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Understanding underlying mechanisms and pathways that lead to chronic 

homelessness would help develop intervention strategies that could help prevent 

subsequent episodes of homelessness. Quantitative data for this cross-sectional study 

was gathered by interviewing individuals who were homeless in the State of Arkansas, 

using a structured survey between 2007 and 2011. Qualitative data was gathered using 

semi-structured interviews between 2016 and 2018. Chi-square statistics and a 

multivariate logistic regression model was used to analyze the quantitative data, while 

phenomenological methods were used to analyze the qualitative data. Nearly half of the 

study participants identified themselves as being chronically homeless. Chronically 

homeless adults in this region were significantly more likely to be older men with no 

family ties, more likely to be victims of domestic violence, have higher rates of physical 

health problems, and have alcohol and substance abuse problems. Results from the 

multivariate nominal regression revealed that individuals who reported themselves as 

chronically homeless were more likely to be in the 50 years or older age group. In 

addition, study findings highlighted a dynamic interplay between three biopsychosocial 

risk factors for homelessness. Fostering development of inclusive sustainable 

communities, intergenerational relationships, and shared housing practices could help 

ease such social inequities and prevent problems such as chronic homelessness in 

older homeless adults. 
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CHAPTER 1 

INTRODUCTION 

Background 

Access to affordable housing is a basic human right. The Universal Declaration 

of Human Rights (United Nations General Assembly, 1948) states: 

Everyone has the right to a standard of living adequate for the health and well-
being of himself and of his family, including food, clothing, housing and medical 
care and necessary social services, and the right to security in the event of 
unemployment, sickness, disability, widowhood, old age or other lack of 
livelihood in circumstances beyond his control. (Article 25.1.) 

The United States (U.S.) is a signatory to this declaration. Even though more than 60 

years have passed since proclamation of this declaration, access to affordable housing 

has been a distant dream to millions of people across the world, including thousands of 

Americans. 

Consequences to the Individual 

Homelessness is an important risk factor for mortality. Mortality rates among the 

population who are homeless are significantly higher when compared to the general 

population. Using data from the population who are considered homeless in Greater 

Glasgow National Health Service Board area, Morrison (2009) described mortality rates. 

The crude mortality rate for persons who were considered homeless is 4.5 times higher 

when compared to the general population. After controlling for the effects of age, 

gender, and morbidity, in this 5 year retrospective cohort study, Morrison found 

homelessness to be an important independent risk factor for death with an adjusted 

hazard ratio of 1.6 (95% CI: 1.3–1.9). Despite high prevalence of mortality in adults who 
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are homeless, U.S. based studies are limited and outdated (Baggett et al., 2013; Fazel, 

Geddes, & Kushel, 2014). Barrow, Herman, Córdova, and Struening (1999) examined 

rates of mortality among sheltered people who were considered homeless in New York 

City. Age adjusted mortality rates for population who were homeless were found to be 

four times higher than the general population. Similar findings were reported by Hibbs et 

al. (1994) when they examined mortality rates in persons who were considered 

homeless residing in the city of Philadelphia.  

The leading cause of death among persons who were homeless also varies in 

comparison with the general population (Fazel et al., 2014). Hwang, Orav, O'Connell, 

Lebow, and Brennan (1997) found homicide (age group 18-24) and Acquired Immuno 

Deficiency Syndrome (age group 25-44) to be the leading causes of death in people 

who were homeless. Leading cause of death for both these age groups in the general 

population is unintended injury. For the age group 45-64 years, heart disease is the 

leading cause of death among persons who were homeless (Hwang et al., 1997). While 

in the general population, it is due to a malignant neoplasm. The prevalence of several 

dreadful communicable infections such as Human Immuno deficiency Virus (HIV), 

Hepatitis C Virus (HCV), and Tuberculosis (TB) is significantly higher in population who 

are homeless, thus posing a significant public health concern (Desai, Rosenheck, & 

Agnello, 2003; Haddad, Wilson, Ijaz, Marks, & Moore, 2005; Zolopa et al., 1994). 

Persons who are homeless also experience higher rates of criminal victimization 

(Lee & Schreck, 2005), incarcerations (McNiel, Binder, & Robinson, 2005; Snow, Baker, 

& Anderson, 1989), physical and sexual assaults (Kushel, Evans, Perry, Robertson, & 

Moss, 2003), psychological distress (Bazari, Patanwala, Kaplan, Auerswald, & Kushel, 
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2018; Wong, 2002), and stigmatization (Gwadz et al., 2009; Martens, 2009) when 

compared with individuals who are housed. Victimization rates are particularly high in 

women, and in people with mental illness or substance use disorder (Arangua, 

Andersen, & Gelberg, 2005; Kushel et al., 2003; Lam & Rosenheck, 1998), and in older 

adults (Dietz & Wright, 2005; To et al., 2015). 

About 37% of people who were considered homeless are members of a family 

(U.S. Department of Housing and Urban Development [HUD], 2011). Children in 

families that are homeless are prone to significant psychosocial risks and quite often 

experience physical and emotional traumatic life events resulting in maladaptive 

behaviors. In a review paper, Anooshian (2005) examined the role of violence, 

aggression, and problematic parenting in the lives of children in families that were 

homeless. The review identified various consequences for children born and brought up 

in a socially deprived environment which included behavior problems, aggression in 

peer interactions, social isolation, and rejection. Young adults, who were homeless and 

in the age group of 18-24, are more likely to engage in risky sexual behaviors, become 

victims of physical or sexual abuse, parental neglect, and have high incidence of 

substance usage with co-morbid mental health problems when compared to their 

housed peers (Zerger, Strehlow, & Gundlapalli, 2008).  

 

Impact on Society 

In addition to its impact on the individual and his or her family members, 

homelessness imparts several direct and indirect costs to the community as well. 

Several agencies in the community including first responders, medical and mental 
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health service providers, detention facilities, criminal justice systems etc. bear direct 

financial and human resource burden while addressing the needs of persons who are 

homeless. Homelessness also affects the local economy by negatively influencing 

property values, security of the neighborhoods, tourism, and retail sales. The overall 

image of the community is at stake. Providing access to affordable housing not only 

helps accomplish social justice but also helps mitigate some of the consequences of 

homelessness. It is well established in the literature that the overall financial cost of 

homelessness is significantly higher when compared with costs involved in offering 

supportive housing to the vulnerable populations (Culhane, 2008; Flaming, Burns, & 

Matsunaga, 2009; Ly & Latimer, 2015). In their study involving over 10,000 homeless 

single adults in Los Angeles county (Flaming et al., 2009) found that the typical public 

cost for residents in a supportive housing program is five times lesser when compared 

with typical public cost for persons who are homeless. Several other studies also found 

cost effectiveness of supportive housing programs when compared with the overall 

costs of homelessness (Culhane, Metraux, & Hadley, 2002; Gilmer, Manning, & Ettner, 

2009). Hence supportive housing programs are not only desirable socially but are also 

economically viable. Despite such significant tangible benefits in favor of supportive 

housing, not many communities across the country are able to achieve housing for all 

residents. 

Evidence suggested the rehousing intervention programs for individuals with a 

history of chronic homelessness witnessed inadequate and suboptimal success rates 

(Katz, 2015). The Continuum of Care (CoC) approach is a stepwise approach focused 

on treating underlying causes for homelessness first, before transitioning such 



5 
 

individuals to permanent supportive housing programs. Such interventions largely focus 

on offering substance use treatment programs, mental illness treatments, and 

independent living skills training for persons with a history of chronic homelessness. 

This was a dominant approach advocated and adopted by several policy analysts 

during the 1990s and the 2000s. The CoC approach was modeled based on the 

assumption that several individuals with a history of homelessness did not have the 

skills required to maintain a stable house despite access to resources. However, limited 

success rates in the CoC model lead to a decline in its popularity and lead the way to 

the Housing First approach. In this model individuals who are homeless are offered 

housing resources along with case management support to pursue treatment for 

underlying health conditions such as physical and mental health problems, alcohol and 

substance use disorders. However, critics blame such models as a one-size-fits-all 

approach, question its sustainability, and cite an increase in rates of recidivism and 

prohibitively expensive costs (da Costa Nunez & Sribnick, 2015) in support of their 

criticism. Given such suboptimal success rates in rehousing the homeless populations 

across our communities it is only prudent to shift our focus towards preventing this 

social problem rather than aiming to cure it. Hence a thorough understanding of factors 

that perpetuating factors, mechanisms and pathways that lead to chronic homelessness 

is vital and would be helpful to mitigate this social problem. 

 

Problem Statement 

According to the 2010 Annual Homeless Assessment Report (AHAR) on a given 

night in January 2010 (point in time count), it was estimated there were 649,917 people 
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living in the United States who were considered homeless HUD, 2011). Overall more 

than 1.59 million people spent at least one night in an emergency shelter or transitional 

housing during the 2010 reporting period (between October 2009 and September 2010). 

Approximately 17% of people who were considered homeless were found to be 

chronically homeless. Ironically the 2014 AHAR reported that even though the number 

of people who were considered homeless in the U.S. significantly decreased to 578,424 

by January 2014, the proportion of people who were considered chronically homeless 

rose to about 23% of the overall homeless cohort HUD, 2015). The 2014 AHAR also 

estimated that nearly 1:3 (31.1%) homeless individuals in 2014 were older adults in the 

age group 51 years or higher. This was significantly higher when compared with the 

2007 estimates (23%). Such an alarming rise is quite concerning due to its significance. 

Researchers have found that individuals who are chronically homeless have higher 

rates of physical and mental health problems when compared with persons who are 

homeless (Poulin, Maguire, Metraux, & Culhane, 2010). In addition, investigators also 

have found individuals with a history of chronic homelessness, though small in 

numbers, consume a major share of emergency shelter resources (Kuhn & Culhane, 

1998), health care services, and criminal justice services (Poulin et al., 2010). Such 

disproportionate service utilization is also particularly high in older adults who are 

homeless (Brown, Kiely, Bharel, Grande, & Mitchell, 2013). 

A closer look at the 2012 AHAR revealed interesting findings pertaining to the 

State of Arkansas (HUD, 2013). While Arkansas has only 0.7% of the total U.S 

population who were considered homeless, it ranks fourth in the country with nearly 

62% of the State’s homeless living in unsheltered locations making them more 
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vulnerable to chronic homelessness. Incidentally Arkansas’ poverty rate is at 18.7% and 

only five other states in the country have a worse poverty rate than Arkansas. Whether 

higher poverty rate alone explains such high rate of unsheltered chronic homelessness 

in the State of Arkansas is largely unknown. Arkansas has a rapidly growing elderly 

population with nearly 1:5 residents aged 60 years or older. Arkansas also happens to 

have a higher percentage of people who are 65 years and older. In fact more than 15% 

of the State’s population are at least 65 years or older, making it one of the few states in 

the country with such a high rate of elderly population. It is expected that the percentage 

of older adults who are homeless would continue to rise in the coming decades (Hahn, 

Kushel, Bangsberg, Riley, & Moss, 2006). These estimates are quite alarming and 

signifies relevance and existence of a preventable social problem in the State of 

Arkansas. 

Given this context, it is very important to understand the socio-demographic, 

precipitating, and perpetuating factors for chronic homelessness in the State of 

Arkansas. In addition, the needs of chronic homeless elderly populations in the State of 

Arkansas are also not assessed in the literature. Knowledge pertaining to these issues 

is vital and it would help homeless service providers develop customized intervention 

programs and mitigate a growing social problem in this state. While several studies 

have identified the role of aging as a factor predicting chronic homelessness, such 

studies have only used a piecemeal approach and ignored the confounding role of 

several other individual risk factors for chronic homelessness. Further these studies lack 

any conceptual framework to analyze their findings. The criteria they used to define 

chronic homelessness was inconsistent and significantly different from the criteria 
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adopted by the HUD (2008). For instance in their study involving 1,093 unsheltered 

homeless adults in New York City, Levitt, Culhane, DeGenova, O’Quinn, and Bainbridge 

(2009) found the chronically unsheltered homeless population was significantly older. 

