals, providedfrpfioantities, churches,
food banks, and pantries. Whether their meals are balanced, nutritious, and healthy was not
determined in this study. New recommendatiomsld be made to improve the quality of meals.
For example, the possibility of serving more fresh vegetables and meat products, rather than
canned food, sodas, and sweetened beverages, which have unhealthy levels of sodium, sugar,
and preservatives.

Given the high numbers of elderly homeless individuals identified in this research and
other studies, it would be useful to conduct a comparative study cirseéependent (with
residential support) and independent (without residential support) homelessgeesidents,
including their health status. It is evident that aging homeless participants will suffer
deteriorating health status, typically including chronic illness at some point in the future.

This study dealt with homeless people who were veogihelp with housing, but
future research could focus on the unsheltered homeless of Oahu. Many sheltered participants
described being homeless for several years before moving to a shelter. Unsheltered homeless
people are at higher risk for sexualagg robberies, domestic violence, and other forms of
victimization, so more information about their health andweihg would be useful. There
would be great challenges in conducting research with this group, but perhaps, people could be
reachinghrough the outreach programs, which offer financial and housing services.

Limitations

There were several limitations to this studiirstly, it hada relatively small sample size
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and did notmeasure the types of illnesses experienced by the sheltered participants. thikough
Health Days CoreHDC) survey had questions on the number of physically and mentally sick
days, it did not specifically cover the types of physical and/or mental hiéadtbses (e.g.

diabetes, heart problems, depression, and others). It would have given more details about the
health status of the participants.

Secondl y, reliahcewasomslyton gqugnttative methoddt focused on
guantitative health outcomead did not include qualitative aspects, such as the narratives and
stories of the shelted participants antheir journeys to homelessness. During the survey,
some patrticipants did share stories about their lives. Some spoke about losing theirdetoes d
domestic violence, while others described immigrating to Hawaii, search for employment,
housing, and educational opportunities. Many of these accounts emphasized their stressful living
conditions.

Thirdly, thisresearctonly samplé& sheltered paitipants rather than all homeless
individuals. There are many more unsheltered homeless people living in abandoned buildings,
streets, beaches and under Oahuds freeways.
these individuals.

In addition this study utilized only a functional social support measure, and did not use a
structural social support measure, which would have given information on the size and frequency
of social support networks. Homeless veterans, and the transgenderedqoptdes not
included this study. Future research using larger and more representative samples, along with a
comparative research design would capture information about unsheltered homeless people,

transgendered persons, veterans, and the differeneesdmetirban and rural shelters. Also, the
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health survey could have included questions on the types of ilinesses and diseases that
challenged the participants, and whether they had medical coverage.

Another | imitation t o aboutesubstane ese,ralthbughi s t hat
homeless people are known to experience an increased risk for using multiple substances,
including tobacco, alcohol, and illicit drugs.

Conclusion

This research explored the impact of vatenicity, gender SES age,participants with
and without childrenthe Length of Homelessne$sOH) and social support on the perceived
health status of Oaldusomeless people. The results showed thafetuacity, gender age the
Length of Homelessness@H), and social support played significant roles in determining the
perceived health status of homeless, sheltered people in Oahu.

Due to the unique sociodemographic composition, all ethnic groups in Hawai'i were
considered minorities. Generally, in the Fiaaiegion, researchers have focused on the-well
being of ethnic minorities, such as Native Hawaiians,@itnér Pacific Islandsr Many past and
contemporary studies document widespread health problems for these groups. This study was
different, since ifound that many Whites perceived their health status to be extremely negative.
This is an important finding. Thus, future research could focus on identifying the mechanisms
and processes, which affects homelkss;incomeWhite people, and develop socsipport
and psycheaehabilitation programs. These programs might include social skills training,
supported employment, leisure and wellness, goal setting, positive social support system,
education, housing assistance, and peer support groups. Some siajtaiseady have some of
these offerings. A holistic, mupronged approach will be required to alleviate the health issues

of homeless people. This research has shown thdetiaceity, gender age the Length of
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Homelessnesd. OH), and social suppodoes have impacts on the perceived health status of

sheltered residents.
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