Levitt et al. used a rather unique criterion to define chronic homelessness, proposed by 

the New York City Department of Homeless Services, which is grossly inconsistent with 

the nationally recognized criteria proposed by the HUD. Likewise, using a Cox 

regression model, Caton et al. (2005) showed older age group as one of the strongest 

predictors for longer duration of homelessness. Even though this longitudinal study was 

quite rigorous in its design the chronically homeless definition used in this study was 

highly customized and inconsistent with the criteria for chronic homelessness proposed 

by the HUD. In addition, Caton et al. only considered a handful of confounding variables 

and ignored key variables such as chronic physical health problems, domestic violence, 

and veteran status. The age dichotomy (30-44 years and greater than 44 years) tested 

in this study was also quite unique and was inconsistent with contemporary age criteria 

to define older homeless adults. Such limitations in extant literature are significant for 

various reasons. Funding from the HUD is tied to the number of individuals who are 

homeless and chronically homeless living in a given area. Hence the criteria used to 

define homeless and chronically homeless must match the HUD definitions for local 

homeless service providers to seek federal funding. In addition, a study on chronic 

homelessness must include a comprehensive analysis of known risk factors for 

homelessness. This would help design effective strategies to mitigate a rapidly growing 

social problem. Even though interventions such as ‘housing first,’ ‘affordable housing,’ 

and ‘emergency housing’ programs have been successfully developed to address 
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homelessness, their effect in mitigating a pernicious problem such as chronic 

homelessness has been suboptimal, findings from the AHAR suggested HUD, 2015). 

Hence a thorough understanding of the phenomenon of chronic homelessness using 

relevant criteria proposed by the HUD is essential to design and develop homeless 

service programs. 

 

Statement of the Purpose 

The purpose of this study was to understand the precipitating and perpetuating 

factors for chronic homelessness in older adults. To achieve this purpose, I analyzed 

the mechanisms and pathways that lead to chronic homelessness in older adults. The 

phenomenon of chronic homelessness in older adults who are chronically homeless 

was studied using a conceptual framework proposed by three important social theories. 

The ecological model of homelessness (Nooe & Patterson, 2010) was used as a model 

to analyze the dynamic interplay between individual level and structural risk factors for 

chronic homelessness in older adults. The following research paradigm guided inquiry. 

H1. Older age group is a significant risk factor for chronic homelessness. 

H2. Pathways that lead to chronic homelessness significantly vary between 
older adults and their younger cohorts. 

Aim of the study: Understand the precipitating and perpetuating factors for 
chronic homelessness in older adults. 

Objectives of the study: Describe the differential rates of individual level risk 
factors for chronic homelessness among older and younger homeless 
adults in the State of Arkansas. 

A. Describe the differential needs of older adults who are chronically 
homeless living in the State of Arkansas in comparison with their younger 
cohorts. 

B. Describe the ecology of chronic homelessness in the State of Arkansas. 
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RQ 1: What are the socio-demographic characteristics and rates of individual 
level risk factors in individuals who are homeless living in the State of 
Arkansas? 

RQ 2: How do the rates of individual level risk factors vary between persons who 
are homeless and chronically homeless from this region? 

RQ 3: What role does age play in predicting chronic homelessness? 

RQ 4: How do the individual level risk factors for homelessness perpetuate a 
chronic homeless state? 

RQ 5: How do the individual level risk factors for homelessness differentially 
affect older adults who are homeless when compared with their younger 
cohorts? 

RQ 6: How does the ecological model of homelessness apply to older adults who 
are chronically homeless? 

 

Theoretical Framework 

Three different theories are identified to study the phenomenon of chronic 

homelessness in the elderly populations. These are: The ecological model for 

homelessness (Nooe & Patterson, 2010) uses a spectrum of biopsychosocial risk 

factors, as shown in Figure 1, to understand the phenomenon of homelessness.  

As per this framework both structural and individual level risk factors dynamically 

interact with each other to create a homeless state. Using the biopsychosocial 

framework identified in this cogent map, the current researcher explored precipitating 

and perpetuating factors for chronic homelessness in the State of Arkansas. Individuals 

who are chronically homeless are indeed vulnerable, marginalized communities, and 

are considered socially excluded from the mainstream. Previous ethnographic fieldwork 

explained how seemingly common disorders such as drug use manifest as more 

serious social, economic, physical, and psychological problems in marginalized 
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populations (Coumans & Spreen, 2003). The marginalization theory was used to 

understand the dynamic interplay between several key risk factors for homelessness. 

Finally, the disengagement theory was used to understand how older adults are 

differentially vulnerable to such perpetuating factors and the chronic homeless state 

itself when compared to their younger cohorts (Cumming & Henry, 1961). 

 
Figure 1. Ecological model of homelessness (Nooe & Patterson, 2010). 
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Definition of Terms 

For purpose of this study the following definition is used to define an individual 

who is homeless: 

individual who lacks a fixed, regular, and adequate nighttime residence, or an 
individual who has a primary nighttime residence that is: (a) a supervised publicly 
or privately operated shelter designed to provide temporary living 
accommodations (including welfare hotels, congregate shelters, and transitional 
housing for the mentally ill); (b) a public or private place that provides a 
temporary residence for individuals intended to be institutionalized; or (c) a public 
or private place not designed for, or ordinarily used as, regular sleeping 
accommodations for human beings. (Burt et al., 1999) 
 
For the purposes of this study, the definition used to define an individual who is 

chronically homeless was: “An unaccompanied homeless individual with a disabling 

condition who has either been continuously homeless for a year or more or has had at 

least four episodes of homelessness in the past three years” (HUD, 2008, p. 15). 

 

Summary 

In this chapter, I described key definitions for homelessness and chronic 

homelessness proposed by HUD (2008, 2011, 2013, 2015). Both individual and social 

consequences of homelessness and chronic homelessness were identified. The 

significance and magnitude of homelessness and chronic homelessness was discussed 

using data from the Annual Homeless Assessment Reports published by the HUD 

(2008, 2011, 2013, 2015). The purpose of the study along with problem statement were 

detailed. Applicable social theories were identified. The focus of the current study was 

to understand the precipitating and perpetuating factors leading to chronic 

homelessness in the elderly population. 

  



13 

CHAPTER 2 

LITERATURE REVIEW 

Despite its huge psychosocial and economic burden, chronic homelessness is a 

relatively understudied and under focused area (Poulin et al., 2010). There are no 

published empirical peer-reviewed studies on perpetuating factors for chronic 

homelessness. Most of the knowledge base on root causes and pathways to chronic 

homelessness is either borrowed from literature on homelessness or theorized. It is also 

not clear if the chronic homeless state is a distinguishable subgroup within the 

homeless cohort. In addition, there is absolutely no knowledge base on within the group 

differences in the chronically homeless cohort. Evidence however is available to 

suggest the phenomenon of chronic homelessness in the United States is unabated and 

rapidly growing (HUD, 2015) and that certain vulnerable demographics such as the 

elderly are at a higher risk (Caton et al., 2005; Levitt et al., 2009). Several studies also 

highlighted the differential health care and economic burden related to the chronic 

homeless state (Poulin et al., 2010).  

Based on the ecological model of homelessness, the root causes for 

homelessness can be broadly divided into structural issues and individual level factors 

(Nooe & Patterson, 2010). Poverty, lack of accessibility to affordable housing, 

unemployment, deinstitutionalization, discrimination, health care costs, and inadequate 

welfare programs are some of the examples of structural forces that can result in 

homelessness. Individual level risk factors include age, gender, race, lack of family and 

social support, domestic violence, serious mental illness, physical health problems, 

developmental disabilities, returning from military service, and alcohol and substance 
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abuse. In addition, several precipitating catastrophic events such as natural disasters 

(e.g., floods, earthquakes, tornadoes) and catastrophic events (e.g., war) are also 

identified in the literature. These risk factors are dynamic and inter related. Many times 

the temporal influence of these factors is confounding and elusive. Hence policy 

analysts struggle to identify root causes and progression of the phenomenon. It is not 

certain if homeless state is caused by these risk factors or the risk factors themselves 

perpetuate the homeless state. Probably these relationships are dynamic and 

interdependent but no study to date has established such interplay. 

 

Structural Factors 

Poverty is almost always blamed as a principal cause for homelessness. Poverty, 

residential instability, and homelessness are considered as a continuum (Sosin, 1992). 

There is some time interval between a domiciled impoverished state and distinct 

homelessness. People living in poverty are in a vulnerable state. Certain deficits such 

as alienation, personal disabilities, and lack of employment determine their decline into 

homelessness. Using a population sample from the city of Chicago, Sosin (1992) 

predicted lack of access to social support services as an important determinant that 

could precipitate homelessness in the vulnerable populations. Burt (1992) expressed 

similar views. She envisaged poverty as a vulnerability and articulated that people living 

in vulnerable states (including those suffering with mental illness, substance use 

problems, and with personal disabilities) possess reduced coping skills and are found 

wanting for resilience. 
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Blame attribution for poverty has been a perennial issue for social scientists, 

policy advocates, and economists. While sociologists tend to identify with structural 

causes such as social unjust, capitalistic economic principles, and unequal distribution 

of resources, the opposing view tends to highlight personal factors such as lack of 

ability, low ambition, and low intelligence (S. E. Wright, 1993). In her review, S. E. 

Wright observed the United States, historically, has been inclined more towards victim 

blaming rather than focusing on structural elements. Due to their strong belief in 

liberalism, individual responsibility, distributive justice, and availability of widespread 

opportunities, Americans expect individuals to put personal effort to overcome poverty. 

Besides poverty other structural factors that could contribute to homelessness include 

unemployment, declining value of minimum wage, lack of affordable housing, and 

inadequate welfare support (Nooe & Patterson, 2010). Indeed, lack of affordable 

housing and unemployment are the two most important factors cited as reasons for 

homelessness in American cities (The United States Conference of Mayors, 2009). Burt 

et al. (1999), using a nationally representative sample of data from the National Survey 

of Homeless Assistance Providers and Clients, analyzed economic and other socio-

demographic characteristics of homeless clients enrolled in homeless assistance 

programs across the nation. Help in ‘finding a job’ (followed by ‘finding affordable 

housing’) was the top ‘service need’ expressed by a majority of clients surveyed in their 

study. Only 44% of the respondents in their study reported “any paid work in past one 

month.” Based on the data gathered from a survey between October 1, 2008 and 

September 30, 2009, The United States Conference of Mayors (2009) estimated that on 

an average only 20% of the homeless people had a job. Leal, Galanter, Dermatis, and 



16 
 

Westreich (1999) found significant differences in employment status when they 

analyzed correlates of protracted homelessness in a sample of dually diagnosed 

psychiatric inpatients. The results of their multiple logistic regression analysis indicated 

unemployment as the greatest risk factor for protracted homelessness. Even in those 

people who held a job the monthly income was found inadequate to meet their basic 

needs. Homelessness by itself could negatively impact individual’s chances of securing 

employment. Wenzel (1992) investigated the relationship between length of time spent 

homeless and employment related outcomes in participants of job training programs. 

Her study found that long periods of homelessness was associated with less successful 

employment outcomes. 

Homeless individuals tend to have a relatively lower level of education when 

compared to the general population. According to Burt et al. (1999) about 38% of the 

survey respondents had an educational attainment that was less than high school. 

Hence these individuals are only eligible for low skilled jobs such as those offered by 

the manufacturing industries. In the United States technological advances and 

globalization have resulted in a decline in low skilled manufacturing jobs and a growth in 

high skilled service sector. While technology has helped replace man power with 

machinery, globalization has resulted in outsourcing of several of these jobs to cheap 

labor markets such as those in the developing nations. Such dynamic changes in labor 

market quite often have a toll on certain weaker and vulnerable sections of the 

population, especially those with lower levels of education and vocational skills, forcing 

them into an impoverished state and thereby precipitating homelessness.  
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Another important structural factor that contributes to homelessness is a 

shortage in affordable housing units. In the United States during the past few decades 

there has been a considerable decline in the availability of affordable housing units such 

as single room occupancy (SRO), low-rent units, and low-income housing units (Nooe & 

Patterson, 2010; Shinn & Gillespie, 1994). Some of the reasons for this decline include 

gentrification of inner cities and an increase in the conversion of low-rent units and 

SROs into condominiums (Wright & Rubin, 1991). Such housing market changes 

disproportionately affect individuals living closer to the poverty line making them 

vulnerable to homelessness (Quigley & Raphael, 2001). In addition many policy 

analysts observe that frequent shifts in federal housing policy have resulted in 

suboptimal results in providing adequate housing for the underserved populations 

(Salsich, 1993). Quite often federal housing subsidies over the last few decades have 

disproportionately benefited the middle and high income earners exemplifying a 

misdirected policy initiative (Dreier, 1997; Salsich, 1993). Caraley (1992) added the 

Reagan and Bush administrations favored a diminished federal role in providing 

affordable housing thereby worsening the homeless situation. 

Between 2007 and 2011, the United States witnessed one of the worst economic 

downturns and rapidly rising unemployment rates. These factors coupled with the 

subprime mortgage crisis and unprecedented home foreclosures had a toll on the 

vulnerable and impoverished sections of the society. Several surveys documented the 

living situation of people hit by the foreclosure crisis. Results from these surveys 

indicated that members of these households ended up becoming precariously homeless 

following an eviction notice. They either doubled up with family or friends, or stayed in 
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emergency shelters, transitional housing, or motels. Some of them were forced to live 

on the streets (Downing, Phillips, Sermons, Pelletiere, & Wardrip, 2009). African 

Americans and members of other minority groups were disproportionately affected 

during this unfavorable economic climate (Bowdler, Quercia, & Smith, 2010; Ojeda, 

2009). As a result several policy analysts favored a more proactive federal housing 

policy aimed at housing market recovery and expanding the low-income 

homeownership (Carr & Mulcahy, 2010; Santiago et al., 2010). 

 

Individual Level Risk Factors 

The demographic makeup of the homeless in the U.S. changed considerably 

over the last century. Homelessness during the Great Depression of the 1930s was 

experienced largely by young men who were either moving from place to place in 

search of employment opportunities or abandoned by their families due to poverty 

(Rossi, 1990). The homeless skid row inhabitants in the late 1950s and in 1960s were 

predominantly White, single, older, alcoholic males. In a Chicago homeless study, 

median age for the homeless skid row dwellers was 50 years (Bogue, 1963). More than 

90% were White males with poor family ties and a majority of them were never married 

and were socially isolated. The 1980s witnessed a greater proportion of women, 

children, and individuals with family ties in the homeless cohorts. While the median age 

dropped to 37 years, the percentage of women rose to 25 (Rossi, Fisher, & Willis, 

1986). There was also a disproportionate rise in representation of ethnic minorities such 

as Blacks, Hispanics, and American Indians in the homeless cohorts of the 1980s when 

compared with previous decades. Some studies reported up to 75% representation of 
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Blacks, a stark contrast from the 1950s and the 1960s (J. D. Wright & Weber, 1987). 

Age as a risk factor for homelessness garnered more significant attention due to 

changing demographics and aging communities across the U.S. Studies have reported 

a gradual increase in median age for the homeless. Using data gathered from service 

providers in San Francisco, Hahn et al. (2006) found between 1990 and 2003 the 

median age for the homeless increased from 37 years to 46 years. During the same 

time period the proportion of older homeless adults increased from 11% to 32%. 

Sermons and Henry (2010) estimated there were 44,172 elderly homeless living in the 

United States. This is projected to increase by 33% to 58,772 by 2020 and by more than 

100% in the next 40 years to reach 95,000 by 2050. 

Culhane, Metraux, and Bainbridge (2010) used data from administrative records 

on shelter use in New York City and from the nationwide shelter and general population 

enumerations. The authors hypothesized that structural factors such as marginal 

employment and low paying jobs for unskilled workers, a rise in rental housing costs 

and a decrease in affordable housing options, and thinning of social welfare programs 

must have exacerbated the risk for homelessness in particularly vulnerable sections of 

the baby boomer cohort (born 1954-1965). Findings from their study also suggested 

individuals in impoverished single parent families headed by females are particularly at 

a higher risk. In addition to structural factors immediate precipitating factors for 

homelessness are also described in the literature. Keigher and Greenblatt (1992), using 

a purposive sample of 475 homeless seniors, studied factors that lead to homelessness 

and shelter placement in the Chicago Department of Human Services Emergency 

Services program. Data for their study was gathered by reviewing records from 



20 
 

emergency shelter service users in the city of Chicago. Findings from their study 

highlighted several factors that lead to precipitation of homelessness among older 

adults. These factors included fires, being lost or wandering, transportation needs, living 

in inadequate housing conditions, victimization, eviction, lack of utilities, and need for 

medical care. However, the perpetuating factors and pathways that lead to chronic 

homelessness in older adults is not known. Culhane and Kuhn (1998) published their 

findings describing patterns and determinants of public shelter utilization among 

homeless adults in the city of New York and Philadelphia. Results were synthesized 

using a discrete-time logistic hazard regression. Findings revealed several socio-

demographic and health care characteristics which reduced the likelihood of exiting 

shelter. These factors included being older, Black race, having a history of substance 

abuse or mental health problem, or having a physical disability. Older adults also tend to 

stay in the shelter system longer when compared with younger counterparts. However 

the reasons for such longer lengths of stay are not previously described. In addition 

effects of longer shelter stays is also not studied. These issues are vital in one’s 

understanding of pathways that lead to chronic homelessness. Hecht and Coyle (2001) 

interviewed 3,132 clients presenting to a local homeless center in Bakersfield, 

California. They found older and younger clients differed significantly on nearly every 

characteristic measured. For instance, older homeless adults in the study were less 

educated than the young, less likely to be married at the time of their homelessness, 

and more likely to be veterans. Furthermore, older homeless adults are almost twice as 

likely to report having access to economic resources than the young. Length of current 

homeless episode also differed significantly between the two groups with older 
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homeless adults reporting significantly longer durations of the current homeless 

episode. Older and younger homeless adults also significantly differed in their 

description of precipitating factors for homelessness. Older homeless adults were 

significantly more likely to indicate that drug or alcohol abuse and/or injury or illness led 

to their homelessness, whereas younger homeless adults were more likely to cite 

domestic violence and being newly released from prison (Hecht & Coyle, 2001). 

Differences were also significant between older homeless men and women. Older 

homeless men tend to report as being single when compared with older homeless 

women. They also are more likely to report a history of alcohol abuse, while older 

homeless women tend to report significantly more mental health problems (Hecht & 

Coyle, 2001). The researchers also found older men reported significantly longer 

durations of current homeless episode when compared with older women. Precipitating 

factors for homelessness were also significantly different between the two gender 

groups. Men reported loss of employment as a precipitating factor twice as often as 

women did. In contrast, women were nearly three times as likely to report that they had 

been evicted when compared with older homeless men surveyed in this study (Hecht & 

Coyle, 2001). The purpose of this study was limited to identifying precipitating factors for 

homelessness. Their study did not identify key factors that would play a role in 

perpetuating a chronic homeless state in older adults. Furthermore, their study did not 

measure physical health problems among the study participants. Confounding role of 

such significant risk factors in precipitating homelessness is widely acknowledged by 

several policy analysts. In addition, the exact impact of such varied factors in 



22 
 

perpetuating a chronic homeless state in older and younger generations was poorly 

understood and not described in the literature. 

Several studies also have highlighted the plight of homeless females in the 

United States. Mills and Ota (1989) published a survey of eighty-seven homeless 

families served by the emergency shelter in the city of Detroit during the first quarter of 

1987. Findings from their report suggested a majority of these families were Black and 

had an adult female with one or two minor children. These females were young mothers 

with no high school diploma or any sources of income. They reported psychiatric or 

substance use histories. Bassuk (1993) argued that while homeless women generally 

face social and economic problems like their male counterparts, intensity of these 

problems is quite severe among women. The author highlighted factors such as social 

marginalization and responsibilities of parenthood to be of additional burden on 

homeless women. Such findings suggested the homeless in the United States are not a 

homogeneous group. Drawing inferences from an exploratory study of a purposive 

sample of 100 homeless African American women recruited from institutional settings in 

a large mid-western metropolitan area, Washington (2005) reported that homeless 

women tend to have a higher prevalence of chronic diseases including emotional and 

mental illness when compared with domiciled counterparts. Kisor and Kendal-Wilson 

(2002) described plight and need for services of older homeless women. The authors 

used a secondary analysis of data gathered from 223 case records from 13 sites 

spanning rural and urban counties in Virginia. Findings from their study highlighted 

mental health problems, low income, family disputes, and abuse or neglect by family 

members as primary factors contributing to homelessness in older females. About one 
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third of their sample was marginally housed, either renting or doubling up with relatives, 

before they became homeless. The authors highlighted abuse and neglect can tip the 

balance from being marginally housed to homelessness. The authors also noted that 

poor single women are more vulnerable to become homeless due to lack of social 

support systems and lack of partners to share rent, utilities, housing maintenance, and 

mortgage payments. However, studies have not described how such precipitating 

factors would lead to chronic homelessness. 

The health status of the homeless has generally been reported to be poorer 

when compared with their domiciled counterparts (Aldridge et al., 2018). Studies have 

reported alarmingly higher rates of chronic and debilitating physical illness among the 

homeless population (Aldridge et al., 2018; Hwang et al., 1997). The homeless are 

thought to be at a higher risk for transmission of various contagious microorganisms 

such as Human Immunodeficiency Virus (HIV), Hepatitis C Virus (HCV) and 

Tuberculosis (TB), thus posing a significant public health concern as well (Aldridge et 

al., 2018; Desai et al., 2003; Haddad et al., 2005). In fact several researchers have 

observed that due to a relatively higher disease burden the appearance and behavior of 

homeless individuals match individuals who are 10 to 20 years older in the general 

community (Brown, Kiely, Bharel, & Mitchell, 2012; Gelberg, Linn, & Mayer-Oakes, 

1990). 

The role of mental illness in causing homelessness has been extensively 

reviewed in the literature. Indeed people with mental illness are seen in 

disproportionately large numbers among the homeless cohorts when compared to the 

general population. Prevalence estimates of mental illness among homeless individuals 
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are inconsistent and highly variable depending on the source (Fischer & Breakey, 

1991). Using a meta-analysis of data gathered from 16 epidemiological studies, Lehman 

and Cordray (1993) estimated prevalence of mental illness, alcohol, and drug usage in 

homeless populations. They found found 18% of the homeless experienced a serious 

mental disorder. Fischer and Breakey (1991) critically reviewed the available literature 

on the epidemiology of mental, alcohol, and substance use disorders in homeless 

cohorts. They reported in addition to major mental illness (such as schizophrenia and 

schizoaffective disorders), other psychological disorders such as personality disorders, 

phobias, depression, and anxiety were quite common in people experiencing 

homelessness. Likewise, there is a disproportionately higher prevalence of physical and 

or intellectual disabilities in individuals who are homeless.  

Herman, Susser, Struening, and Link (1997) using nationally representative 

samples found a statistically significant increased risk for homelessness in individuals 

with a positive history of childhood adverse experiences such as lack of care from a 

parent and physical abuse. Using a case-control study design, Caton et al. (1994) 

explored risk factors for homelessness in 100 adult males who were homeless and with 

a diagnosis of schizophrenia. They found significantly higher levels of positive 

symptoms, and higher rates of substance use disorder and antisocial personality 

disorder. Similar findings were echoed when they explored these factors in an exclusive 

female sample (Caton et al., 1995). Drawing inferences from data published in peer 

reviewed journal articles, Susser, Moore and Link (1993) reported schizophrenia, 

bipolar disorder, depression, alcohol, and substance use as likely risk factors for 
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homeless individuals. Among these schizophrenia and bipolar disorder were found to 

have the highest relative risk.  

Many researchers believe that deinstitutionalization of the mentally ill, which 

began in mid-1950s contributed greatly in the growth of homelessness (Mechanic & 

Rochefort, 1990). The discovery of modern antipsychotic medications (such as 

thioridazine, chlorpromazine etc.) in the second half of the 20th century has opened 

opportunities to treat the mentally ill in an outpatient setting. The passage of Community 

Mental Health Centers Act in 1963 promoted discharge of the mentally ill from state run 

mental hospitals to community based treatment settings (Wolch, Dear, & Akita, 1988).  

In addition, patient rights advocacy and subsequent enactment of laws resulted in a 

decline in involuntary commitments and forced treatment of the seriously mentally ill 

(Lamb, 1998). These developments have led to a mass exodus of the mentally ill from 

state run asylums into the community. Between 1955 and 1980, resident census in state 

and county mental health hospitals fell from 559,000 to nearly 138,000 (Goldman, 

Adams, & Taube, 1983). Even though this change is quite welcoming and in fact helped 

improve quality of care for the mentally ill, patients who are poorly adherent with 

prescribed psychotropic medications and those who do not respond to treatment are 

often found vulnerable to homelessness. Furthermore, inadequate financial support for 

community mental health clinics by federal and state governments has resulted in 

neglect of the deinstitutionalized which gradually drifted them into homelessness (Wolch 

et al., 1988). 

Individuals with serious mental illness and co-morbid substance use disorder are 

known to exhibit cognitive impairments (Dennis, Buckner, Lipton, & Levine, 1991). Such 
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cognitive deficits would include impairment in memory, perception, judgment, planning, 

and execution. These skills are necessary for normal social functioning and adaptability. 

Individuals with cognitive impairment are often misunderstood and face hardship in 

gaining access to basic needs such as housing, employment, and other social support 

services (Backer, Howard, & Moran, 2007). Furthermore, the mentally ill homeless have 

to compete with healthy homeless populations for scarce resources such as low cost 

housing, employment opportunities, and welfare support (Dennis et al., 1991). There is 

a high likelihood that they end up on the losing side of the battle. Fluctuations in low 

cost housing market, gentrification, and unfavorable economic times have a larger toll 

on these vulnerable sections. When mentally ill individuals fail to develop adequate 

interpersonal skills that are vital for social functioning, they could lose social and family 

ties. Individuals with chronic and severe mental illness are particularly susceptible to 

these adverse relationship outcomes predisposing them to homelessness (Lamb, 

1998). Such individuals also find it difficult to sustain employment due to cyclic 

behavioral issues (Dennis et al., 1991). 

Pathways to homelessness in people with mental illness have been discussed in 

the literature. Many analysts believe that mental illness is one among several key 

factors that has a high potential to precipitate homelessness in the vulnerable 

populations. Most of the data available in the literature on mental illness is limited to 

retrospective studies. Only a handful of studies are available with prospective study 

designs. In a prospective study described by Belcher and Toomey (1988), the authors 

tracked 133 individuals discharged from a state mental health care institution. The 

researchers found 35% of the discharged individuals became homeless within 3 
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months. Even though mental illness is listed as an individual level risk factor, several 

structural factors (such as poverty, inadequate government support, misdirected policy 

initiatives, and lack of awareness in the public regarding the needs of the mentally ill) 

also play a vital role in precipitating homelessness in the mentally ill. Sullivan, Burnam, 

and Koegel (2000) concluded “mental illness may play a role in initiating homelessness 

for some, but it is unlikely in and of itself to be a sufficient risk factor for homelessness” 

(p. 444).  

Alcohol and substance abuse disorders have a major role in causing and in 

extending the state of homelessness. Using data from the National Survey of Homeless 

Assistance Providers and Clients, Burt et al. (1999) estimated the prevalence of alcohol 

and drug problems in homeless people. Thirty-eight percent of the homeless clients 

were reported to be having an alcohol problem in the past 1 month. Life time prevalence 

estimates were at 62%. Using representative samples, Welte and Barnes (1992) 

studied patterns of alcohol consumption among the homeless and the marginally 

housed adults in the State of New York. They found on average about 13% of the 

homeless/marginally housed consumed more than 20 drinks a day. This disturbing 

pattern is particularly high among African American males. Edens, Kasprow, Tsai, and 

Rosenheck (2011) studied risk and protective factors for homelessness in a national 

sample of homeless and non-homeless Veterans Affairs service users. They reported 

illicit drug use as the strongest predictor and greatest modifiable risk factor for 

homelessness. Leal et al. (1999) reported patients with a history of intravenous drug 

usage were 2.80 times more likely to be victims of protracted homelessness. In addition, 

several prospective trials also emphasized the role of cocaine in aggravating 
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homelessness. Orwin, Scott, and Arieira (2005) examined transitions in and out of 

homelessness among adults receiving treatment for substance abuse in the city of 

Chicago. Analysis of 3 years of data revealed cocaine to be a consistent predictor for 

becoming and remaining homeless. North, Eyrich-Garg, Pollio, and Thirthalli (2010) 

reported similar findings when they analyzed the homeless population in the city of St. 

Louis. Even though cocaine is the drug of first choice among homeless persons (Leal et 

al., 1999; Spinner & Leaf, 1992), usage of other illicit drugs (such as methamphetamine) 

has also been reported (Nyamathi et al., 2008). Pathways to homelessness in people 

who abuse alcohol and illicit chemicals is quite varied and multi-dimensional. 

Researchers have identified several precipitating events that trigger and maintain 

homelessness in such populations. Sosin and Bruni (1997) expanded their vulnerability 

hypothesis by analyzing resource availability, social network characteristics, 

disaffiliation, and mental health problems in a sample of homeless population drawn 

from the city of Chicago. Availability (or lack) of resources was an important contributing 

factor for homelessness or vulnerability regardless of the drinking status. However they 

added problem-drinkers experience a higher resource threshold to avoid vulnerability. 

Moreover drinking related problems were found to moderate the benefits of social 

networks, and enhance the negative impact of disaffiliation. 

 

Summary 

In summary, highlighted in this chapter was the relevance and reasons why 

chronic homelessness warrants special attention. Also in this chapter was the lack of 

knowledge base on perpetuating factors for chronic homelessness in a rapidly 
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increasing demographic such as the elderly homeless. Several structural and individual 

level risk factors for homelessness were detailed.  
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CHAPTER 3 

METHODOLOGY 

Study Setting, Design, Sample Population, and Methods 

Data for this cross-sectional study design was gathered by interviewing 

individuals who were homeless in the State of Arkansas. Interviews were held at 

emergency shelters, domestic violence shelters, soup kitchens, homeless outreach 

health camps, single occupancy rooms, and at various uninhabitable public places such 

as under bridges, street crossings, sidewalks, parks, encampments, and recreational 

vehicle parking lots. In addition to the principal investigator, interviews were also 

conducted by trained graduate and undergraduate students pursuing social work and 

gerontology degree programs from the University of Arkansas in Little Rock (UALR). 

Each interview took between 45 and 60 minutes to complete. Each participant was 

provided with written information pertaining to the scope of this research and informed 

consent was received from all participants and to promote confidentiality and anonymity 

no private information about the interviewee was gathered beyond the objective 

framework of the interview. The State of Arkansas is in the southeast region of the 

United States of America. The State was chosen out of convenience and availability of 

resources to pursue research in this area. While data was gathered from across the 

State (Central Arkansas, Northwest Arkansas, and Southern Arkansas), a significant 

amount of data was gathered from the Little Rock metropolitan area, the most populous 

region in the State, which includes three cities located in Central Arkansas (Little Rock, 

North Little Rock, and Conway). Data used in this study was gathered in two phases.  
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Phase 1 of the Study 

Phase 1 included quantitative data gathered between January 2007 and January 

2011 and was used to answer Research Questions 1, 2, and 3. A structured survey 

instrument, shown in Appendix A, was used during this phase. The instrument itself was 

a 35-item questionnaire intended to gather socio-demographic data (age, gender, race, 

ethnicity, minority, and veteran status), duration of homelessness, and physical and 

mental health history. The instrument was chosen to protect the construct validity of the 

study. Construct validity is described as the degree to which a test measures what it 

claims, or purports, to be measuring (Cronbach & Meehl, 1955). The instrument is 

widely used by HUD during the point-in-time count of sheltered and unsheltered 

homeless persons on a single night in January. Furthermore, the definitions used in this 

study to describe the homeless and the chronically homeless comprehensively reflect 

that of HUD’s. This study is quite unique in this respect. There were no previously 

published peer reviewed studies that truly adopted and measured the phenomenon of 

homelessness and chronic homelessness as defined by HUD. In order to minimize 

response bias, utmost care was taken to gather data only from those individuals who 

were witnessed to be seeking care from homeless shelters, soup kitchens, domestic 

violence shelters, and individuals residing in uninhabitable places. To promote 

participation and reduce non-response rate participants were offered incentives such as 

blankets, backpacks, and gift bags (consisting of toiletries, snacks, or socks). The 

estimated dollar value of each item is less than $10. Financial support for the incentives 

was received from the School of Social Work at UALR. This phase of the study was 

approved by the institutional review board at UALR. 
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Data Analysis 

The quantitative data from Phase 1 of this study was analyzed using frequency 

distribution tables, bivariate and multivariate nominal regression analyses. Frequency 

distribution tables are used to describe socio-demographic characteristics and rates of 

individual level risk factors for homeless adults from this region. In addition, bivariate 

and multivariate analyses were employed to compare individual level risk factors 

between homeless and chronically homeless subgroups. Since the data is at a nominal 

level of measurement, cross tabulations were used to analyze the relationships between 

the independent and dependent variables. Chi-square statistic was used for bivariate 

analysis. For multivariate analysis, a nominal regression was used to estimate the odds 

of risk factor in chronically homeless adults when compared to the homeless group. 

SPSS®-21 and Microsoft Office® Excel 2016 were used for data entry, creation of 

frequency distribution tables, and for bivariate and multivariate analysis. The conceptual 

framework describing independent, control and dependent variables used in Phase 1 of 

this study are listed in Table 1. Table 2 highlights levels of measurement for each 

identified variable. 

Table 1 

Conceptual Framework 

Independent Variable Control Variables Dependent Variable 

Age dichotomy 
Younger (18-49 years) 
Older (50+ years) 

1. Socio-demographic factors 
 Gender 
  - Male 
  - Female 
 Minority status 
  - Member of a minority 
community 

Chronicity of 
homelessness 
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Independent Variable Control Variables Dependent Variable 

  - Not a member of 
minority community 
 Employment status 
  - Currently employed 
  - No current employment 
 Family status 
  - Head of a family with 
children 
  - Member of a family with 
children 
  - Head of a family 
without children 
  - Member of a family 
without children 
  - Single 
 Veteran status 
  - Veteran of U.S. military 
  - Not a veteran of U.S. 
military 
 
2. Health problems 
 History of physical health 
problems 
 History of emotional 
problems 
 History of alcohol abuse 
 History of substance abuse 
 Victim of domestic violence 
 

 

Table 2 

Level of Measurement for Variables 

Variables Level of 
Measurement 

Independent Variable Age dichotomy Nominal 
Dependent Variable Chronicity of homelessness  Nominal 

Control Variables 
Gender Nominal 
Minority status Nominal 

  (table continues) 
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Variables Level of 
Measurement 

Control Variables 
(con’t.) 

Employment status Nominal 
Family status Nominal 
Veteran status Nominal 
Chronic homelessness Nominal 
History of physical health problems Nominal 
History of emotional problems Nominal 
History of alcohol abuse Nominal 
History of illicit drug abuse Nominal 
Victim of domestic violence Nominal 

 

Variables 

Dependent Variable 

Chronic homelessness. HUD (2008) defines a homeless person as "those living 

in homeless facilities or in places not meant for human habitation" (p. 2). Chronically 

homeless person is defined as "An unaccompanied homeless individual with a disabling 

condition who has either been continuously homeless for a year or more or has had at 

least four episodes of homelessness in the past three years" (HUD, 2008, p. 15). A 

disabling condition is defined as “a diagnosable substance abuse disorder, a serious 

mental illness, developmental disability, or chronic physical illness or disability, including 

the co-occurrence of two or more of these conditions” (HUD, 2007, p. 4). The original 

survey questionnaire recorded duration and number of episodes of homelessness. For 

the purpose of this study, an individual is considered chronically homeless if the 

response to the survey question was either continuously homeless for 1 year or more or 

at least 4 episodes in the last 3 years. Individuals who were categorized as chronically 
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homeless were coded as 1 and those who were not were coded as 0. Thus the level of 

measurement for this variable was converted to a nominal level. 

 

Independent Variable 

Age dichotomy. The age of a homeless person is the dependent variable in this 

study. Study respondents were categorized as younger and older. Homeless persons 

with an age between 18 and 49 years are defined as younger, and those aged 50 years 

or more are defined as older. This categorization is based on a consensual definition 

based on contemporary research practices and suggested guidelines (Downing et al., 

2009). Age by itself was recorded as interval/ratio level of measurement. However, after 

its re-categorization into two distinct groups it was measured at a nominal level in the 

current study.  

 

Control Variables 

Socio-Demographic Factors 

In this section, the PI explained the socio-demographic factors in this study. 

 

Gender 

The original questionnaire, shown in Appendix A, has three categorizations (i.e. 

male, female, and transgender). However, none of the respondents chose the 

transgender categorization. Hence, for the purpose of this study two categories of 

gender were used—male or female. Responses equivalent to male are coded as 1, and 

female coded as 0. The level of measurement for this variable is nominal. 
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Minority Status 

In the original survey questionnaire minority status was recorded using three 

different questions. A question on racial background recorded respondent’s response in 

one of the eight categories (i.e. American Indian, Alaskan Native, Asian, Black/African 

American, Native Hawaiian, Pacific Islander, White/Caucasian, and Other). In addition 

respondents were also asked to identify themselves as Hispanic or non-Hispanic. 

Finally, respondents were directly asked if they would consider themselves as persons 

of a minority group. For the purpose of this study, a respondent is considered to have a 

minority status if the responder would identify as a member of a minority group—

Hispanic or one of the categories other than White/Caucasian. The rest of the 

responses are categorized as members of a non-minority group. Responses are then 

coded to reflect minority status as 1, and non-minority as 0. Hence, minority status is 

measured at a nominal level for the purpose of this study. 

 

Employment Status 

Respondents were asked the following question “Are you currently working?” 

Two response categories recorded response to this question. Respondents who were 

working are categorized as yes and those who were not are categorized as no. These 

were coded to reflect yes as 0 and no as 1. The level of measurement for this variable is 

nominal. 

 

Family Status 

Respondents were asked to describe their family. Responses were recorded in 5 
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different categories (i.e., head of a family with children, member of a family with 

children, head of a household without children, member of a household without children, 

and single individual). The response category single individual is coded as 1 and 

responses in all other categories are coded as 0. 

 

Veteran Status 

Respondents were asked the following question “Are you a Veteran of the U.S. 

Military?” Two response categories recorded response to this question. Respondents 

who considered themselves a veteran are categorized as yes and those who were not 

are categorized as no. These were coded to reflect yes as 1 and no as 0. The level of 

measurement for this variable is nominal. 

 

Health Factors 

Respondents were asked if they have current or past history of physical health 

problems (such as diabetes, high blood pressure, heart disease, Degenerative Joint 

Disease, and cancer). Those who responded positively were categorized as yes and 

those who responded negatively were categorized as no. These categories were coded 

to reflect yes as 1 and no as 0. Similarly, history of emotional problems such as 

depression, stress, anxiety, and other emotional problems; alcohol abuse; substance 

abuse; and history of being a victim of domestic violence were coded and measured at 

nominal levels of measurement. 
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Phase 2 of the Study 

Phase 2 of this study was completed between July 2016 and September 2018. 

Data from Phase 2 of this study was used to answer Research Questions 4, 5, and 6. 

This qualitative data was gathered as part of a community needs assessment project. 

Semi-structured interviews were used to identify precipitating and perpetuating factors 

and pathways that lead to chronic homelessness and barriers to rehousing among the 

study participants. This semi-structured interview is detailed in Appendix B. Specifically 

the interview started with a set of leading questions:  

• Would you identify yourself as a person in the age group 18 to 49 years, or in 
the age group 50 years or above?  

• Are you currently homeless?  

• Are you actively looking for a place such as a house or an apartment to live?  

• Have you used any emergency homeless shelters or transitional housing 
services in the past?  

• Would you consider yourself single or a person who is part of a family?  

• Do you have a friend or a family member to help you if you need emergency 
help?  

• Do you work for a living?  

• Do you have any vehicle that you can use for transportation?  

• Do you feel optimistic about your future? 

The interview was extended with follow up questions:  

• Thinking back to the first time you lost your housing, tell me about your 
experiences losing your home?  

• What was your housing situation like immediately before you lost your home?  

• Describe your efforts to find a house or an apartment to live in?  

• What kind of barriers did you face in finding a house or an apartment?  
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• What would you do if the weather gets too cold or too hot or if it starts 
raining? 

• Tell me about the resources in your community that are helpful to you?  

• What kind of help are you looking for in your community?  

• What can the community do that would be most helpful for you at this time? 

• Tell me about your transportation needs?  

• Tell me about your experiences using a homeless shelter?  

• Tell me about your experiences living on the streets?  

• What are your immediate and long-term needs?  

• What can be done to improve your situation? 

Interviews were further facilitated by using active listening techniques such as 

reflective listening, validation, empathic listening, and sharing pertinent information 

(such as observations, insights, and experiences) to foster trust and understanding. At 

times, minimal encouragement was offered by using brief positive prompts. Likewise, 

emotion labeling, probing, and clarification techniques were employed when the subject 

was inconsistent and elusive. At times during the interview certain statements were 

restated by paraphrasing to engage the person in the interview. Towards the end of the 

interview, participant’s responses were summarized to assure the captured information 

was valid, reliable, and truly reflected the subject’s own experience. As such, 

ambiguous responses are appropriately probed to elicit accurate meanings of 

experiential phenomena. 

Participants were offered incentives with an estimated dollar value of up to $20 to 

encourage participation. Incentives included blankets; backpacks; gift bags−consisting 

of toiletries, snacks, or socks; grocery bags−consisting of granola bars, peanut butter 
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crackers, raisins, water bottles; blessing bags−consisting of hats, scarves, gloves etc.; 

hygiene bags−consisting of toothpaste, toothbrush, combs, bar soap, washcloth, travel 

size shampoo and conditioner, etc.; health bags−consisting of moisturizing lotion, chap 

stick, Band-Aids, Q-tips etc.; and gift cards valued at $20 or a $20 cash payment. 

Financial support for the incentives was received from the department of Gerontology at 

University of North Texas, and personal financial contribution from the principal 

investigator. 

Semi-structured Interviews from Phase 2 of this study were audio recorded using 

reusable storage media and subsequently transcribed and coded. Interviews were 

thoroughly reviewed and analyzed for description of the phenomena, pattern 

recognition, and to categorize data for thematic synthesis. Phenomenological research 

emphasizes concrete experiential meanings with an ‘open minded’ approach (Finlay, 

2009; Hycner, 1985). Homelessness is an experience better understood through the 

individual's own words. Phenomenology focuses directly on the individual’s own 

experience without causal relationships or interpretations (Zahavi, 2002). Therefore 

phenomenological research paves the way to study social issues with minimal prejudice 

or abstract intellectualization. This method of research explores an issue with a limited 

framework such as homelessness and tries to capture lived experiences (Finlay, 2009). 

The method is non exhaustive (Giorgi, 2009) and aims to capture the holistic nature of 

the problem quite often using first person accounts. To derive meaningful scientific 

conclusions, collection of data from at least three different participants is recommended. 

Such an approach would help the researcher understand the individual's experience 

from a more general experience of the phenomenon. This approach is in contrast to 
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eliciting idiographic meanings that may or may not reflect the real world situation. Hence 

phenomenological research starts with idiographic analysis of first person accounts and 

goes on to synthesize findings by identifying a general theme that reflects the 

phenomenon (Finlay, 2009). While the principal aim of the research work is 

predominantly descriptive, some modern sociologists also argue in favor of a continuum 

of descriptive and interpretive dialogue derived by appropriate intuitive validations 

(Finlay, 2009). Interview transcripts from this phase of the study were extensively 

reviewed and significant statements that provided answers to the research questions 

were highlighted. Formulated meanings were derived from these statements while 

constantly comparing responses from all participants. Themes were synthesized using 

data that was formulated. This process was completed in 3-5 iterative cycles to improve 

accuracy of the process and utmost care is taken to capture the essential experience of 

the phenomena. Lastly, the themes were integrated to draw meaningful conclusions 

from the pooled information. 

 

Summary 

In this chapter, the methodological approach used to answer the research 

questions was outlined and described in detail. While frequency distribution tables, 

bivariate analyses, and multivariate analyses were used to compare the individual level 

risk factors between older and younger homeless adults, phenomenological research 

methods were utilized to identify precipitating and perpetuating factors for chronic 

homelessness among older and younger adults. 
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CHAPTER 4 

ANALYSIS AND DISCUSSION OF THE RESULTS 

Analysis of Results 

Phase 1 of this study included a convenience sample of 1,000 homeless 

individuals who were initially approached to participate in a survey. A copy of the survey 

is in Appendix A. Out of these 837 (84%) individuals participated and completed the 

survey. Data gathered during Phase 1 of this study was used to answer Research 

Questions 1, 2, and 3. 

Research Question 1 

What are the socio-demographic characteristics and rates of individual level risk 
factors in homeless adults living in the State of Arkansas? 

This question was answered using data gathered during Phase 1 of this study. 

Data were analyzed using descriptive statistics and presented using a frequency 

distribution table as shown in Table 3. Data suggested that about one in two individuals 

who were homeless living in the State of Arkansas met criteria for chronic 

homelessness (48.5%). Nearly one in three homeless adults (38.5%) from this region 

were 50 years or older. Study participants were predominantly (75.9%) male and almost 

two in three individuals (68.6%) identified themselves as members of the minority 

community. Only about one in four individuals (23.3%) had a job. About three in four 

individuals did not have any family support and identified themselves as being single 

(74.3%). About one in five (20.6%) participants described themselves as veterans of 

military service. The reported rates of health problems were significantly higher. About 

one in four individuals reported a history of physical (27.7%) and emotional (25.3%) 
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health problems. Homeless individuals from this region also reported a higher rate of 

alcohol and substance abuse. More than one in three individuals reported a history of 

alcohol abuse (35.8%) and substance abuse (38.8%). Almost one in five individuals 

(21.9%) reported they were victims of domestic violence. 

 

Research Question 2 

How do the rates of individual level risk factors vary between homeless and the 
chronically homeless adults from this region? 

Table 4 highlights the bivariate frequency distribution and chi square statistics for 

individual level risk factors among homeless and chronically homeless adults in the 

State of Arkansas during the study period. Findings suggested significant differences 

between these two groups. Chronically homeless adults in the State of Arkansas were 

significantly more likely to be older males with no family ties when compared with 

homeless adults. They also reported significantly higher rates of physical health 

problems and alcohol and substance abuse problems when compared with homeless 

adults. Chronically homeless adults also are significantly more likely to report a history 

of domestic violence when compared with homeless adults from this region. Minority 

status, veteran status, or employment status did not differ significantly between these 

two groups. Likewise, the study results did not show any significant difference in the 

reported emotional health problems between the two studied groups of individuals. 

 

Research Question 3 

What role does age play in predicting chronic homelessness? 

Data were analyzed using a multivariate nominal regression using homelessness 
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as a dependent variable and age dichotomy as an independent variable. Other 

homeless risk factors were controlled. The homeless state was set as a reference 

category. Results from the multivariate nominal regression revealed individuals who 

reported themselves as chronically homeless were more likely to be older (50 years or 

older age group) (OR = 1.728, CI = 1.27 – 2.35, p = 0.001). 

Table 3 

Socioeconomic Characteristics and Individual Level Risk Factors 

Characteristics N % 
Homeless 431 51.5 
Chronically Homeless 406 48.5 

Age Dichotomy 
50 years or older 322 38.5 
18-49 515 61.5 

Gender 
Male 635 75.9 
Female 202 24.1 

Minority Status 
Minority Group 574 68.6 
Majority Group 263 31.4 

Employment Status 
Employed 195 23.3 
Unemployed 642 76.7 

Family status 
Members of a family 215 25.7 
Single 622 74.3 

Veteran Status 
Veterans 172 20.6 
Non-Veterans 665 79.4 

Health Problems 
Yes 232 27.7 
No 605 72.3 

Emotional Problems 
Yes 212 25.3 
No 625 74.7 

Alcohol Abuse 
Yes 300 35.8 
No 537 64.2 

Substance Abuse 
Yes 325 38.8 
No 512 61.2 

Domestic Violence 
Yes 183 21.9 
No 654 78.1 
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Table 4 

Bivariate Frequency Distribution and Chi Square Statistics 

Variable 
Homeless Chronic Homeless Chi Sq. 

Statistic 
Probabilit
y Level # % # % 

Older Adult 133 30.9 189 46.6 21.75 .001 
Male 311 70.7 324 79.4 8.58 .003 
Minority 287 50.0 287 50.0 2.53 Not Sig. 
Unemployed 322 74.2 320. 79.2 2.94 Not Sig. 
Single 294 67.7 328 81.0 19.17 .001 
Veterans 83 18.9 89 21.8 1.10 Not Sig. 
Health Problems 107 24.4 125 30.6 4.17 .004 
Emotional 
Problems 98 22.4 114 27.9 3.49 Not Sig. 

Alcohol Abuse 132 30.3 168 41.2 11.57 .001 
Substance Abuse 143 32.5 182 44.6 13.13 .001 
Domestic Violence 115 26.2 68 16.7 11.34 .001 

 

Phase 2 of this study included a preliminary stage and a final stage of data 

gathering. The preliminary stage involved brain storming sessions. Each session was 

conducted using focus groups of 10 to 15 homeless individuals. Such sessions helped 

gather information and identify topic areas for a semi-structured interview. During the 

final stage semi-structured interviews were conducted using a convenience sample of 

450 homeless individuals. Out of these only 389 individuals who were homeless (86%) 

completed the interview. The rest of them dropped out of the interview mid-way. Data 

saturation was reached after 263 interviews. However, additional interviews were 

needed to capture the phenomena from more diverse subgroups such as women, 

minorities and veterans, and until no new themes emerged. Data gathered from semi-
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structured interviews during Phase 2 of this study were used to answer Research 

Questions 4, 5, and 6.  

 

Research Question 4 

How do the individual level risk factors for homelessness perpetuate a chronic 
homeless state? 

Using data from the interview transcripts 4,386 significant statements from 

respondents were identified. These statements were then formulated into 389 

meaningful sentences to capture the essential phenomena that would help answer the 

research question. The 389 formulated meanings clustered around 7 themes. These 

themes are summarized to highlight precipitating and perpetuating factors for chronic 

homelessness.  

 

Catastrophic Events 

Study respondents identified catastrophic events such as flooding, 

thunderstorms, and tornadoes as precipitating events for homelessness. Participants 

reported that while help was offered by local, state, and federal agencies to rebuild their 

communities, delay in arrival of such help perpetuated their homeless state. “I waited so 

long after my house was destroyed by the tornado and then I moved away from there.” 

Information provided by some respondents from this study suggested that certain 

catastrophic events such as flooding resulted in long lasting effects that precipitated 

homelessness several days to weeks later. For instance some participants reported that 

while their community was not part of the disaster hit region (thereby attracting no help 

from agencies), the flooding that resulted from thunderstorms in the nearby areas 
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promoted mold growth in their apartments (particularly those living on the first floor and 

in basements). Some participants complained that their renter’s insurance did not cover 

restoration costs related to damage caused by flooding and hence were helpless and 

left the apartment or house. Such relocations were particularly hard on individuals who 

are older. Senior citizen respondents in this study often reported that “life was never the 

same” after they had to move out of a mold infested neighborhood. Such individuals 

reported that they not only had to leave their house but also their community 

connections such as friends in the neighborhood and access to local church based 

assistance (pastoral services, emotional support, financial assistance for medications, 

and in some cases transportation services) and other informal support systems (family 

members, social support groups, club members, etc.). Certain individuals with physical 

challenges such as those using a wheel chair or a walker reported that they faced 

significant barriers finding a house or an apartment that would offer accommodations 

thereby perpetuating their homeless state.  

 

Lack of Access to Affordable Housing and Inadequate or Loss of Welfare Benefits  

Respondents reported that they were rendered homeless due to higher rents and 

difficulties paying utility bills. These issues were significant factors cited by individuals 

who are unemployed and receive disability assistance from the State. “I just get $450 a 

month and I can't afford my rent and utilities with just that.” Such individuals were 

dependent on subsidized housing units which are largely inadequate and vulnerable to 

changes in political priorities and economic downturns. Participants in this study 

particularly complained about the 2013 U.S. budget sequestration that resulted in 
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millions of lost dollars in assistance to welfare programs. Vouchers available through 

the Section 8 housing program were significantly cut by this sequestration resulting in 

perpetuation of homelessness in this region. Participants particularly complained of lack 

of subsidized housing units, inadequate repairs, and long waiting lists to get access to 

these housing units. “I was waiting for the voucher for a long time and just moved on.”  

 

Poor Family and Social Support  

Several respondents in this study described themselves as single with limited or 

no family or social support. This PI explored whether homelessness contributed to such 

a state versus poor family and social support contributing to homelessness. Findings 

were quite interesting. While several respondents acknowledged that they had fair 

social (neighbors, church friends, landlord) and family connections when they were 

dwelling in a house, such connections withered away when they lost access to a home. 

Respondents also opined that having “no one to help me” perpetuated their homeless 

state rendering them chronically homeless. Participants also reported that when they 

were precariously housed they were “doubling up” with friends and family members “for 

a while” but had to “eventually move out” when such relationships strained. 

 

Health Problems−Physical, Mental, Alcohol, and Substance Abuse Problems 

This study identified chronic physical as well as mental health problems to be a 

major precipitating as well as perpetuating factors for homelessness in this region. 

Several individuals with a history of serious mental illness such as schizophrenia and 

bipolar disorder reported losing access to housing resources when they were 
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hospitalized for acute exacerbations of their mental illness. “I was kicked out by my 

landlord when I was in the hospital,” “my neighbors complained,” “I was in the hospital 

and my landlord evicted me.” Further, respondents complained about difficulties to 

obtain new rental housing due to poor rental histories, evictions, and incarcerations 

prolonging their homeless state. Homelessness also appears to be a choice in certain 

individuals. Some participants reported that “living in the woods” or in a tent is a choice. 

Even though underlying psychiatric symptomatology such as paranoia might have 

contributed to such a choice, respondents with no such symptomatology also reported 

that they “like living in the woods.” One individual reported “I like living in my tent. You’ll 

be surprised how many people out there prefer to be in their tents than rent a house.” 

Study participants with a history of alcohol and substance use problems are also 

particularly vulnerable not only to their economic consequences but also to their social, 

legal, and health effects in maintaining stable housing. Statements such as “I missed 

paying my rent, my landlord kicked me out”; “I did not pay my utilities, they were turned 

off”; and “my neighbor called the police on me” exemplify such deleterious 

consequences. 

 

Discharged from Hospital, Nursing Home, Jail, or Prison  

Discharge from a physical or mental health care unit particularly after an 

extended length of stay is reported as a significant factor precipitating homelessness in 

several respondents in this study. “I was in the hospital when my landlord evicted me,” 

“they discharged me to a shelter and I been living there (since),” and “I could not pay my 

bills when I was in the hospital.” Individuals with a history of criminal record, registered 
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sex offenders, recent discharge from a jail, or from department of corrections reported 

vulnerability in acquiring housing units for rent and they typically transition to a 

homeless shelter or just live in the “woods” or on the “streets.” Such individuals tend to 

become chronically homeless and “learn to survive on the streets.” While homelessness 

itself make them vulnerable to further incarcerations thereby perpetuating this state; “I 

was walking by the sidewalk in the middle of the night when they put me in jail for 

jaywalking.” 

 

Victimization Due to Domestic Violence 

Several respondents in this study identified domestic violence as a significant 

factor that precipitated the homeless state for them. This risk factor appeared to be 

more common in female respondents. Alarmingly domestic violence also appeared to 

be a major risk factor in the elderly. Quite often such violence is perpetuated by 

domestic partners or significant others. Individuals who have been victims of domestic 

violence either leave the house with no “backup plan” or would get a restraining order 

against the perpetuator. In the latter instance domestic violence victims are left behind 

in the house and are held liable for rental payments and utility bills that they could not 

afford eventually rendering them homeless. Such victims reported low self-esteem and 

were reluctant to seek help from friends and family members due to fear of stigma or 

retribution. Respondents also reported “fear” which made it difficult for them to return 

into the community that they once lived. “I was afraid my parents would not believe me.” 

“I was afraid he’d harm me again.” Most often they move away into new neighborhoods 

and hang out with the “wrong people” who often take advantage of their situation. Some 



51 
 

respondents reported that they relapsed on drugs and alcohol and “struggle” to come 

out of their homeless state thereby perpetuating their condition. 

 

Homeless State as a Perpetuating Factor for Chronic Homelessness  

It is interesting to note that the homeless state itself appears to be a perpetuating 

factor for chronic homelessness. Such phenomenon is particularly more visible in the 

older homeless who reported difficulties to come out of the homeless state once they 

are rendered homeless. The older homeless who participated in this study reported 

difficulties with dwindling social and family ties, employment prospects, and health 

status after their first episode of homelessness. The older homeless also reported 

greater difficulties in adjusting to life on the streets and in homeless shelters and are 

quite often marginalized. Study respondents identified problems such as estrangement 

from familiar neighborhoods, difficulties in finding a job, difficulties in finding new 

supportive social relationships, and learned helplessness. “I tried and tried and I gave 

up.” Homeless state also appears to make such individuals vulnerable to victimization 

on the streets and in the homeless shelters, perpetuate alcohol abuse, and illicit 

chemical abuse which in turn results in chronic homelessness. 

 

Research Question 5 

How do the individual level risk factors for homelessness differentially affect older 
homeless adults when compared with their younger cohorts? 

Interview transcripts were further analyzed and 1,295 significant statements from 

respondents were identified which helped address this research question. These 

statements were then formulated into 133 meaningful sentences to capture the 
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essential phenomena. The formulated meanings clustered around five themes. These 

themes are summarized to highlight the differential impact of individual risk factors on 

older homeless adults.  

 

Poor Social Networks 

The elderly homeless respondents interviewed for purpose of this study reported 

minimal to no social or family ties. This finding is more prominent in individuals who 

identified themselves as chronically homeless. Several individuals reported they were 

“abandoned” by their friends and family. Even though poor social and family 

connections also appear to be a challenge in the chronically homeless younger 

individuals as well, in contrast to the elderly homeless the younger cohorts frequently 

reported having at least a significant other as part of their family. When respondents 

were asked to identify a place that they typically would spend during “Thanksgiving” or 

“Christmas day”−chronically homeless older adults more often than not reported that 

they usually spend these days at a local church. While chronically homeless younger 

adults reported that they would visit family members such as “aunt,” “brother,” or 

“grandmother.” In addition the older homeless also reported difficulties in finding new 

friendships once they were estranged from familiar neighborhoods. “You can't trust 

anyone out there.” Social networks when available help the elderly in offering “pick up 

rides,” “grocery shopping,” and “take me to the church or my appointment.” 

 

Poor Health Status 

Health problems including physical and mental health disorders, alcohol abuse, 
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and illicit chemical abuse problems were widely reported by chronically homeless older 

adults. These individuals also reported difficulties with poor oral hygiene and poor 

dentition. Some commonly identified health problems included “back pain,” “hip pain,” 

“foot pain,” “shoulder pain,” “chest pain,” “cough,” wheezing, shortness of breath, 

abdominal pain, diarrhea, constipation, rash, “depression,” “anxiety,” “my tooth hurts,” 

and “heart problem.” Respondents identified difficulties with getting access to 

ambulatory physical and mental health care services and access to dental care 

services. Most respondents reported they would typically seek help by visiting local 

emergency rooms for their chronic health problems. Some individuals reported they 

would visit emergency rooms at least once or twice a month. Barriers to seeking 

ambulatory health care services include lack of access to transportation, lack of 

knowledge about community health programs, affordability issues, and lack of health 

insurance coverage. Health insurance coverage problems were particularly reported by 

individuals in the age group 50-64 years who did not qualify for Medicare. 

 

Alcohol and Illicit Chemical Abuse  

While younger homeless respondents tend to minimize alcohol and illicit 

chemical abuse problems and focus more on lack of affordable housing and poverty as 

a perpetuating factor to their homeless state, the older homeless respondents 

interviewed in this study acknowledged alcohol and illicit chemical abuse as a 

“significant problem” contributing to their homeless state. Such respondents reported 

extensive periods of sobriety prior to becoming homeless and are able to recall that the 

relapse of alcohol and illicit chemical abuse occurred while they were living on the 



54 
 

streets or hanging out with the “wrong crowds.” Ironically many respondents in this 

study reported they were surrounded by “alcoholics and drug addicts” and relapsed on 

alcohol and or illicit chemical abuse while they were spending time in a treatment 

program or at a sober living house. “You don't know how many people use drugs and 

alcohol in those houses.” The temporal relationship between chronic homelessness 

contributing to alcohol and illicit chemical abuse problems and vice versa appears to be 

intertwined and difficult to ascertain. However, older chronically homeless adults appear 

to be differentially affected by this problem when compared with younger chronically 

homeless adults interviewed in this study. 

 

Employment Opportunities 

Older homeless adults interviewed in this study identified several barriers in 

securing meaningful employment. While younger individuals more often reported that 

there was work available for them through “Temp” agencies, older adults identified 

difficulties with loss of vocational skills due to their chronic homeless state and 

deteriorating health problems. Older homeless participants reported that the available 

employment opportunities through “Temp” agencies are labor intensive and are not 

conducive to them. “I have back problems and can't do such physical work.” In addition, 

older homeless adults also reported they are often “screened out” when they apply for 

admission to a vocational rehabilitation program due to their comorbid physical health 

problems thereby minimizing their opportunities to get back into the work force. Another 

major hurdle that was reported by the chronically homeless older respondents in this 

study was difficulties with lateral mobility. Quite often the chronically homeless older 
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individuals tend to “get stuck” in a given region when compared with their younger 

counterparts which also minimizes their chances to get meaningful employment. 

 

Domestic Violence  

Domestic violence in the form of physical, emotional, and sexual abuse has been 

widely reported by respondents in this study as one of the contributing factors to their 

homeless state. The older homeless reported significant problems adjusting to life after 

they were “abandoned” by their significant other. Older women were particularly 

vulnerable and many of them identified “shame, guilt,” and “not able to share my 

experience” as barriers to help seeking. “My husband left me for another woman and I 

could not pay my rent and utilities so I moved out.” Further, older homeless women are 

not readily able to seek services such as battered women shelters in fear of 

stigmatization. While younger homeless women were comfortable to file an ex parte 

against the perpetrators and “move on,” older homeless women reported lack of 

awareness about legal remedies, and fear of retribution as barriers. Older homeless 

women also reported difficulties with social isolation, self-blame, and insults from family 

members. Some of them were willing to go back and reconcile with previous partners 

hoping that their partners would “change” and “not do it again.” Some of them reported 

that they perceive such abusive incidents are “common,” “normal,” or “happens 

everywhere.” Such normalization is widely reported by elder homeless women 

respondents in this study. 
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Research Question 6 

How does the ecological model of homelessness apply to older adults who are 
chronically homeless? 

This PI, using a phenomenological approach, explored the mechanisms and 

pathways that lead to chronic homelessness in older adults. To help facilitate this 

inquiry the biopsychosocial ecological model proposed by Nooe and Patterson (2010), 

as shown in Figure 1, was used as a guide. Participants were asked to differentiate their 

experiences of first occurrence of homelessness from subsequent occurrences and 

were also asked to highlight the barriers they faced in their attempts for rehousing. They 

were encouraged to recapitulate their experience in their own words. Several 

participants described their first experience of homelessness as “It was like a shock to 

me,” “I was so scared,” “I did not know what to do,” “I was so nervous,” “I did not know 

what was going to happen,” “I did not know where to live,” or “how long it's going to take 

for me to find another house.” One participant reported he was “drunk and slept under a 

bridge and was bitten by critters and fire ants. When I woke up I had this huge rash all 

over my body and I was itching.” Most participants reported that the first episode of 

homelessness was “sudden,” “not expecting it,” and were generally ill prepared to face 

the consequences. Several participants reported they were totally of community 

resources for the homeless. Most participants reported that they approached a friend or 

a family member to seek help. Some called their pastor and sought help. Older adults 

recounted emotional trauma, guilt, and a state of helplessness soon after the episode. 

They were generally less optimistic about their future when compared with younger 

adults and were less likely to seek help by visiting a local emergency shelter. Women, 

particularly those from the minority community, reported they were ashamed and felt 
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uncomfortable to share a dwelling (such as an emergency shelter or a transitional 

house) with strangers. Several older minority women reported their preferred “go to 

location” was “my church.” Individuals with a history of mental health problems and 

alcohol and substance use problems reported that they ended up “hanging with the 

wrong crowds” or sought shelter from strangers who were abusing illicit chemicals and 

alcohol. Some reported they simply slept on the sidewalks or “lived in the woods.” Their 

immediate concern was personal safety and security, weather, food, transportation, and 

access to medications.  

I was kicked out of my house by my landlord without notice. I had my clothes, my 
personal items, my medications, you know . . . all stuffed in a large bag that was 
left on the drive way. Did not know how to carry them, I had no money, no help, I 
did not know where I was going, it was so scary. 
 
Individuals with good family and social support acknowledged they were able to 

recover quickly from the incident and were able to seek temporary shelter by visiting 

family and friends. “I called my brother who came and picked me up and I was living 

with him for 2 months before I could find my own place.” “I was able to call my pastor 

and was sent to this place (emergency homeless shelter).” Participants also 

recapitulated their experiences using local emergency homeless shelters. While some 

participants reported they were “glad” to find a place to stay, some complained of 

difficulties adjusting to overcrowding, lack of privacy, insecure neighborhoods, and 

anxiety related to living with strangers. Such adjustment issues were more prominently 

mentioned by older individuals, particularly older women. The overall impression of 

support staff at these emergency homeless shelters is positive and “helpful.” Most 

participants reported that they felt safer living in such emergency homeless shelters 

than in the woods or on the sidewalks. Some participants reported support staff at these 
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homeless shelters helped them get connected with useful community resources and 

helped them get back into a house or an apartment of their own. Participants’ 

experiences with subsequent episodes of homelessness were quite contrasting to initial 

episodes of homelessness. Several participants reported that they felt “comfortable” 

living in a local homeless shelter at subsequent visits when compared with their initial 

use of such resources. “I knew where to go and ask for help.” “I knew the people there.” 

“They (homeless service providers) helped me call my family and my uncle came and 

picked me up.” Some pertinent negative feedback related to emergency homeless 

shelters is focused on hours of operation. “I had to leave the place early in the morning 

and could not get in before 5 (PM).” “My back hurts”; “I can't carry all my bags on my 

shoulders.” “I did not know where to go during the day.” “I could barely walk.” “I made 

friends with the wrong people, hung out with wrong crowds,” “I started drinking again,” 

and “I relapsed on meth” (methamphetamine). 

Participants were also encouraged to share perceived barriers for rehousing. 

Several participants reported difficulties finding affordable housing units and inability to 

afford utility bills even when subsidized housing units were available to rent. Some 

participants reported poor rental histories as barriers to rehousing. Respondents 

receiving a monthly disability income reported that such income was insufficient to 

afford the utility bills, and this was a barrier to rent and stay at a subsidized housing unit. 

“I get $450 a month, I can't afford to pay my food, bills, medications, utilities with that. I 

left the place (subsidized housing unit) in 2 months after I moved in there.” Some 

participants complained about these subsidized housing units to be distant from city 

centers thereby decreasing their access to community resources such as parks, church, 
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and ambulatory health clinics. While public transportation was available for some, not 

many individuals who reported renting these units had access to such. Another reported 

barrier to rent a subsidized housing unit was long waiting lists to get into such units. “I 

put in my application and never heard back from them.” Participants also reported 

difficulties maintaining consistent contact information while they moved from one 

location to another and did not update their application. They acknowledged frequent 

changes to their contact address or phone numbers and had difficulties receiving mail. 

Participants with a history of being a registered sex offender or incarceration or with a 

history of serious mental illness found it particularly difficult to rent housing units. Such 

participants also reported difficulties seeking help at local emergency shelters, 

transitional living houses, or sober living houses. “They don't let me check in.” “I was 

forced to leave after they found out that I was a registered sex offender.” Participants 

with a history of serious mental illness and or substance use problems reported “I burnt 

my bridges and was asked to leave. Now I can't get back into them.” Relapse of alcohol 

and illicit chemical abuse are particularly reported as a barrier to successful rehousing. 

Such individuals not only had to face individual level barriers such as difficult financial 

situations, difficult behaviors such as getting involved in fights, paranoia, etc., but also 

complained of system level barriers such as perceived discrimination from homeless 

service providers, social networks, and stigma towards mental illness, drugs, and 

alcohol abuse. “When they know you use meth (methamphetamine) they want you to 

stay away.” Respondents with experiences living in sober living houses also complained 

of multiple barriers to successful rehousing. “I was hanging out with wrong crowds.” 

“There is drugs and alcohol everywhere.” “I was sober for several months and when I 
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relapsed I was kicked out.” “I could not pay my rent,” “I lost my job,” and “I got into a 

fight and was asked to leave.” “I left the place and got into the wrong people and started 

doing dope again.” Another significant barrier to successful rehousing reported by 

individuals with a history of serious mental illness was relapse of mental illness 

symptoms secondary to poor adherence to prescribed psychotropic medications and 

follow up mental health care appointments. “My medications were stolen and I started 

feeling sick again.” “I missed my appointment and I had to wait for several months 

before I could get in.” “I was not ready when they discharged me from the hospital.” “I 

had no ride and I could not go to my appointments.” “I started feeling better and I 

stopped taking my medications and then my depression came back.” “The medications 

they gave me never worked for me.” “I could not afford my medications.” 

 

Discussion of Results 

Data gathered and analyzed for this study suggested that about one in two 

individuals who were homeless living in the State of Arkansas met criteria for chronic 

homelessness−48.5% as shown in Table 3. This finding suggested the proportion of 

chronic homelessness within the homeless cohort in the State of Arkansas is 

substantially higher when compared with the national average−23.3% (HUD, 2015). 

This is quite interesting given that the rest of the socio-demographic and individual level 

risk factors within the homeless cohort in the State were comparable to national 

estimates. For instance, the 2014 AHAR (HUD, 2015) estimated that nearly one in three 

(31.1%) homeless individuals in 2014 were older adults in the age group 51 years or 

higher. This is comparable to findings from this study which showed that older homeless 
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adults who were 50 years or older comprised of 38.5% of the total homeless cohort as 

shown in Table 3. Likewise, the percentage of homeless individuals in the U.S who 

were males is estimated to be at 70.8% which is comparable to findings from this study 

(75.9%). Similarly national estimates (HUD, 2011) of percentage of homeless 

population with a serious mental illness (26.2%) or substance use problems (34.7%) 

were comparable to findings from the State of Arkansas as shown in Table 3.  

The substantially high chronic homelessness in the State if Arkansas could at 

least partially be attributed to higher rates of poverty in this region. Incidentally 

Arkansas’ poverty rate is at 18.7% and only five other states in the country have a 

worse poverty rate than Arkansas. However, it would be interesting to note that based 

on findings presented in this study there was no statistically significant difference in 

employment status between individuals who were homeless and chronically homeless 

living in this state as shown in Table 4. Hence a higher poverty rate in the State of 

Arkansas alone may not fully explain the reasons for a substantially higher rate of 

chronic homelessness in this region. The reasons for this significant difference appear 

to be multifold. One, the climatic conditions in the State of Arkansas are congenial and 

foster homelessness. In fact, several respondents in this study reported that “people 

here like living in the woods and in their tents.” The State of Arkansas has a humid 

subtropical climate. Barring a few weeks during the summer and winter, the region’s 

temperatures permit living outdoors without the need for air conditioning or heating. 

Two, Arkansas unlike other neighboring states and other bigger cities in the region has 

no laws that would effectively criminalize and ban public camping. In fact, the 

abundance of State parks in this region allow people to set up tents, camper trailers, 
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and recreational vehicles in public places. This allows people to continue to live in such 

dwellings for an extended period, thereby meeting criteria for chronic homelessness. 

Three, there was a huge influx of people into the State of Arkansas from neighboring 

gulf states such as Louisiana and Texas when hurricane Katrina devastated those 

regions in 2005. Several respondents in this study identified themselves as being 

victims of that catastrophe. Arkansas did not have the necessary infrastructure to 

provide housing for such displaced individuals and their families. Many of them reported 

that they continued to live on the streets and are not able to acquire any stable housing 

since their arrival. Four, the study period during which quantitative data was gathered 

for this study overlapped with the 2008 housing crisis that displaced hundreds and 

thousands of individuals and their families from their homes. The economic downturn 

that started in 2008 lasted for several years and resulted in loss of jobs which could also 

have contributed to chronic homelessness in this region. 

Table 4 highlighted several key differences between the homeless and the 

chronically homeless subgroups analyzed for purpose of this study. Interestingly there 

was a statistically significant (p < 0.05) likelihood that individuals with a history of 

chronic homelessness in the State of Arkansas were single older males with a history of 

physical health problems, alcohol and substance use problems, and survivors of 

domestic violence. This finding is significant and could help one understand the 

phenomenon of chronic homelessness and perpetuating factors for chronic 

homelessness at a much deeper level. While several previously published studies 

described role of such individual level risk factors in precipitating homelessness among 

vulnerable populations, findings from the current study highlight that such factors could 
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also potentially perpetuate a chronic state of homelessness. However, the exact 

mechanisms through which such factors act as barriers to rehousing in the homeless 

cohort is poorly understood. 

Findings from the current study also revealed the older age group is an 

independent risk factor for chronic homelessness. This was a unique contributory 

finding from this study. While previously published studies reported the older age group 

as a risk factor for homelessness, the role of the older age group in predicting a chronic 

homeless state had not been reported. Furthermore, in contrast to previous studies, the 

current study used a true definition of chronic homelessness as defined by the HUD. 

The current study also assessed and controlled several other widely known risk factor 

variables before estimating the role of older age group in influencing chronic 

homelessness. The role of older age group in perpetuating a chronic homeless state is 

best understood by applying the theoretical framework of disengagement theory 

postulated by Cumming and Henry (1961). Withdrawal from the social system could 

clearly act as a barrier to rehousing the older adults. Such individuals are quite often 

marginalized and socially excluded. Furthermore as Coumans and Spreen (2003) 

explained, marginalized and socially withdrawn individuals such as older adults are 

more prone to negative effects of other consequential factors such as alcohol and 

substance use problems and domestic violence. Social isolation of older adults also act 

as a barrier to participate and receive welfare benefits (Canvin, MacLeod, Windle, & 

Sacker, 2018). 

With this study, the PI also helped analyze the role of seven common 

precipitating factors for homelessness in perpetuating a chronic homeless state. 
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Pathways to chronic homelessness appear to cluster around three distinct levels of 

barriers to rehousing, viz., individual level, provider level, and system level. This is one 

of the most important and unique contributions from the current study. No other 

previously published studies have explored such distinct barrier levels. At an individual 

level, the current study results identified key barriers to rehousing the chronically 

homeless. These barriers are amenable to interventions. The individual level barriers to 

stable rehousing are lack of adequate preparedness or lack of anticipation, inadequate 

attention towards prevention, suboptimal awareness towards the problem, debilitating 

health problems in the vulnerable groups, and physically and emotionally abusive 

interpersonal relationships. At a provider level, the study results identified key issues 

such as inadequate resources, suboptimal planning and delivery, and inadequate 

response. At a system level, disintegrating and dwindling social and family connections 

and informal support systems, poor coordination between institutions and misplaced 

priorities appear to play a vital role. However, it would be precarious to approach these 

distinct barrier levels independently. For instance, in the past several policy analysts 

questioned whether homelessness is a derivative of factors identified above or if 

homelessness itself is a perpetrator of health problems including mental and physical 

illness, alcohol and substance abuse problems, unemployment, and poverty. Findings 

from the current study and the proposed postulations of Nooe and Patterson (2010) 

help understand this “chicken or the egg” conundrum. The homeless state is a dynamic 

interplay between the individual level factors and the social environment and social 

policy. Such interconnected biopsychosocial model, as shown in Figure 1, deviates from 

and challenges conventional dichotomies such as micro versus macro factors, or 
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individual versus structural factors. It appears that the risk factors for homelessness and 

the outcomes from the homeless state itself interact with each other. Policy analysts 

must bear this in mind while framing social policies aimed at preventing and mitigating 

this pernicious social problem. 

 

Summary 

In this chapter, the PI presented a detailed analysis of the quantitative and 

qualitative data gathered for this study. The socio-demographic characteristics and the 

differential rates of individual level risk factors for chronic homelessness among older 

and younger individuals living in the State of Arkansas were presented. The role of age 

in predicting chronic homelessness was estimated using a multivariate nominal 

regression analysis. Data were also phenomenologically analyzed to describe 

precipitating and perpetuating factors for chronic homelessness in older adults. 

Underlying pathways were analyzed using a biopsychosocial model. A detailed 

discussion of findings was also presented in this chapter. 
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CHAPTER 5 

SUMMARY, CONCLUSIONS AND SOCIAL POLICY RECOMMENDATIONS 

Summary 

In the current study, the researcher identified key socio-demographic 

characteristics and rates of individual level risk factors for homelessness in the State of 

Arkansas. Participants in the study were predominantly single unemployed men 

belonging to the minority community. Nearly half of the study participants identified 

themselves as being chronically homeless and more than one in three participants were 

in the age group 50 years or older. Nearly one in four individuals reported difficulties 

with physical and emotional health problems and were also victims of domestic 

violence. More than one in three individuals reported a history of alcohol and substance 

abuse. Chronically homeless adults in this region were significantly more likely to be 

elderly men with no family ties and are more likely to be victims of domestic violence 

and have higher rates of physical health problems and alcohol and substance abuse 

problems. Results from the multivariate nominal regression revealed that individuals 

who reported themselves as chronically homeless were more likely to be older, 50 years 

or older age group, (OR = 1.728, CI = 1.27 – 2.35, p = 0.001). The role of several key 

individual level factors such as poor family and social support, physical, mental, alcohol 

and substance abuse problems, discharge from hospital, nursing home, jail or prison, 

victimization due to domestic violence in perpetuating a chronic homeless state was 

described in detail using a phenomenological approach. Likewise, the role of several 

structural factors such as catastrophic events, lack of access to affordable housing and 

inadequate or loss of welfare benefits in perpetuating a chronic homeless state was also 
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highlighted. Study findings also help one understand that older adults who are 

chronically homeless are a distinct vulnerable group within the homeless cohort. They 

are not only at risk for chronic homelessness but are also differentially impacted by the 

chronic homelessness state in comparison with younger homeless adults. Lastly, three 

distinct barrier levels to rehousing were identified among the study population. These 

included individual level barriers such as lack of adequate preparedness or anticipation 

of the emerging problem, inadequate attention towards prevention, suboptimal 

awareness towards the problem, debilitating health problems, and abusive interpersonal 

relationship problems. Provider level barriers included inadequate resources, 

suboptimal planning and delivery, and inadequate response. At a system level, 

disintegrating and dwindling social and family connections and informal support 

systems, poor coordination between institutions, and misplaced priorities appear to play 

a vital role. Study findings highlighted that there is a dynamic interplay between these 

biopsychosocial factors and an integrated approach would be most effective in 

preventing this pernicious social problem. 

 

Conclusions and Social Policy Recommendations 

Providing access to affordable housing not only helps accomplish social justice 

but also helps prevent some of the consequences of homelessness. It is well 

established in the literature that the overall financial cost of homelessness is 

significantly higher when compared with costs involved in offering supportive housing to 

the vulnerable populations (Flaming et al., 2009). Despite such significant tangible 

benefits in favor of supportive housing not many communities across the country are 
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able to achieve housing for all residents and chronic homelessness continues to be on 

the rise (HUD, 2015). Many analysts agree that the federal programs aimed at ending 

homelessness are quite insufficient and are vulnerable to changes in political priorities 

and economic downturns. Local homeless service providers are quite often 

disenchanted by interruptions in federal funding and are left to scamper resources. 

Local homeless administrators are often disconnected and not engaged in policy 

framing. Findings from this study highlighted the dynamic interplay between 

biopsychosocial factors precipitating and perpetuating a chronic homeless state in older 

adults who are quite vulnerable and differentially impacted. The contemporary homeless 

are no longer a homogeneous group according to the findings from the current study. 

They are quite diverse with varying needs. Hence, social policy solutions to end this 

problem must be targeted and sometimes individualized with a primary focus on 

prevention. For instance, an individual who is homeless and with a history of serious 

mental illness would not only benefit from supportive housing but also needs assertive 

community treatment to help stabilize his or her mental illness symptoms. In addition, 

interventions such as vocational rehabilitation, social and interpersonal skills training, 

long term clinical oversight on psychosocial functioning, close monitoring for relapse of 

mental illness symptoms and other comorbidity are also needed to prevent subsequent 

episodes of homelessness. Likewise, an elderly individual who is homeless and with 

significant physical frailty would also need assistance with transportation, case 

management support, and access to social networks in addition to a subsidized housing 

unit. An individual who is homeless and with a history of alcohol and chemical 

dependency problems would not only need a long term sober living environment but 



69 
 

also vocational rehabilitation, social and interpersonal skills training, relapse prevention, 

and treatment of underlying mental illness comorbidity. Such individualized service 

delivery would only be possible if local homeless service providers are able to build 

partnerships with federal agencies that administer housing programs for the homeless. 

This study had significant limitations. One, study design was cross sectional and 

hence cause and effect could not be determined. Two, some of the data in this study 

was gathered immediately before and after the 2008 housing crisis which could have 

affected the results and contributed to a higher rate in chronic homelessness. Three, the 

population surveyed were recruited from a region which may not be nationally 

representative. However, it is worth noting that the study focused on describing a 

pernicious problem among the most vulnerable sections of the society who are most 

often neglected and understudied. The aging population is a modern phenomenon 

which is creating social, economic, and health care challenges for several communities. 

Homelessness is not immune to such changing demographics. The contemporary 

homeless are quite heterogeneous with unique needs and diverse implications. 

Solutions for a given social problem must start with recognition, description, and 

assessment of the problem, which this PI has successfully achieved. 

The 21st century society is getting more and more structured and formalized. 

Informal support systems are giving way to a more formal and organized support 

networks. Even though such developments must be welcomed, social policy analysts 

must not ignore the pitfalls that come with these changes. Older adults are particularly 

vulnerable to such rapid changes in social practices, frequent economic downturns, and 

dwindling interpersonal relationships and disappearance of close knit communities. 
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While globalization and rapid urbanization is helping provide employment opportunities 

and better standards of living to growing populations across the globe, it is also hurting 

certain vulnerable sections of the community who are not able to adapt to global 

competitiveness. Fostering development of inclusive sustainable communities, 

intergenerational relationships, and shared housing practices could help ease such 

social inequities and prevent problems such as chronic homelessness in vulnerable 

groups. Further research is needed to develop and test targeted and individualized 

intervention programs aimed at preventing this social problem. 
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SURVEY
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APPENDIX B 

INTERVIEW QUESTIONS
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• Would you identify yourself as a person in the age group 18 to 49 years, or in the 
age group 50 years or above?  

• Are you currently homeless? 

• Where did you sleep last night? 

• How long have you been homeless?  

• When was the last time you had a house or an apartment for yourself?  

• Are you actively looking for a place such as a house or an apartment to live?  

• Have you used any emergency homeless shelters or transitional housing services in 
the past?  

• Would you consider yourself single or a person who is part of a family?  

• Do you have a friend or a family member to help you if you need emergency help?  

• Do you work for a living? 

• Do you have any vehicle that you can use for transportation?  

• How many meals do you have in a day?  

• Do you feel optimistic about your future? 

• Thinking back to the first time you lost your housing, tell me about your experiences 
losing home?  

• What was your housing situation like immediately before you lost your home?  

• Describe your efforts to find a house or an apartment to live in?  

• What kind of barriers did you face in finding a house or an apartment?  

• What would you do if the weather gets too cold or too hot or if it starts raining? 

• Tell me about the resources in your community that are helpful to you? 

• What kind of help are you looking for in your community?  

• What can the community do that would be most helpful for you at this time?  

• Tell me about your transportation needs?  

• Tell me about your experiences using a homeless shelter?  
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• Tell me about your experiences living on the streets?  

• What are your immediate and long-term needs?  

• What can be done to improve your situation? 
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